
Surgery Center of B.R.A.S. 

Centers for Medicare and Medicaid Services 
Department for Health and Human Resources 
Attention: CMS-4125-P 
P . 0 . b ~  801 1 
Baltimore. MD 21 244-1 850 

Dear Sir or Madam: 

The physicians and staff of our multispecialty ambulatory surgery center have served the Baton Rouge 
Metropolitan Area for more than 25 years. As the first ASC in this area, we have had the privilege of 
providing top quality outpatient surgical services to more than 75,000 residents of this community with a 
record of safety, efficiency and top notch clinical care which would be the envy of any hospital setting. 
We serve more than 3500 patients annually. 

We have witnessed the growth of ambulatory procedures throughout these three decades as surgeons 
have continued to pursue performing ever greater numbers of procedures which have been tested and 
proven to be safe for their patients, and in response to patient demands for more convenient, 
responsive surgical care which allowed them to return to home and family as soon as they were 
medically able. We have an outstanding safety record and have consistently recorded far lower 
infection rates than occur in hospital settings. Our patient satisfaction ratings consistently exceed 
averages for the ASC healthcare industry. We believe the freestanding ambulatory surgery facility is a 
highly desirable model for providing outpatient surgery to CMS patients which needs to be encouraged 
and supported for the results it has produced and for the cost savings it offers for the CMS program. 

We write today to voice our comments regarding the proposed new CMS rule to create a new ASC 
payment system. While we laud efforts to update the existing ASC payment system which has been far 
too long ignored, we have very serious concerns over the proposed new payment system and would 
like to bring these concerns to your attention. 

1) The proposed rule fails to tackle the problem of maintaining budget neutrality in a 
comprehensive fashion, wherein all expenditures for Medicare outpatient surgical services are 
considered . Outpatient surgical services continue to constantly evolve as a safe, practical alternative 
to overnight inpatient care. Freestanding ambulatory surgery centers must be allowed the opportunity 
to expand in the proportionate volume of CMS outpatient patients they serve because they offer a more 
cost effective delivery model which patients and surgeons have shown they endorse. We have seen 
many hospitals acknowledge this evolving growth trend, as they open their own freestanding centers in 
response to crowded hospital surgical departments, unending, unplanned delays and the surgeon and 
patient attrition which always results. Why are the hospitals choosing to own and construct their own 
freestandinq ASC facilities? It is precisely because they know the setting is SAFE, the model is 
more efficient and cost effective and is what patients and physicians find more desirable. CMS 
must abandon its artificial budget construct of trying to maintain the overall same level of payments to 
ASC's without considering its expenditure levels in hospital based outpatient surgery. CMS must 
approach development of an equitable ASC payment system recognizing the flow of procedures away 
from hospital outpatient settings is a continuing process for many valid reasons. The total expenditures 
on out~atient surQerv should be the basis of any budqet neutral payment proposal. If not, hospitals will 
continue to hold on to Medicare budget dollars for outpatient services which patients are rejecting in 
favor of freestanding ASC alternatives. To base a new payment system on a decision to maintain the 
historical distribution of expenditures between hospital outpatient and freestanding ambulatory 
treatment alternatives is shortsighted and fails to acknowledge the validity of the reasons why the ASC 
service delivery model has succeeded and can offer even more advantages to CMS patients if allowed 
to grow. . 
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2) The ASC payment rule continues to utilize a proposed listing of PERMITTED PROCEDURES 
which is not sufficiently extensive and reflective of the level of complexity of outpatient 
procedures which are routinely, safely performed by ASC's on their patients with non-Medicare 
insurance coverage. CMS moreover ,proposes to allow many procedures currently performed in 
offices to move to the ASC for the same office reimbursement fee. This is of course redundant logic in 
reversing the trend of moving care to the least expensive SAFE setting. If those procedures were safe 
in an office before now, why try to encourage their movement back to an ASC? Why not move them 
back to a hospital? Of course this would wreak havoc on hospital overcrowding and would be contrary 
to logic. Similarly, to offer to " allow" office procedures to retum to the ASC at office rates does nothing 
to promote ASC's as it only injects greater volumes of low or "no " margin cases where costs have 
been frozen for years. 

We have long favored the abandonment of the CMS PERMllTED listing. Why have insurance carriers 
consistently recognized far more reimbursed procedures in their managed care contracts with ASC's? 
They know s afety p recautions a re not the true c oncem, as  accredited, licensed A SC facilities can 
safely triage the patients they treat. The reason is they are forced by sound business principles to 
consider avoiding UNNECESSARY COSTS when selecting a safe surgical venue. CMS should 
recognize cost savings are readily achievable while maintaining patient safety by more fully 
using the ASC outpatient setting. The PERMIlTED LIST is again another arbitrary mechanism to 
maintain the status quo of procedures historically performed in hospitals. Every procedure which is 
relegated to the hospital, simply due to the Medicare coverage of the patient and NOT THE 
ACTUAL HEALTH STATUS OF THAT PATIENT is an arbitrary decision to spend more dollars 
when this is not always justified. Health Status as evaluated by the physician should more 
directly influence where the patient may be admitted for treatment. Simply because the patient 
qualifies for MEDICARE COVERAGE should not LUMP ALL MEDICARE patients into a high risk 
category for every outpatient surgical procedure. This is totally at odds with the truth .Many older 
patients are far more healthy than younger patients routinely handled in an ASC .Why can't CMS allow 
greater physician discretion to evaluate their own patient and choose where procedures can safely be 
performed? If any list is to be utilized, then publish a list of WHAT PROCEDURES CANNOT BE DONE 
ON ANY MEDICARE PATIENT FOR SAFETY REASONS and allow physicians more latitude to treat 
healthy candidates in an ASC. 

3)The proposed payment system must include provisions to reimburse ASC facilities for 
implant costs as hospital outpatient facilities receive. As prosthetics evolve in the frequency they 
are used to replace injured joints, bones, breasts lost t o  cancer, and cataract filled eyes among a 
constantly evolving list of technology available to ease pain, disease and injury, ASC's cannot be 
expected to absorb the cost of the implants within a fee structure much smaller than that received by 
the hospital outpatient center. Our facility has more than a few times been forced to pay 1500-2000 for 
the implants used for a medicare patient which far exceeded the fee paid to the facility for the 
procedure. This is another unfair arbitrary determination to penalize the ASC in favor of hospital based 
treatment of the same patient. We have witnessed hospital owned freestanding surgery centers refuse 
to treat these Medicare cases and refer them to the hospital. What better evidence can be provided that 
this is simply a punitive provision designed to maintain patient flow to the hospital? 

4) The ASC payment system must remain proportionate to the payment system used for 
hospitals. We have endured years of frozen payment levels from CMS while costs have risen greatly 
throughout the healthcare industry. When a payment system is finally created it should be rooted in the 
same mechanism for updating cost increases to the hospital outpatient surgery sector. It must not allow 
disparity in rates of payment to increase each year by virtue of using differing means to update the 
reimbursements to each. Permitting hospital outpatient rates to update at higher annual percentage 
rates will rapidly escalate the rates paid in that setting compared to the ASC. Not only is this another 
unfair attempt to favor the hospital based setting over time, but there is no logic to using different rates 
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of increase when both pay the same expenses .ASC's compete for nurses and pay supply expenses 
equal to or greater than hospital day surgery. The mechanism to update payments must be the same 
for both. 

We believe CMS must realize the valuable role that ASC's perform in caring for their patients in a safe, 
efficient, highly caring setting. The opportunities to provide the many ASC's that proudly serve the CMS 
patient population with the adequate means to do so is now at hand and must seriously be examined. 
We urge the arbitrary and unfair measures we have identified be addressed in revisions to the 
proposed rule for a new ASC payment system. We must have serious improvements to our CMS rates 
to continue to perform a vital role in the care system serving CMS. CMS must truly use this opportunity 
to maximize the return on its budgeted dollar by permitting ASC's to serve more CMS patients with the 
expectation of receiving a reasonable, fair reimbursement of its services as compared to hospital 
outpatient treatment rates. 

The proposed Regulation as drafted will not address our vital concems. We urge revisions to address 
the issues we have identified. We would welcome the opportunity to respond to any specific questions 
you desire to raise in response to these comments. 

We thank you for the opportunity to have our concerns be heard. 

Sincerely, 

BRASS SURGERY CENTER 
ADMINISTRATOR 



Surgery Center of Wauwatosa 

November 1,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attention: CMS-4 125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore. MD 21244-1 850 

Dear Sirs. 

I am the adnlinistrator of the Wauwatosa Surgery Center in Wauwatosa, WI. This letter 
is in regard to the CMS proposed rule on the new ASC payment system. My facility is a 
small one which serves the public with high quality care for lower cost both to Medicare 
and to Medicare beneficiaries. 

This period of time before t l ~ e  required transition of the current Medicare payment system 
to the new paylnent system by 2008 gives all ASCs an opportunity to be the competitive 
alternative to the more expensive outpatient hospital departments. 

I and ASCs as a whole support moving to the Hospital Outpatieilt Payment System. The 
six year payinei~t freeze for ASC payments and other reductions resulted in significantly 
lower payments to ASCs compared to identical outpatient hospital surgical services 
which did not have freezes or reductions during the same time period. In fact, they have 
had significant increases which widened the gap even more. The new proposed rule 
states that .4SCs sllould be paid at only 62% of HOPD for providing identical surgical 
services. The cuts that are proposed will result in significant decreases to many 
coininonly performed procedures in ASCs. 

I an1 suggestiilg that CMS adopt ail expansive and realistic interpretation of budget 
neutrality that examines total Medicare spending on outpatient surgery. The ASC 
industry is working with respected Medicare payment experts in order to provide CMS 
with an analysis of the impact on ASCs, CMS and Medicare beneficiaries. I believe the 
results will show a need to go beyond the 62% of HOPD. 

There is a need to create an exclusionary list for ASC services. Only ASCs are tied to a 
list of permitted procedures. CMS failecl to include many higher complexity procedures 
that have been performed at ASCs for inany years. CMS is losing an opportunity to 
increase patient choice and should rely on the judgment of the surgeon. 

7 0900 W Potter Road Wauwatosa, Wl53226-3424 - 4 14 774-9227 Fax 4 14 774-095 7 I - 



As an administrator of an ASC, 1 see inflationary hits to supplies, services and payroll on 
a regular basis. ASCs and HOPDs experience the same inflation, however, the CMS 
proposal does not talce this into account with the different method of updating payments 
between ASCs and HOPDs. I take pride in hiring experienced and qualified Registered 
Nurses and support staff. In order to retain quality staff and maintain quality supplies and 
equipment, ASCs should see the same methodology for determining payment updates as 
do the outpatient hospital departments. Using differing methods will only increase the 
disparity in payments. 

The CMS proposed rule continues to treat ASCs and HOPDs differently. I would like to 
see this turned around and eliminated. For example, prosthetic implants are added in 
such a manner that HOPDs are reimbursed at rates that cover the cost of the implant. 
ASC payments sl~ould be set at similar levels to allow for full reimbursement of these 
implants. This would make it possible for Medicare beneficiaries to have procedures in 
ASCs for those procedures requiring prosthetic implants. This in turn will be cost 
efficient for both Medicare and Medicare beneficiaries. Otherwise it seems that many 
procedures which can and have been routinely done in an ASC for years will not be 
available to Medicare beneficiaries due to the payments remaining below cost and in turn 
Medicare will be paying higher amounts to HOPDs. 

All ASC facilities like mine loolc forward to the positive changes in Medicare 
reimbursements. We respect our patients and their needs. We desire the changes that 
will improve their choices for quality care in settings such as ours. In conclusion, my 
facility and other ASCs provide safe, high quality, low cost care and we welcome the 
chance to provide expanded servlces to our Medicare patients. 

Thank you for considering the above mentioned points. 

Sincerely, 

&A$,& i* 47-  
Cathy L. Logue 
Admini strator 
Wauwatosa Surgery Center 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attn: CMS-4 125-P 
P.O. Box 801 1 
Baltimore, MD 21244-1 850 

To Whom It May Concern: 

I ain writing lhis letter on behalf of the HealthSouth Surgery Center of Sarasota as the 
facility administrator. I have been in my position for less than a year. I have learned these 
last few months, that my surgery center and the employees, patients and doctors that use 
the facility may be adversely affected by the proposed CMS ruling for ASC payment. I 
am discouraged by what this means for the future survival of this Facility because at this 
time, competition for doctors and oases with other ASCs and HOPDs in this area of 
Florida has intensified dramatically as our community grows and demands more of these 
outpatient services. Our facility has struggled over the last few years to continue to 
provide the same multispecialty focus for outpatient surgery although expenses continue 
to incline (implants and prosthetics) and competitioli with other ASCs and HOPDs 
demands paying higher wages to our employees to retain them. In addition, the expense 
of upgrading technology or maintaining aged equipment is unavoidable. 

Despite the reality of this scenario, CMS has proposed updating ASC payments by the 
consumer price index, a general measure of inflation of the economy rather than thc 
hospital market basket update. This will result in a full percentage differential each year. 
Over time, the disparity in payments will create deeper divisions between prices paid in 
the ASC and HOPD without any evidence that different payment rates are warranted. 
I have spent much time this year going out into the medical community, marketing to 
surgeons to use our center. Recently, my discussions with the medical professional 
community have included this CMS rule. Surgeons who prefer working in the ASC arc 
discouraged from becoming likely investors in limited partnership arrangements when the 
mix of services offered are close to 70% Medicare and will become limited in 
reimbursement by this new proposal. This would be an enormous roadblock to centers 
like ours that are attempting resyndication as a means to bring in more surgeons and their 
patients and sustain the interest of our surgery centcr against the enormous challenges 
that already exist in this market. 

The CMS proposed rule continues to treat HOPD and ASCs differently in certain key 
respects. l'hese differences should be eliminated and ASCs and HOPD payments made 

983 S. Benwa Road - . Smsota, FL 34232 941 365-5355 * F& 947 965-6567 
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surgery -of-m 
on the same basis. For example, as I mentioned above, implants and prosthetic expensc 
continues to erode reimbursement to the surgery center. These are bundled in HOPD 
payments as rates that allow a fulI pass through of the implant cost. Payment levels for 
ASCs should be set at similar levels to allow full reimbursement for implafl costs. (ci: 
whatever discount factor is used to determine ASC payments relative to HOPD should 
not apply to the portion of the payment related to implant cost). Otherwise, many 
procedures that could be safely performed in an ASC more conveniently for patients and 
at less cost to the Medicare program will not be available because payments will remain 
below cost. 

In conclusion, the ASCs provide patients with higli-quality, convenient and less 
expensive option for their outpatient surgery, When Medicare beneficiaries choose ASCs 
for their outpatient surgery, they and Medicare save money. CMS can help Medicare and 
beneficiaries savc money by making ASCs a viable, competitive alternative to outpatient 
hospitals by fixing the payment system in a logical, realistic methodology that recogaizes 
the benefits of its outcome. 

Christine H. Orsini RN, BSN, ONC 
Administrator 
HeathSouth Sugery Centcr of Sarasota 

983 S. Beneva Road * Smmta, FL 34232 941 365-5355. Fm 941 9656567 
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5901 Westown Parkway Su~te 210 West Des Molnes IA 50266 
Phone 515-221-9222 Fax 515-221-0575 Emall metropalnmanagement com 

November 3,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attn: CMS-4125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Dear Sir or Madam: 

My name is Dr. Clay Ransdell. I am an anesthesiologist and pain management physician practicing in Des 
Moines, Iowa. The CMS Proposed Ruling is of great importance to me as it impacts the livelihood of my 
practice. 

The majority of my pain patients are treated at Surgery Center of Des Moines. I have chosen to treat my 
patients in an ASC environment due to the fact that the surgery center consistently provides my patients 
with high-quality care in a convenient and less expensive center. My patients, many of whom happen to 
be Medicare beneficiaries, choose the ASC for their outpatient surgery, both Medicare and the patient 
save money. The patient is happy, I am happy and the payor saves money. 

I do not want to see this opportunity diminish due to the proposed decrease in the rate changes with my 
pain procedures. The Surgery Center is a well established option to the HOPD's. I want to continue 
utilizing their services and do not want to take my patients to the HOPD's in the market. 

I feel the differences should be eliminated and ASC's payments should be made on the same basis as 
HOPD's. An ASC can perform the same exact service that the HOPD performs and therefore it is my 
belief payment structure should reflect the services rendered on a more parallel level. With the proposal 
as it currently stands, this is not the case. Therefore, without change, many of the procedures I perform 
will be re-routed to a less convenient more costly HOPD. I am strongly opposed to this outcome. 

Thank you for allowing me to express my views and contribute my thoughts on the proposed ruling. I 
am anxiously awaiting the final ruling and am hopeful it will be favorable to the beneficiaries, CMS and 
Medicare as well as ASCs and HOPD's. There is certainly a need for each of these entities in our aging 
market. 

Clay E.  ands sell! DO 



Indian River Surgery Center I 

Thursday, November 2,2006 

Leslie V. Norwalk, Esq., Acting Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1 506-P 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence Avenue, SW 
Washington, DC 20201 

Dear Ms. Norwalk: 

Re: CMS-1506P - Medicare Program: The Ambulatory Surgical Center Payment 
System and the CY 2008 Payment Rates 

This letter is written to express dismay and disappointment in the proposed CMS 
rules for allotting payments to the Ambulatory Surgery Centers (ASCs). The new rules 
would, in effect, place the ASCs in a significantly less competitive position and 
paradoxically increase the costs to MedicareIMedicaid as it gives incentives for 
participants to utilize the more expensive Hospital setting. 

There is an increase in the allowed number of procedures for the ASCs but at the 
substantially reduced rate of 62% of the Hospital Outpatient Department rates for the 
same services. If an exclusionary list were to be implemented between the two settings, 
more equitable distribution of both services and payments could be the result. As it 
stands, the gap in the payment structures forces the ASCs to focus on the best paying and 
least costly procedures to the detriment of the patient and the CMS in the long term. It is 
unlikely that the ASC will continue to provide the necessary services that patients have 
grown to expect for below cost. 

As time moves forward, it becomes increasingly clear that the ASC setting 
provides a safe and cost effective alternative to the Hospital Outpatient setting. It would 
be a shame to force the ASCs to restrict their role in their respective communities for lack 
of an even playing field. We respectfblly submit to you that it is time to reconsider the 
proposed CMS rule changes. 

T h a m  for y y  time and attention to this matter. 

Barbara Narenkivicius, RN 
Administrator 

1200 37*~treet Vero Beach, Florida 32960 (772) 770-5600 Fax (772) 770-1793 
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November 3,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attn: CMS-4125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Dear Sir or Madam: 

As an anesthesiologist and pain management physician practicing in Des Moines, Iowa, and the 
CMS Proposed Ruling is of great importance to me. 

More than 80% of my pain patients are treated at Surgery Center of Des Moines. I have worked 
with the center for the past ten years. Why? It's simple; center consistently provides my patients 
with high-quality care in a convenient and less expensive environment. The surgery center is a 
cost effective means which not only saves my patients money but also saves Medicare money. 
My patients are comfortable in the center, I enjoy a competent staff, quick turn over times and 
an efficient system and payor saves money. 

I do not want to change the way in which I practice. If the proposed decrease in the ASC rates 
occurs, I will be forced to look at other options. The Surgery Center has been in the market for 
25 years, has a stellar reputation as is truly a viable option to the HOPD's. It is my desire to 
continue my long standing relationship. 

An ASC can perform the same service as the HOPD performs and therefore it is my opinion the 
payment structure should reflect the services rendered equally. I am strongly opposed to this 
the 62% HOPD rate as it impacts pain in that it not permit the surgery centers to continue to 
accommodate my cases without a tremendous loss. 

Thank you for allowing me to express my views on the proposed ruling. I am anxiously 
awaiting the final ruling and am hopeful it will be favorable to the beneficiaries, CMS and 
Medicare as well as ASCs and HOPD's. 

Sincerely, 

Daniel J. Baldi, DO 



October 3 1,2006 

Leslie V. Norwalk, Esq., Acting Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1506-P 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence Avenue, S W 
Washington, DC 20201 

Re: CMS-1506-P - Medicare Program; the Ambulatory Surgical Center 
Payment System and CY 2008 Payment Rates 

Dear Ms. Norwalk: 

As a VP of Operations for Ambulatory Surgical Centers of America (ASCOA), I oversee 
the operations of 4 multispecialty surgery centers located in FL, MA, PA, and MD. CMS- 
1506-P will have a significant negative impact on the operations of these centers. The 
physicians who work in my centers do so because they believe in the concept of patients 
receiving the highest level of care for less money than would be spent if the service was 
provided in a hospital setting. They are involved in the decisions that affect the care of 
their patients, and they appreciate the efficiency demonstrated by the surgery center staff. 
Spending is carefully monitored, both for staffing and supplies, so no money is wasted. 

In the past, reimbursement methodologies have not been equitable for the same services 
provided in Hospital Outpatient Departments (HOPDs) and Ambulatory Surgery Centers 
(ASCs). We charge using global fees, and we are paid according to Medicare groupers. 
There is no reimbursement for implants, and in 3 of my centers, we do a lot of 
orthopedics, using expensive implants. These are considered standard of care, yet we 
cannot be paid for them. We also cannot charge for the use of fluoroscopy, and the 
equipment alone costs over $1 00,000 to purchase. C-arms are used for pain management 
and orthopedics, and hospitals are reimbursed for fluoroscopy procedures. 

I strongly support a payment system that would align payments equitably and reduce the 
choice of site of service based on reimbursement amounts. I am favor of: 

Reimbursement for any procedures that are not included on the inpatient-only list. 
HOPDs are currently eligible for payments for these cases. 
Payment for CPT codes that are not specific and hence "unlisted". HOPDs are 
currently reimbursed for these; ASCs are not. 
Payment for services provided in addition to the procedure, i.e. fluoroscopy, labs. 
HOPDs are reimbursed for these services; ASCs are not. 



a Eliminating the proposed ASC payment based on office-based physician 
payments. This limitation does not apply to HOPDs. 
Updating the annual increases using the hospital market basket, not the CPI for all 
urban consumers, as proposed for ASCs. The increases should be based on the 
same factors. 
Eliminating the proposal for a secondary recalibration for revised cost data each 
year. The current proposal calls for a secondary recalibration for ASCs, which 
will result in a cumulative variation between HOPDs and ASCs. 
ASCs should receive all eligible new technology pass-through payments, as 
currently reimbursed to HOPDs. 
Allow the use of the same forms for filing claims in both the ASC and HOPD 
settings. Commercial payers require claims to be filed using the UB-92, and I 
believe Medicare should do the same. 

ASC patients should have the ability to have care provided in the location they desire, 
and especially in sites that have lower costs for the patients. With the proposed 
regulations, access may be restricted, as the reimbursement will not cover the cost of 
performing the procedures. 

Costs of providing services in the ASCs have continued to rise, yet reimbursements 
have been frozen for several years. A significant factor that affects both ASCs and 
HOPDs has been the nursing shortage. It is difficult to attract nurses and surgical 
technicians, and salary costs have risen significantly. When reimbursement rates are 
set differently, the cost of hiring clinical employees does not change. Thus, the impact 
on ASCs is serious. 

The physicians utilizing my centers are already concerned with the proposed rule and 
are considering shifting cases back to the hospital. They are angry about this, as they 
feel that the decision on where to perform cases should be theirs and the patients' - 
not the government's. By paying the ASCs less than the cost of performing the 
procedure, they will be forced to make that decision. 

Please consider my concerns. This is so important to the patients, the physicians, and 
to the ASCs. If you need more information, or if you have any questions, please 
contact me at 843-216-2432 VM or 843-303-0008. I would be pleased to speak with 
you about this important issue. 

Respectfully, 

Ann Geier, RN, MS, CNOR, CASC 
VP of Operations 
ASCOA 
22 Frogmore Road 
Mt. Pleasant, SC 29464-665 1 



Spinal Diagnostics, PLLC 
nterventional Pain Management & Diagnosis 

Centers for Medicare 81 Medicaid Services 
Department of Health 81 Human Services 
AmN: CMS-1506-P or CMS-4125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Dear Sirs: 

This is to express my concern and disappointment in the recent reimbursement cuts to 
physicians and increases to hospitals. 

1. I am a physician in solo practice with six employees and a large overhead. I 
provide personalized care to my Medicare patients which represent 70% of my 
patient population. I am an interventional pain physician and my work 
significantly and in many cases dramatically improve the quality of my Medicare 
patients with various causes of back pain. Your cuts will hurt me severely and 
could jeopardize my practice which is financed heavily by bank loans. 

2. Medicare rewards the inefficiency and bureaucracy of hospitals by increasing 
their outpatient reimbursement fees. This is unfair. Hospitals are increasingly 
impersonal and have excessive costs for visits and procedures and tests which can 
be performed at lower cost in outpatient office. I fail to understand why Medicare 
rewards inefficiency and punishes solo practice physicians. 

3. Corporate practices of medicine with large physician groups are able to absorb the 
costs of you cuts without threatening the viability of their business. Many 
corporate practices of medicine and large doctor groups based on business 

' 

decisions limit Medicare access to their services. Solo practicing physicians such 
as my self rarely behave in such an antisocial manner towards our elderly. 

It is beyond me why Medicare rewards the big, bureaucratic and ineficient hospitals and 
corporate practices of medicine. Medicare should reward efficiency and physicians who 
can save money for Medicare by providing services in their offices. 

pen MRI Diagn L 
18 E. Spokane Falls Blvd, Suite #14 

mkane, WA 99202-1638 
~-455-0PEN (6736) 
w-4556737 
mtanabe@earthlinknet 
vw.openmridiaguostics.com 



Ipinal Diagnostics, PLLC 
lterventional Pain Management & Diagnosis 

Centers for Medicare & Medicaid Services ' n l t l ? n  (-2) 
Department of Health & Human Services . , f .'C I 
ATTN: CMS-1506-P or CMS-4125-P 
Mall Stop C4-26-05 \ . ) (  s, 

7500 Security Boulevard 
Baltimore, MD 21244-1850 / q \ k&  - 
Dear Sirs: 

This is to express my concern and disappointment in the recent reimbursement cuts to 
physicians and increases to hospitals. 

1. I am a physician in solo practice with six employees and a large overhead. I 
provide personalized care to my Medicare patients which represent 70% of my 
patient population. I am an interventional pain physician and my work 
significantly and in many cases dramatically improve the quality of my Medicare 
patients with various causes of back pain. Your cuts will hurt me severely and 
could jeopardize my practice which is financed heavily by bank loans. 

2. Medicare rewards the inefficiency and bureaucracy of hospitals by increasing 
their outpatient reimbursement fees. This is unfair. Hospitals are increasingly 
impersonal and have excessive costs for visits and procedures and tests which can 
be pedormed at lower cost in outpatient office. I fail to understand why Medicare 
rewards inefficiency and punishes solo practice physicians. 

3. Corporate practices of medicine with large physician groups are able to absorb the 
costs of you cuts without threatening the viability of their business. Many 
corporate practices of medicine and large doctor groups based on business 
decisions limit Medicare access to their services. Solo practicing physicians such 
as my self rarely behave in such an antisocial manner towards our elderly. 

It is beyond me why Medicare rewards the big, bureaucratic and inefficient hospitals and 
corporate practices of medicine. Medicare should reward efficiency and physicians who 
can save money for Medicare by providing services in their offices. 

en MRI Diagn L 
3 E. Spokane Falls Blvd, Suite #14 
&cane, WA 99202-1638 
3-455-OPEN (6736) 
3-455-6737 
vatanabe@earthlink.net 
w.openmridiagnostics.mm 



N O R T H W E S T  K A N S A S  

1904 East 29th Street 
Hays, Kansas 67601 

ph 785.650.0600 
800.433.1634 

fax 785.650.01 43 
email: nwksc@nwksc.com 
web: www.nwksc.com 

November 3, 2006 

Leslie V. Norwalk, Esq., Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1506-P 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence Ave, SW 
Washington, DC 20201 

To Whom It May Concern: 

RE: Reform of CMS Ambulatory Surgery Center payment structures 

As a medical director of an ASC, I have been following the CMS reimbursement 
reform for ASC quite closely. It is my understanding that ambulatory surgery center 
reimbursements will be based as a percentage of those reimbursements 
established for HOPDs. It seems as though the current discussion is to set that rate 
at approximately 62% of HOPDs, however this does not adequately cover the cost 
and expenditures incurred in an ASC. It also seems reasonable that ASC 
reimbursement updates should be based on a hospital market basket as opposed 
to the consumer price index because the hospital market basket more appropriately 
reflects inflationary changes and expenditures and cost providing surgical services. If 
HOPDs are to be the standard on which to base reimbursements, it seems only fair 
that the same relative weights should be used in the ASC reimbursement structure as 
those used in HOPDs. 

Another benefit aligning the payment structures between the ASCs and HOPDs will be 
the ability to more adequately evaluate outpatient surgical services for Medicare 
beneficiaries because there will be transparency of both the cost and quality data 
used to evaluate patient outcomes. 

Finally, major reform regarding reimbursements to ASCs is imperative, it is also, in 
my opinion, that the list of surgical services that can be provided at ASCs is much too 
limited. The ambulatory surgery procedure list should include any and all procedures 
that can be performed in a hospital outpatient department. Procedures should be 
excluded from the list only if they are on the hospital inpatient services list. 

Ronald Holweger MD 
medical director 

Jim Manning CRNA 
anesthesia services 

Jennifer Holmgren RN 
administration 



As a medical director of an ASC, I'm looking forward to improvement in the payment 
and reimbursement structures of ASCs. However, I do think that if the new system is 
to work there must be adequate parity between the ASC and the HOPD. 

Sincerely yours, 

Ronald Holweger, MD 
Medical Director 
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Octaber 23,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
ATTN: CMS-4125-P 
P.O. Box 8011 
Baltimore, MD 21244-1850 

Dear SirMadam, 

I am writipg on behalf of Surgical Center of I have been an employee here for 18 
years. Tho purpose of this letter is to briefly explain CMS should develop a new ASC 
payment system as well as expansion of the allowed g for ambulatory surgical facilities. 

During the time of my employment I have witnessed growth in medical technology. I 
respectfully point out that the current system has not boon pace with the new technology 
available. This technology allows us to offer our patients that could not have been safely 
performed In the out-patient surgical set tin^ 20 years new laser technology which 
reduces trauma to surrounding tissue and allows laparoscopic technology 
allowing procedures which, in the past required stays, and painful 
recoveries to be performed safely in the out-patient setting. 

We provide high quality healthcaw at a an hospital outpatient 
departments. Tho quality b demonstrated by our extre on rates. These rates run loss than 
.01%. Of further importance our patient satisfaction rates ve the 95%. Unfortunately we arc 
currently limited from caring for same patients who would r out-patient surgical care. 
Due to current restrictions within the Medicare system, we perform are not available to 
the Medicare patient. These same procedures are performed in 's increasing your cost, the patient 
mt., and unnecessary exposures and inconvenience. Of further ration are implantable DME's. 
HOPD's do receive reimbursement for the devices whe surgery centers do not, forcing 
patients to receive their care in the HOPD at the higher ur patients (many of whom live 
on tixed incomes) save money on their co-pays, the gove money on the patient care provided, 
it ml ly  seems like a winhKin situation. 

Please consider cresting a parallel system to HOPD's. mirror services they provide 
as should not only regulatory requirements but have claimed that 
specialty providers are '%kimming" the most 
providers, my center included have 
community care system. In cases 
a r e  and services available to 
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There are additional benefits such as a free standing ent surgical facility have less 
exposure to viruses and airborne organisms simply by w door. Due to the age and/or the 
fragile condition of many of the Medicare patients we fe a clinical benefit to our patients. 
Additionally, the physical layout of our facility is in itsel for the fragile patients to access. 
Parking is just outside the front door, once inside there are not d fferent departments to navigate through 
the halls to reach. 

I am enclosing a picture of our facility inside and out. ~ h j j s  will show you that we are more than 
the latest craze in healthcare but true providers of quality care. proud of the service that we provide 
to our patients end community end respectfully request your in aligning our payment 
system to mirror the services provided in a hospital 

Thank you for your time and consideration. 

Sincerely, 

Robin Bo 



Center first opened in 1 9 8 3 .  Relocated 
to a larger building in 2 0 0 4 .  The 
center has provided surgical and 
special procedure services to over 
70,000 patients. The center employs 

directly and indirectly approximately 
60 people. 4 7 physicians participate 
in the limited partnership. The center 
is licensed by the state and maintains 

Joint Commission Accreditation. 

One of 5 operating rooms in the 
center. It boasts ceiling mounted 
state of the art equipment enabling 

physi cians to perform GYN, Orthopedic, 
General Surgery, Urology, 

Otolaryngology, Podiatry, Oral, 
Ophthalmology, and Plastic surgery as 
well as pain management services. 

One of two special procedure rooms. 
Procedures performed include upper 

and 1 ower gastroenterology 
procedures. 

One of 2 3  bays provided for patient 
pre-op and post -op care. The bays 
were located with nursing care and 
ease of patient access of up-most 

importance. 



108 Financial Drive Elizabethtown, KY 42701 
Telephone (270) 737-5200 E-mail Robin.boles@healthsouth.com 



Arnold B. Barefoot, Jr. M.D 
Gerianne C. Geszler, M D  
Stuart H. Jordan, M.D. 

WOMEN'S WELLNESS CENTER 
PROFESSIONAL ASSOCIATION 

2950 Village Drive 
Fayetteville, North Carolina 28304 

Telephone (91 0) 323-3301 (91 0) 483-1 400 

Fax (91 0) 323-4207 
R. Earl Meeks. M.D. 

Anessa J. Lewis, M.D. 
Wendy P. Jones, M.D. 

October 3 1,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attn: CMS-4125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 2 1244-1 850 

Re: CMS proposed rulings affecting ambulatory surgery centers 

To Whom It May Concern: 

Excellent care to even/ patient is the current mission statement of our local ambulatory surgery center. 
We (OBIGYN physicians) understand that when Medicare beneficiaries choose Fayetteville Ambulatory 
Surgery Center, they receive exemplary care while Medicare saves money. 

The six year payment freeze to ambulatory surgery centers is threatening to close the open door policy 
that our local center provides to Medicare, Medicaid and Tri-Care and indigent patients. 

In our own specialty, laparoscopic procedures are valued 400% more at our local hospital outpatient care 
center as compared to the same procedure being performed more efficiently at our local surgery center. 
Hysteroscopic procedures are valued 275% more at our local hospital outpatient center as compared to the 
same procedure being performed at our local surgery center. This represents the discrepancy in (HOPD 
and ASC) rates. 

The current HOPD rates and the proposed increases do not allow our local outpatient surgery center to 
continue to operate. Please allow physicians to create the exclusionary list for services, don't widen the 
HOPDJASC payment gap and create a level playing field for Medicare patients in their choices for 
surgical services. 

Respectfully, 

d 

(continued.. .) 



Dr. Arnold B. Barefoot, Jr., MD 7 

Dr. Stuart H. Jordan, MD 

Dr. Anessa J. Lewis, MD ~4 ( g P - 2 -  

Dr. Gerianne C. Geszler, MD 

Dr. Wendy P. Jones, MD 2 / 9 ~ b w  
Women's Wellness Center of NC 
2950 Village Drive 
Fayetteville, NC 28304 
(9 10) 323-330 1 



FAYETTEMLLE AMBULATORY SURGERY CENTER 
1781 Metromedical Drive 

Fayetteville, NC 28304 

October 30,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attention: CMS-4 125-P Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 2 1244- 1850 

Dear Sirs: 

I am writing to comment upon the CMS proposed rule regarding the implementation of the new 
ASC payment system. I am the Administrator and Medical Director of the Fayetteville Ambulatory 
Surgery Center (FASC) in Fayetteville, NC. This freestanding ambulatory surgery center is a multi- 
speciality center with approximately 100 physicians on its medical staff representing all surgical 
specialities. More than 14,000 patients wdl undergo procedures at FASC in 2006. Approximately 57% 
of the patients having procedures at FASC are covered by the Medicare, Medicaid, and Tricare 
programs. Therefore, the proposed rule will have a great impact regarding patient access to and the 
fiscal viability of our facility. 

At the present time, as Medical Director and Administrator of our facility, I am seeing more and 
more instances where physicians are requesting approval to perform certain procedures at FASC on 
Medicare, Medicaid, and Tricare patients that we can no longer perform here because the cost of 
supplies alone for a given procedure are not covered by the reimbursement from those federal 
programs. An example would be an arthroscopic anterior cruciate ligament repair which is reimbursed 
by the Medicare program at $5 10. The average cost of supplies in an ACL repair procedure is in the 
excess of $1,100 and, if a cadaver tendon is used for the repair, the allograft costs an additional $2,000. 
Virtually any procedure that requires an implant such as ossicular chain reconstruction, rotator cuff 
repairs, breast reconstruction following mastectomy for breast cancer, etc. can no longer be performed 
in freestanding ambulatory surgical facilities because reimbursement for these procedures is inadequate. 

In many other cases, physicians call to schedule procedures at FASC and we are unable to do 
so because the procedure is "not on the ASC list". These procedures are not performed in the 
physician's office but rather are performed in the outpatient setting at Cape Fear Valley Medical Center 
(CFVMC), approximately one block fiom our facility. Because of this, the Medicare program certainly 
incurs more expense even through the planned procedure is performed by the same physician using 
identical supplies and equipment on the same patient. 
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It makes no sense to me that CMS should allow this to occur. I strongly recommend that CMS adopt 
an expansive realistic interpretation of budget neutrality that examines total Medicare spending on 
outpatient surgery. In our community, there will defhtely be a migmhon of outpatient procedures from 
CFVMC to FASC and with a resultant decrease in Medicare costs. It should be noted that CFVMC is 
a partner in FASC limited partnership. 

In addition, CMS and the ASC community must work together to create a means to effectively add 
significant numbers of procedures that are of higher complexity that have for years been safely and 
effectively performed in ASC's throughout the country but have not yet been added to the Medicare 
approved list. A truly exclusionary list for ASC services must be created in a way that allows Medicare, 
Medicaid, and Tricare patients to have a true choice in where they prefer to have their surgical 
procedures safely performed. 

In most of the larger cities in North Carolina, local hospitals have developed a true freestanding 
ASC which usually is still reimbursed under Medicare Part A. Ambulatory surgical facilities in North 
Carolina may only be developed after submitting a certificate of need to the North Carolina Department 
of Human Resources for approval. Hospital outpatient departments and ASC's are virtually identical 
in operating at this time in larger urban areas. To recommend that ASC7s only receive 62% of the 
reimbursement currently allowed at HOPD's results in certain procedures not being performed at 
ASC's because of inadequate reimbursement. It is important to realize that the same supplies, implants, 
and other resources are used in both places since the procedure is performed by the same surgeon. It 
is absolutely essential that prosthetic devices and implantable DME should be reimbursed by the 
Medicare program when used during procedures on Medicare patients. In addition, payment levels for 
ASC's for these prosthetic devices and implantable DME should allow full reimbursement for their 
cost. Whatever discount factor is used to determine ASC payments relative to HOPD's should not apply 
to the portion of payment related to DME cost. In addition, the new rule, when implemented, should 
ensure that ASC payments are increased annually using the hospital market basket update rather than 
the general consumer price index as is currently done since the inflation of medical supplies and 
equipment at ASC's is identical to competitor hospitals. In addition, ASC's compete with hospitals for 
experienced, well-trained nursing staffespically in the operating room and recovery room areas. I again 
urge the same inflationary index be used for both ASC's and HOPD's. 

I appreciate the effort of CMS in developing a proposed rule that is fair and equitable. The ASC 
industry has revolutionized surgery in the United States over the last 25 years and fairness requires that 
Medicare and other federal program patients have reasonable access to ASC7s and that reimbursement 
for those procedures is fair and adequate as well. 

John . Henley, Jr. 
Me d cal 
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November 2,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attn.: CMS-4 125-P 
P.O. Box 801 1 
Baltimore, MD 2 1244-1 850 

Dear Sirs: 

I am writing in regards to the recent proposed CMS rule. It is my understanding that this 
will continue the marked disparity in reimbursements for surgery performed at ambulatory 
surgery centers and that performed at hospitals. Ambulatory surgery centers have proven to be 
the most cost-effective site for out-patient surgery. I have performed surgery on hundreds, if not 
thousands, of my patients at our local surgery center since 1982. My patients uniformly have 
received a higher level of care than the local hospital has been able to deliver. In addition, the 
savings to the patient and the insurance carriers have been significant. 

Even with the proposed changes, there will be an unjustifiable discrimination against the 
ambulatory surgery centers. In many cases, reimbursement will be only 60 percent of the 
hospital payment system. While this is an improvement, it still falls far short of being equitable. 
In addition, the discrepancy between payments will widen due to inflation. The cost of 
personnel, medical equipment, medical supplies, and employee benefits will continue to rise 
just as it will for hospitals. Therefore, any rule changes should be indexed to inflation using the 
same formula that the hospitals have. I believe this is referred to as the "hospital market basket 
update." Finally, there are the many surgical procedures excluded f b m  the list of approved 
procedures for the ambulatory surgery centers. In many cases, this is not based on sound 
medical principles and should be modified. Only those operations that require in-hospital stay 
as determined by each surgical specialty's certifying organization should be excluded from the 
surgery centers. 

Thank you for your time and consideration in addressing these issues. 

Henry E. Parfitt, Jr. M.D., F.A.C.S. Robert A. Appel, M.D., F.A.C.S. James F. Nolan, M.D., F.A.C.S 
Diplomates American Board of Urology 



Birth oZ Women 's Care, RA. 
OBSTETRICS & GYNECOLOGY 

3601 Cape Center Drive 
Fayetteville, North Carolina 28304 

October 3 1,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attention: CMS- 4125 P 
P.O. Box 801 1 
Baltimore, MD 2 1244- 1 850 

Andre' F. Hall, MD, FACOG 
Birth and Women's Care, PA 
Obstetricians & Gynecologists 
360 1 Cape Center Drive 
Fayetteville, NC 28304 

To whom it may concern: 
I am an Obstetrician/Gynecologist in 

Fayetteville, North Carolina. I have been in practice for 10 years 
and am writing to request your consideration of a very serious 
matter. 
I currently have surgical privileges at our local hospital, Cape 

Fear Valley Medical Center and our local ambulatory surgical 
center, Fayetteville Ambulatory Surgical Center. It is my 
understanding that CMS over the years have instituted policies that 
have led to a significant discrepancy in the payment to hospitals 
and freestanding surgical centers for the same exact procedure. 
Unfortunately, this has resulted in a large number of procedures 
that would normally be performed in an outpatient surgical center 
setting that now have to be performed in the hospital. 



Birth d Women 's Care, RA. 
OBSTETRICS 8 GYNECOLOGY 

3601 Cape Center Drive 
Fayetteville, North Carolina 28304 

The unintended results of these policies have been several fold. 
First, due to the significant lower reimbursement for the same 
exact procedure, our ambulatory surgical center has been forced to 
prevent surgeons from performing procedures in which the cost of 
the equipment and supplies for the surgery is more than the 
anticipated reimbursement. This increases costs for our patients 
and is clearly more inconvenient. As a physician as well as a 
father, I have had the opportunity to utilize both the hospital and 
ambulatory surgical center outpatient facilities from a physician's 
standpoint as well as a father of a patient. From a quality of care 
standpoint as well as from a cost standpoint; I would choose the 
ambulatory surgical center every time. 
Please fix this problem so that I can care for my patients in the 

setting that they wish to be cared for in. I am asking that you adopt 
an interpretation of your budget that examines total Medicare 
spending on outpatient surgery. Second, please do not widen the 
gap between hospital outpatient payments and ambulatory surgical 
centers over time. Finally, create a parallel system between 
hospital outpatient facilities and ambulatory surgical centers that 
increases not decreases options for our patients. Thank you. 

Cordially, 

Andre F. Hall, MD, FACOG 



Frank Lancellotti, M.D. 
Gastroenterology- lnternal Medicine 

164 Canal Street 
P.O. Box 335 

Ellenville, N.Y. 12428 

November 3.2006 

Mark McClellan, M.D. 
Centers for Medicare and Medicaid Services 
Department of Health & Human Services 
Attention: CMS- 1506-P 
P.O. Box 8014 
Baltimore, Maryland 2 1244-80 14 

Re: Medicare Program: Ambulatory Surgery Center PPS Proposed Rule 

Dear Dr. McClellan: 

Although I do endoscopic procedures only in a hospital setting I am writing to tell you that I think you are 
making a major mistake by cutting reimbursements for these procedures that are done at ASC facilities. 

Hospitals at present can not handle all the volume of procedures required and to make it less attractive to 
have an ASC facility is not a good idea. Also, at present reimbursement rates there is some savings to 
insurers including CMS when doing the procedures at ASC hcilities. 

I urge you not to be penny-wise and pound-foolish. 

Sincerely, 

fdW 
Frank ~anceliotti, M.D. 



Charles W. Everhart, JR., M.D., F.A.C.G. 
Rocco J. Volpe, M.D., F.A.C.P., F.A.C.G. 
Joel B. Haight, M.D., F.A.C.P., F.A.C.G. 

Juniata Valley Gastroenterology Associates, P.C. 
3 10 Electric Avenue 

Lewistown, PA 17044 
(7 1 7) 242-25 3 1 

Fax (7 17) 242-1028 

November 3,2006 

Mark McClellan, M.D. 
Centers for Medicare and Medicaid Services 
Department of Heath and Human Services 
Attn: CMS- 1506-P 
P.O. Box 801 4 
Baltimore, Maryland 2 1 244-80 14 

Dear Mr. McClellan: 

I am a private practice physician who treats many Medicare beneficiaries in my practice. I have grave 
concerns with the recent proposal by the Centers for Medicare and Medicaid Services (CMS) agency to 
change the way ambulatory surgery centers are paid for their services. Simply stated, the proposal as put 
forth would quickly result in us failing to remain fmancially viable in our current situation. We are the 
only facility of our kind that provides endoscopic services for Mifflin and Juniata Counties and the 
surrounding area. Besides eliminating 20 jobs from the workforce, the local economy would lose $300- 
400,000 in benefits. Medicare patients would have the hardship of traveling long distances and longer 
waits for endoscopic procedures not to mention the non-medicare patients that would also lose access to 
our services. 

Our options would be to 1) close down, 2) stop seeing Medicare patients, or 3) sell our center to the 
hospital. Obviously, the first two options are unsatisfactory so we will probably sell our Endoscopy 
Center to the hospital to keep it open and continue to provide endoscopy services to the area. The end 
result will be that Medicare will be paying higher fees to the hospital than what they are paying us now. 
Doesn't this sound like a stupid idea? 

I hope you have the wisdom to think this through and do the right thing. Cutting fees for medial services 
will not reduce health care costs. It will just make it harder for us to keep our business viable (all our costs 
continue to rise) or eventfully backfire. Medical care in the US is the best in the world and an essential 
national resource. Don't jeopardize the future by putting a band-aid on it today. 

Sincerely, 

Joel B. Haight, MD -&a 



October 30,2006 

Mark McClellan, M. D. 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attn: CMS-1506-P 
P.O. Box 8014 
Baltimore Maryland 2 1244-8044 

Re: Medicare Prograrn:Ambulatory Surgery Centers PPS Proposed Rule 

Dear Dr. McClellan: 

I am writing to express my deep concern with CMS' recent proposal to change the way 
the agency pays ambulatory surgery centers for their services. 

I am one of six gastroenterologists who currently see a large number of Medicare 
patients. Unlike many of our contemporaries we have not "opted out'' of caring for 
Medicare patients. Many of our Medicare patients undergo screening colonoscopies for 
the detection and removal of colon polyps and colon cancer, or surveillance colonoscopy 
due to their high risk of developing colon cancer due to a history of colon polyps. We 
also treat a significant number of Medicare patients with conditions such as GI bleeding, 
gastroesophageal reflux disease (GERD), dysphagia, inflammatory bowel disease, and 
Barrett's esophagus. Many of these patients will require colonoscopy or upper endoscopy 
for diagnosis andor treatment. We perform the vast majority of these procedures in a 
single specialty ambulatory surgery center. This center is a safe, cost-effective site for 
GI endoscopy which provides excellent care to patients. It is critical that Medicare 
patients continue to have ready access to centers such as ours in order to sustain them in 
good health. 

Both the current administration and the private sector insurers have recognized the cost 
savings of key medical services received in an ASC. The current CMS proposal 
threatens to severely limit or end Medicare patients receiving endoscopic procedures in 
an ASC. Under the current schedule of facility fees, performing endoscopic procedures 
in an ambulatory surgery center rather than a hospital outpatient department saves 
Medicare 1 1%--the difference between the 100% HOPD payment vs. and 89% current 
ASC payment level. The current CMS proposal of 62% HOPD payment of endoscopic 

1250 E. 3900 South. Suite 360 
Salt Lake City, UT 84 124 - 1362 

Phone 80 1.263.3041 Fax 80 1.263.8485 



Gastr enterology Associates, PC Ronald D. Joseph, M.D. Suzanne M. Daly, M.D. Holly B. Clark, M.D. 
Peder J. (PJ.) Pedersen, M.D. D. Brad Trowbridge, M.D. Jason C. Wills, M.D. 

procedures performed in ASC is not sustainable. Many ASCs will r e h e  to see Medicare 
beneficiaries or limit the number of beneficiaries who undergo endoscopic procedures if 
the current CMS proposal is adopted. The tragic results will be longer waiting times for 
endsoscopic procedures due to limited access, unnecessary suffering and deaths fiom 
colon cancer and higher costs in the treatment of colon cancer detected at a later stage. It 
will also result in higher costs to Medicare as a result of these endoscopic procedures 
moving to hospital outpatient departments from ASCs. 

The CMS's proposal will be disastrous not only to the strides made for colon cancer 
screening by Congress in the Medicare colorectal cancer screening acts, but also to our 
senior citizens' health. In an environment where the utilization of the Medicare colon 
cancer screening benefit is poor, this proposal is likely to result in further reduction of 
this utilization. 

MEDPAC has repeatedly endorsed the concept that medical procedures and services 
should be site neutral. Therefore it makes no sense that there would be such a 
descrepancy between HOPD and ASC endoscopic procedure reimbursement under the 
new proposal. The current CMS proposal does not take in consideration the rising costs 
of caring for patients or the fact that Medicare will save enormous amounts of money 
when many of the services now provided in HOPDs move to ASCs. This savings to 
Medicare allows for the reimbursement of endoscopic procedures in ASCs to remain at 
its current rate. True budget neutrality would weigh the ASC and HOPD costs and allow 
for higher reimbursement levels at ASCs than currently proposed. Medicare would still 
come out ahead and provide the medical services our senior citizens deserve. 

Thank you for your consideration. 
Respectfully, 

1250 E. 3900 South, Suite 360 
Salt Lake City, UT 841 24 - 1362 

Phone 80  1.263.304 1 Fax 80  1.263.8485 
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October 3 1 2006 
Centers for Medicare and Medicaid Services 
Department of Heath and Human Resources 
Attention: CMS-4 125-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Dear Sirs, 

Since the early 1980's, freestanding outpatient ambulatory surgery 
center (ASCs) have help reduce the overall crowding of hospital 
surgical services, provide cost effective efficient care, and provided 
patients with an alternative to hospital ambulatory surgical services. 
This is evident in the fact that in the early 1980's -1 990's many 
hospitals built their own free standing ambulatory surgical facilities in 
order to facilitate greater patient surgical flow at the same time 
creating a more patient-friendly service. 
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Since 2000 ACSs have been burdened by a reimbursement freeze and 
in addition the cuts in the Deficit Reduction Act have resulted in much 
lower payments to ACSs relative to payments made when services are 
provided in Hospital Outpatient Departments (HOPDs). Since that 
time HOPDs have appropriately received significant payment updates 
and relative adjustments to offset the rising fixed costs (qualified staff, 
supplies, and services just to mention a few). Because of these 
adjustments HOPDs have remained financially healthy. Unfortunately 
ACSs have not had that same financial luxury and at the same time 
handcuffed by static reimbursements. 

As a general surgeon my prospective regarding ACSs and HOPDs may 
be different from the administrative prospective of CMS. From the 
physicians prospective ACSs provide more efficient effective 
personalized patient care. Ambulatory surgical care is a specialized 
subset of all surgical care. ASCs have an opportunity to "fine tune" 
ambulatory services that may get lost in the quagmire of in patient 
surgical care. Efficiency in all systems result in cost savings. ASCs in 
general offer efficiency from both patient and physician perspective 

1841 Quiet Cove Faycttcville, NC 28304 910-323-2626 Fax 910-323-3862 
Mailing Address: PO. Box 64367 Fayetteville, NC 28306 
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while resulting in an overall cost savings and a preferred choice for 
both the patient and the physician. 

The crux of the matter (in all healthcare arenas) is efficient, safe, cost 
effective care. This is the overall goal of all healthcare delivery models 
whether it is private or governmental. Under current law, it is 
estimated that the Medicare program pay an average of $320 more per 
case to HOPDs than to the ACSs for the identical surgical procedure, 
thereby creating a billion dollars worth of additional expense for 
Medicare. If there is failure to achieve some equalization of payment 
for ASCs(in comparison to HOPDs) the billion-dollar expense could 
escalate and the ASCs could be financially forced out of business thus 
reducing or eliminating the benefits of ASCs from the healthcare 
delivery model. ACSs fixed costs have increased significantly greater 
than the consumer price index (CPI) in the last six years. As I'm sure 
you are aware the medical price index (MPI) is at least 1.5 times the 
CPI. Thus a mere CPI adjustment to ACSs reimbursements is 
incongruous to the adjustments afforded to HOPDs. 

ACSs provide a parallel service to HOPDs but are disadvantaged by 
unparalleled imbursements and access to cases. Why CMS has 
proposed a differential in reimbursements is perplexing. Prosthetics 
and DME are bundled in payments that allow full pass-through costs 
for HOPDs. ACSs on the other hand are not are not reimbursed (or 
allowed pass-through costs) for prosthetics and DME thereby 
eliminating some services that have long been and routinely can be 
safely and efficiently provided in an ASC setting. In some instances 
the DME costs (not reimbursed) greatly exceed the facility 
reimbursement costs. Therefore many procedures that could be safely 
performed in an ASC more efficient and convenient for patients and 
physicians and with less costs to Medicare, are not available. , 

As my grandfather always said, "complaints without logical solutions 
are useless". Thus, in conclusion, my recommendations are: 

1. Equalization reimbursement schedule for both ACSs and 
HOPDs 

2. Allow pass through cost for prosthetics and DME to ASCs 
under the same guidelines that HOPDs currently use 

3. Create true exclusionary list of ASC service (such as that 
proposed by Secretary Leavitt in his letter to senator Crapo or 
in accordance to the proposed suggestions by MedPac) 

4. Provide annual updates and relative adjustments to both ASCs 
and HOPDs to the same magnitude across the board 

1841 Quiet Cove Fayetteville, NC 28304 910-323-2626 Fax 910-323-3862 
Mading Address: PO. Box 64367 Fayettcville, NC 28306 



M~chael  5. Rryanr. M D.. FACS 
Arncricdn &uni ,1/5urgrry 
C<,rtt/jrd C,llt<ul Cun. 

T. lommy Chang.MIl  
Arnrr~con & , ~ r d  "1 Surgery 

Lco \<' IDn\~dcon. M D , FACS 
Arnrrr<un Bodrd ~(Surgrry  

Joel H-lorowrr. M D. ,  FACS 
Arnr r~~un  &uinl 01 Surgrry 

I.t.lli~u\hip, Sttrg~tal Onc~~log~y 

PAIII J Nordness. M I) 

lame4 M I h o m ~ 5  M M , F.4CS 
An~er~ian Board oJ5urgrry 

Teresa Mcledn 

Pru<rmr Adm~n~\rraior 

Cry5r.d Orr\?.\ik. PA-C 

"A Trad~tlon of Service ucid Quahty Care to t h e  Cape Feur Re,ponn 

With implementation of these solutions in a gradual phase-in 
approach, Medicare beneficiaries (and other governmental programs) 
would have enhanced access in a highly qualified and convenient 
facility in addition to a less expensive option. These cost strategies 
could potentially equate to billions of dollars of savings in an already 
'dollar-strapped' Medicare system. 

Thank you for your attention to this matter. If I can clarify any points 
or provide any additional information please feel free to contact me 
at your convenience. 
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Richard G.  Mitchell, M.D. 
Robert E. Mitchell III, M.D. 

Gastroenterology 

October 24, 2006 

Mark McClellan, MD 
Center for Medicare and Medicaid 
Attn: CMS-1506-P 
PO Box 80 14 
Baltimore, MD 21244-8014 

Dear Dr. McClellan: 

Through my professional societies I was informed about the impending cuts 
regarding payment to ambulatory care centers. These centers provide high quality and 
eficient care to seniors and require strict accreditation to ensure safety. They are as strict 
as hospital out-patient endoscopy centers. 

Although I do not currently perform endoscopic procedures on Medicare patients 
at ambulatory centers and do most of them in the hospital setting, I can assure you that 
these cuts will drive physicians to perform these much needed procedures in the more 
expensive hospital endoscopy lab or to restrict their care of Medicare patients all 
together. From an economic and patient care respective, this proposal makes no sense. I 
hope that you will please reconsider. 

Sincerely, 

~ o b e r t  E. Mitchell 111, M.D. 

7605 Forest Avenue, Ste 21 1 Richmond, VA 23229 
Phone (804)282-3114 Fax (804)285-9723 



Drexel University College of Medicine 
In  the tradition of Woman's Medical College of Pennsylvania and Hahnemann Medical College 

Division of Gastroenterology and Hepatology 

James C. Reynolds, M.D. Mervyn Danilewitz, M.D. Joyann A. Kroser, M.D. 
Asyia S. Ahmad, M.D. Barbara B. Frank, M.D. Ricardo Morgenstern, M.D. 

Harris R. Clearfield, M.D. Julian Katz, M.D. Sreekant Murthy, Ph.D. 

October 27,2006 
Mark McClellan, M.D. 
Centers for Medicare at Medicaid Services 
Department of Health and Human Services 
Attn: CMS-1506-P 
P.O. Box 8014 
Baltimore, MD 2 1244-80 14 

RE: MEDICARE PROGRAM: 
AMBULATORY SURGERY CENTERS 
PPS PROPOSED RULE 

Dear Dr. McClellan: 

I am a member of an Academic Gastroenterology Unit in Center City, Philadelphia. We 
see a great number of indigent patients. We do operate an EndoscopicAmbulatory Surgical 
Center. I am quite concerned about the proposed decrease in reimbursement for the facility fees 
of GI Ambulatory Surgical Centers because it may well reduce the viability of these units. 
Should we not have the ability to refer our patients to our ambulatory unit, the delay in 
scheduling such patients to our hospital endoscopy unit would be severe. We all realize that the 
frequency of patients canceling procedures increases with the time and delay in obtaining the 
examination. It will probably be a schedule delay of several months should we have to close our 
ASC as result of the draconian proposed decrease in facility fees. It should also be clear that the 
costs for operating and reimbursing our hospital endoscopic unit are significantly greater than 
our ambulatory unit. 

With great concern for our patients and for the ability to schedule patients within a 
reasonable time and the likely reduction in colon cancer screening that will occur as result of 
decreased access to hospital units, I would sincerely ask that the proposed cuts not be 
implemented. The unanticipated effects of decisions like this will adversely change the face of 
our practice of medicine 

With kind regards, 
Very truly yours, n 

Professor of Medicine and sedion Chief 
Division of Gastroenterology 
Hahnemann University Hospital 

cc: American College of Gastroenterology 
6400 Goldsboro Road, Suite 450 
Bethesda, MD 208 17 

Mail Stop 913, 219 N. Broad Street, Philadelphia, PA 19107 . PATIENTS TEL 215.762.6220 ADMINISTRATIVE TEL 215.762.6070 
PATIENTS FAX 215.762.6225 ADMINISTRATIVE FAX 21 5.762.5034 

www.DrexelMed.edu 

Drexel Universitv Colleoe of Medicine is a seoarate not-for-orofit subsidiatv of Drexel Universitv. 
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Internal Medicine 

Gastroenterology Associates of Fredericksburg, P.C. 
John C. Spivey, M.D. 

Frank J. DeTrane, M.D. 
Peter W.K. Wong, M.D. 

Diplomate 
American Boards of 
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lnternal Medicine 

October 23, 2006 

Mark McClellan, 11, M.D. 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
ATT: CMS - 1506 - P 
PO Box 80 14 
Baltimore, MD 21244-8014 

RE: MEDICARE PROGRAM: AMBULATORY SURGERY CENTERS PPS 
PROPOSED RLILE 

Dear Dr. McClellan: 
, a .  

I an1 a private practice gastroenterologist who presently treats Medicare beneficiaries in 
my practice. 1 am writing to express my concern with CMS proposal to lower payments 

, - 
to Gastroenterology Ambulatory Surgery Centers. 

+ 
In my practice we see a large number of Medicare patients. We provide screening 
colonoscopies for those who are at average risk for colon cancer screening as well as high 
risk individuals and surveillance colonoscopies for those who already had polyps. We 
also treat a large number of patients with gastrointestinal bleeding and gastroesophageal 
rellux disease. These patients need an appropriate, safe and cost effective study for 
gastrointestinal endoscopy. 

In oilr town of Fredericksburg, Virginia, we have one Ambulatory Surgical Center which 
provides the service. 111 fact, our office is planning to build an endoscopy center to 
provide such service to eligible beneficiaries to include potentially Medicare patients. 

As you know, CMS has proposed a significant reduction of payment to Gastrointestinal 
Alnbi~latory Surgery Centers by 30% (89% of the facility fee to 62% ofthe HOPD 

, payment). (HOPD stands for hospital outpatient department). If this occurs, this may 
lead to closure of ASC to Medicare beneficiaries. 

Mcd~care seems to be ignoring both the stated priorities of the current administration well 
ns lessons of cost management in private sector. President Bush and his staff have stated 
that ASC are a cost effective environment than the hospital to receive key medical 

I scrviccs. . 

21 0 Executive Center Parkway * Fredericksburg, Virginia 22401 (540) 37 1-7600 Fax (540) 372-6492 



-, RE: MEDICARE PROGRAM: AMBULATORY SURGERY CENTERS PPS 
' PROPOSED RULE 

PAGE 2 

When private sector insurers have started to reduce total health care costs, they have 
actively sought to encourage patient to receive services in an ambulatory surgical center 
instead of in the hospital out patient department. For example, Blue Cross of California 
has announced it will pay a 5% premium to physicians for gastrointestinal endoscopy 
performed in  the ASC rather than the HOPD I 

The agency's concept of budget neutrality in this proposal is incorrect, unfair and short- 
s~ghted, By reducing the cost to ASC, there would be a higher cost to the government 

, and possibly private sector insurers. The reality is that under this proposal the Medicare 
program will spend more money than saving. This is so because at the current rates, ASC 
payments are always lower than, or at least never greater than the facility fee that CMS 
pays to the HOPD. 

I propose that the ASC in groups like gastroenterology to be at a higher tier of payment 
that is at or higher than the current 89% we now receive. Then a second, lower tier, the 
FC~cility fee for ASC in other specialties which are not involved with lifesaving preventive 
scrvices such as colorectal cancer screening tests. 

I want to thank you for your time in reviewing this critical information regarding the 

.--. ncgative i~npacl of the proposed cut in payment to gastrointestinal ASCs. This negative 
i~ i~pact  will affect both gastroenterologists as well as patients, both Medicare and 
eventually non-Medicare patients. 

Sincerely, 

Franl.; .I, DeTranc. M.D. . , <  

PWKWirch 
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October 19,2006 

Mark McClellan, M.D. 
Centers for Medicare and Medicaid Services 
Department of Health & Human Services 
Attention: CMS-1506-P 
P.O. Box 8014 
Baltimore, Maryland 2 1244-80 14 

Dear Dr. McClellan, 

This communication is in response to the proposed rules on ASC and Hospital 
Outpatient Prospective Payments and the 2007 Physician Fee Schedule. 

The proposed reduction in reimbursement for Gastroenterology ASC technical 
service fees will do nothing but impair the delivery of high quality outpatient care 
to our patients. 

At the present time, these ASC sites can provide the following advantages: 

1. Less costly procedures- ASC cost are traditionally far below that of 
outpatient hospital facilities. By keeping these procedural costs down, the 
ASC environment provides lower cost means to provide endoscopic 
services to your Medicare patient population. 

2. More timely delivery of care- physicians are readily able to schedule 
procedures in their own facilities far easier than battling with hospital 
schedules involving many more procedures and physicians. This produces 
better patient outcomes as patients experience fewer delays to diagnosis. 

3. Patient ease of access in an ASC is far superior to the cumbersome, time 
consuming process of hospital outpatient medicine, making the patient 
experience more desirable in an ASC. 

4. Endoscopic equipment is often of higher quality than that of hospital 
endoscopy suites. The ASC environment is more closely physician 
supervised allowing optimal selection and installation of endoscopic 
equipment. Newer endoscopic technologies are more often available in the 
ASC, providing "state of the art" quality care delivery. 

5.  Improved turnover rates for GI procedures in the ASC allow 
accommodation to a larger volume of patients, thereby facilitating in a 
much more efficient way the need to meet the volume of patients 
requiring "screening colonoscopy". Hospital endoscopy suites cane rarely 
provide turnover time comparable to the ASC, and their volumes are 
traditionally far less. 

6. Most ASC endoscopy units have immediate electronic record systems. 
This allows instantaneous post delivery of data to patients, referring 
physicians and the medical record. It also allows the ASC to more readily 
transition to the ultimate goal of total EMR. No hospital in our area has 
such capability and most hospital systems have not converted to such 
system. 

7. Some ASC facilities have offered flexible scheduling including weekend 
elective cases-another mechanism by which this type of facility can meet 

OVIEDO 
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the demand of elective screening colonoscopy. Hospitals generally do not 
provide this option. 

Our Orlando facility provides care to more than 10,000 patients/calendar year. No 
hospital in our city provides that volume. Our patient satisfaction surveys 
document the overwhelmingly positive experience our patients have come to know 
and their desire to return to our facility instead of local hospitals. There is no 
question that endoscopic services provided at our unit are at a level above that 
provided in any hospital environment in Central Florida. Medicare patients 
presently enjoy their benefits. 

Development and implementation of an ASC requires a significant capital 
investment. Funds necessary for this development are loaned on the basis of a 
long-term business model. A capricious drop in facility fees will destabilize the 
ASC business environment resulting in closure of many ASC facilities and curtail 
the development of new facilities. No hospital organization could survive the 
capricious and abrupt reduction of fees by 25% or more over a 15-month period. In 
our unit all carriers link their fees to Medicare rates. 

In order to continue to provide quality endoscopic services at a low cost per case, 
we request the re-examination of the reduction in Medicare ASC fees. We request 
that the benefits provided by ASC centers be recognized and fairly reimbursed. 
Abrupt changes do not give credit to the significant investment in quality 
represented by ASC centers. 

In summary, the GI ASC provides a community resource that is justifiable to 
maintain and in fact provides facilities that exceed the benefits of the hospital 
experience on many levels. Instead of diminishing their reimbursement and 
jeopardizing their existence, we argue the administration would best be advised to 
allow them to flourish- for the benefit of patient care delivery. 

Sincerely, 

Henry Levine M.D. 

William Ruderman M.D. 

Steven Feiner D. 0 .  

William Mayoral M.D. 

Philip Styne M.D. 

Marlon Ilagan M.D. 

KlSSlMMEE 
431 West Oak  Street 
Kissimmee, Florida 34741 
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Northbank Surgiical Center 
November 1,2006 

Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attention: CMS-4 125-P 
Mail Stop C4-26-05 
7500 Security Blvd. 
Baltimore, MD 2 1244- 1850 

As an ambulatory surgery center (ASC), Northbank Surgical Center was one of the first multi-specialty 
ASC's in the Salem area. Northbank Surgical Center employs over 50 health professionals and has served 
over 50,000 patients since opening in 1986. 

Over the past 20 years, Northbank Surgical Center has provided an important role in the Salem area and 
outlying MarionJPolk health care community. We combine a safe, convenient and friendly environment 
with the latest medical technologies and highly-skilled physicians and clinicians. All of our procedures 
have been performed in a surgical environment focused on patient safety, patient outcome, patient 
satisfaction and cost effectiveness. 

We are writing to comment on the proposed CMS changes to the ASC payment system. Medicare covers 
just over 2,500 surgical procedures performed in ASCs. Over the past ten years, there has been a major 
movement of surgical procedures fiom the inpatient to the outpatient setting. In fact, due to medical and 
technological advances, it is estimated that very shortly 80+% of all surgery will be performed in the 
outpatient setting. 

At this point we applaud CMS for taking on the daunting task of updating the current system as it applies to 
Medicare patients in the outpatient setting. In reviewing the proposed changes we have several concerns 
that we would like to bring to your attention. 

ASC list of procedures: 
The current proposal allows for the addition of 750 procedures to the current ASC list. Medicine is a 
dynamic environment, evolving on a daily basis. With the current style of an "approved procedure list", it 
does not lend itself to keep up with the rapidly changing times. By the time the proposed rules have been 
implemented, a new technology or surgical process will provide for another procedure to be safely 
performed in an outpatient setting. 

The current approved procedure list creates an inequality for Medicare recipients, prejudicing against them. 
Medicare recipients are not allowed the flexibility of site choice that other patients have for their 
procedures. This has happened time and time again over our 20 years of providing care to patients. For 
instance, we have provided care to lumbar diskectomy and anterior cervical k i o n  patients for 10 years. 
The literature reflects the appropriateness of the procedure in an outpatient setting. Despite multiple 
medical reports, those two procedures will not be available to Medicare patients in the outpatient setting. If 
CMS would adopt an exclusionary list, Medicare recipients would enjoy the same choices as any other 
consumer. 

No other insurance company maintains a list of "appropriate procedures" limiting patients to a purely 
hospital setting. The companies have realized that thousands of dollars can be, saved when procedures are 
performed in an outpatient setting when compared to the inpatient environment. If CMS were to adopt an 
exclusionary list in place of the "approved procedure list", the situation would be more manageable, and 
millions of dollars would be saved as procedures move safely to the outpatient setting. 

700 Bellevue Street S. E., Suite 300 . Salem, OR 9730 7 -503 364-3 704 . Fax 503 399-9722 



Definition of Outpatient: 
In reviewing the process of defining procedures that are appropriate for the outpatient setting we believe 

there are serious flaws. The document admits the difficulty in coming to a consensus of a definition that 
would stand the test of time as medicine evolves. If CMS would follow the lead of other insurances and 
adopt an exclusionary list would allow for change and do away with definitions that do not adequately 
represent those patients appropriate for the outpatient setting. 

Another definition of concern is the definition of overnight. In the past CMS has stated that it was not 
considered an overnight stay if the non-Medicare patient was in the facility less than 24 hours. In the 
proposed rule change, CMS reverses this position and defines overnight as any stay past midnight. Why has 
CMS proposed such an antiquated definition? The document states that hospitals define inpatient as those 
in beds past midnight. This is half true, acute kilities also code patients that stay less than 24 hours as 
outpatients. CMS should maintain the defition of overnight as less than 24 hours. We would recommend 
also that Medicare patients should also be afforded the same rights and options as any other consumer and 
be allowed to stay in the facility up to 23 hours 59 minutes. Medicare patients deserve the same 
opportunities and choices as all other patients. 

Proposed ASC list 
In an attempt to develop an appropriate list of approved procedures CMS has utilized HOPD data and the 
definitions listed in the CMS Rule proposal. The data includes those procedures where the stay was not 
past midnight. This data set is not representative of true "safe" procedures. Hospitals are famous for not 
lcnowing how to discharge their patients home in a timely manner. 

Hospitals have not adopted the outpatient mentality or the philosophy of an ambulatory setting. Patients 
6-equent.y spend the night in a hospital when in an ASC setting they would have all been safely discharged. 
The ASC data set should be used to show those CPTs routinely performed in an ASC. (e.g. we have been 
performing cervical fusions on non-Medicare patients for 10 years with an average PACU stay of 3 hours 
and excellent outcomes). The HOPD set should be used to find those procedures routinely performed safely 
as outpatient, but that have not found their way in to the ASC setting. This would help clear up the issue of 
establishing appropriate ASC procedures and not allow hospital's inability to efficiently care for outpatient 
procedures to cloud the picture. Of course if an exclusionary list was used all of this would not be 
necessary. 

Budget Neutrality 
As CMS has been charged to create a system that would be budget neutral, we believe that greater 
consideration needs to be given to the savings resulting from movement to the outpatient ASC setting and 
not just the savings from the difference in site reimbursement. 

CMS is proposing 62% of HOPD rates. After multiple studies, major ASC agencies (FASA, AAASC ...) 
have recommended 75% as a rate that would benefit both CMS and the ASCs. The 62% represents, for 
many of the ASCs, a reduction to the point of not covering the expenses necessary to keep the ASC doors 
open. ASCs are instnunental in the success of cost effective, safe healthcare for the Medicare insured. If 
reimbursements to ASCs remain at 62%, centers would be forced to evaluate if providing care to Medicare 
patients would be possible. 

In an attempt to maintain budget neutrality the current proposal initially 6-eezes reimbursement to ASCs. 
This only creates a greater difference in the reimbursement of ASCs when compared to HOPDs. In order to 
maintain the safe quality of care that we currently provide for our patients, we have to maintain cutting 
edge technology, pay our staff competitive wages with the local hospital and purchase the same supplies as 
an HOPD. Freezing the reimbursement can only weaken the ability of the ASC to provide services for the 
community. We believe that if the calculation on neutrality takes more into account the savings ffom 
Medicare patients moving to an ASC setting, there should be no reason to h z e  ASC rates. 



Implants and DME 
At this point many implants and DME are not reimbursed by CMS in the care of Medicare patients. At this 
time HOPD is paid at a rate that allows for full pass through of implant and DME costs. The current 
proposal would penalize the ASC by only paying a percent of HOPD reimbursement. This would not allow 
the same ability for full reimbursement of the implant or DME. We believe that the percent difference of 
payment to ASC's should not apply to the portion of the payment related to the cost of the DME or implant. 
Again this sets up an inequity between the HOPD and ASCs that should not be created. It places the ASCs 
in a position of being unable to cover hard costs and creates a situation where those services would not be 
available to Medicare patients. 

Again, we appreciate the efforts that CMS has taken to address this issue. We understand the enormous 
undertaking. We believe the above comentdconcemdrecomendations are necessary in updating an 
antiquated system for Medicare patients. We hope to see an updated system that provides choices or 
options for Medicare patients that have not been available in the past, options that have been available to all 
other insured consumers. ASCs pride themselves in providing safe, cost effective care to patients. There is 
no reason why Medicare patients shouldn't be able to enjoy a safe, efficient ASC experience. 

Thank you for allowing us the opportunity to provide input in this process. 

Peggy ~&dl&, #.N. 
- 



November 3,2006 

Leslie V. Nonvalk, Esq., Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1506-P 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence Avenue, S W 
Washington, DC 2020 1 

Dear Administrator Norwalk: 

As an administrator of an ASC in Pennsylvania, I would like to comment on the CMS proposed rule 
concerning the Medicare ASC payment system and ASC list reform. 

While I feel that ASC reimbursement rates should be aligned with those of HOPDs, 62% is simply not 
enough. I have worked in hospital inpatient and outpatient surgery settings, as well as an ASC, and know 
that the cost of providing surgical services in an ASC is not 38% lower than in a hospital. Setting ASC 
payment rates this low could have a possible negative effect on Medicare beneficiaries' access to services 
in an ASC. If the low ASC reimbursement rate does not adequately cover the costs of performing certain 
procedures in an ambulatory surgery center, physicians would be forced to move cases to the more 
expensive hospital setting, increasing the amount of money paid by Medicare beneficiaries and the 
government. 

In keeping ASC reimbursements in alignment with those of HOPDs, annual updates for inflation for 
ASCs should be calculated based on the hospital market basket (as in HOPDs) not on the consumer price 
index for urban consumers as proposed. The hospital market basket more appropriately reflects inflation 
in providing surgical services than does the consumer price index. Also, the same updated relative 
weights should be used in ASCs and hospital outpatient departments, not just initially but in the future as 
well. Inflationary costs, such as nursing and medical supply and device costs, affect ASCs in the same 
way as hospitals. Without equitable updates, ASCs have a difficult time competing in a fiercely 
competitive labor market. 

Because ASCs are proportionately small businesses in comparison to hospitals, the transition to a new 
reimbursement system should be phased in over several years as changes in payment rates for specific 
procedures and specialties may disproportionately impact certain types ASCs. The reimbursement rate for 
one procedure that constitutes 26% of the cases performed annually in our facility is slated to be cut by 
29.25% in 2007 and by another 17.75% in 2008 under the proposed rule. This is a rather large deficit for a 
small business to absorb in a short amount of time. 

105 Brandt Drive Cranberry Township, PA 16066 724.772.1766 



The ASC list reform proposed by CMS should be expanded to include any and all procedures that can be 
performed in an HOPD, excluding only those procedures that are on the inpatient only list. The current 
criteria used to judge the appropriateness of performing a certain procedure in an ASC are obsolete. With 
advances in medical technology, anesthesia, pharmaceuticals, etc., ASCs meet clinical safety standards 
and are an appropriate setting for most surgical procedures. The expansion of the ASC list will offer 
Medicare consumers more options, enhance their access to care and reduce Medicare program costs. 
The environment in an ASC is healthier than in a hospital setting from an infection control standpoint 
with less risk of exposure to infected patients, thus reducing the risk of surgical site infection and the 
associated cost to treat it. 

The proposed rule establishes a complicated formula to link ASC reimbursement to that of HOPDs, but 
that reimbursement is not linked in a uniform way. This hinders Medicare beneficiaries' ability to 
understand their real costs in alternative surgical settings and make a clear comparison. Aligning the 
payment systems for ambulatory surgical centers and hospital outpatient departments in a more equitable 
manner will enhance the transparency of cost and quality information used to evaluate outpatient surgical 
services so that Medicare consumers are able to make informed health care choices. These educated 
decisions will benefit both the Medicare beneficiary and the taxpayer. 

ALL staff members functioning as a team with the goal of providing quality, safe, efficient and cost- 
effective care in a patient-friendly, patient-focused atmosphere is the essence of the surgery center 
mentality and environment. 

The staff of The Surgery Center at Cranberry is proud of our efforts and accomplishments and our 
involvement in the ambulatory surgery industry and welcomes the opportunity to educate others about 
this valuable patient care alternative. 

If I can ever be of service to you or provide further information, please don't hesitate to contact me. 

Sincerely, 

I (J 
Mary Doutt, RN, Facility Administrator 
On behalf of The Surgery Center at Cranberry 

105 Brandt Drive Cranberry Township, PA 16066 724.772.1766 
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October 27,2006 

VIA FACSIMILE 

Medicaid Services 
and Human Resources 

P.o. Box 801 1 
Baltimore, MD 21244-1850 

T o  VC'hom It Ma); Concern: 

For more than 20 years, ambulatoq surgei-), ccntcrs (r\SCs) haw provided patients with 
high-quality, convcnicnt, and affordable opuons For thcir outp:lticnr surgely. hlcdicarc and 
their beneficiaries save money when the procedures are performed in thc hSC, as opposed 
to a hospital setting. ASCs arc highly efficient and cffecuvc in our dclivcq of care. 1Y;e not 
only stlive to conunuc, but increase, the senrices we providc to kicdicarc beneficiaries. In 
order to d o  that wc must receive reimburscincnt that is fair snd cna1.llcs us to bc viable 

Equally important is the fact that our patients who have had s ~ d a r  procedures in both the 
hospital and outpatient settings, o ~ r e n v l ~ e h g l y  prcfcr the intimate, personal attention and 
care thcy rcceive in our ASC, as opposed ro the laborious and impersonal hospital 
environment. 

I h e  Mehcare Modernizativll .Act requires that ASCs be transitioncd from their currcnt 
Medcarc piipment systems to a new payment sysceln by 2008. This provides an opportunity 
to provide more transparency across sites of service and permit ASCs to be a vital and 
colnpetitivc alternative to more expci~sive outpatient hospital departments. 

While MedPAC and the ASC communit)l support moving to thc hospital outpatient 
prospective payment systems ( H O P P S ) , ' ~ ~ ~  proposed rulc would tie ASC payments to the 
HOPPS in some but 11ot all respects. 

The six ycac p:ryment frerzc to ASCs and the cuts in the Deficit Reduction \ c t  b:l\,c rcsulrcd 
in much lowcr payments to ASCs rclativc r o  payments mndc when scrviccs arc pro\-iclcd in 
FIOPD. Conversel~, during this timc, I-101'1)s havc rcceived s~gnific;ul~t payincnr updates. 
In the proposcd ruk, CkfS estllnares chat :\SCs should bc paid only 63'?!0 of HODD for 
providmg identical outpatient surgical services. 'I'he lower payment rate will result in 
sigruficant cuts to a number of important, commonly perfolmed sen-ices in ASCs including 
GI and ophthalmology. These are procedures performed mainly on Medcarc rccipicnts znd 
wdl have a direct impact on our abihty to provide these senriccs co them. 

How can CMS help Medicare and beneficiaries save money? By making ASCs s viable, 
cornpetititre alternative to outpatient hospitals by furing the following problems in the 
proposed nile: 

- 25405 Hancock Avenue, Suite 103 . Murrieta, CA 92562 - 909 638-4670 Fax 909 698-4675 
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Adopt gn expansive, realistic inreptation of bueer  neutrality that examines 
total Medicare spending on ou parient surgey l h  eASC industry is working 
with rcspectcd act~mrial and hledcarc payment experts to prcscnt quantitative 
analysis on the rlSC percentage of HOPD that should bc provided if CMS adopts a 
realistic interpretation of budget neutrality that csamincs chc impact o f  the new :\SC 
paymcnt system on a1.l Medicare spending on outpatic~lt surgery. 'l'hat number 
should bc substantially higher than rhe GZL'in CMS announced in its "alternative 
methodolog ." 
As suggested by MedPAC, create an exclusionary fist for ASCservices. Only 
ASCs :UC bound to a list of permitted procedures as determined by CMS. Wlde the 
proposed rule would add procedures to the ASC list, it fails to include many higher 
c o m p l c r i ~  services that have for years been safeIy and effectively performed in 
ASCs throughout the countq. The exclusionary list would afford CMS the 
opportunity to increase patient choice and rely on the clinical judgment of the 
surgeon. 

Stop the widening gap between HOPD and ASCpayments. A SCs confront t hc 
idelltical inflationary pressures as hospitals - staffing with qualified personnel, supply 
and equipment expenses. CMS has proposed updating .ASC payments by the C1'1, 
rather than by hospital market basket update. This results in a full percentage 
differential each year. The disparity in payments will create deeper divisions benvecn 
prices paid in the I-IOPD and the i\SC u7ithoi1t any evidence rlxit different pa!;mcnt 
tatcs arc warranted. 
Creare'aparallel~~stemtoHOPD. 1TeCMS proposedmlecontinuestoweat 
HOPD and ;lSCs differently in key respects. Thcse diffcrencc should he eluninatcd 
and :\*IS and HOl3l'1 payments made on the same basis 
CMS can save Medicare beneficiaries money WITHOUT sacrjficing h.r;Sh 
quality care. CMS and .;\SCs have a common goal. Wc both strive to provide 
quality carc to &ledcare beneficiaries a t  affordable priccs. By enabling ASCs to 
expand; their scnlices via a more equitable payment system, M;ic&care bcncficiaries 
lvlll bedefit by having the choice to be cared for in an environment which is 
conduclive to their needs; providing compassion and personal artention to each 
pauent ,and his/her family. 

Our goals are the same, to save h~iehcare and its beneficiaries money. ASCs are hghly 
capable providers of outpatient surgical se~vices and were created and known for tbeir 
efficiencies. It only makes sense to enable us to care for a greater number of patients by 
creating an equitable reimbursement system and expanding the list of procedures we can 
perform. 
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J. MICHAEL GEIGER, & M.D.. , 

O P ~ O L O O Y  
810 ELM STREET 

FAY E7TEVlLL.E. NC 28303 

Phone: (910) 311 4356 
Fu; (910) 311-0359 

3 November, 2006 
Centers for Medicare and Medicaid Setvices 
bepdment d Health rand Human Resources 
Attention: CMS4125P 
P.O. Box 801 1 
Baltimore, MD 212441850 

Re: Proposed Rule for Setting ASC Rates at 62% of H W D  Rates. 
The Ambulatory Surgical Center Medicare Payment Modernization Act, 

S.1884 and H.R. 4042 

Dear Sirs; 

tt is my strong mmendat ion that CMS adopt a uniform ASC payment schedule that will tie AS(: 
payments directly to the HOPD schedule at a rate of 75% of the HOPD schedule, instead of the 62% rate 
pposed by CMS. Apprwing the 75% rate will s i g n h t l y  decrease Medicare surgery costs to the 
gowrnment, dewease wt-d-pccbt eexpehses to Medicare beMkMes, and provide a choke of facilities to 
beneficiarfes. 

ASCs over the past two decades have pmven to be safe, convenient, and c o s t w v e  in the 
delivery of community surgical smkes. The number of prPoedures performed at ASCs ha8 grown 1 51 8% 
per year fa the past deCBde as patients and physicians have come to realize the advantages of ASCs versus 
hospital OPDs. 

UnWnately, in my specialty of ophthalmobgy, them are a number of procedures that are not wtiw 
performed at ASCs simply because the ASC payments are tm low b mwr the actual msts ofthe surgery. 
These pdum include, but are certainly not limited to, cwneal transplmts and Mnal membrane peelis with 
vltmtomies. ASC payments for these two prc>cedures are at 44% and 33% of HOPD rates resgectily. 
These hvo procedm, and many m, could safely be performed in an ASC, but instead are routinely 
performed as outpatient surgery in hosgitak; M e d i i  kmfidaries needing these pmcedures have SWe w ma 
choice in facilities, because ASCs cannot afford to offer these procedures at the wmnt Medicare fates. 
Subsequently, these bndkiaries are subject ta higher hospital copays and CMS pays more than neoessary for 
these procedures. By increasing the ASC rate to 75% of HOPD rates and including pas8 through payments for 
implants and tissue acquisition as provided to hospitals, CMS will dlow the translowRim of these and other 
prcmdures from the mre expensivs HOPOs to the more emdent ASCs. 

Cataract surgery provides a good example of the savings that can occur Men ASC payments CUP high 
enough lo allow ASCs to offer the pnxedure. me ASC rate for cataracts is wrrenUy at 70% of HQPD. 
Accwding to Rand Health in a 2W4 MedPac study, over 551),MW) Medicare paid cabad surgeries (52% of ail 
Medicare cataracts) were p b t m d  in ASCs. 'The HOPD rate for cataract$ is $414.71 more per case than the 
ASC rate. Had those cataracts been performed in an HOPD, CMS wouM have paid an additional $229 milion 
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for cataracts in 204.  H CMS lowers the ASC rate for cataracts from the current 70% to a 62% rate, it will 
dlscouw the grPwth of ASCs and may actually reverse the cumt  trend of shifting surgeries fm HOPDs to 
ASCs. 

Even at the cunent volume of ASC cataract surgery, them is still rmm for savings if more patients are 
m r a g e d  to hwe cataract sulgery at ASCs. The attached Table 1 d m s b t e s  a pobtial additional savings 
of up to $50 mlnbn annually if ASC rates are set at 75% and mwle patients tre emraged to use ASCs. 
These annual savings could e m  be mom over the naxt f8w years 8s the population ages and catarad wlum 
rises. 

TaMe 2 shows the increase in ASC volume necessary Rx cataract payments b m a i n  budget neutral if 
the ASC rate is increased to 75% of HOPD. 

in summary, CMS historically has realized savings when usage of ASCs over HOPDs is 
encouraged, Procedures cannot be shifted to ASCs if reimbursement is not adequate to cover ASC costs, I 
strongly m m e n d  that CMS pemanently link ASC rates b 75% of HOPD rates, and to indude ASC pass 
thrwgh payments for drugs, biolagii,  and implants equal tr~ HOPD. 

Thank yw for your msidwation in this matter. 

J.Mlchael Geiger, n 



MEDICARE COST SAVINGS 
ASC at 75% HOPD 

Table 1 

PROCEDURE 
CATARACT 
66984 

66982 

Mdiicars Annual Savlngp $52,218,672 

Table 2 - 
66984 

66 982 
$27,662,958 

Mecfiwn Budget Neutral $1 65 

Tabie 1, showing potential savings, is based on two assumptions: 
O that CMS adopts an ASC payment schedule b e d  on 7596 HOPO payments, and 
O that ASCs' share of Medicare cataract wlume rises to  75% from c u m t  52%. 

Tabb 2 shows a buclget neutral condition if ASCs' sharre of Medicare cataract volume rises to 62%. 

T k  data in these tables were obtained from a MedPac 20D4 report. JM Geiger MD 3 Nov Xl06 
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Leslie Norwalk, Esq., Acting Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Resources 
Attention: CMS-4125-P 
Mail Stop 04-26-05 
7500 SeclP.ity Boulevard 
Baltimore, MD 21 244-1 850 

Dear Ms Norwalk: 

I am writing to you concerning the Notice of Proposed Rulemolking published on June 12, 
2006, regarding updates to ratesetting methodology, payment rates, payment policies, 
and the list of covered surgical procedures for ambulatory surgical centers. I am the 
administrator of Physicians' Surgical Care Center in Winter Park, Florida. We have 
approximately 35 physicians which perform about 7000 orthopedic, pain and car, nose 
and throat cases a year. 

The goal for all of us; providers, physicians, and payors; is to create a health care system 
that delivers excellent clinical outcomes in a cost efficient environment. Ambulatory 
surgical centers offer a safe, convenient and often less costly alternative to hospital-based 
sw'gicaI services. 

The broad statutory authority granted to the Secretary to design a new ASC payment 
system in the Medicare Modernization Act of 2003 presents the Medicare pro- with a 
unique opportunity to better align payments to providers of outpatient surgical services. 
Given the antiquated cost data and crude payment categories underlying the current ASC 
system, we welcome the opportunity to link the ASC and hospital outpatient department 
(HOPD) payment systems. 

Aligning the payment systems for ASCs and hospital outpatient departments will 
improve the transparency of cost and quality data used to evaluate outpatient surgical 
services for Medicare beneficiaries. The benefits to the taxpayer and the Medicare 
consumer will be maximized by aligning the payment policies to the greatest extent 
permitted under the law. We are concerned that the linkage is not complete and that 
inconsistencies between payments for ASC and hospitals will create volatility between 
the ASC and HOPD payment rates and along with the new payment system site of 
service incentives will cost the taxpayer and the beneficiary more than necessary. We see 
a need to expand the list of services for which Medicare coverage and payment is 
available in ASCs and provide payment for procedures which are not yet listed by the 
CPT book, CMS failed to include on the procedure list many higher complexity services 
that have for years been safely and effectively performed in ASCs throughout the 
country. Private payors long ago discovered that we could safely pedorm outpatient 
procedures at a much lower cost than the hospital based outpatient departments. CMS is 
losing an opportunity to increase patient choice and rely on the clinical judgment of the 
surgeon. 
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Ambulatory surgery centers are an jmportant component of beneficiaries' access to 
surgical services. As innovations in science and technology have progressed, ASCs have 
demonstrated that we have the capacity to meet the growing need for outpatient surgical 
services. We can adjust our services to meet the needs of our patients and physicians as 
needed. Sudden changes in the payments for senrices can have a significant effect on 
Medicare bmeficiary's access to services. If the facility fee is insufficient to cover the 
cost of performing the procedure, we may be forced to relocate those surgeries to the 
hospital which would increase expenditures for the government and the beneficiary, To 
remedy this situation and offset future financial losses we strongly recommend that CMS 
create a final rule that does not make drastic rate cuts and that makes the computation of 
rates and rate changes the same for both the HOPD and the ASC reimbursement. In 
addition, CMS should expand the list of approved procedures to include any and all 
procedures that can be performed in an HOPD. 

In summary, while there are elements of the proposed rule that I and my surgeons, 
support, our concern is that the proposed major overhaul of ASC payment policies 
contains serious flaws that must be addressed in order to keep the program viable for our 
ambulatory surgery center. 

Thank you for your time and attention in reviewing this correspondence. 

Sincerely, 

w o w  
Beth Davis 
Administrator 
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Woodward Park 
SurgiCenter 

October 3 1,2006 

Dear Sir, 

I am an Ambulatory Surgery Center (ASC) Administrator in Fresno, CA. The surgery 
center has four operating rooms. Our case load is primarily orthopedic, pain management 
and podiatry. At this point our Medicare patient population is 24% of our monthly 
census. I am writing to express my concerns about the Proposed Rule for Ambulatory 
Surgery Centers. 

To enable Medicare beneficiaries' access to ASCs, CMS should adopt an expansive,, 
realistic interpretation of budget neutrality. The proposed payment system, at 62% of 
HOPD would force doctors to move cases to thc more expensive hospital setting, thus 
increasing the amount of money paid by Medicare beneficiaries and the government. I 
appreciate the many ways in which the agency proposes to align the payment system, I 
am concerned that the Iinkagc is incomplete and may lead to ,further distortion s between 
the payment systems. Many policies applied to payments for hospital outpatient services 
were not extended to the ASC sating, and these inconsistencies undermine the 
appropriatmess of the APC relative weights, create disparities in the relationship between 
the ASC md WOPD payment rates, and embed in. the ncw payment system site of service: 
incentives that will cost the taxpayer and the beneficiary more that necessary. 

The ASC list of approved procedures reform proposed by CMS is too limited. The 
approved procedures list should be expanded to include any and all procedures that can 
be performed in an HOPD. CMS should exclude only those procedures that are on the 
inpatient only list. CMS failcd to include on the procedure list many higher complexity 
services that have for ycars been safely and effectively performed in ASCs throughout 
the country. By no creating a truly exclusi,onary list, CMS i s  losing an opportunity to 
increase patient choice and rely on the clinical judgment of the surgeon. 

The ASC payment system should be updoted bascd upon the hospital market basket 
because this more appropriately reflects inflation in providing surgical services than does 
the consumer price index. Also, the same relative weights should be used in ASCs and 
hospital outpatient departments. 

Aligning the payment systems for ASCs and hospital outpatient departments will 
improve the transparency of cost and quality data used to evaluatc outpatient surgical 
services for Medicare bcneficiaties, I believe that the benefits to the taxpayer and the 
Medicare consumer will be maximized by aligning the payment policies to thc greatest 
extent permitted under the law. 

7055 N. Fresno Street, Suite 700 Fresno, CA 93720 * 559 449-9977 Fax 559 449-9350 heafthsouth.com 
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ASCs pride themselves on the ability to provide first and forcmost safe care to our 
patients. We provide this care cost effectively, efficiently and efficiently. Our elderly 
patients appreci,ate the ease of navigating about our facilities. We are smaller than 
hospitals 
so we are able to give more personal attention to our patient's needs. The number of staff 
the patients interacts with limited, so they scc familiar faces with each visit. It is not an 
overwhelming experience going to an ASC. Our elderly patients facing surgery or other 
procedures have enough to endwe without having to feel like a "number or just one of the 
masses". 

P l w e  feel free to contact me at 559-449-9977 with any questions or for clarifications. 

Thank you for your consideration, 

= - e U , k l . ,  

Sandra Buck, RN 
Administrator 


