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Diear CMS, every cost in my practice has increased, yet CMS is cutting fees. This is in addition to mandated scrvices such as HIPAA. It is time to quit, Please post
instructions on how to opt out of Medicare as part of your news rclcase.
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VCSD Medical Center

HILL REST

August 3, 2005

Shirl Ackerman-Ross, DFQ, CMS, DOC
Attention: CMS-1501-P

Mail Stop C4-05-17

Centers for Medicare and Medicaid Services
7500 Security Blvd.

Baltimore, MD 21244-1850

Ref: CMS MEG Reimbursement -
Dear Ms. Ackerman-Ross:

lam very surprised to know from the government website for MEDICARE, indicating that the new APC
values for all 3 MEG codes will be changed to $620 from about $5200 previously for an epilepsy MEG
scan. As an MEG scientist for more than ten years, I strongly encourage CMS to re-evaluate this decision.

When making the decision about the CMS MEG reimbursement, the following crucial factors should be
considered: 1) The cost of MEG system (MEG sensor unit plus the magnetic shielded room) is in the
order $2M ~ $3M, and siting cost can easily be $0.5M ~$1M; 2) The cost for operating an MEG system
includes the service contract costs of $60,000 ~ $120,000/year plus the liquid helium cost of
~$40,000/year; 3) The MEG scanning time for each epilepsy case is about 4 hours (in two sessions),
much longer than the scanning times for other imaging methods such as MRI; 4) The cost of manpower --
In general, it takes a PhD level MEG scientist about 20 hours to identify and localize spikes in one
patient. Considering all these costs, it is clear that the previous rate at about $5200/scan is more
reasonable than the new rate at $620/scan.

As a large number of publications have demonstrated that MEG's high temporal resolution and high
spatial resolution and localization accuracy is unique for non-invasively localizing epileptic foci, the new
APC codes at approximately $ 620 per scan may drive many MEG clinical programs out of
business and Iead to a major lost to our epileptic patients.

I sincerely hope that CMS can re-evaluate new MEG Reimbursement rate. If you have any questions
about this letter, please feel free to contact me. Thank you very much for your time and consideration.

Sincerely,

Mingxiong Huang, Ph.D.

Associate Adjunct Professor, Associate Director of MEG

Department of Radiology Service, University of California San Diego/
VA San Diego Healthcare System

3350 La Jolia Village Drive

San Diego, CA 92161

Tel: 858-552-8585 ext 2947

Fax: 858-552-7404 or 858-642-3836
Email: mxhuangi@ucsd.edu

Depavimeat of Hudiolags
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See Attachment
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE AND MEDICAID SERIVICES
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yellow “Attach File” button to forward the attachment.

Please direct your questions or comments to 1 800 743-3951.

file:///TVELECTRONIC%20COMMENTS/ELECTRONIC%20C OMMENTS/E-Comments/Active%20 Files/Missing®a20file | txt8/1 5/2005 7:38:46 AM




CMS-1502-P4
Submitter : Dr. Rodger Barnette Date: 08/04/2005
Organization:  Temple University
Category : Physician
[ssue Areas/Comments
GENERAL
GENERAL

Sec Attachment

CMS-1502-P4-Attach-1.DOC

Page 1 of 2 August 05 2005 08:29 AM




Centers for Medicare and Medicaid Services
Department of Health and Human Services
P.O. Box 8017

Baltimore, MD 21244-8017

Re: CMS-1502-P and Teaching Anesthesiologists
Dear Sir or Madam:

I am an academic physician who is board-certified in Anesthesiology, Internal Medicine
and Critical Care Medicine. As such I believe I am uniquely qualified to address the
severe reimbursement problems faced by Teaching Anesthesiologists in regard to
Medicare Reimbursement.

As an internist I may supervise residents in 4 overlapping outpatient settings and collect
100% of the fee for each, when certain requirements are met. A surgical colleague may
supervise residents in 2 overlapping operations and collect 100% of the fee for each case
from Medicare. However, a teaching anesthesiologist will collect only 50% of the
Medicare fee if he or she supervises residents in 2 overlapping cases.

Additionally, the Medicare anesthesia conversion factor is less than 40% of prevailing
commercial rates (this is dramatically less than other medical specialties’ conversion
factors). Reducing reimbursement by an additional 50% results in revenue that is
inadequate to sustain the tripartite mission (service, teaching and research) of teaching
anesthesiologists and their academic anesthesia training programs.

This is neither fair nor reasonable. I ask you to recognize these issues as they relate to
the delivery of anesthesiology care and pay Medicare teaching anesthesiologists on par
with their surgical and internist colleagues.

Because of this inequity in Medicare reimbursement Anesthesiology teaching programs
are suffering severe economic losses that cannot be absorbed elsewhere. The CMS
Anesthesiology teaching rule needs to be changed to allow academic departments to
cover their costs.

Sincerely,

Rodger E. Barnette, MD

Chairman, Department of Anesthesiology
Professor, Anesthesiology & Internal Medicine
Temple University School of Medicine
Philadelphia, PA 19140
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From: Wiiliam E, Hurford, MD
Professor and Chair

Department of Anesthesia

University of Cincinnati Medical Center
PO Box 670531

231 Albert Sabin Way

Cincinnati, Ohio 45267-0532

Datc: August 4, 2005
Re: Comment on CMS-1502-P TEACHING ANESTHESIOLOGISTS

I note with concemn that CMS? proposed changes to the Medicare Fee Schedule for 2006, released on August |, 2005, do not include a correction of the
discriminatory policy of paying tcaching ancsthesiologists only 50% of the fee for each of two concurrent resident cases.

Clearly, the proposed rule remains unworkable for academic ancsthesiclogists who suffer scrious shortfalls since CMS provides only 59% of the Medicare fee for
cach of two overlapping procedures involving resident physicians.

As a resutt, budget shortfalls cither demand that residency training be curtailed, or that anesthesiologists must seck support from other public sources. At the
University of Cincinnati, this tcaching penalty amounts to a shortfall in excess of $300,000 cach year. Our practice largely cares for the indigent population of our
county. As a result of this shorifall, we have difficulty attracting qualified ancsthetists 1o care for our paticnts, who find their surgery delayed for hours to days.
Thosc hospitals without teaching programs in cur county are unwilling or unable to take up the slack

Sixty percent of our paticnts are covered by Medicare, Medicaid, or have no coverage. There are inadequate alternative sourccs to cover the ¢conormic losses causes
by the CMS anesthesiology teaching rule.

Accordingly, the CMS anesthesiology teaching rule must be changed to allow academic departments such at the University of Cincinnatt, who scrve a
disproportionate sharc of Medicarc patients in urban communitics, to cover their costs.

A surgcon may supervise residents in two overlapping operations and collect 10% of the fee for cach casc from Medicare, An internist may supervisc residents in
four overlapping outpaticnt visits and collect 100% of the fec for cach when certain requirements are met, A weaching anesthcsiologist will only collect 50% of the
Medicare fee if he or she supervises residents in two overlapping cases.

The reason for this disparity remains unclear. The Medicare ancsthesia conversion factor already is less than 40% of prevailing commercial rates. Reducing that by
50% for tcaching ancsthesiologists results in revenue grossly inadequatc to provide care to our patients. For example, in Cincinnati, the teaching penalty results in
paymwent of roughly $8.50 per unit, or $34 per hour, There is no way for a practice (o be able to cover costs at this rate, which is less than half the rate received by a
plumber or garage mechanic.

1 urge CMS to correct this scrious disparity in the Medicare Fee Schedule for 2006.
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Submitter : Dr. Sam Golden Date: 08/05/2005
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Category : Individual
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GENERAL
GENERAL

Teaching Anesthesiclogists
8-5-05
To whom it may concern at CMS,

1.am an academic pediatric anesthesiologist at the University of Chicage. I wish to impress upon you the dire situation we are in regarding adequate reimbursement
and its implications for the future. All of us arc overworked; Taverage about 60-70 hours a week at my job. T could make about 80% more in private practice but
wish to teach and further medical knowledge in an academic setling. Because we are only reimbursed 50% per casc for supervising 2 resident rooms, our
department?s income is severely limited.  Of course, combine this with the fact that Medicare reimburses about 40% of what private insurers pay, and Medicaid
even less. Thus we are working these long hours just to be financially alive. Many institutions are loosing quality people to private practice and virtually every
academic institution [ know of is short-staffed. Because of the limitation in reimbursement, institutions are leery to hire more people for fear that it will require
lowering salaries, in turn leading to a further exodus of faculty. Thus, our group of pediatric anesthesiclogists are doing only clinical work and litde to no rescarch
as we are all exhausted just keeping financially afloat. [ would never have believed it unless I was living it. The situation is no different at Loyola University
Medical Center in suburban Chicago, where 1 worked previously.

Therefore, our mission of advancing medical knowledge and educating future practitioners is being compromised, and people are Icaving to go into private practice.
Lastly, 1 know that the vast majority of anesthesiologists and all physicians for that matter, are honest, hard-working and caring people. T don?t understand how it
can be that there is 100% reimburserment for a surgeon concurrently supervising 2 resident rooms (and an intetnist 4 rooms) while ancsthesiologists are reimbursed at
only 50% for 2 rooms. There may be many issues to this (2lthough it seems grossly unfair to me) but the bottom line is this?people go where the work load and
reimbursement ate fair, reasonable and equitable compared to that for other specialties. At the rate we are going, academic anesthesia will decline in quality and
numbers and we all will suffer in the Jong run. 1 ask that yon reconsider the 50% reimbursernent rule, Pleass don't hesitate to contact e for further discussion.

Sineerely,

Sam Golden, MD FAAP
Comer Children?s Hospital
Universithy of Chicago

708-702-5307
sgolden@dacc.uchicago.cdu

CMS-1502-P-6-Attach-1.DOC
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Teaching Anesthesiologists
8-5-05
To whom it may concern at CMS,

[ am an academic pediatric anesthesiologist at the University of Chicago. I wish to
impress upon you the dire situation we are in regarding adequate reimbursement and its
implications for the future. All of us are overworked; I average about 60-70 hours a
week at my job. I could make about 80% more in private practice but wish to teach and
further medical knowledge in an academic setting. Because we are only reimbursed 50%
per case for supervising 2 resident rooms, our department’s income is severely limited.
Of course, combine this with the fact that Medicare reimburses about 40% of what
private insurers pay, and Medicaid even less. Thus we are working these long hours just
to be financially alive. Many institutions are loosing quality people to private practice
and virtually every academic institution I know of is short-staffed. Because of the
limitation in reimbursement, institutions are leery to hire more people for fear that it will
require lowering salaries, in turn leading to a further exodus of faculty. Thus, our group
of pediatric anesthesiologists are doing only clinical work and little to no research as we
are alf exhausted just keeping financially afloat. 1 would never have believed it unless I
was living it. The situation is no different at Loyola University Medical Center in
suburban Chicago, where I worked previously.

Therefore, our mission of advancing medical knowledge and educating future
practitioners is being compromised, and people are leaving to go into private practice.
Lastly, I know that the vast majority of anesthesiologists and all physicians for that
matter, are honest, hard-working and caring people. I don’t understand how it can be that
there is 100% reimbursement for a surgeon concurrently supervising 2 resident rooms
{and an intemist 4 rooms) while anesthesiologists are reimbursed at only 50% for 2
rooms. There may be many issues to this (although it seems grossly unfair to me) but the
bottom line is this—people go where the work load and reimbursement are fair,
reasonable and equitable compared to that for other specialties. At the rate we are going,
academic anesthesia will decline in quality and numbers and we all will suffer in the long
run. Iask that you reconsider the 50% reimbursement rule. Please don’t hesitate to
contact me for further discusston.

Sincerely,

Sam Golden, MD FAAP
Comer Children’s Hospital
Universithy of Chicago
708-702-5307
sgolden{@dacc.uchicago.edu




Teaching Anesthesiologists
8-5-05
To whom it may concern at CMS,

I am an academic pediatric anesthesiologist at the University of Chicago. I wish to
impress upon you the dire situation we are in regarding adequate reimbursement and its
implications for the future. All of us are overworked; [ average about 60-70 hours a
week at my job. I could make about $0% more in private practice but wish to teach and
further medical knowledge in an academic setting. Because we are only reimbursed 50%
per case for supervising 2 resident rooms, our department’s income is severely limited.
Of course, combine this with the fact that Medicare reimburses about 40% of what
private insurers pay, and Medicaid even less. Thus we are working these long hours just
to be financially alive. Many institutions are loosing quality people to private practice
and virtually every academic institution I know of is short-staffed. Because of the
limitation in reimbursement, institutions are leery to hire more people for fear that it will
require lowering salaries, in turn leading to a further exodus of faculty. Thus, our group
of pediatric anesthesiologists are doing only clinical work and little to no research as we
are all exhausted just keeping financially afloat. 1 would never have believed it unless I
was living it. The situation is no different at Loyola University Medical Center in
suburban Chicago, where [ worked previously.

Therefore, our mission of advancing medical knowledge and educating future
practitioners is being compromised, and people are leaving to go into private practice.
Lastly, 1 know that the vast majority of anesthesiologists and all physicians for that
matter, are honest, hard-working and caring people. I don’t understand how it can be that
there is 100% reimbursement for a surgeon concurrently supervising 2 resident rooms
(and an internist 4 rooms) while anesthesiologists are reimbursed at only 50% for 2
rooms. There may be many issues to this (although it seems grossly unfair to me) but the
bottomn ling is this—people go where the work load and reimbursement are fair,
reasonable and equitable compared to that for other specialties. At the rate we are going,
academic anesthesia will decline in quality and numbers and we all will suffer in the long
run. [ask that you reconsider the 50% reimbursement rule. Please don’t hesitate to
contact me for further discussion. ‘

Sincerely,

Sam Golden, MD FAAP
Comer Children’s Hospital
Universithy of Chicago
708-702-5307
sgolden@dacc.uchicago.edu
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GENERAL
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Physicians cannot sustain a 4.3% negative payment impact, Other costs arc continually rising, managed care companies are ot responsive, and even if you are able
to negotiate with them most contracts are based on the Medicare rates so preferred rates would also be reduced by 4.3%. We should be providing the most
comprehensive, quality health care in the world in the United States and with this proposed reduction and already strained industry will be put closer to the breaking
point. kt is unfortunate but patient care will almaost certainly be compromised.
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- W MAYQO CLINIC

Mayo Clinic

200 First Street SW
Rochester, Minnesota 55905
507-284-2511

Mark A. Warner, M.D.

Professor and Chair

Department of Anesthesiology
August 8, 2005

CMMS, Department of HHS
PO Box 8017
Baltimore, MD 21244-8017

Re: Reference file code CMS-1502-P (Teaching Anesthesiologists)
Dear sir or ma’am;

I'represent 107 anesthesiologists who are members of one of the country’s largest anesthesiology training
programs. Mayo Clinic’s anesthesiology residency program has produced 72% of all practicing anesthesiologists
in the state of Minnesota during the past decade. It has produced another 92 anesthesiologists during that same
time period who work in 41 of the other states in this country.

We are deeply troubled by the reluctance of CMS to correct the discriminatory policy of paying teaching
anesthesiologists only 50% of the fee for each of two concurrent resident cases. This course is not fair to
anesthesiology academic teaching programs and will, over time, reduce the number of anesthesiologists who are
trained, an exceedingly bad idea at a time that patients are becoming older, sicker, and more in need to surgical
and diagnostic interventions under anesthesia.

Why do we believe your current policy is unfair? Teaching surgeons may supervise trainees in two overlapping
operations and collect 100% of the fee for each case from Medicare. An internist may supervise trainees in four
overlapping outpatients visits and collect 100% of the fee for each when certain requirements are met. A teaching
anesthesiologist can collect only 50% of the Medicare fee if he or she supervises trainees in two overlapping
cases. We don’t understand the distinction between surgeons, internists, and anesthesiologists as they provide
needed services to our elderly patients.

At this time the Medicare anesthesia conversion factor is less than 40% of prevailing commercial rates. Reducing
that factor by 50% for teaching anesthesiologists results in so little revenue that it is increasingly difficult to
sustain the academic mission in our teaching programs.

Lurge you to correct this unjust policy and allow teaching anesthesiologists equity with our colleagues in surgery
and medicine. There is no logical reason for this payment difference between teaching physicians. Continuation
of the policy will further hinder our ability to produce anesthesiologists at a crucial time in the demographic
changes that are occurring in our country.

Sincerely,

Mark A. Warner, M.D.
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GENERAL
GENERAL

Department of Anesthesia

Indiana University School of Medicine
1120 South Drive, FH 204
Indianapolis, IN 46202

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Atmn: CMS-1502-P

P.C. Box 8017

Baltimore, MD 21244-8017

In reference to: TEACHING ANESTHESIOLOGISTS?

To Whom It May Concern:

T'write 1o you as the Chairman of the Anesthesia Department at Indiana University Schoot of Medicine. Academic anesthesiology departments such as ours are
responsible for teaching medical students and resident physicians to take care of tantorrow?s patients. We are the only anesthesiology training program in Indiana
and our program has trained about 75% of anesthesiologists practicing in our state.

There is a critical problem facing every academic anesthesiology department in the United States, Medicare treats teaching anesthesiologists (those of us who work
with resident physicians) in a very different way from teaching physicians in other fields (including surgery, emergency medicine, and internal medicine).
Specificatly, if a surgeon performs an operation with residents in one operating room (and is present for all the key parts of the procedure), then begins surgery on a
second patient (while the residents finish the first procedure), the surgeon is paid his or her full surgical fec for both patients. Teaching anesthesiologists are reated
differently. Medicare reduces the fec paid to teaching anesthesiologists if the teaching anesthesiologist is covering more than one resident, even though NG OTHER
acute care physician is treated this way! This rule is unwise and unfair. This nute will ultimately lead to a continuing shortage of anesthesiologists, to the detrimem
of American paticnts,

Academic anesthesiolagy departments are generally in poor financial shape in the United States. Despite a continuing national shortage of anesthesiclogists, several
anesthesiology Tesidency programs have closed in recent years (including the nearby program in Memphis, TN). The income of teaching ancsthesiologists across the

United States averages at 50-60% of that of anesthesiologists in private practice, despite comparable hours and the added responsibilities of teaching young
physicians. There is no reason for Medicare to add to our financial troubles.

Turge you in the strongest possible way to correct this policy that discriminates against teaching anesthesiologists, relative to other teaching physicians.

Cordially,

Jabn Butterworth, MD
Robert K. Steelting Professor and Chairman
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Te whom it may concern,

I'am a Clinical Assistant Professor in the Department of Anesthesia in a major California medical center. My department eares for a significant number of Mcdicare
paticnts. The Medicare anesthesia conversion factor is less than 40% of prevailing commercial rates. Reducing that by 50% for teaching anesthesiologists results in
revenue grossly inadequate o sustain the service, teaching and research missions of academic ancesthesia training prograrms.

Our patients are getting older and in general are higher acuity. When further financial constraints are superimposed on the already stgnificant time pressure,
decreasing resources, decreasing staffing, increased paperwork, ever present beepers and cell phones ringing, and other stressors such as the rise of HIV, Hepatitis C,
homelessness, drug addiction, gang related activity - alt of which have significant ramifications for the practice of anesthesia - what is produced is 2 situation where
errors will occur more frequently and patient safety is compromised.

A surgeon may supervise residents in two overlapping operations and collect 100% of the fee for cach case from Medicare. An internist may supervise residents in
four overlapping outpatient visits and collect 100% of the fee for each when certain requircments arg met.

A teaching ancsthesiologist will only collect 50% of the Medicare fec if he or she supervises residents in two overlapping cascs.

Medicare must recognize the challenges associated with and the skill sets required by the field of anesthesiology. Medicare must pay for Medicare teaching
ancsthesiologists must be on par with their surgical colleagues so as to generate the needed revenue for research, adequate staffing, and adequate physical resources &
equipment so as to uktimately enhance patient safety.

Thank you,
Steve

Steve Lipman MD

Clinical Assistant Professor
Department of Anesthesia

Division of Obstetrical Ancsthesia
Stanford University Schoo! of Medicine
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Q—ﬁj MAYO CLINIC

Mayo Clinic

200 First Street SW
Rochester, Minnesota 55905
507-284-2511

Mark A. Warner, M.D.

Professor and Chair

Department of Anesthesiology
August 8, 2005

CMMS, Department of HHS
PO Box 8017
Baltimore, MD 21244-8017

Re: Reference file code CMS-1502-P (Teaching Anesthesiologists)
Dear sir or ma’am;

I represent 107 anesthesiologists who are members of one of the country’s largest anesthestology training
programs. Mayo Clinic’s anesthesiology residency program has produced 72% of all practicing anesthesiologists
in the state of Minnesota during the past decade. It has produced another 92 anesthesiologists during that same
time period who work in 41 of the other states in this country.

We are deeply troubled by the reluctance of CMS to correct the discriminatory policy of paying teaching
anesthesiologists only 50% of the fee for cach of two concurrent resident cases. This course is not fair to
anesthesiology academic teaching programs and will, over time, reduce the number of anesthesiologists who are
trained, an exceedingly bad idea at a time that patients are becoming older, sicker, and more in need to surgical
and diagnostic interventions under anesthesia.

Why do we believe your current policy is unfair? Teaching surgeons may supervise trainees in two overlapping
operations and collect 100% of the fee for each case from Medicare. An internist may supervise trainees in four
overlapping outpatients visits and collect 100% of the fee for each when certain requirements are met. A teaching
anesthesiologist can collect only 50% of the Medicare fee if he or she supervises trainees in two overlapping
cases. We don’t understand the distinction between surgeons, internists, and anesthesiologists as they provide
needed services to our elderly patients.

At this time the Medicare anesthesia conversion factor is less than 40% of prevailing commercial rates. Reducing
that factor by 50% for teaching anesthesiologists results in so little revenue that it is increasingly difficult to
sustain the academic mission in our teaching programs.

Iurge you to correct this unjust policy and allow teaching anesthesiologists equity with our colleagues in surgery
and medicine. There is no logical reason for this payment difference between teaching physicians. Continuation
of the policy will further hinder our ability to produce anesthesiologists at a crucial time in the demographic
changes that are occurring in our country.

Sincerely,

Mark A, Warner, M.D.




August 6, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services

RE: CMS-1502-P TREACHING ANESTHESIOLOGISTS

The current Medicare teaching anesthesiolcgist payment rule is unwise,
unfair and unsustainable. LQuality medical care, patient safety and an
increasingly elderly Medicare population demand that the United States
have a stable and growing pool of physicians trained in anesthesiology.
Right now, slots in anesthesiology residency programs are going unfilled
because of ill-conceived Medicare policy that shortchanges teaching
programs, withholding 30% of their funds for concurrent cases.

We currently have 24 residents, 4 pain fellows and 8 faculty cpenings in
the Western Pennsylvania Hospital/Temple University Anesthesiology

fogram. This creates great inefficiencies in scheduling, personnel
allocation, and case assignments. It is very difficult for us to recruit
and retain faculty due to budget shortfalls and non~competitive salaries
that can be directly attributed to the current Medicare teaching
anesthesiologlist policy. Our two integrated teaching hospitais subsidize
the anesthesia program with payment of $3.9 millien annually, which is
non-sustainable for our hospitals! Anesthesiology teaching programs,
caught in the snare of this trap, are suffering severe economic losses
that cannot be absorbed elsewhere.

The CMS anesthesiclogy teaching rule must be changed to allow academic
departments to cover their costs. Academic research in anesthesioclogy is
also drying up as department budgets are broken by this arbitrary Medicare
payment reduction.

A surgeon may supervise residents in two overlapping operations and
collect 100% of the fes for each case from Medicare. An internist may
supervise residents in four cverlapping cutpatient visits and collect 100%
of the fee for each when certain requirements are met. A teaching
anesthesiologist will only collect 50% of the Medicare fee if he or she
supervises residents in two overlapping cases. This is not fair, and it
is not reasonable,

Medicare must recognize the unigue delivery of anesthesiology care and pay
Medicare teaching anesthesiologists on par with their surgical colleagues,
The Medicare anesthesia conversion factor is less than 40% of prevailing
commercial rates., Reducing an already grossly inadsquate reimbursement
fee by 50% for teaching anesthesiologists will make us unable to sustain
the service, and teaching and research missions of academic anesthesia
training grograms.

Sincerely,

Jeffrey A, Grass, MR, MMM

Chairman and Program Director

The Western Fennsylvania Hospital/Temple University
Anesthesiology Residency Program




August 6, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services

RE: CMS-1502-P TEACHING ANESTHESIOLOGISTS

The current Medicare teaching anesthesiologist payment rule is unwise,
unfair and unsustainable. Quality medical care, patient safety and an
increasingly elderly Medicare population demand that the United States
have a stable and growing pocl of bPhysicians trained in anesthesiclogy.
Right now, slots in anesthesiology residency programs are going unfilled
because of ill-conceived Medicare colicy that shortchanges teaching
programs, withholding 50% of their funds for concurrent cases,

We currently have 24 residents, 4 pain fellows and 8 faculty openings in
the Western Pennsylvania Hospital/Temple University Anesthesiology
Frogram. This creates great inefficiencies in scheduling, personnel
allocation, and case assignments. It is very difficult for us to recruit
and retain faculty due to budget shortfalls and non-competitive salaries
that can be directly attributed to the current Medicare teaching
anesthesiologist policy. OQur two integrated teaching hospitals subsidize
the anesthesia program with payment of $3.9 million annually, which is
non-sustainable for our hospitals! Anesthesiology teaching programs,
caught In the snare of this trap, are suffering severe economic losses
that cannct be absorbed elsewhere.

The CMS anesthesiology teaching rule must be changed to allow academic
departments to cover their costs. Academic research in anesthesiology is
also drying up as department budgets are broken by this arbitrary Medicare
payment reduction.

A surgeon may supervise residents in two overlapping operations and
collect 100% of the fee for each case from Medicare. An internist may
supervise residents in four overlapping cutpatient visits and collect 100%
of the fee for each when certain requirements are met. A teaching
anesthesiologist will only collect 50% of the Medicare fee if he or she
supervises residents in two overlapping cases. This is not fair, and it
is not reascnable.

Medicare must recognize the unigue delivery of anesthesiology care and pay
Medicare teaching anesthesiclogists on par with their surgical colleagues,
The Medicare anesthesia conversion factor is less than 40% of prevailing
commercial rates. Reducing an already grossly inadequate reimbursement
fee by 503 for teaching anesthesiclogists will make us unable to sustain
the service, and teaching and research missions of academic anesthesia
training programs.

Sincerely,

Jeffrey A, Grass, MD, MMM

Chairman and Program Director

The Western Pennsylvania Hospital/Temple University
Anesthesiolegy Residency Program
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August 8, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017 .

Re: CMS-1502-P “Teaching Anesthesiologists”
Dear CMS Administrators:

As an Assistant Professor in an academic anesthesiology department, I am writing
to ask for your strong support for the revision of the Medicare Physician payment rule, as
applied to academic anesthesiology programs. I chose a career in academic medicine and
specifically academic anesthesiology, following extensive training. However the current
payment schedule from Medicare is preventing me and others like me from pursuing our
mission, namely service, resident training, and research. With the aging population, the
proportion of Medicare patients for whom we provide anesthesia services will increase.
With the current Medicare Physician payment rule for anesthesiologists, my department
will ¢ ontinue to suffer financial hardships, preventing us from fulfilling o ur multiple
missions.

A healthy academic anesthesia department is determined by economics,
specifically reimbursements for clinical care. At present, the current Medicare teaching
anesthesiologist payment rule is unwise, unfair and unsustainable. By withholding 50%
of the funds for providing anesthesia services to concurrent surgical cases, my
department suffers due to a loss of revenue. 1 find it interesting that my surgical
colleagues can supervise two overlapping cases and my internist colleagues can supervise
four concurrent outpatient visits and each receive 100% of the Medicare fee for each
case. Such a discrepancy in payment schedules lcaves the impression that Medicare does
not recognize the challenges and skill sets associated with the specialty of anesthesiology,
nor the unique challenges of taking care of the elderly.

In order to achieve my mission of furthering anesthesia research, 1 need to be part
of a healthy academic anesthesia department. The Medicare anesthesia conversion factor
of less than 40% of prevailing market rates has led to a loss of revenue that is inadequate
to support the service, teaching and research missions of academic anesthesia training
programs. The NIH has supported my training throughout medical and graduate school,
for which I am sincerely grateful. 1 have received support from the NIGMS under the
Pharmacological Sciences Training Program (PSTP), an NINDS training grant (NRSA),



and the NIGMS Medical Scientist Training Program (MSTP). 1 chose the specialty of
anesthesiology because I felt that I could best use my research and teaching skills to train
and develop the future of anesthesiology.

Too much training, money, and time has been put into preparing me to be an
academic anesthesiologist. It would be a waste of taxpayers’ money, if 1 was not able to
give back to this country. I implore you to modify the Medicare payment rule and bring
us on par with our surgical and medical colleagues, namely allowing for 100% payment
for concurrent delivery of anesthesia services. Doing so, will ensure that academic
anesthesiology departments can continue to thrive and achieve the goals to which we are
committed.

Sincerely,

Timothy Angelotti




CMS-1502-P-14

Submitter : Dr. Phillip Brown Date: 08/07/2005
Organization:  University of Oklahoma Health Sciences Center
Category : Physician
Issue Areas/Comments
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GENERAL

RE: TEACHING ANESTHESIOLOGISTS (CM3-1502-P)

Please see attached letter,
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PHILLIP BENTON BROWN, M.D.

2916 NORTH ALEXANDER LANE *» BETHANY, OK 73008-4514
TELEPHONE: 405.694.6255 « TELECOPIER: 405.621.1163
E-MAIL: PHILLIP-BROWN@OUHSC.EDU

August 8, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

RE: TEACHING ANESTHESIOLOGISTS (CMS-1502-P)

Dear Sir or Madam:

The proposed payment updates and policy changes to the Medicare Physician Fee
Schedule fail to offer a remedy to the anesthesiology teaching rule. Under this rule,
teaching anesthesiologists may collect only 50% of the Medicare reimbursement when
supervising concurrent cases; meanwhile, a surgeon may supervise residents in two
overlapping cases and collect 100% of the fee for each case from Medicare. In some
mstances, an internist may supervise residents in four overlapping outpatient visits and
expect complete reimbursement. Clearly, the current Medicare teaching anesthesiologist
payment rule is unreasonable and unfair.

The consequences of this irrational rule are devastating. Anesthesiology teaching
programs are sustaining significant economic losses that affect departmental ability to
recruit quality residents, hire new faculty, and fund academic research. The CMS
teaching rule must be changed to allow academic departments to cover their costs, and
pay Medicare teaching anesthesiologists on par with their surgical and medical
colleagues.

Sincerely,

Phillip B. Brown, M.D. /S/



Submitter : Dr. Jon Barrett
Organization: QUHSC
Category : Physician
[ssue Areas/Comments
GENERAL
GENERAL

See Attachment
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J. Val Barrett D.O.
18005 Chestnut Oak Drive
Edmond, QK 73003
(405) 285-4327
jon-barrettf@ouhsc.edu

August 7, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Atin: CMS-1502-P

P.0O. Box 8017 Baltimore, MD 21244-8017

RE: TEACHING ANESTHESIOLOGISTS (CMS-1502-P)
Dear Sir or Madam:

The proposed payment updates and policy changes to the Medicare Physician Fee
Schedule fail to offer a remedy to the anesthesiology teaching rule. Under this rule,
teaching anesthesiologists may collect only 50% of the Medicare reimbursement when
supervising concurrent cases; meanwhile, a surgeon may supervise residents in two
overlapping cases and collect 100% of the fee for each case from Medicare. In some
instances, an internist may supervise residents in four overlapping outpatient visits and
cxpect complete reimbursement. Clearly, the current Medicare teaching anesthesiologist
payment rule is unreasonable and unfair. The consequences of this irrational rule are
devastating. Anesthesiology teaching programs are sustaining significant economic losses
that affect departmental ability to recruit quality residents, hire new faculty, and fund
academic research. The CMS teaching rule must be changed to allow academic
departments to cover their costs, and pay Medicare teaching anesthesiologists on par with
their surgical and medical colleagues.

Sincerely,

J. Val Barrett D.O,



CMS-1502-P-16

Submitter : Dr. Jonathan Nunley Date: 08/08/2005
Organization : University of Oklahoma Department of Anesthesiolog
Category : Physician
Issue Areas/Comments
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GENERAL
Sec Attachment
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Jonathan 8. Nunley M.D.
304 Cherryvale Rd.
Edmond, OK 73003

August 8, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn; CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

RE: TEACHING ANESTHESIOLOGISTS (CMS-1502-P)

Dear Sir or Madam:

The proposed payment updates and policy changes to the Medicare Physician Fee
Schedule fail to offer a remedy to the anesthesiology teaching rule. Under this rule,
teaching anesthesiologists may collect only 50% of the Medicare reimbursement when
supervising concurrent cases; meanwhile, a surgeon may supervise residents in two
overlapping cases and collect 100% of the fee for each case from Medicare. In some
instances, an internist may supervise residents in four overlapping outpatient visits and
expect complete reimbursement. Clearly, the current Medicare teaching anesthesiologist
payment rule ts unreasonable and unfair.

The consequences of this irrational rule are devastating. Anesthesiology teaching
programs are sustatning significant economic losses that affect departmental ability to
recruit quality residents, hire new faculty, and fund academic research. The CMS
teaching rule must be changed to allow academic departments to cover their costs, and
pay Medicare teaching anesthesiologists on par with their surgical and medical
colleagues.

Sincerely,

Jonathan S. Nunley M.D.



CMS-1502-P-17

Submitter : Bruce Rogers Date: 08/08/2005
Organization : Rogers Pharmacy
Category : Pharmacist

Issue Areas/Comments
GENERAL
GENERAL

The proposed 2006 dispensing fees for inhalation drugs arc not adequate. If these fecs are cstablished, our pharmacics will give notice to our customers that we can
no longer dispensc inhalation medicines to them under Medicare and that they will need to find another suppticr. This will be hardship on these patients, as very fow
pharmacics in our arca provide this scrvice. [ find astonishing that your decision to lower fees are based on comments from two retail pharmagcics,

The low fees docs not provide for an adequate margin to allow us to centinuc in business. 1t would be nicc if the government would look at other industires profits
such as Microsoft and Exxon.
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CMS-1502-P-18

Submitter : Dr. Francis Kumar Date: 08/08/2005
Organization ; Oklaboma university health sciences center

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL

As a level-| trauma center ancsthesiologist, we train exectlent young residents. All of them are quite worthy of your support. It is not fair when the system doesn't
pay 100% when a physician is supervising two residents. The same system pays 1009 when a surgeon or an internist were to supervise under similar conditions. As
ancsthesiologists, we play a key and a vital role to help patients and so and equitable payment is in order as an cxample of faimess. We need your help. Thanks!!!
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CMS-1502-P-19

Submitter : Date: 08/08/2005
Organization :
Category : Drug Industry

Issue Areas/Comments
GENERAL
GENERAL

I represent a drug manufacturer of inhalation drugs and am quite familiar with homecare pharmacics. These pharmacics have not been shipping 96 day supplics
becausc it s far less proftable ($80 vs $171). Our company is working to package products in a 90 day format to make it more cconomical to ship in a 90 day
format. Most paticnts who are on ncb drugs arc unlikely to switch 10 MDI'as most studics show Dr.'s cannot even tell a paticnt how to use them properly.Onc

result of reduced fees will be an cxodus of smaller homecare pharmacics and increase in patient obtaining their meds from more tradtional pharmacics such as chain
and independent retail. These cntitics will have to "gear up” for this additional business by stocking morce preduct on the shelves or rerouting the paticnt to its mail
scrvice pharmacy
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CMS-1502-P-20

Submitter : Dr. Robert Presson Date: 08/08/2005
Organization : Indiana University School of Medicine
Category : Physician

Issue Areas/Comments
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See Attachment
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August 8, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

In reference to: TEACHING ANESTHESIOLOGISTS'
To Whom It May Concern:

| write to you as the Chairman of the Anesthesia Department at Indiana University
School of Medicine. Academic anesthesiology departments such as ours are
responsible for teaching medical students and resident physicians to take care of
tomorrow’s patients. We are the only anesthesiology training program in Indiana and
our program has trained about 75% of anesthesiclogists practicing in our state.

There is a critical problem facing every academic anesthesiclogy department in the
United States. Medicare treats teaching anesthesiclogists (those of us who work with
resident physicians} in a very different way from teaching physicians in other fields
{including surgery, emergency medicine, and internal medicine). Specifically, if a
surgeon performs an operation with residents in one operating rcom (and is present
for all the key parts of the procedure), then begins surgery on a second patient {while
the residents finish the first procedure), the surgeon is paid his or her full surgical fee
for both patients. Teaching anesthesiologists are treated differently. Medicare
reduces the fee paid to teaching anesthesiologists if the teaching anesthesiologist is
covering more than cne resident, even though NO OTHER acute care physician is
treated this way! This rule is unwise and unfair. This rule will ultimately lead to a
continuing shortage of anesthesiologists, to the detriment of American patients.

Academic anesthesiology departments are generally in poor financial shape in the
United States. Despite a continuing national shortage of anesthesiologists, several
anesthesiology residency programs have closed in recent years (including the nearby
program in Memphis, TN). The income of teaching anesthesiologists ac ross the
United States averages at 50-60% of that of anesthesiolegists in private practice,
despite comparable hours and the added responsibilities of teaching young
physicians. There is no reason for Medicare to add to our financial troubles.

I am appealing to you to correct this discriminatory and detrimental policy.

Sincerely,

Robert G. Presson, Jr.,, M.D.
Professor




CMS-1502-p-21

Submitter ; Dr. Robert Presson Date: 08/08/2005
Organization :  Indiana University
Category : Physician
Issue Areas/Comments
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GENERAL

See Attached
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INDIANA UNIVERSITY

SCHOOL OF MEDICINE

DEPARTMENT OF ANESTHESIA

SECTION OF PEDITRIC
ANESTHESIA AND CRITICAL CARE

Riley Hospital for Children
Room 2001
702 Barnhill Drive
Indianapolis, Indiana
46202-5200

317-274-9981
317-274-8222
Fax: 317-274-0282

August 8, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-p

P.O. Box 8017

Baltimore, MD 21244-8017

In reference to: TEACHING ANESTHESIOLOGISTS'
To Whom It May Concern:

| have been a faculty member of the Department of Anesthesia of Indiana University
School of Medicine for 18 years. During this time, | have cared for some of ths most
critically ill patients in the state and have helped to train the next generation of
anesthesiologists. We are the only anesthesia residency program in the state, and
roughly three quarters of the anesthesiologists practicing in Indiana were trained by
our program.

Over the years, | have witnessed a steady decline in the health of academic
anesthesia to the point that something must now be done. The financial health of
these programs is poor due to the low levels of reimbursement. Teaching institutions
shoulder the lion's share of Medicaid patients and are also penalized by concurrency
fules for their care of Medicare patients. The income of teaching anesthesiologists
across the United States averages at 50-680% of that of anesthesiologists in private
practice despite comparable work hours and the added responsibilities of teaching
young physicians. This has driven many anesthesiologists out of the academic
setling into private practice. The result has bean the closure of several residency
programs in recent years. At the same time, there continues to be a national
shortage of anesthesiologists coupled with a growing demand for their services
fueled by our aging population,

This serious situation would be greatly halped by the elimination of the concurrency
rules for teaching anesthesiologists which reduce payment when an anesthesiologist
supervises more than one resident. No other acute care physician is penalized in
such a way. For example, if a surgeon performs an operation with residents in one
operating roomn (and is present for ail the key parts of the procedure), then begins
Surgery on a second patient (while the residents finish the first procedure), the
surgeon is paid his or her full surgical fee for both patients. In contrast, teaching
anesthesiologists are reimbursed at a reduced rate even though they perform the
pre-anesthetic examination and evaluation, prescribe the anesthetic plan, personally
participate in the most demanding procedures of the anesthetic including induction
and emergence, monitor the course of anesthesia administration at frequent
intervals, remain physically present and available for immediate diagnosis and
treatment of emergencies, and provide indicated post-anesthesia care

| am appealing to you to correct this discriminatory and detrimental policy.

Professor




T ...

CMS-1502-P-22

Submitter : Mr. Charles Levine Date: 08/09/2005
Organization:  nene
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

What a welcome move to propose the revision to the physician reimbursement for Medicare services in Santa Cruz County, Ca. Our cost-of living is among the
tighest in the Country and we have a terrible time trying to keep physicians here. My wifc has lost two family doctors in the last year due to their moving to
another county. | volunteer in the Jocal hospital and continually hear the the physicians talk about the monctary advantages of moving out of this County,
PLEASE, PLEASE. we arc not a low priced rural arca!

Thank you!
Charles Levine
124 Bucna Vista Ave

Santa CRuz, CA
831-427-1428
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Submitter : Dr. Jeffrey Lane
Organization :  Indiana University School of Medicine
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

This comment is concerning TEACHING ANESTHESIOLOGISTS.

Sec Attachment
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Department of Anesthesia
Indiana University School of Medicine
1120 South Drive, FH 204
Indianapolis, IN 46202

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

In reference to: TEACHING ANESTHESIOLOGISTS'
To Whom It May Concern:

| write to you as a Faculty Anesthesiologist from the Department of Anesthesia at Indiana
University School of Medicine. Academic anesthesiology departments such as ours are
responsible for teaching medical students and resident physicians to take care of tomorrow’s
patients. We are the only anesthesiology training program in Indiana and our program has trained
about 75% of anesthesiologists practicing in our state.

There is a critical problem facing every academic anesthesiology department in the United
States. Medicare treats teaching anesthesiologists (those of us who work with resident
physicians} in a very different way from teaching physicians in other fields (including surgery,
emergency medicine, and internal medicine). Specifically, if a surgeon performs an operation with
residents in one operating room (and is present for all the key parts of the procedure), then
begins surgery on a second patient (while the residents finish the first procedure), the surgeon is
paid his or her full surgical fee for both patients. Teaching anesthesiologists are treated
differently. Medicare reduces the fee paid to teaching anesthesiologists if the teaching
anesthesiologist is covering more than one resident, even though NO OTHER acute care
physician is treated this way! This rule is unwise and unfair. This rule will ultimately lead to a
continuing shortage of anesthesiologists, to the detriment of American patients.

Teaching anesthesiologists across the United States are giving up their practices, and teaching,
to take more lucrative positions in private practice. Anesthesia programs are closing across the
country, in spite of a growing need for anesthesiologists.

Teaching hospitals get a disproportionate share of Medicare patients, relative to non-teaching
hospitals. The acuity of cases done in teaching programs exceeds that in private practice, plus
the teaching anesthesiologist shoulders both the burden of patient care and the additional burden
of teaching. In spite of this, anesthesiologists in teaching institutions make far, far less than their
colleagues in private practice, so many of the best and brightest leave academic medicine to
practice in institutions with less of a burden of uninsured patients and patients with Medicare.

Academic anesthesiology departments are generally in poor financial shape in the United States.
Despite a continuing national shortage of anesthesiologists, several anesthesiology residency
programs have closed in recent years. The income of teaching anesthesiologists across the
United States averages at 50-60% of that of anesthesiologists in-private practice, despite
comparable hours and the added responsibilities of teaching young physicians. There is no
reason for Medicare to add to our financial troubles.

We need to work together to correct the errors that were introduced when the relative value
system was established. Anesthesia services have been grossly undervalued from day one, and
the gap was to a large degree covered by insurance. Now too large a proportion of the
population are Medicare, so insurance companies can no longer shoulder the burden. The
government has to move away from the unfunded mandate for anesthesia services. Come




around to my hospital and follow me around for a few days, then see if you are paying me an
equitable amount, relative to my colleagues in private practice. There's a reason good physicians
are shunning teaching jobs in anesthesia, and those of us left are leaving. If our program fails, as
is quite possible, this entire state will suffer from an even greater shortage of qualified providers.

| urge you in the strongest possible way to correct this policy that discriminates against teaching
anesthesiologists, relative to other teaching physicians,

Sincerely,

Jeffrey L. Lane, MD
Associate Professor of Clinical Anesthesiology
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CMS-1502-P-24
Submitter : Mrs. LouAnn Reid Date: 08/09/2005
Organization:  Mrs. LovAan Reid
Category ; Drug Industry
Issue Areas/‘Comments
GENERAL
GENERAL

Nuclcar Medicine Services

How will the physician self referral ruling cffect physicians who have a financial relationship with a company that produccs and supplics radiopharmaceuticals (FDG:
C1775, Ad641) to PET centers? Since FDG is on the list of CPT/HCPCS codes for Nuclear Medicine Designated Health Services, will that effect where a
physician scnds patients for PET/CT scans?
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CMS-1502-P-25

Submitter : Dr. Robert Geer Date: 08/09/2005
Organization ; Holston Medical Group
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

With these reductions, expect to sec mare limitation of acsess of Medicarc paticnts to physicians,
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Submitter : Dr. Russell Wall Date: 08/09/2005
Organization:  Georgetown University Hospital
Category : Physician

Issue Areas/Comments
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GENERAL

sce atachment
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August 9, 2005

To Whom It May Concern,

I am writing to contest the CMS medicare rule 1502-P which discriminates
against teaching anesthesiologists. The current rule which reduces fees by 50% for
concurrent resident supervision is unwise, unfair, and unsustainable. Quality medical
care, patient safety and an increasingly elderty Medicare population demand that the
United Stated have a stable and growing pool of physicians trained in anesthesiology.
This policy shortchanges teaching programs resulting in severe economic losses that
cannot be absorbed elsewhere. The rule must change to allow academic departments to
cover their costs. We are experiencing daily inefficiencies in scheduling, personnel
allocation , and case assignments directly attributable to the current Medicare teaching
anesthesiologist policy. Our colleagues in surgery collect 100% of the fees for concurrent
resident supervision. Our internal medicine colleagues may supervise residents in four
overlapping outpatient visits and collect 100% of the fee for each case when certain
requirements are met. For teaching anesthesiologists to collect only 50% of the Medicare
fee when supervising residents in two overlapping cases is not fair and is not reasonable.
Medicare must recognize the unique deliver of anesthesiology care and pay Medicare
teaching anesthesiologists on par with their colleagues. The Medicare anesthesia
conversion factor is less that 40% of prevailing commercial rates. Reducing that by 50%
results in revenue grossly inadequate to sustain the clinical service, teaching and research
missions of academic anesthesia programs. CMS 1502-P must be modified to secure
anesthesia teaching programs now and in the future.

Sincerely,

Russell T. Wall. MD

Vice-Chairman and Program Director
Georgetown University Hospital
Department of Anesthesiology




Submitter :

Organization :

Category : Physician
Issue Areas/Comments
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'TEACHING ANESTHESIOLOGIST'
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August 9, 2005

To Whom It May Concern,

I'am writing to contest the CMS medicare rule 1502-P which discriminates
against teaching anesthesiologists. The current rule which reduces fees by 50% for
concurrent resident supervision is unwise, unfair, and unsustainable. Quality medical
care, patient safety and an increasingly elderly Medicare population demand that the
United Stated have a stable and growing pool of physicians trained in anesthesiology.
This policy shortchanges teaching programs resulting in severe economic losses that
cannot be absorbed elsewhere. The rule must change to allow academic departments to
cover their costs. We are experiencing daily inefficiencies in scheduling, personnel
allocation , and case assignments directly attributable to the current Medicare teaching
anesthesiologist policy. Our colleagues in surgery collect 100% of the fees for concurrent
resident supervision. Our internal medicine colleagues may supervise residents in four
overlapping outpatient visits and collect 100% of the fee for each case when certain
requirements are met. For teaching anesthesiologists to collect only 50% of the Medicare
fee when supervising residents in two overlapping cases is not fair and is not reasonable.
Medicare must recognize the unique deliver of anesthesiology care and pay Medicare
teaching anesthesiologists on par with their colleagues. The Medicare anesthesia
conversion factor is less that 40% of prevailing commercial rates. Reducing that by 50%
results in revenue grossly inadequate to sustain the clinical service, teaching and research
missions of academic anesthesia programs. CMS 1502-P must be modified to secure
anesthesia teaching programs now and in the future.

Sincerely,

Russell T. Wall. MD

Vice-Chairman and Program Director
Georgetown University Hospital
Department of Anesthesiology
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August 9, 2005

To Whom It May Concemn,

I am writing to contest the CMS medicare rule 1502-P which discriminates
against teaching anesthesiologists. The current rule which reduces fees by 50% for
concurrent resident supervision is unwise, unfair, and unsustainable. Quality medical
care, patient safety and an increasingly elderly Medicare population demand that the
United Stated have a stable and growing pool of physicians trained in anesthesiology.
This policy shortchanges teaching programs resulting in severe economic losses that
cannot be absorbed elsewhere. The rule must change to allow academic departments to
cover their costs. We are experiencing daily inefficiencies in scheduling, personnel
allocation , and case assignments directly attributable to the current Medicare teaching
anesthesiologist policy. Our colleagues in surgery collect 100% of the fees for concurrent
resident supervision. Our intemal medicine colleagues may supervise residents in four
overlapping outpatient visits and collect 100% of the fee for each case when certain
requirements are met. For teaching anesthesiologists to collect only 50% of the Medicare
fee when supervising residents in two overlapping cases is not fair and is not reasonable.
Medicare must recognize the unique deliver of anesthesiology care and pay Medicare
teaching anesthesiologists on par with their colleagues. The Medicare anesthesia
conversion factor is less that 40% of prevailing commercial rates. Reducing that by 50%
results in revenue grossly inadequate to sustain the clinical service, teaching and research
missions of academic anesthesia programs. CMS 1502-P must be modified to secure
anesthesia teaching programs now and in the future.

Sincerely,

Russell T. Wall. MD

Vice-Chairman and Program Director
Georgetown University Hospital
Department of Anesthesiology
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CMS-1502-P-29

Submitter : Dr. Ronald Ramsdell Date: 08/09/2005
Organization : Multidisciplinary Academy - M.A.A.M.A.
Category : Health Care Provider/Association

Issue Areas/Comments
GENERAL

GENERAL

Therapy Cap’. We realize that Congressional action is needed on this however restriction to hospital outpatient therapy departments would scem to indicate that
CMS considers those facilites superior to other therapy facilitics when, in fact the supervision level for the performance is ‘general’ wherein the patient may not
encounter with a licensed physical therapist during regular visits. Secondly, the provisions appears to be discriminatory in favor of only the hospitals to the
cxclusion of CORF, ORF and other certificd rehab facilites that are fully capable of performing the services with cqual or supcrior staffing and supervision. Should
the provisions and caps reach implementation, the Multidisciplinary Academy of Affiliated Medical Arts goes to the record in favor of including all centificd
facilities and not just hospital outpaticnt departments. This would provide 2 more diversified basc through which the patient could more casily access the needed
carc and help reduce the probable overload that could reasonably be expected at the hospital departments, We arc genenally concerned with the actual capabilitics of
hospital depantments to handle significant increascs in paticnt load without compromising quality and individual attention to the paticnt.
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CMS-1502-pP-30

Submitter : Dr. Ronald Ramsdell Date: 08/10/2005
Organization : Multidisciplinary Academy- M.A.A.M.A.

Category : Health Care Provider/Association

Issue Areas/Comments

GENERAL
GENERAL

previously required evaluation, order and re-centification by a medical doctor and is therefore a 'trade off of associated costs for both cvaluation and therapy.
Sccond, the management of neuromuscular conditions is more cfficicnt when all contrubuting factors are identificd and addressed simultancously by the combined
skills of cach specialty. The paticnt would normally return to function more rapidly through concurrent multidisciplinary management than with any limited single
approach. The possibility of re-occurance is also reduced since medical managcment, correction, strenghicning and modification of daily activitics are all addressed

Page 8 of 8 August 10 2005 06:37 AM




CMS-1502-P-31

Submitter : Dr. Scott Schneiderman, DO Date: 08/11/2005
Organization : Monterey County Medical Society
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Argumcnl against cxtracting Santa Cruz County and Sonoma County from Califomia's Arca 99 Medicare payment locality. Sce Attachinent.

CMS-1502-P-31-Attach-1.D0C
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M’ Monterey County
@kl Medical Society
August 11, 2005

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1502-P

Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MDD 21244-1850

To Whom It May Concern:

On August 3. CMS unveiled its physician payment rules for 2006 and is proposing to move two
California counties (Santa Cruz and Sonoma) out of payment Locality 99, “Rest of California™
at the cost of reducing reimbursement to the remaining Area 99 counties, including those
already adversely impacted by averaging with lower cost counties. The proposed rule would
result in a 0.4% cut tn physician reimbursement for Monterey County physicians.

The Monterey County Medical Society, representing over 350 physicians practicing in Monterey
County and over 90 retired physicians (Medicare beneficiaries) residing here, objects to the
proposed rule because it fails to correct proven inadequacies in physician reimbursement to all
the counties in Area 99 that exceed a 5% threshold (the "105% rule") over the national 1.000
average. Specifically, by extracting Santa Cruz and Sonoma counties from Area 99, CMS is
exacerbating reimbursement deficiencies for the California counties of Monterey, San Diego,
Sacramento, Santa Barbara, and El Dorado.

The Monterey County Medical Society (MCMS) supported and continues to support the
proposal drafted by the California Medical Association for and at the recommendation of the
Centers of Medicare and Medicaid Services. The proposal included a formula to determine
which counties qualified for their own payment regions. Unfortunately, we vigorously oppose
the half-hearted attempt by CMS is put a tiny and inadequate band-aid on a problem recognized
by all physicians in California as a lethal wound.

In 1996. CMS began an attempt to decrease the number of payment localities for Medicare Part
B providers. In determining which counties belonged where, CMS determined that a 5%-or-
greater differential in practice costs from other California counties, would secure a county’s
qualifying for its own payment region. When CMS determined that Monterey County did not
qualify as a greater-than-5% county, MCMS was shocked — national publications had identified
Monterey County as one of the counties in America that had the highest health care costs.

For the past several years, as practice costs in Monterey County have increased at the same rate

Monterey County Medical Society
19065 Portola Drive, Suite M ! Salinas, CA 93908 ! (831) 455-1008 ' Fax: (831) 455-1060 ' www. montereymedicine.org




MCMS Comment to CMS-1502-P Page 2

as those in San Francisco County, physicians have become more and more disillusioned with the
Medicare system.

Hopes were high when the California Medical Association House of Delegates was able to
secure consensus on a formula that would allow, with CMS’ regular updates, for counties
demonstrating 5%-or-greater differential from the “Rest of California™ to be moved into their
own payment locality with the financial burden being spread throughout the entire state,
including those counties that were already in their own payment localities.

Who would have thought that California physicians could reach consensus on a Medicare GPCI
formula proposal in which most counties would have had to accept less reimbursement?

With all the angst, politicking, and frustration that went into obtaining a consensus among
physicians, it was quite discouraging to find that the August 1, 2005 edition of the Federal
Register, obliterated everything the CMA had tried so ardently to achieve. Again, California
physicians find themselves butting heads with CMS! Why is it that CMS seems hell-bent on
creating divisiveness among physicians in our state?!

No one disparages Santa Cruz and Sonoma County physicians — the squeaky wheels obviously
got the oil — but the Montercy County Medical Society urges you to reconsider the well-thought-
out and debated proposal of the California Medical Association. The CMA proposal established
a formula for determining geographic disparities, recommended regularly scheduled Geographic
Adjustment Factor updates, and recommended the implementation of regularly scheduled
locality adjustments for qualifying counties in California.

The Monterey County Medica! Society supports the California Medical Association’s
recommendation that Congressman Thomas and the Centers for Medicare and Medicaid
Services work together to devise a nationwide fix to the GPCI problem. The proposed rule to
extract Santa Cruz and Sonoma counties from California’s Area 99 is not, in our collective
opinion, a viable first step toward that goal.

Monterey County physicians cannot afford another cut in Medicare reimbursement.
Sincerely,

Scott H. Schneiderman, DO

President

cc:  U.S. Congressman Sam Farr, 17" District of California

Monterey County Medical Society
19065 Portola Drive, Suite M @ Salinas, CA 93908 1 (831) 455-1008 ! Fax: (831) 455-1060 ! www.montereymedicine.org




CMS-1502-P-32

Submitter : Dr., jeffrey kaufman Date: 08/12/2005
Organization :  vascular services of western new england
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
practice ¢xpense issuc:

we have seen some confusion from our carricr on the issuc of whether casting/strapping is a separatc service from active wound care. we have had some denials for
unna booets placed at the same time as a wound debridement,

if one goes through the logic of casting strapping cxpense under page 45578, then it is obvious that there is a significant expense and labor needed to do these
services. if one looks at the codes for active wound care, such as the family 1104x, there is no aceounting for the expensc of any casting/strapping scrvicc. such as

an Unna boot.

it should be made clear that these services casting strapping, ctc are distinet from wound care debridement, suturing, cte.
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CMS-1502-P-33

Submitter : Mr. Geoff MacKay Date: 08/12/2005
Organization :  Organogenesis, Inc,
Category : Comprehensive Outpatient Rehabilitation Facility

Issue Areas/Comments
GENERAL
GENERAL

See attachment
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Submitter : pr. Jeffrey R. Kirsch
Organization : Oregon Health
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

See Attachmens

CMS-1502-P-34-Attack-1.D0OC
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SCHOOGL OF MEDICINE
DEPARTMENT OF ANESTHESIOLOGY AND PERI-OPERATIVE MEDICINE

l Mal Uode UHS-2 o 3140 SW san Jackson Pl i » Portiand, Dregon 97 :30-4058
Tel 203-394-4058 @ Fay 304454 4588 Kinsclic®iohsy edy

August 12, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Service
PO Box 8017 '
Baltimore, Maryland 21244-8017

Attention: Teaching Anesthesiologists CMS — 1502 — P

Thank you for the opportunity to respond to the proposed change in the anesthesia
teaching rule regarding reduction of fees by 50% when an academic anesthesiologist
supervises two resident trainees.

As CMS is well aware, this is an arbitrary ruling that penalizes the anesthesia specialty.

It is not applied to Surgical or Medical specialties, although these academic practices also
provide concurrent care under the Teaching Regulations. Under the Teaching
Regulations, surgeons can medically direct two overlapping operations, internists can
medically direct up to 4 overlapping patient visits, and anesthesiologists can medically
direct two overlapping resident cases. Only anesthesia is required to report the
concurrency, and only anesthesia is financially penalized with a 50% reduction in pay for
medically directed concurrent cases. In addition to the basic unfairness, we also object
for these reasons:

I.- We do not think it is appropriate to consider a resident as a “qualified” provider of
care under the definition for modifier “QK" which results in the 50% payment
rule. In the care team model, this modifier is used for medically directing two or
more “qualified providers”, including CRNAs, AAs, or interns and residents.
Only CRNAs and AAs are qualified providers who have completed their training
and are fully licensed and credentialed as anesthesia providers. A resident is a
trainee and is not a “qualified” provider of care yet. As a qualified provider, the
CRNA portion of the case is billable to CMS under the modifier “QX”, resulting
in an additional 50% payment of the fee schedule. It does not make sense for a
resident to be considered “qualified” under the “QK” definition but to not
recognize their “qualified” contribution to the care team with a second billable
modifier. This could be rectified by including residents as a “qualified provider™
under “QX", or deleting them from the definition of “QK”. Another option, if
CMS wants to track the cases with resident involvement, would be to report all
cases with a medically directed resident using modifier “GC”, whether performed
concurrently or under one to one medical direction.



Oregon Health & Science University
Re: Teaching Anesthesiologists CMS - 1502 — P
Page 2

2. The Medicare anesthesia fee schedule is already significantly less, when

compared to prevailing commercial rates, than other specialties. This means that
anesthesia is already the poorest paid specialty under Medicare, receiving 40% of

prevailing commercial rates compared to the 60% rate received by other

specialties. When payment is reduced by 50% for cases done under concurrent
care (2 residents under the supervision of one faculty anesthesiologist), it worsens

the economic impact of Medicare revenue support for this undervalued field.

3. Anesthesia i1s 1n the midst of a critical manpower shortage. Recruitment and

retention for academic anesthesia practices is especially difficult. This is because
academic institutions can not compete with private practice compensation, due
partially to the unfair payment treatment by Medicare. Academic institutions tend

to be DSH facilities (Disproportionate Share Hospitals that serve more of the

indigent population), so clinical revenue is less. Medicare adds to this problem by

the practice of disallowing 50% payment for concurrent cases.

4. Academic institutions are training the providers of care for the future.
Anesthesiology is a field that has contributed tremendously to patient care and
safety over the past ten years, with impressive results that have been widely
recognized in the business and insurance fields. In order to continue to make

strides in this area through research and education programs, academic anesthesia

practices need to have support from the govemment, not be treated unfairly.

Please act to correct this unfair Medicare guideline. We urge you to reconsider the
detinition of “qualified providers” under the modifier “QK” and clarify that this term
relates only to CRNAs. All resident cases (whether medical direction is 1:1 or }:2)
should be billed under modifier “GC™ and paid at 100%, as they are in all other
specialties.

Sincerely,

Jeffrey R. Kirsch, M.D.
Professor and Chair
Department of Anesthesiology
and Peri-Operative Medicine
Oregon Health & Science University



CMS-1502-P-35

Submitter : Dr. Carmelita Pablo Date: 08/15/2005
Organization : CAMS
Category : Physician

Issue Areas/Comments
GENERAL

GENERAL
To Whom It May Concern:

{ am the present Chair in the Department of Anesthesiology et the University of Arkansas for Medical Scicnces. As such, 1 make cvery effort to be awarc of all
Mcdicare policies affecting our program. The CMS? praposed changes 1o the Medicare Fee Schedule for 2006 has one glaring omission, that of correcting the
discriminatory policy of paying teaching ancsthesiologists only 50% of the fee for cach of two concurrent resident cases.  This current Medicare waching
anesthesiologist pavment rule is unwise, unfair and unsustainablc.

Our increasingly elderly Medicare population demands that we have a stable and growing pool of ancsthesiology trained physicians 1o provide quality medical care
and patient safety. Right now, programs such as ours arc having slots unfulfilled because of the rule of withholding 50% of funds for concunrent cascs. We
currently seck two CAll residents and two faculty in cur Department of Ancsthesiology. The CMS ancsthesiology teaching rule must be changed to allow academic
departiments to cover their costs. Becausc of this arbitrary Medicare payment reduction, academic rescarch is also being squandered as department budgets arc being
broken up. Qur program is suffering cconomic losses that cannot be absorbed clsewhere.

Consider this, A surgeon can supervise residents in two overlapping operations and collect 100% of the foc for the case from Medicare. An internist may supervise
residents in four overlapping outpaticnt visits and collect 100% of the Tee when certain requirements are met. A teaching ancsthesiologist will only collcet 50% of
the Medicitre fee if heishe supervises residents in two overlapping cases. Not only is this not fair, but it is unrcasonable. Medicare must recognize the unigue
delivery of ancsthesiology carc and pay Mcdicare teaching ancsthesiologists on par with their surgical collcagucs.

The Medicare anesthesia conversion factor is less than 40% of prevailing commercial rates. By reducing that conversion factor 50% fer teaching ancsthesiologists,
this resubts in revenues gressly inadequate to sustaining the service, teaching, and rescarch missions of academic ancsthesia training programs.

Iimplore that this current Medicare rule be revised as soon as possible so that we can provide the quality of carc that the paticnt deserves, We also descrve a fair and
workable policy in par with our collcagucs in surgery 7 100% of the Medicare fee for cach of two overlapping procedures involving resident physicians.

Thank you for your considerztion in this maiter.

Sincerely.

Carmiclita S. Pablo, M.D.
Associate Professor and Chair
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CMS-1502-P-36

Submiitter ; Date: 08/15/2005
Organization ;
Category ; Health Plan or Association i

Issue Areas/Comments
GENERAL
GENERAL

Empire Medicare Services Part A has a couple gucstions regarding the Proposed Payment Update and Pelicy Changes.
1. Will the proposed payment and policy changes listed delay the MPFS fec rate files used by intermediaries cffective January 1, 20067
1. Would the implementation of January 2, 2006 be postponed to accomodate these potential filc detays?

Thank you.
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CMS-1502-P-37

Submitter : Mr. Geoff MacKay Date: 08/15/2005
Organization :  Organogenesis
Category : Device Industry

Issue Areas/Comments
GENERAL
GENERAL

See Attachment

Revised comment letter with support documentation

CMS-1502-P-37-Attach-1.DOC

CMS-1302-P-37-Attach-2.DOC

Page 3 of 4 August 16 2005 08:29 AM




Organogenesis Inc.

N
150 Dan Road, Canton, /L__l_\f__l__f/ TECHNOLOGY

Massachusetts 02021

August 12, 2005

The Honorable Mark McClellan

Administrator

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
Room 445-G, Hubert H. Humphrey Building
200 Independence Avenue, S.W.

Washington, DC 20201

ATTN: FILE CODE CMS-1501-P

Re:  Medicare Program; Changes to the Hospital Outpatient
Prospective Payment System and Calendar Year 2006 Payment Rates --

Drugs, Biologicals, and Radiopharmaceuticals Non Pass-throughs

Dear Administrator M¢Clellan:

Organogenesis, Inc. is writing to comment on an error in the proposed rule,
CMS-1501-P, “Medicare Program; Changes to the Hospital Outpatient Prospective
Payment System and Calendar Year 2006 Payment Rates” relating to the payment rate
for our product Apligraf®. Organogenesis is a biotechnology company based in Canton,
Massachusetts and we manufacture and market Apligraf (C1305), a unique human skin
substitute for diabetics and the elderly who suffer from chronic ulcers. As set out below,
Apligraf has been paid in the hospital outpatient prospective payment system as a
specified covered outpatient drug and should be paid in 2006 similar to other such drugs.
We are notifying the agency as soon as possible due to the significant decrease in
reimbursement for Apligraf as a result of the error in Addendum A of the proposed rule
and the negative impact on beneficiary access to wound care treatment. We respectfully
request that CMS reimburse hospitals for Apligraf as a specified covered outpatient drug
in the final rule based on the average sales price (ASP) data that has been reported to
CMS on a quarterly basis under Apligraf"s NDC number (NDC #09978-0001-99).

Apligraf® Is A Unique, Medically-Necessary And Cost-Saving Treatment

Apligraf is a unique, bioengineered, cell-based living human skin substitute for the
treatment of chronic, hard-to-heal venous leg ulcers and diabetic foot ulcers. Like
human skin, it is made from living cells and it is composed of two layers, a dermis and
an epidermis comprised of healthy, functioning, responsive cells that stimulate the
wound to heal. Apligraf® is the only active wound-healing product approved by the
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U.S. Food and Drug Administration (FDA) to treat both venous leg ulcers and diabetic
ulcers. The incidence of chronic wounds in the United States is approximately 5 to 7
million per year, and the annual costs for management of these wounds is greater than
$20 billion. No other active wound-healing product is indicated for treatment of venous
leg ulcers. Before the development of Apligraf, physicians had few options for treating
hard-to-heal venous leg ulcers, which comprise approximately one-third of all treated
venous ulcers. Apligraf has preserved and improved the quality of life of tens of
thousands of diabetics and other elderly patients who suffer from chronic leg and foot
ulcers. Many of them would have had to undergo limb amputations without the benefit
of Apligraf. Apligraf and similar advanced bioactive products have been specified by
leading clinicians in published algorithms as the standard of care for wounds that have
not responded to conventional therapy. Apligraf is a proven cost-effective therapy for
chronic foot ulcers, providing savings in wound care costs of $7,500 for these patients.

Apligraf is a Specified Covered Qutpatient Drug

The Medicare history of Apligraf demonstrates that Apligraf has been recognized
and paid as a biologic and under MMA recognized as a specified covered outpatient.
The following background may help clarify for the agency the classification of Apligraf
in the hospital outpatient setting.

* In 2001 and 2002: Apligraf was paid in the hospital outpatient setting as a
biological under the pass through list. In February, 2001 CMS (then HCFA)
issued a Program Memorandum (Transmittal B-01-07) that states “Apligraf
has met the statutory requirement as a biologic.” (See attachment 1).

* In 2003: Following the enactment of the Medicare Prescription Drug,
Improvement and Modernization Act of 2003 Apligraf has been paid in the
hospital outpatient setting as a sole source biological at 88% of AWP in 2004
and 83% of AWP in 2005 under the specified covered outpatient drug
provision.

* As recent as 2005 in the GAO: As a specified covered outpatient drug
Apligraf was included in the General Accountability Office (GAO) survey of
acquisition costs for hospital outpatient drugs. The GAO Report dated June
30, 2005 (GAO-05-581R) on specified covered outpatient drugs states
“[GAO] obtained from our survey data the average and median purchase
prices for each of the 53 SCOD drug categories.” Apligraf is listed under
number 38 in Table 1 of the report detailing the acquisition costs for
specified covered outpatient drugs. (See attachment 2.)
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Apligraf’s History of HCPCS C1305 and J7340

On February 7, 2001, the Program Memorandum (Transmittal B-01-07) that
CMS (then HCFA) issued also provided two HCPCS codes for Apligraf: C1305 for
hospital outpatient and Q0185 for the physician office. (See attachment 1}.

The transmittal states:

For these services, physicians should not bill Apligraf using HCPCS
code CI1305 since this code has been approved solely for use under the
hospital outpatient prospective payment system.

Effective July 1, 2002, in Transmittal B-02-015, CMS assigned J7340 to
Apligraf for billing in the physician setting and eliminated the use of the temporary
QO185.  The new J code was provided the descriptor of “Metabolic active
Dermal/Epidermal tissue”. (See attachment 3). Consequently, since July 1, 2002
Apligraf® has been billed under J7340 in physician’s office.

It has been CMS policy that the C1305 code is for sole use in the hospital
outpatient setting. In Chapter 17 of the Medicare Claims Processing Manual covering
payment for drugs and biologics CMS provided the following guidance for pass-through
drugs:

Only HCPCS code C1305 is reportable under the hospital OPPS.
HCPCS J7340 should NOT be reported for Apligraf under the hospital
OPPS.

{See attachment 4.)

Apligraf’s Payment Rate is Incorrectly Listed in Addendum A

In the proposed Hospital Outpatient Rule for calendar year 2006 the Centers for
Medicare and Medicaid Services (CMS) proposed to pay specified covered outpatient
drugs at average sales price (ASP) plus six percent for the acquisition cost of the drug.
The rule proposes to pay a pharmacy overhead charge of an additional two percent
which results in a total payment for specified covered outpatient drugs of ASP plus eight
percent,

We understand based on communication with the agency that CMS paid Apligraf
based on mean costs derived from historical hospital claims data because there had been
no ASP payment rate specific to HCPCS C1305. We believe the confusion in the
proposed rule is because the ASP rate for Apligraf is reported by CMS under HCPCS
J7340.
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Based on the April 1, 2005 ASP rate for Apligraf, payment at ASP plus 8%
would be $1,203.69. However, Apligraf is listed in addendum A of the proposed rule at
$766.84 which is clearly in error. (See attachment 5.)

It is important to note that the CMS reporting requirements for ASP submissions
are by NDC not HCPCS code. Organogenesis has reported ASP data for Apligraf since
the inception of the ASP system and regularly submits ASP quarterly updates to CMS
under the NDC # 09978-0001-99. In the July 2005 quarterly update, CMS published an
ASP rate for Apligraf of $1,182.72 ($26.88 sqcm). The ASP data submitted by
Organogenesis includes all sales irrespective of the site of care for the respective quarter.
Attached is the most recent ASP filing submitted by Organogenesis for Apligraf (See
Attachment 6). Therefore, Apligraf’s ASP is comprised of sales billed by providers
under C1305 in the hospital OPPS and under J7340 in the physician setting,

Conclusion

The proposed payment rate is incorrect and will significantly underpay hospitals
for Apligraf. We have already been contacted by a number of leading wound care
providers in the country regarding their concern that the proposed payment rate will
have a significant negative impact on beneficiary access to standard of care wound
treatment. Thus, we believe it is very important that in the final hospital outpatient rule
it is clarified that hospitals will be reimbursed for the acquisition of Apligraf at ASP plus
six percent and an additional two percent for pharmacy overhead cost similar to other
specified covered outpatient drugs. In this regard, we would like to meet with agency
staff during the comment period. You may contact me directly at 1 (781) 401-1040.

Thank you for your attention to this issue
Sincerely,

e

Geoff MacKay
President & CEQ
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Medicare Claims Processing Manual
Chapter 17 - Drugs and Biologicals

Tobie of Coments
(Rov. 248, B7EE04)
(Rev. 224, 97-23404)
tRov. 317, 43-22-04)
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CMS-1502-P-38

Submitter : Dr. Philip Junglas Date: 08/16/2005
Organization :  Cleveland Physicians Incorporated
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Good Day. Thank you for the opportunity to comment. The following is to enlighten on the topic of reductions and primary care givers.

I, as prosident of their group, represent o Internists in Greater Cleveland, Chio. We have cut stafT to the bare mintmum, offered no raises Tor over three years,
bought used computers and other office cquipment to reduce overhead. Our rent has increased, our malpractice has scen fyperinflation, our dircet cxpenses for
anything medical have increased. We can no longer offer very competitive wages, 50 our choices for hire arc disappointing frequently. This last point affcets paticent
safety. Medical carc starts when the phenc rings. Nexl, quality measures S00T to be implemenied will require us to look at unaffordable software to manage the
data manipulation, which itsclf will cost moncy. So, if you reduce the reimbursement, 1 hope you ¢an sce what will happen to the front tinc primary carc physicians
and other carc givers.

On a separate note.

| am sour that the cost of covering prescription drugs has been inflated by the pharmaceutical industry. Around four years ago, when the Government was first
bringing the issue to the table, my paticnts noles a spike in their prescriptions of over 100% in some cascs, There was no shortage or lack of primary ingredients to
cxplain it. The demands did not suddenly nisc. No. there was a sent of "free Tunch” in the air. Now look at the mess. My clderly patients cannot afford their pills
and the "discount” simply brings the prices down to their previous levels. This is not cconomicatly sound. This has forced the AARP to not support the
physicians in this round of discussion. It is a pity the multibillioon dollar industry duped Washington. 1t reminds me of $900 toilct sects Trom 20 years ago paid
for by the military.

Y our comments arc welcome.

Page 4 of 4 August 16 2005 08:29 AM




Submitter : Dr. Howard Nearman
Organization : University Hospitals of Cleveland
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Sce attacliment

CMS-1502-P-39-Anach- | .DOC

CMS-1502-P-39

Page | of 8

Date: 08/16/2005

August

17 2005 08:52 AM




I'am writing to express my concern regarding the Medicare anesthesia teaching payment
policy. As you are aware, the current rule allows teaching anesthesiologists to receive
only 50% of the fee for medically supervising two residents in overlapping cases. This is
in contrast to reimbursement plans in place for surgeons and internists supervising
residents in similar clinical circumstances within their specialties. Academic anesthesia
programs are suffering financially now, and maintaining a sufficient number of staff to
maintain quality and safety of patient care will grow increasingly difficult if this situation
is not corrected. We at Case had a more difficult time recruiting good residents this past
year, and our faculty has taken cuts in salary over the last three consecutive years. The
financial status has certainly impacted on my ability to maintain a full complement of
physicians, and has, at times, forced closing of operating rooms. { am concerned about
the ability of our specialty to continue to recruit the best and the brightest. The Medicare
anesthesia conversion factor is less than 40% of prevailing commercial rates — a number
that in and of itself is not fair reimbursement for the level of expertise that
anesthesiologists bring to our patients (not to mention trying to cover increasing costs
such as malpractice). Please do not allow this to be further diluted for teaching anesthesia
faculty. Thank you for your consideration.

Sincerely yours,

Howard Nearman, MD, MBA
Professor and Chair

Department of Anesthesiology
University Hospitals of Cleveland
Case School of Medicine




CMS-1502-P-40

Submitter : Ms. Linda Smith
Organization : Ms. Linda Smith
Category : Individual

Issue Areas/Comments

GENERAL
GENERAL

l'am very much in favor of my county, Santa Cruz County, to be taken our
OoF RURAL rating. This is a great discrepancy 11! We arc not RURAL

thanks

Page 2 of 8

Date: 08/16/2005
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Submitter ; Dr. Thomas Pajewski
Organization : Dr. Thomas Pajewski
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Please see attachment

CMS-1302-P41-Attach-1.DOC

CMS-1502-P-41

Page 3 0of 8

August
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UI}}I{)’ERSITY
aiees 7/ VIRGINIA
!I" I!HEALTH SYSTEM Department ofAnesthesiology

August 16, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

RE: File code CMS-1502-P
Dear Centers for Medicare and Medicaid Services,

I'am writing to add my support that the Centers for Medicare and Medicaid Services (CMS) needs to
be corrected the current anesthesia teaching payment policy in the proposed rule changes for the 2006
Medicare Fee Schedule.

The current policy that penalizes academic anesthesiologists, when compared to academic surgeons,
is not only unreasonable and unfair, but results in a significant economic hardship that handicaps
academic anesthesiology departments in their recruitment of faculty, conduct of anesthesia-related
research, and education of anesthesiology residents who, after all, continue to be in great demand to
care for our increasing population of Medicare-eligible patients. Under the present system, a teaching
surgeon may supervise residents in two overlapping operations and collect 100% of the fee for each
case from Medicare, whereas, a teaching anesthesiologist will only collect 50% of the Medicare fee if
he or she supervises residents in two overlapping cases. The Medicare anesthesia conversion factor is
less than 40% of prevailing commercial rates. Reducing that by 50% for teaching anesthesiologists
results in revenue grossly inadequate to sustain the service, teaching and research missions of
academic anesthesia training programs.

My department, at the University of Virginia, is struggling with faculty recruitment and retention, in
part. due to the fact that we serve a large population of Medicare patients and hence have difficulty
competing financially with other teaching programs and with hospital anesthesiology departments
that do not provide services in teaching hospitals. 1 believe that it is important that Medicare
recognize the unique delivery of anesthesiology care and pay Medicare teaching anesthesiologists on
par with their surgical colleagues. Correcting the current policy and creating a policy that has been
enjoyed by my surgical colleagues, where 100% of the Medicare fee for each of two overlapping
procedures involving resident physicians is allowed, will enhance the economic viability of academic
anesthesiology programs.

Thank you for your consideration in this matter.
Sincerely,

Thomas N. Pajewski, Ph.D., M.D.
Associate Professor of Anesthesiology and Neurosurgery
Director, Division of Neuroanesthesiology

P.O. Box 800710 « Charlottesville, VA 22908-0710
Tel: 434-982-0609 o Fax: 434-982-1893




e ————,———

CMS-1502-P-42

Submitter : Dr. David MeNutt Date: 08/16/2005
Organization : Retiree
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL

GENERAL

Drecar CMS:

Santa Cruz County along with several other countics in California is considered "reral” and is included in Locality 99 for Medicare reimbursement, 1 retired this year
as Health Officer of Santa Cruz County, and in that position, faced innumerable challenges in obtaining medical carc services for our Medicare and Medicaid
beneficiaries. Now as a retiree and new Medicare beneficiary, I too am having difficultics accessing physicians for my medtcal carc needs. Recruitment and retcntion

ot physicians in our community that has the sccond highest housing costs in the nation arc also severely hampered by the unconscionably low reimbursement rates
under Medicare. This illogical and unfair situation stultiplics ftself many fold because so many other insurcrs peg their rates to those of Medicare,

Please move shead with the proposed administrative solution to the problem in our community and ¢lsewhere, and rectify this patently incquitable situation.
Thank you.
David R, McNutt, MD. MPH

Former Health Officer
County of Santa Cruz, CA

Page 4 of 8 August 17 2005 08:52 AM




CMS-1502-P-43

Submitter : Dr, Danny Wilkerson : Date: 08/16/2005
Organization : Dr. Danny Wilkerson
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

August | 6. 2005

Centers for Mcdicare and Medicaid Services
Department of Health and Heman Scrvices
Attn: CMS§-1502-p

P.O. Box 5017

Baltimore. MDD 21244-8017

Re: CMS-1502-F Mcdicare Teaching Ancsthesiologists Payment Rule

To Whom It May Concern:

1 am writing in reference to the CMS Medicare Fee Schedule for 2006 which contains the current policy of paying teaching ancsthesiologists only 50% of the fec for
cach of two concurrent resident cases, As an Ancsthesiologist with the University of Arkansas for Mcdical Seicnces, [ find that this Medicare tcaching
anesthesiologist payment rule is unfair to both physicians and paticnts and needs to be changed. Our clderly Medicare population is growing and these paticnts

demand quality medical carc and patient safety. Because of the policy in place, our department is having slots unfulfilled as well as decrcasing funding for academic
rescarch. The severe ceonomic loss under these current rules cannot be absorbed elsewhere, The rulc must be changed so that we have the ability to cover our costs.

Currently, a teaching anesthesiologist will only collect 50% of the Medicarc fee if he/she supervises residents in two overlapping cascs. A surgeon can supervisc
residents in two overlapping operations and collcet 100% of the fee for the casc from Medicare. An internist may supervisc residents in four overlapping outpaticnt
vistls and collect H00% of the fee when certaig requirements arc met, Not only is this not fair. but it is unrcasonable that these specialtics arc handled differently.
Medicare must recognize the unique delivery of ancsthesiology carc and pay Medicare tcaching ancsthesiologists on par with their surgical collcagucs,

The Mcdicare anesthesia conversion factor is tess than 40% of prevailing commercial rates. By reducing that conversion factor 50% for teaching anesthesiologists.
this results in revenues grossly inadequate to sustaining the service, tcaching, and rescarch missions of academic ancsthesia training programs.

I'am requesting that the current Medicare rule be revised as soon as possiblc sa that we can provide quality care to the paticnt while COVETING our costs.
Ancsthestologists descrve a fair and workable policy equal to that of our colleagucs in surgery ? 106% of the Mcdicare fee for cach of two overlapping procedures
involving resident physicians.

Thank you for your consideration in this matter,

Sincerely,

Danny Wilkerson, M.D,
Assistant Professor

DWiep

Page 5 of & August 17 2005 08:52 AM
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CMS-1502-P-44

Submitter : Mr. Rocco  Barbieri Date: 08/16/2005
Organization : Retired
Category : Individual

Issue Areas/Comments
GENERAL
GENERAL

Santa cruz county is currcily classificd as ™ Rural * for Medicare reimbursement fees. The profile of the county has changed aver the past 15 years and has exceeded
past and outdated growth projections. Only one comer of the county is traly " Rural ", and , the over-all county has become more ™ mctropolitan " in size and
funetion. The " Rural " designation no longer {its Santa Cruz County.

The "Rural * designation results in lower fecs to physicians. This helps to negate a continuing flow of physicians into the county and has caused others  to leave
to practice in nearby cities. This is particularly true for "specialists * who can command higher fees elsewhere. Twice my wife and T were rejected " specialist
services and had 1o trave] w another city for gastroenterologist serviges. | urge you 1o carcfully reconsider removing the " Rural designation

from Santa Crue County. It would remove incquitics currently imposed on scaior citizens and mare truly reflect the chanped demographics and business activitics
within the county.

Thank you.

Page 6 of & August 17 2005 08:52 AM
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CMS-1502-pP-45

Submitter ; Mr. Frank Plant Date: 08/16/2005
Organization : Mr. Frank Plant

Category : Individual

Issue Areas/Comments

GENERAL
GENERAL

I have lived in Santa Cruz County for thirty vears. It is not a rural community cven if a large part of its gross revenue derives from agriculture, Physicians arc
finding it difficult to make ends meet in this high cost arca. One of our cyc doctors recently moved to lower cost arca in another county. Median residence prices arc
over $650,000. Competition from nicarby urban arcas makes recruiting replacement candidates difficult. Medicarc's recompense based on the illusion that this is a
rural community are leading to a shortage of medical personnel. Please change the current designation of Santa Cruz County, CA to Urban. Frank Plant

Page 7 of 8 August 17 2005 08:52 AM




CMS-1502-P-46

Submitter : Dr. JefTrey Pearson Date: 08/17/2005
Organization :  Dr. Jeffrey Pearson
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Regremably, this legislation does absolutely nothing ta remedy the situatian facing physiciars in San Dicgo county. We pay overhead cxpenscs commensurate with
an affluent urban region (rent, staff salarics, cic) and vet we're reimbursed at a much lewer rural rate.

This has repercussions beyond Medicare, of course, b/ privatc insurers often tic their physician reimbursements to a percentage of Medicare rate, so we end up
getting the short end of the stick from cverybody.

Uve alrcady had 10 limit my Medicare paticnts bic 1 simply cannot afford 1o carc for a large number of paticnts for less than the cost of doing husincss. Obviously,
as a small business owner, if | can't tum a profit (or at least cover my expenses), 1 will have to cut out the revenue losing portions of my practice completely. [
would feel very badly about this bée | truly enjoy caring for sentors (Scveral times a month, 1invitc some of my senior patients out for lunch. They've led
micresting lives and share their storics with me. And. no. | do NOT bill insurance for these as visits!).

Please reconsider this legislation and do the right thing to fix the problems that we face here in San Dicgo.

Thanzk you Tor your time and consideration.

Sincerely,

Jefteey Peurson, D.O.

Famaly Medicine

120 Craven Rd, Ste, 10}

Sun Marcos, CA 92078

760-591.0955
ocduc@ medicine-in-motion.com

Page § of 8 August |7 2005 08:52 AM
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CMS-1502-P-47
Submitter ; linda lillehaugen Date: 08/17/2005
Organization : linda lilehaugen
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Ilive in Santa Cruz Calif 95062, My sister came from the bay arca with terminal cancer and we couldn't find a primary carc physician that would take her. Except
for a dr. that had been practicing for 2 months.,  She ended up having the oncologist being the primary carc physician too. It was very sad. We took her to doc in
the buxes a lew limes as the emergency room was the only other source if the oncologist wasn't available. Dirs here say they're paid Icss and so don't except any
new medicare paticnts. What's the use of having Medicare il no drs except it. What happened to my sister shouldn't have happened. She had AARP as her
supplemental. 1t made no difference, Most of the big organizations do not exeept now medicare paticnts. Some organizations say it's up to the dr, but then none
of them take new patients. Santa Cruz is not a rural arca, The drs should be paid the same as the oncs in San Jose. Just come and Lake a drive through our
county---we're canjested---not some mountain comMmunity.

Page ! of 3 August 18 2005 10:32 AM




CMS5-1502-P-49

Submitter : Mr. Wayne Stanfield Date: 08/17/2005
Organization : Home Care Pharmacy
Category : Home Health Facility

Issue Areas/Comments
GENERAL
GENERAL

As g unit dose inhalation drug provider, 1 am currently leosing money with the dispensing fee at $57. 1 need to have a dispensing foe of $68 to show even a small
profit. The suggested CMS reduction in the $57 fec on 1/1406 will force me 1o close my pharmacy and climinatc this much needed service to more than 1000
paticnts. The change to ASP+6% wus nol based on reality. My cost continue to risc cach ycar. Everything from health insurance to delivery and shipping cost
centinuc to rise. ('MS 15 hasing ASP on the manufacturers average sale price, but most pharmacics do not buy dircet from the manufacturcrs. | buy from a
wholcsaler and my cost is higher than the ASP+6%. It is simply unrealishic to cxpect us to provide services at a foss. CMS has made it clear that they arc not
concerned abuut whether [ make a profit, but | am and so is my family. As independent businesses we deserve the tight to be a part of the health carc system and to
follow vur chosen career, not be forced out of business by our own government.
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CMS-1502-P-50

Submitter : Dr. Mary Glass Date: 08/18/2005
Organization:  Dr. Mary Glass
Category : Physician
issue Areas/Comments
GENERAL
GENERAL

I strongly oppose suggested Medicare cuts proposed by the CMS. As overhead expenses continue o increase it becomes increasingly difficult to stay in business,
fet alone provide quality care. Cutting Medicare reimbursement to physicians will only decreasc access to health care for elderly Americans. Please reconsider the
position on medicare cuts to reimbursement.
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CMS-1502-P-51
Submitter : Linda Proudfoot Date: 08/18/2005
Organizatioa : Linda Proudfoot
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Attention: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Re: GPCI

To Whom It May Congem:

We strongly support the proposed revision to the physician payment localities in California that you published in the reference rule.

You are to be commended for addressing an important issue for physicians and Medicare beneficiaries in the San Francisco Bay Area. You have addressed the two
most problematic counties in the state, and you heve made an important change that will go a long way to cnsuring access to care for health care services in our

county

We understand this also to be a fundamental issue of faimess. Neighboring counties to Santa Cruz and Sonoma Counties have some of the highest payment levels
for physician services in the nation. The adjustment that you propose appropriately addresses the current inequitable payment problem

CMS acknowledges that they have the responsibility to manage physician payment localitics. We understand that there have been not been revisions to the localities
since 1996. You have selectod the most important area in our state to begin to correct this problem.

Sincerely,

Linda Proudfoot

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention; CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Re: GPCI

To Whomn It May Concern:

We strongly support the proposed revision to the physician payment localities in California that you published in the reference rule.

You are to be commended for addressing an important issue for physicians and Medicare beneficiaries in the San Francisco Bay Area. You have addressed the two
most probiematic counties in the state, and you have made an important change that will go a long way to ensuring access to care for health care services in our
county

We understand this also to be a fundamentat issue of fairness. Neighboring counties to Santa Cruz and Sonoma Counties have some of the highest payment levels
for physician services in the nation. The adjustment that you propose appropriately addresses the current inequitable payment problem
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CMS-1502-P-51

CMS acknowledges that they have the responsibility to manage physician payment localities. We understand that there have been not been revisions to the localities
since 1996. You have seiected the most important area in our state to begin to correct this problem.

Sincerely,
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Submitter : Wiltiam Proudfoot
Organization ; William Proudfoot
Category : Individual
Issue Areas/Comments

GENERAL

GENERAL

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Re: GPCI

To Whom It May Concem:

CMS-1502-P-52

Date: 08/18/2005

We strongly support the proposed revision to the physician payment localities in California that you published in the reference rule.

You are to be commended for addressing an important issue for physicians and Medicare beneficiaries in the San Francisco Bay Area. You have addressed the two
most problematic countics in the state, and you have made an important change that will go a long way to ensuring access to care for health care services in our

county

We understand this also to be a fundamental issuc of faimess. Neighboring counties to Santa Cruz and Sonoma Counties have some of the highest payment levels

for physician services in the nation. The adjustment that you propose appropriately addresses the current inequitable payment problem

CMS acknowledges that they have the responsibility to manage physician payment iocalities. We understand that there have been not been revisions to the focalities
since 1996. You have sclected the most important area in our state to begin to correct this problem.

Sincerely,

William Proudfoot
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CMS-1502-P-53

Submitter : Dr. Lorne Kapner Date: 08/18/2005
Organization:  North County Eye Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Not including San Diego County in the cost of living increase is an unfair oversight. The continuous decreases in Medicare reimbursement will continue to fue] an
atmosphere in which physicians will be forced to opt out of Medicare which will likely cause a national crisis. Medicine and consumer electronics are the only two
industries | know of that continue to get lower reimbursement despite the fact that the cost of doing business continues to increase. Medicare needs to do a national
cost of living study and completety overhaul it's reimbursement. How can Medicare justify paying the Area 99 physician one of the lowest reimbursements in the
country when that same area is one of the most expensive regions in the country from a cost of living standpoint?
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CMS-1502-P-54

Submitter : Dr. Colleen O'Leary Date: 08/19/2005
Organization:  SUNY Upstate Medical University
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
See attachment

CMS-1502-P-54-Attach-1. TXT
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August 19, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services

Attn: CMS-1502-P “TEACHING ANESTHESIOLOGISTS”
PO Box BQ17

Baltimore, MD 21244-8017

Dear Sir or Madam:

I am writing to you as the Interim chair of the Department of Anesthesiology at Suny
Upstate Medical University in Syracuse NY to express my dismay over the Proposed
Rule for the 2006 Physician Fee Schedule. I'm very concerned that it does not
include a correction of the discriminatory policy of paying teaching
anesthesiologists only 50% of the fee for each of two concurrent resident cases.

Upstate Medical University is a teaching institution providing primary, secondary
and tertiary care to a 17 county region in central New York State. Approximately
40% of our patients use Medicare as their primarﬁ insurance carrier. Data from the
US Census Bureau reveal that in the year 2000, the number of people in the us
greater than 65 years of age was 35 million, representin? a 12% increase over 1990,
It is projected that by 2025, the portion of the US population over age 65 will
increase by a staggering 80%!! our elderly population reguires an increasing amount
of health care to maintain quality of 1ife. An ever growing number of patients over
65 years of age present for surgery, many of them to teaching hospitals such as
ours.

Although we anticipate seeing an increase in the number of elderly patients in our

operating rooms, there is a currently a short fall nationally in the number of

practicing anesthesiologists. Additionally, anesthesiolog training programs are

not able to train adequate numbers of physicians to meet tKe projected future need.

Economic factors force salaries for teac ing anesthesiologists to be less than those

for anesthesiologists in the private sector, so attracting faculty to train the next
Page 1
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generation is Erob1emat1c. I currently have four open faculty positions. The
Medicare anesthesia conversion factor is less than 40% of the prevailing commercial
rates.  Reducing that meager amount by a further 50% for providing medical
direction concurrently to two residents results in revenue stream which is rossly
inadequate to cover faculty salaries. 1In 2004, my Department provided exce?1ent
anestgesia care to over 2700 Medicare patients.
Page

Residents were involved in the care of all ﬁatients. The residents gain the
experience they need to practice state of the art anesthesia upon completion of
their residency and our elders receive cutting edge care. In 68% of the cases, a
faculty anesthesiologist provided concurrent care to a second case for a portion of
time. My Department lost in excess of $293,000 in revenue as a result of the
discriminatory concurrency policy. This is clearly not a sustainable situation for
us.

My surgical colleagues are able to supervise residents performing two overlapping
surgical procedures and collect 100% of their fee for each case %rom Medicare. My
colleagues in internal medicine can supervise residents in four overlapping
outpatient visits and collect 100% of the fee for each case. Reducing a teachin
anesthesiologist’s fee by 50% is neither fair nor reasonable. Failure to promptly
correct this discriminatory policy will continue to adversely affect my ability to
train residents in anesthesiology thereby reducing the availability of well trained
anesthesiologists to care for tomorrows’ senior citizens.

Sincerely,

Colleen E. O’'Leary, MD

Associate Professor & Interim Chair
Department of Anesthesiclogy

SUNY Upstate Medical uUniversity
syracuse, New York

cc: Congressman James walsh
Senator charles Schumer
Senator Hillary Redham Clinton
American Society of Anesthesiologists, washington office
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CMS-1502-P-55
Submitter : Dr. James White Date: 08/19/2005
Organization :  University of Virginia Health Sciences Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.C. Box 8017

Baltimore, MD 21244-8017

Re: CMS-1502-F 7TTEACHING ANESTHESIOLOGISTS?

* The current Medicare teaching anesthesiologist payment rule is unwise, unfair and unsustainable.

* Quality medical care, patient safety and an increasingly elderly Medicare population demand that the United States have a stable and growing pool of physicians
trained in anesthesiology.

* Right now, slots in anesthesiology residency programs are going unfilled because of ill-conceived Medicare policy that shortchanges teaching programs,
withholding 50% of their funds for concurrent cases. My program at the University of Virginia, considered to be one of the more desirable academic programs in
the country for both resident training and faculty, is unable to fill at least four faculty positions because of the reduced reimbursement rates for academic programs,
which in turn do not allow us to offer competitive salaries. Therefore:

* Anesthesiology teaching programs, caught in the snare of this trap, are suffering severe economic losses that cannot be absorbed elsewhere.

* The CMS ancsthesiology teaching rule must be changed to allow academic departments to cover their costs.

* Academic rescarch in anesthesiology is also drying up as department budgets are broken by this arbitrary Medicare payment reduction.

* A surgeon may supervise residents in two overlapping operations and collect 100% of the fee for each case from Medicare. An intemnist may supervise residents in
four overlapping outpatient visits and collect 100% of the fee for cach when certain requirements are met. A tezching anesthesiologist will only collect 50% of the
Medicare fec if he or she supervises residents in two overlapping cases.

* This is not fair, and it is not reasonable.

* Medicare must recognize the unique delivery of anesthesiology care and pay Medicare teaching anesthesiologists on par with their surgical colleagues.

* The Medicare anesthesia conversion factor is Jess than 40% of prevailing commercial rates. Reducing that by 50% for teaching anesthesiologists results in revenue
grossly inadequate to sustain the service, teaching and research missions of acadernic anesthesia training programs.

Sincerely,

I Lee White, M.D.

Associate Professor of Anesthesiology
University of Virginia Health Sciences Center

CMS-1502-P-55-Attach-1.DOC
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Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attn: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Re: CMS-1502-P “TEACHING ANESTHESIOLOGISTS”

® The current Medicare teaching anesthesiologist payment rule is unwise, unfair
and unsustainable.

* Quality medical care, patient safety and an increasingly elderly Medicare
population demand that the United States have a stable and growing pool of
physicians trained in anesthesiology.

* Right now, slots in anesthesiology residency programs are going unfilled because
of ill-conceived Medicare policy that shortchanges teaching programs,
withholding 50% of their funds for concurrent cases. My program at the
University of Virginia, considered to be one of the more desirable academic
programs in the country for both resident training and faculty, is unable to fill at
least four faculty positions because of the reduced reimbursement rates for
academic programs, which in turn do not allow us to offer competitive salaries.
Therefore:

¢ Anesthesiology teaching programs, caught in the snare of this trap, are suffering
severe economic losses that cannot be absorbed elsewhere.

* The CMS anesthesiology teaching rule must be changed to allow academic
departments to cover their costs.

* Academic research in anesthesiology is also drying up as department budgets are
broken by this arbitrary Medicare payment reduction.

* A surgeon may supervise residents in two overlapping operations and collect
100% of the fee for each case from Medicare. An internist may supervise
residents in four overlapping outpatient visits and collect 100% of the fee for each
when certain requirements are met. A teaching anesthesiologist will only collect
50% of the Medicare fee if he or she supervises residents in two overlapping
cases.

e This is not fair, and it is not reasonable.

* Medicare must recognize the unique delivery of anesthesiology care and pay
Medicare teaching anesthesiologists on par with their surgical colleagues.



¢ The Medicare anesthesia conversion factor is less than 40% of prevailing
commercial rates. Reducing that by 50% for teaching anesthesiologists results in
revenue grossly inadequate to sustain the service, teaching and research missions
of academic anesthesia training programs.

Sincerely,

J. Lee White, M.D.
Associate Professor of Anesthesiology
University of Virginia Health Sciences Center




CMS-1502-P-56

Submitter : Ms. Linda Bergthold Date: 08/19/2005
Organization:  none - consumer
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Please support the change in reimbursement for Santa Cruz County to "urban™. We are separated from the Bay Area by mountains and difficult roads but our
housing and living costs are comparable. We need to keep our doctors in the County, and many are leaving for financial reasons. The median house in SC is now
$800,000! Could you all live and work here??? This is an equity and access issue.
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CMS-1502-P-57

Submitter : Mr. Philip Trautman Date: 08/19/2005
Organization:  Selfl
Category : Individual
1ssue Areas/Comments
GENERAL
GENERAL

Santa Cruz County is now designated Rural, Nothing costwise supports this designation. Housing, Services, food probably exceed that of 99% of the rest of the
Country. The rural designation jcopardizes my health coverage (Secure Horizons). Nothing requires them to operate in this county.

Ther are crops grown here but not what was grown here 25 years ago. Apples are gone and replaced by higher yield berry crops. Too expensive for apples.

I was dumped by my first Medicare supplement carrier because I am a Zip Code away from where it was originally established. Don't compound the felony by
continuing thic "RURAL" designation.

Continuity is obviously desirable for Senior coverage. Don't jeopardize same.
We don't and didn't put less into SS because of our county's designation.

Philip H. Trautman
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CMS-1502-P-58

Submitter : Mrs. Nancy Rader Date: 08/19/2005
Organization :  Mrs. Nancy Rader
Category : Congressional
Issue Areas/Comments
GENERAL
GENERAL

Santa Cruz County is living in the Dark Ages with Medicare reimbursement. Our Medium home price is over $800,000. and our cost of living is one of the
highest in the Nation. Doctors are leaving this county and doctors that stay are not taking any new Medicare patients.

WE NEED SANTA CRUZ COUNTY STATUS CHANGED TO URBAN! We are not, by any means, a rural county! That's a big joke, and we, in the county,
haven't been laughing for many years.

T can never figure out why our government is so inefficient and why it takes so long to correct a problem.

Hopefully your agency is finally going to fix this long standing problem.

Thank you for finally doing something to correct this injustice. And No, I am not in the medical field, nor are any of my relatives.

Sincerely,

Nancy G. Rader
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CMS-1502-P-59

Submitter : Mr. Robert Bosso Date: 08/19/2005
Organization:  BossoWilliams Law Firm
Category : Individual
Tssue Areas/Comments
GENERAL
GENERAL

This is in support of the change of Santa Cruz County from rural to urban. We are facing a shortage of doctors (especially those who will accept medicare) because
we are not competitive with adjacent counties (Santa Clara, San Mateo etc.) who are classified as urban. In addition, insurance companies use the medicare
reimbursement schedule as a starting point for their reimbursement which further hinders doctor income and makes this community less attractive to skilled
physicians. In the last two years we have gone from one nevrosurgeon to one (who may be close to retirement!) as others have moved to more profitable areas.
Housing here is among the highest cost in the nation, but our reimbursement level is one of the lowest in California. Please, change the designation to urban.
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CMS-1502-P-60
Submitter : Scott Rowe Date: 08/19/2005
Organization : Scott Rowe
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Re: file code CMS-1502-P

As a resident of Santa Cruz county, 1 urge this organization 1o redesignate Santa Cruz from rural to urban in consideration of Medicare reimbursements to
physicians. Our county is a bedroom community to the San Francisco Bay area. [, myself, commute to and from work in San Jose. Housing prices and living
expenses here are as high or higher than any metropolitan arca in California. One look at the landscape would tell you that Santa Cruz county is an urban area. We
have been fortunate to attract very talented physicians, but as the cost of living continues to rise here disproportionately to the rise in other, even already designated
urban areas, we are in danger of losing our physicians to areas where the cost of living is lower and the reimbursement schedule is more favorable. Please help

correct this problem by designating Santa Cruz county as an urban grea in consideration for Medicare reimbursement rates. Thank you.
-Scott Rowe

906 Daniel Ct.
Santa Cruz, CA 95062
srowe3@pacbell.net
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CMS-1502-P-61

Submitter : Ms, Linda Smith Date: 08/19/2005
Organization:  Ms. Linda Smith
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Please change our county's rate from rural to urban. Rural rating is unfair to our county. Doing business here is very expensive and we are losing doctors at an
alarming rate. thanks
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Submitter : Ms. Deborah Lawrence
Organization:  Self on Medicare
Category : Health Care Professional or Association
Issue Areas/Comments
GENERAL
GENERAL

1 am in support of changing Santa Cruz Co. out of rural rate status.

CMS-1502-P-62
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CMS-1502-P-63
Submitter : Ms. Kathy Welch Date: 08/19/2005
Organization :  Ms. Kathy Welch
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

I strongly encourage the change from rural to urban for Santa Cruz County. [ work in a private practice setting as a chemotherapy nurse and clinical rescarch
coordinator. We offer state of the art treatment in our commumity, in smany cases avoiding the need for patients to commute to Stanford or VCSF for their care.

The cost of living in Senta Cruz County is extremely high, rivaling San Francisco or Santa Clara. We have need of two new physicians 1o join our pracice to
adequately carc for our large patient population, and recruitment is difficult due to the cost of living. Physicians in Santa Cruz are not able to offer competetive
wages to their nursing staff, thus endangering access to carc for the residents of this community. Considering Santa Cruz County as rural is cxtremely outdated, and
tust be changed. Physicians should be reimbursed adequately for the quality-care they deliver, and not penalized for being willing to remain in a very high cost of
living arca giving care to the residents of that community.
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CMS-1502-P-64

Submitter : Dr. Date: 08/19/2005
Organization:  Dr.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Date: August 16, 2005

To: Centers for Medicare and Medicaid Services
From: Alexander Vaifson, M.D.

Re: TEACHING ANESTHESIOLOGISTS RULE

I am writing to urge a change in payment policy for teaching anesthesiologists. The current Medicare teaching anesthesivlogist payment rule is unwise, unfair and
unsustainable. Quality medical care, patient safety, and an increasingly elderly Medicare population, demand that the United States have a stable and growing pool
of physicians trained in ancsthesiology.

Ancsthesiology teaching programs are suffering severe economic losses thet cannot be absorbed elsewhere. Academic research in anesthesiology is increasingly
difficult to sustain, as depariment budgets arc broken by this arbitrary Medicare payment reduction. The current Medicare payment policy is unfair.

The CMS ancsthesiology teaching rule must be changed to allow academic departments to cover their costs. It is not fair, and it is not reascnable. Please recognize
the unique delivery of anesthesiology care and pay Medicare teaching anesthesiologists on par with their surgical colleagues.

Sincerely,

Alexander Volfson, M.D.

Resident in Anesthesiology

Weill Cortiell Medical College
New York Presbyterian Hospital
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CMS-1502-P-65

Submitter : Alicia Bautista Date: 08/19/2005
Organization : Alicia Bautista
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Please help STOP the Doctor drain in Santa Cruz County! Already there are some areas of practice where there are no specialists in our county
(gynecologist/oncologists for onc) and one must travel to San Jose (or they travel here). Increasing the Medicare reimbursement rat¢ (file code CMS-1502-P) isa
good start. Qur household income is over $100,000 yet we are unable to purchase a home. Luckily we have a good health insurance. Adding a 45 minute
commute to doctor's appointments is very expensive especially given the cost of gasoline. Help!!!
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CMS-1502-P-66
Submitter : Mr. Herbert Lee Date: 08/19/2005
Organization :  Mr. Herbert Lee
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

T'am writing to support the change in designation of Santa Cruz county, Californis, to that of an "urban’ county. Santa Cruz is now part of the greater Bay Area,
and prices clearly reflect this. According to the American Community Survey done by the Census Burgau
(http:/fwww.ccnsus.govfacs!wwwfl’mducls/Ranking/zOOMROSTOSO.hm).

Santa Cruz county has the fourth highest median housing prices of all counties in the country. How this county could be considered a 'tow cost nural county’ is
beyong belief. Please change the designation to an 'urban' county, to reflect the outrageously expensive costs that operating in Santa Cruz county now entails. If
this change is not made, our current shortage of medical personnel will continue to get worse.

Thank you for your attention to this matter.

Herbert Lee,
Santa Cruz, CA
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CMS-1502-P-67
Submitter : Mrs. Christie Maurer Date: 08/19.2005
Organization :  Mrs. Christie Maurer
Category : Individual
issue Areas/Comments
GENERAL
GENERAL

T am 68 and retired. [ strongly support recommendations to designate Santa Cruz County, CA, as Urban for Medjcare physician reimbursement.

Santa Cruz County has grown enormously since it was designated at Rural, It has the 2nd highest housing costs in the country. As is happening everywhere, the
population is aging.

Dactors refuse to move here because of high bousing costs on top of low Medicare reimbursements. Why should they when they can get far more 20 miles away,
No local doctor will take new Medicare patients. My husband has Parkinson's and he'd rather do without care than see a Neurologist he dislikes. A friend's doctor
dropped her as s00n as she turned 65 and got on Medicare. [ personally know two doctors who live in Santa Cruz but can't afford to practice here because of low
Medicare reimbursements. Doctors work long hours, 7 days a week, because they can't recruit new doctors to join their practices. Many are badly burned out. If they
retire or leave and there's no one to take their place.

[ strongly urge you to designate Santa Cruz County as Urban. The level of medical care here is suffering badly.
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CMS-1502-P-68
Submitter : Mrs. Date: 08/19/2005
Organization;:  Mrs,
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

I feel it is critical that you reconsider and revise the rural designation of Santa Cruz County for Medicare payment. We have ceased to be predominantly rural for

many years. The 50 percent m;mbmcnt rate herdly COVETS our local doctors' needs, s_md we have been experiencing a serious drain of doctors in recent years who
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CMS-1502-P-69
Submitter : Patricia Blanchette Date: 08/19/20605
Organization:  none
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Please redesignate Santa Cruz County to URBAN for Medicare

reimbursement for physicians. It is ridiculous to consider a designation from 1967 to apply to 2005
in our area. Just get on a plane and come out and take a look-see

for yourselves. It's just common sense and good judgement. Thank you.
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CMS-1502-P-70
Submitter : Dr. Jonathan Besthe . Date: 08/19/2005
Organization:  New York Presbyterian Hospital - Cornell Campus
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Date: August 16, 2005

To: Centers for Medicare and Medicaid Services
From: Jonathen Beathe, MD

Re: TEACHING ANESTHESIOLOGISTS RULE

1 amn writing to urge & change in payment policy for teaching anesthesiologists. The current Medicare teaching anesthesiologist payment rule is untwise, unfair and
unsustainable. Quality medical care, patient safety, and an increasingly elderly Medicare population, demand that the United States have a stable and growing pool
of physicians traitied in anesthesiology.

Anesthesiology teaching programs are suffering severe economic losses that cannot be absorbed clsewhere. Academic research in anesthesiology is increasingly
difficult to sustain, as department budgets are broken by this arbitrary Medicare payment reduction. The current Medicare payment policy is unfair.

The CMS anesthesiology teaching rule must be changed to allow academic departments to cover their costs, It is not fair, and it is not reasonable. Please recognize
the unique delivery of anesthesiology care and pay Medicare teaching anesthesiologists on par with their surgical colleagues.

Sincerely,

Jonathan Beathe, MD

Resident in Anesthesiology

Weill Cornell Medical College
New York Presbyterian Hospital
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CMS-1502-P-71
Submitter ; linda howe Date: 08/20/2005
Organization : linda howe
Category : Social Worker
Issue Areas/Comments
GENERAL
GENERAL

Santa Cruz County is not rural and our physicians need increased medi-care reimbursement. Physicians are refusing to take medi-care patients, forcing many of the

patients into emergency rooms for what should be routine care. Qur seniors and disabled are suffering enough with the high cost-of-living here; they should at
least be able to see a doctor. Thank you.

Linda Howe, Sr. Social Worker, Santa Cruz County
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CMS-1502-P-72
Submitter : Mr. Phillip Ayers Date: 08/20/2005
Organization:  Mr. Phillip Ayers
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

[ urge you to raise reimbursments for Santa Cruz County from rural to urban, Many Doctors are leaving our area becuse of the low rates and high cost of living here.
Many are also refusing new Medicare patients, the fastest growing segment of our pepulation. Santa Clara County with a lower cost of living already is higher than
Santa Cruz County, Santa Cruz County has not been rerated since 1967 and it has changed alot since then. We are already losing Doctors because of the low rates
and it needs to be changed. Look at the housing cost surveys in the area and you will see the very high cost here. Santa Cruz County is no longer a rural area.
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CMS-1502-P-73
Submitter : Mrs. Penelope Carless Date: 08/20/2005
Organization :  Mrs. Penelope Carless
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

I'am a Senior Citizen resident in Santa Cruz County, Califomia. I would urge that Santa Cruz County designation be changed from rural to urban. Doctors here are
leaving because they can't make a living in Santa Criz County secing mostly Medicare patients. From the patient’s point of view it is of great concern that many
doctors here are refusing to see any more Medicare patients because of the lack of adequate reimbursement. Please, change this unfair designation.
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CMS-1502-P-74
Submitter : Dorothea Gibson Date: 08/20/2005
Organization : Dorothes Gibson
Category : Individual
Issne Areas/Comments
GENERAL
GENERAL

Having retired within the past three years from working in a hospital environment for 24 years. | am well aware of the impact that Medicare reimbursement to
physicians at the rurai level has had on the rapid tumover of physicians in the Santa Cruz County area. Medicare needs to reimburse physicians in this area nearer or

have witnessed these changes. The cost of living and of buying a home in this area means that Medicare reimbursement for physicians, hospitals, and afl health care
providers should be incressed to encourage the location and retention of adequate medical personnel and facilities to provide for quality care for all Medicare
recipients and other citizens residing here.
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CMS-1502-P-75

Submitter : Heidi Donald, PHFN Date: 08/20/2005
Organization : Heidi Donald, PHN
Category : Nurse
Issue Areas/Comments

GENERAL

GENERAL

Re: CMS-1502-P

! urge an increase in Medicare reimbursement by designating Santa Cruz County an urban ares. I recently enrolled in Medicare and almost immediately needed
hospitalization. As a retired public health nurse, | was stunned at the low reimbursement rates to the physicians and hospital. Santa Cruz is no Tonger a rural area,
and reimbursement should reflect at least some realization of the high costs of living and working here.
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CMS-1502-P-76
Submitter : Dr. Donald Rowell Date: 08/20/2005
Organization :  Dr. Donald Rowell
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

[ support the proposal as a practicing physician in Sonoma County, Costs have risen, especially in Sonoma County, and the current reimbursement does not reflect
this. The coverage for the specialty of ENT/Head and Neck is especially weakened in Sonoma county as a result,

Page 28 of 53 August 22 2005 08:37 AM




CMS-1502-P-77

Submitter : Dr. David Schmidt Date: 08/20/2005
Organization :  Sonoma County Medical Association
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Re: GPClIs

As a physician practicing medicine in Sonoma County, California, I strongly support your propesal to create a new payment locality for Sonoma County. The new
locality would lessen the disparity between practice expenses and Medicare reimbursements.

This disparity has adversely affected our local health care system for several years. Medicare reimbursements have not kept pace with our increased costs for
providing such care, and a significant number of my colleagues have stopped taking Medicare patients, retired early, or have left the county. The disparity has also
hampered efforts to recruit new physicians 1o Sonoma County. Several years ago, half a dozen physicians in my group left the arca for ecomonic reasons.

By creating a new payment locality for Sonoma County, you will help ensure the viability of physician practices in this county. It should also improve access to
care for local Medicare beneficiarics. Currently, less than 50% of our primary care physicians accept new Medicare patients, Your proposal will correct existing
payment inequities and will help you achieve your goal of reimbursing physicians based on the cost of practice in their locality.

Thank you for the opportunity to comment on this important issue.
Respectfully,

David H. Schrnidt, M.D.

President Redwood Regional Medical Group

185 Sotoyome St.
Santa Rosa, CA 95405
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CMS5-1502-P-80

Submitter : linda lilleghaugen Date: 08/20/2005
Organization :  subject cms-1502-P
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Because Santa Cruz, Calif is classed as rual, few primary-care doctors accept new Medicare patienits--if any, My sister had terminal cancer and moved from the
Bay Area to be near her children. We found an oncologist that accepted Medicare, but finding a primary-care physician that would accept a new Medicare patient
was another story.

Having AARP as her supplemental insurance made no differnece. Because we could not find a primary-care physician, the oncologist had to try and be the
primary-care physician too. [t was a heartrending time and not having & primary-care physician added to the pain.

I can't understand why your center thinks of Santa Cruz as rural. I can't understand why this hasn't been rectified. Ican't understand why there's even debate about
this issue. It's a discrepancy---fix it. If no one in your department has not heard of Santa Cruz, let me tell you-—-it's pot rural. Santa Cruz is congested, with

house prices the third highest in the nation. During commute times, the cars are bumper to bumper on the freeway. A little beach city it is not. Santa Cruz is an
extension of the Bay Area/Silicon Valley.

Being able to find a primary-care physician wouldn't have changed my sister's impending death, but being able to find a primary-care physician at the beginning of
her iliness would have caused less stress for everyone.

Please, please, take that rural rating off of Santa Crvz, California. It's a blemish to our senior citizens that need to find qualified doctors when they are ill. What
goad does it do to have Medicare if no doctors accept it?
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CMS-1502-P-81

Submitter : Dr. Ronald Harter Date: 08/20/2005
Organization : Dr. Ronald Harter
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

1 wish to comment regarding the teahing rule for anesthesiolgy residency programs. 1 am disappointed that my specialty’s quest for parity with teaching surgeons
did not yet occur. | certainly agree with the proposed rule where it acknowledges that the existing policy is not workable for anesthesiologists and that revisions are
necessary. As before, the goal of our specialty remains achieving 100% of the Medicare fee for each of two overlapping procedures involving resident physicians.
The future of our academic training centers depends on scheiving parity with teaching surgeons under CMS. [ am but one of many anesthesiologists who has
recently left the faculty of 2 teaching program to enter private practice. In part, that move was necessitated by the growing disparity in income that can be obtained
in private practice, relative to teaching centers.
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CMS-1502-P-82

Submitter : Dr. milamari cunninghzm Date: 08/21/2005
Organization:  Cunaingham Anesthesia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

The current Medicare teaching ancsthesiologist payment rule is unwise, unfair and unsustainable,

Quality medical care, patient safety and an increasingly elderly Medicare population demand that the United States have & stable and growing pool of physicians
trained in anesthesiology,

Anesthesiology teaching programs, caught in the snare of this trap, arc suffering severe economic losses that cannot be absorbed elsewhere,

The CMS anesthesiology teaching rule must be changed to allow academic departments to cover their costs.

A surgeon may supervise residents in two overlapping operations and collect 100% of the fee for cach case from Medicare, An internist may supervise residents in
four overlapping outpatient visits and collect 100% of the fee for each when certain requirements are met. A teaching anesthesiologist will only coilect 50% of the
Medicare fee if he or she supervises residents in two overlapping cases.

This is not fair, and it is not reasonabie.

Medicare must recognize the unique delivery of ancsthesiology care and pay Medicare teaching anesthesiologists on par with their surgical colleagues.

The Medicare anesthesia conversion factor is less than 40% of prevailing commercial rates. Reducing thet by 50% for teaching anesthesiologists results in revenue
grossly inadequate to sustain the service, teaching and research missions of academic anesthesia training programs.

With Boone Hospital Center anesthesia department in Columbia MO which has a high Medicare load of patients in a private sctting has to be subsidized to continue
to function, what do you think the cash flow for the University of Missouri teaching anesthesia department is with 50% of Medicarc fee for 2 resident cases?

Anestheisa is only asking for parity with other physicians. The ancsthesia teaching rule is not equivalent to surgeon teaching rule.
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CMS-1502-P-83
Submitter : Dr. Donald Martin Date: 08/21/2005
Organization:  American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

I am writing to strongly urge CMS to apply the teaching physician payment policy equitably to all medical specialists, including anesthesiologists. Under the
teaching physician payment policy for complex surgery, the full fee schedule payment for a service is to be made 1o 8 teaching physician as long as the teaching
physician is present with the resident for the key or critical portions of the service. This rule was meant to apply to all physicians, However, for more than 10
years, anesthesiologists, for reasons that have never been clear, have been singled out and limited to payment of only 50% of the full fee schedule payment.

Itis long past time that this inequity shou'd be corrected. It places an unfair burden on teaching anesthesiology programs in Pennsylvania, including ours at Penn
State University, reducing our ability to recruit faculty members, train future anesthesiologists, and provide adequate access to quality care for Medicars beneficiaries
in our state,

Senator Rick Santorum was very clear in his May 6, 2005 letter to Dr. Mark McClelien, requesting that this situation be completely corrected, and hopefully this
year, for the benefit of all Medicare patients in Pennsylvania.

CMS-1502-P-83-Attach-1.PDF
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RICK SANTORUM

PENSTLUANA

FERING FO SING. AND UREAY A

AEPUBLICAN CONTEREMCE

— ?ﬂmt_m States Senate

SOGRETCTL

CTRITION AND FORESTRY
LES AND ADMIETRAT

o . SEECIRE ORI S g e
AR SRanIn imﬁenme.gﬁ'\'

May 6, 2005

Dr. Mark B. McClellan

Administrator

Centers for Medicare and Medicaid Services
Hubert H, Humphrey Building

200 Independence Avenue, S.W.

Room 314-G

Washington, D.C. 20201

Dear Administrator McClellan:

I am writing to ask that the reimbursement rules for teaching anesthesiologists be revised so
that payment for teaching anesthesiologists is equitable compared to other complex and
high-risk specialties under the Medicare teaching program. I am hopeful that this inequity
could be addressed in this year’s 2006 physician fee schedule rule.

As you are likely aware, under current Medicare regulations, other teaching physicians in
complex or high-risk medical specialties receive full Medicare reimbursement when
working with residents on overlapping cases, so long as the teaching physician is present
for critical or key portions of the procedure. The teaching physicians in other specialties
bill Medicare for full reimbursement for each of the procedures in which he or she was

mvolved.

Teaching anesthesiologists, also high-risk specialists, are permitted to work with residents
on overlapping cases so long as they are present for critical or key portions of the procedure
and immediately available during the other portions of the procedure. However, it is my
understanding that unlike the other complex and high-risk specialties, the teaching
anesthesiologists who work with residents on overlapping cases face a discriminatory
payment penalty under Medicare where the payment for each case is reduced 50 percent.

The 50 percent payment penalty has had a significant adverse impact on the programs in
the Commonwealth of Pennsylvania. For example, at the University of Pittsburgh Medical
Center alone, the anesthesia penalty reduces annual Medicare revenues by more than $4
mullion. Not only do these important academic programs have difficulty retaining skilled
faculty to train new anesthesiologists but, in some cascs, the revenue shortfalls which result
from this inequitable policy threaten the economic viability of the programs.

Therefore, 1 ask that the anesthesia teaching inequity be addressed in this year's 2006
physician fee schiedule rule in 2 manner consistent with Medicarc’s tcaching payment rules
for other complex or high-risk specialties. Your support for this change will go a long way
toward assuring that important academic programs are supported in their mission to train




future generations of physicians in Pennsylvania and across our nation. Further, I would
appreciate your advising me of your actions on this matter at your earliest convenience.
Again, thank you in advance for your attention to this important issue,

United States Senate
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CMS-1502-P-84
Submitter : Dr, Gifford Eckhout Date: 08/21/2005
Organization :  Cleveland Clinic Foundation
Category : Physician
Issue Areas/Comments
GENERAL
GEMNERAL

TEACHING ANESTHESIOLOGISTS:

T am writing to support changing the CMS payment methodology for tcaching anesthesiologists. The current reduction of 50% payment for working with two
residents concurrently is unfair to anesthesiologist training programs and is not consistent with CMS payment policies to other teaching physicians, such as
surgeons. This reduction is unwise, unfair, and unsustainable, 1 would make the following points:

1. Academic enesthesiology programs are struggling financially, due in large part to their generally high volume of Medicare patients

2. The CMS reimbursernent for anesthesia is about 35% of commercial payment in Ohio. A 50% reduction in this already insufficient amount is not economically
viable for any institution.

3. A surgeon may supervise two residents concurrently for invasive surgery and receive full CMS payment. It is obviously unfair and diseriminatoty to pay
teaching ancsthesiologists differently than other teaching physicians.

4. Medicare recipicnts of the future will rely heavily on the expertise, experience and scientific research into ancsthesiology that academic programs provide. The
crippling effect of the adverse reimbursement policy has a direct impact on these programs and their future,

1 strongly encourage CMS to revisit this payment methodology and pay teaching anesthesiologists the full CMS fee schedule for overlapping cases. We have the
additional support of Senator DeWine, whao recognizes the critical impact this rule has on Ohio?s teaching programs in anesthesiology.

Thank you for considering this important issue,
Gifford Eckhout, MD, MBA

Department of General Anesthesiology
Cleveland Clinic Foundation

Cleveland, OH 44105

216-444-6954

eckhoug@ccf.org

Page 36 of 53 August 22 2005 08:37 AM

S



*

CMS-1502-P-85
Submitter : Dr. Michael Reinhard Date: 08/21/2005
Organization:  Kaiser Permanente
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

As a physician practicing medicine in Sonoma County, California, I strengly support your proposal to create a new payment locality for Sonoma County. The new
locality would lessen the disparity between practice expenses and Medicare reimbursements.

The existing disparity has adversely affected our local health care system for several years. In many cases, Medicare reimbursements don? cover expenses, and a
significant oumber of local physicians have stopped taking Medicare patients or have simply left the county. This disparity has also hampered efforts to recruit new
physicians to Sonoma County.

By creating a new payment locality for Sonoma County, you will help ensure the viability of physician practices in the county and will improve access to care for
local Medicare beneficiaries. Your proposal will correct existing payment ineguities and will help you achieve your goal of reimbursing physicians based on the cost
of practice in their locality.

Thank you for the opportunity to comment on this important issue.
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CMS-1502-P-86
Submitter : Dr. Tricia Pockey Date: 08/21/2005
Organization :  Cornell University Anesthesiology
Category : Physician '
Issue Areas/Comments
GENERAL
GENERAL

! am writing to urge a change in payment policy for teaching anesthesiologists. The current Medicare teaching anesthesiologist payment rule is unwise, unfair and
unsustainable. Quality medical care, patient safety, and an increasingly elderly Medicare population, demand that the United States have a stable and growing pool
of physicians trained in anesthesiology.

Anesthesiology teaching programs are suffering severe economic losses that cannot be absorbed elsewhere, Academic research in anesthesiology is increasingly
difficult to sustain, as department budgets arc broken by this arbitrary Medicare payment reduction.

The CMS anesthesiology teaching rule must be changed to allow acadernic departments to cover their costs. Please recognize the unique delivery of anesthesiology
care and pay Medicare teaching anesthesiologists on par with their surgical colleagues.

Sincerely,

Tricia Pockey

Resident in Anesthesiology
Weill Comell Medical College
New York Presbyterian Hospital
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CMS-1502-P-87
Submitter : Pat Wells Date: 08/21/2005
Organization : Pat Wells
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

GPCls.....currently some doctors are moving out of santa cruz califomia and others are refusing care to medicare patients because in spite of the high cost of living
here we are designated as rural by medicaze..i hope that soon that designation is changed to urban, as it is in 8 other san francisco bay area counties, so patients here
in santa cruz can get adequate medical care and so there can be adequate reimbursement for physician . thank you for your aticntion...pat wells
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CMS-1502-P-88
Submitter : Mr. Eric Olsen Date: 08/21/2005
Organization:  Mr. Eric Olsen
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

GPCls Iurge youto desginate Santa Cruz and Sonoma counties as urban counties for Medicare payments,
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CMS-1502-P-89

Submitter : Dr. Bahar Aghighi Date: 08/21/2005
Orgapization:  Sants Cruz Medical Foundation
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

GPCIs

As 8 young physician living and practicing in Santa Cruz, CA, I see an urgent need to change Santa Cruz locality. Santa Cruz is not & tural area. The cost of living
has become so high that many young physicians can not afford living in Sante Cruz and many of our Medicare patients cannot find primary care physicians as less
and less PCPs are accepting Medicare patients, We are dealing with a health crisis here if GPCI is not going to be changed for next year,

Bahar Aghighi MD
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CMS-1502-P-90

Submitter : Mrs. Teresa Ruff Date: 08/21/2005
Organization:  Mrs, Teresa Ruff
Category : Individual
Issue Areas/Comments

GENERAL

GENERAL

GPCls

We would like to express our support in the decision to remove Santa Cruz County from CA Locality 99. Santa Cruz County is no fonger a rural area. I grew up
here in San Lorenzo Valley (part of Santa Cruz County), as has my father, and it has expanded beyond the definition of a rural area. We would like to see more
support for all of the medical facilitics in this County.

Please show your support for our cotimunity by making this change. We may have the beach, a lot of trees, and the mountains here in the County, but we have far
teo many people to take care of to be considered "real” any longer. Thank you for your time and consideration,
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CMS-1502-p-91

Submitter : Mr. Steven Ruff Date: 08/21/2005
Orgapization :  Central Coast Sleep Disorders Center
Category : Other Technician
Issue Areas/Comments
GENERAL
GENERAL

I would like to express my support in the decision to remove Santa Cruz County from CA Locality 95. Santa Cruz County is no longer a rural area. ] would like to
see more support for all of the medical facilities in this County. We necd physicians to stay in Santa Cruz County {especially in my field of Sleep Medicine) rather
than having to go to another county because they can rightfully earn more than here. If the physicians leave, then the patients will have to travel a greater distance to
seek care. It is also known that some physicians in this area can't accept Medicare because it's too much of a burden.

Please show your support for our community by making this change. Santa Cruz County is no longer a "rural™ area. Thank you for your time and consideration.
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CMS-1502-P-92
Submitter : Mrs. Mary Phillips Date: 08/21/2005
Organization :  private citizen/retired
Category : Other
Issue Areas/Comments
GENERAL
GENERAL

GPCls Santa Cruz County has some of the most highly trained physicians in the nation, many of them associated with Stanford University Hospital and Cancer
Center. However, for the past 10 years, Medicare designates SCC as rural and its physicians are paid 25 percent less than neighboring counties. Many can no
longer afford to live here and move away, or refuse Medicare patients. | support the urban designation to increase Medicare payments to county doctors.
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CMS-1502-P-93
Submitter : Mr. Robert Mapes Date: 08/21/2005
Organization :  Mr. Robert Mapes
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

GPCIs. Please designate Santa Cruz County California as urben instead of rural. We have 2 very high cost of living here, and our doctors are leaving,
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CMS-1502-P-94

Submitter : Mrs. Gail Mapes Date: 08/21/2005
Organization:  Mrs. Gail Mapes
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

GPCls. Please designate Santa Cruz County California as urban instead of rural, We have & very high cost of living here, and our doctors are leaving.
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CMS-1502-P-95

Submitter : Ms. Joy Bertrand
Organization:  N/A
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL
“GPClIs"

T urge you to change Santa Cruz County's rural designation and increase physician payments 10%
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CMS-1502-P-96
Submitter ; Carolyn Chiesa Date: 08/21/2005
Organization : Carolyn Chiesa
Category : Health Care Industry
Issue Areas/Comments
GENERAL
GENERAL

Santa Cruz County in California MUST be changed to the urban designation. it is crucial for the recruitment and retention of doctors, There has been an dramatic
exodus of physicians and many more are planaing to leave if the designation is not changed. Medicare patients wait weeks to get an appointment! All costs are
higher here than in "rutal” areas : rent, salaries, support staff. This is the central coast of California. A very ordinary home herc costs upwards of $900,000.
Doctors making $100,000 to $180,000 have a hard time qualifying! Even as small as the proposed increase is, it will make a big difference. The situation here is
dire. WE NEED HELP NOW. We qualify for the urban designation. We DESERVE recognition of our huge contribution to Medicare.
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CMS-1502-P-97

Submitter : Ms. Madeline Spencer Date: 08/22/2005
Organization :  Ms. Madeline Spencer
Category : Health Plan or Association
Issue Areas/Comments

GENERAL

GENERAL

GPCls

We support the increase in Medicare reimbursement rates to doctors in Santa Cruz County by changing our designation from rural to urban, Santa Cruz is one of the
most expensive arcas in the country and we are part of the extended Bay Ares, yet we are considered rural. This designation has not been changed in 40 years. Tt is
not fair to our doctors, our seniors and our disabled to retain this archaic designation. We are losing many of our good doctors who are underpaid and can not afford
housing here.

Please make this change.

Madcline Spencer
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CMS-1502-P-98

Submitter ; Ms. Mayrebelle Lukins Date: 08/22/2005
Organization: Ms. Mayrebelle Lukins
Category : Health Plan or Association
Issue Areas/Comments

GENERAL

GENERAL

GECls

We support the increase in Medicare reimbursement rates to doctors in Santa Cruz County by changing our designation from rural to urban. Santa Cruz is one of the
most expensive areas in the country and we are part of the extended Bay Area, yet we are considersd ural, This designation has not been changed in 40 years. It is
not fair to our doctors, our seniors and our disabled to retain this archaic designation. We are losing many of our good doctors who are underpaid and can not afford
housing here.

Please make this change,

Mayrebelle Lukins
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CMS-1502.pP-99
Submitter : Susan Howells Date: 08/22/2005
Organization ; Susan Howells
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

I support the change of designation for Santa Cruz County, Califomia from Rural to Urban. This is an extremely expensive area in which to live & work, We
simply cannot retain medical professionals if they are reimbursed at rates out of sync with the cost of living in this area.

My 82 year old father in Jaw recently moved to this area to be close to his only son. We have had o luck - in 3 years — finding an acceptabie physician that
will take a new Medicare patient (with an active case of emphesema. He does not have a primary care doctor at this time.

In order to care for our aging population and to attract and retain physicians our Medicare reimbursement designation must change to be competitive with our
neighboring counties.

Thank you for your consideration.

Suz Howells
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CMS-1502-P-100

Submitter : Dr. Renwick Curry Date: 08/22/2005
Organization:  Dr. Renwick Curry
Category : Individual
Issue Areas/Comments

GENERAL

GENERAL
+ RE: GPCls

Because Senta Cruz County, California, is now designated as a "rurel” county, Medicare payments fall far below actual costs. We are very close to the San Francisco
Bay area, so many physicians have left to practice there. Most of the other physicians remaining in Santa Cruz have stopped accepting new Medicare patients.

Please change the designation for Santa Cruz County from a rural designation to an urban designation.
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