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September 15, 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

An important concern is facing academic anesthesiology departments throughout the
country. Teaching institutions are facing severe shortages in federal funding. If
allowed to continue, this may potentially cause inadequate access to services by
patients in need.

Speaking as a physician in a teaching institution, one cause for this problem can be
attributed to the CMS rules for Part B reimbursement in that reimbursement for
anesthesia residents is not cover by a full fee unless supervised on a one-to-one basis.
This same rule does not apply to our colleagues performing surgery. They are allowed
full payment for supervision of overlapping cases as long as they are present for a
critical portion of the procedure. This rule, along with the cuts to teaching institutions
in the Balanced Budget Act of 1997, have made it difficult to fund our academic
environment and provide adequate services to ali patients. Medicare and Medicaid
patients are hit the hardest by this rule as the inadequate funding makes it difficult for
them to access quality patient care.

Anesthesiologists at teaching institutions should be allowed to supervise overlapping
cases involving residents and receive a full fee for each case. The current CMS rule is
discriminatory and does not allow teaching programs adequate federal support. Please
consider improvements to the Medicare reimbursement structure by allowing this rule
change. Future anesthesiologists and patients can only benefit in the long run. Thank
you for your considered support.

Sincerely,

(Mo, C. LIt 1o

Alan C. Weintraub, MD
Vice-Chairman

Department of Anesthesiology
Baystate Medical Center

Assistant Professor of Anesthesiology
Tufts University School of Medicine
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Deborah J. Bautista
1737 Glenbrook Dr.
Santa Rosa, CA 95401

September 9, 2005

Centers for Medicare & Medicaid Services
Dept. of Health & Human Services

Atten: CMS 1052-P

P O Box 8017

Baltimore, MD 21244-8017

Re: Geographic Practice Cost Indices
Dear Sir or Madam

For many years Medicare has classified Sonoma as a “rural” county and has
reimbursed the county’s doctors at much lower rates than doctors in so-called “urban’
counties. Sonoma County is no longer a rural area. We have close to a half million
people in Sonoma County, and Santa Rosa has become a major city.

Medical expenses in Sonoma County are much higher than in other “rural” counties.
The Medicare reimbursement rate does not just impact those covered by Medicare.
Many heaith plans base their reimbursement or per capital to doctors based on the
Medicare reimbursement rate. The current “rural” rate used in Sonoma County in no
way keeps pace with the cost of care.

This disparity between expenses and reimbursements has seriously affected our local
health system. Several physician groups and Health Pian of the Redwoods went
bankrupt. | personally have had to change doctors numerous times because my
doctors left the area when they were no longer able to afford to practice medicine in
Sonoma County.

| urge you to adjust the Medicare reimbursement rate for Sonoma County to truly reflect
the cost of care, so that we can keep good doctors practicing medicine in Sonoma

County.

Sincerely,

=

Deborah J. Bautista
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September 20, 2005

Mark McClellan, M.D., Ph.D.

Administrator

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Attn: CMS-1502-P/TEACHING ANESTHESIOLOGISTS
P.O. Box 8017

Baltimore, MD 21244-8017

Dear Dr. McClellan:

I am writing as Anesthesiologist-in-Chief and Residency Program Director at the University of
California San Diego (UCSD) to urge the Centers for Medicare and Medicaid Services (CMS)to
change the Medicare anesthesiology teaching payment policy.

Medicare’s discriminatory payment arrangement, which applies only to anesthesiology teaching
programs, has had a serious detrimental impact on the ability of programs to retain skilled faculty
and to train the new anesthesiologists necessary to help alleviate the widely-acknowledged
shortage of anesthesia providers -- a shortage that will be exacerbated in coming years by the
aging of the baby boom generation and their need for surgical services. Because of the severe
budgetary disadvantages imposed by this unfair rule, our teaching program, and our ability to care
for these patients in a timely, humane way are in jeopardy. A large portion of our patient
population at UCSD is Medicare and MediCal funded. We have, as both a department and
institution, adopted the policy that we will care for these patients regardless of the extremely
poor compensation, simply because the patients need the care and have nowhere else to go.
Because of the resulting low financial compensation for the faculty, our department is suffering
poor faculty retention and difficulty recruiting. Over the past two months alone we have lost
four strong, bright young faculty because of an inability to compensate them adequately. All
four have gone to practices in which there is no residency training, and a lower proportion of
Medicare. All these faculty were good teachers, so our program is now suffering both a decreased
ability to provide clinical care and decreased capacity to provide high quality education.
Simultaneously, our department is suffering a severe, accumulating budget deficit. If you
question whether these problems can be traced to poor Medicare/MediCal reimbursement,
consider this: 45% of our patient population is either Medicare or MediCal. The current average
yield for Anesthesiology services in California is $52/ASA unit. Our contract floor at UCSD is
$46/unit. The Medicare conversion factor in California is only $17.55/unit. Because of the
teaching rule, our yield on Medicare anesthetics is an astoundingly low $9.64/unit. In fact,
because the cost of providing the care far exceeds the reimbursement, the more Medicare
anesthetics we provide, the greater our budget deficit.

Under current Medicare regulations, teaching surgeons and even internists are permitted to work
with residents on overlaovine cases and receive full pavment so lone as the teacher is present for




'—'ﬁ

reimbursement for each of the two procedures in which he or she is involved. An internist may
supervise residents in four overlapping office visits and collect 100% of the fee when certain
requirements are met.

Teaching anesthesiologists are also permitted to work with residents on overlapping cases so long
as they are present for critical or key portions of the procedure. However, unlike teaching
surgeons and internists, since 1995 the teaching anesthesiologists who work with residents on
overlapping cases face a discriminatory payment penalty for each case. The Medicare payment
for each case is reduced 50%. Remember, when Anesthesiologists simultaneously cover two
anesthetizing locations, they assume 100% of the medical responsibility and 100% of the
medico-legal risk for those anesthetics. Why should they then receive only half of what already
is an extremely low reimbursement? This penalty is not fair, and it is not reasonable.

Correcting this inequity will go a long way toward assuring the application of Medicare’s
teaching payment rules consistently across medical specialties and toward assuring that
anesthesiology teaching is reimbursed on par with other teaching physicians.

Please end the anesthesiology teaching payment penalty.

Gerard R. Manecke J¥, M.D
UCSD Medical Center
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R. LAWRENCE SULLIVAN, JR., M.D.,, EA.CA.
DIPLOMATE AMERICAN BOARD OF ANESTHESIOLOGY

DEPARTMENT OF ANESTHESIOLOGY

HOME OFFICE O'CONNOR HOSPITAL
1345 WEBSTER STREET 2105 FOREST AVENUE
PALQ ALTO, CALIFORNIA 94301 SAN JOSE, CALIFORNIA 95128
(650) 327-5339 (408) 298-3218 SCHEDULING
FAX (630) 327-7301 September 9, 2005 (800) 955-8818 BILLING

Center 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

To whom it may concern:

It is my understanding that attempts to correct the unreasonable policy of paying teaching
anesthesiologists only 50% of the usual fee for anesthesia services when working on two
concurrent resident cases remains unresolved within the Centers of Medicare and
Medicaid Services (CMS)

1 URGE CMS TO PROVIDE FULL PAYMENT FOR ALL PATIENTS CARED
FOR BY TEACHING ANESTHESIOLOGISTS WORKING WITH RESIDENTS.

Until a few years ago, Medicare had paid teaching anesthesiologists their full fee in
compliance with the Medicare Fee Schedule. Since adopting the policy of paying only
50% of the requisite fee when teaching anesthesiologists are working with residents on
two concurrent cases, academic anesthesia departments across the United States have
experienced severe, unwarranted, and unfair budget shortfalls. The result of this folly has
been:

* non-competitive salaries for anesthesia faculty resulting in many anesthesiologists
leaving academic practice.

* unfilled anesthesia residency slots due to inadequate funding and/or insufficient
faculty thus contributing to an already established shortage of newly trained
anesthesiologists.

* insufficient number of faculty members resulting in reduced opportunities for research
in anesthesiology.

* inability to attract and retain anesthesia faculty to meet the anesthesia needs of
academic centers resulting in inefficient scheduling and economic losses. Academic




centers tend to have a greater share of Medicare and Medicaid beneficiaries than non-
academic settings.

CMS currently reimburses surgeons 100% when working with residents on overlapping
cases. Anesthesiologists should receive the same full fee consideration as surgeons. It
should also be emphasized that Medicare pays a much lower percentage of usual and
customary fees to anesthesiologists than to other physician specialists (25-40% vs 50-
70%), thus exacerbating the financial impact of the current rule on anesthesiology
training programs.

R. Lawrence Sullivan, Jr., M.D.

cc. Senator Barbara Boxer
Senator Dianne Fienstein
Congresswoman Anna Eshoo
Congressman Sam Farr
Congresswoman Zoe Lofgren
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Post Office Box 65 « Capitola, CA 95010 « (831) 475-1222
September 16, 2005

Center for Medicare and Medicaid Services
Dept. of Health and Human Services
Attention: CMS-1502-P

Post Office Box 8017

Baltimore, MD 21244-8017

RE: File Code CMS1502-P
Issue Identifier: GPCI Payment Localities
Dear Member of the CMS Staff:

Physicians in Santa Cruz County receive reimbursement levels approximately 25% less than
physicians in two of our neighboring counties. I have been informed that current payments are
about 10% less than they should be, given the county’s current GAF. Clearly, they do not reflect
the extraordinarily high cost of practice within our community, which is adjacent to the San
Francisco/Bay Area region.

Thus, I am in strong support of the proposed revision to physician payment localities in California
that you published earlier this month. It is my hope, and that of other longtime residents and
employers of Santa Cruz County, that this rule be adopted in November as final.

My experience as a member of the Dominican Hospital Foundation has allowed me to follow the
issues surrounding the inclusion of Santa Cruz County within Locality 99 for all too long. More
importantly, my vantage point as a member of the hospital’s foundation has allowed me to
witness first hand that as our physicians age, retire, or just move away, our community struggles
to attract new physicians to take their place. Thus, I welcome enthusiastically the opportunity to
support your proposed solution to the current inequitable payment policy.

I do realize that there will be some self-serving objections for proposing a rule that addresses this
problem for both the physicians and residents of Santa Cruz County. However, I do expect that
you will act fairly and appropriately in face of these objections in order to ensure reasonable
access to high quality care for all who work and reside in this community.

Sincerely,

/!&’D-Bmfa,_.

Ted Burke
Co-Owner
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September 15, 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

Teaching institutions across the country urge your support to increase
federal funding for academic anesthesiology departments. Current
CMS rules make it difficult for departments like ours to survive.

Under current guidelines, cases involving residents can only be
reimbursed a full fee if they are supervised on a one-to-one basis. It
does not allow for overlapping cases to each realize a full fee for
services. Surgeons at teaching institutions are not restricted by the
same rules. They collect the full fee as long as they are present for the
key portions of the procedures. This puts academic anesthesiology
departments such as ours at a disadvantage as we cannot collect the full
fees for reimbursement of similar cases. Patients, especially those
covered by Medicare and Medicaid will potentially have difficulty
accessing adequate patient care if this practice is allowed to continue.

The more flexible rule allowed for surgeons, if applied to
anesthesiologists in teaching institutions, would go a long way toward
improving funding for our programs and increase patient satisfaction. I
urge you to consider recommending this change for the enhancement of
teaching facilities and improvement of quality patient care.

Sincerely,

v -

Robert B. Steinberg, Ph.D.,
Director of Pain Management Services
Department of Anesthesiology
Baystate Medical Center

Assistant Professor of Anesthesiology
Tufts University School of Medicine

bOT
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County of Santa Cruz

HEALTH SERVICES AGENCY

609

POST OFFICE BOX 962, 1080 EMELINE AVENUE SANTA CRUZ, CA 95081-0962
(B31) 4544120 FAX: (831) 4844272 TDD: (831) 4544123

Center for Medicare & Medicaid Services
Department of Health & Human Services
Attention CMS 1502-P

P.O. Box 8012

Baltimore, MD 21244-8012

Re: File Code CMS 1502-P

I am writing on behalf of the Santa Cruz County Emergency Medical Care Commission to strongly support your
proposed revision to physician payment localities in California recently publishet in the reference rule. Our
Commission is responsible for advising the Board of Supervisors, the medical commmmnity, and the public regarding
issues that pertain to emergency medical services. The commission is very concerned about the health of our
medical care system. Because our seniors struggle to find primary care physicians, many must resort to seeking care
in our emergency departments, leading to serious overcrowding in the county’s emergency rooms. Some patients
need hospital admission for conditions that may have been treated on an outpatient basis if they had had access to a
primary care physician. Furthermore, some critically ill patients must be transported out of the county for care
becanse the hospitals do not have the necessary medical specialists on staff.

The Santa Cruz County Emergency Medical Care Commission has written you previously to express our concern
about the viability of the health care system which serves our residents. The great difference between the cost of
medical practice in Santa Cruz County as measured by GAF cost values and the low rate of reimbursement due to
being assigned to Locality 99 has made recrmitment and retention of physicians willing to serve Medicare
beneficiaries very difficult.

We were pleased to see that your proposed rule would alieviate this problem by removing Santa Cruz and Sonoma
Counties from Locality 99 and placing them into unique localities. We laud your efforts to rectify this long-standing
inequity. Your proposal will be of great help in ensuring access to necessary health care services. The proposed
rule is fair. Neighboring counties to Santa Cruz and Sonoma have some of the highest payment levels for physicians
in the nation. The adjustment you propose appropriately addresses this payment imbalance. This revision would
bring you closer to your goal of reimbursing physicians based on the cost of practice in their locality.

/ﬁnﬂwﬂﬂ
T

Chair, Emergency Medlcal Care Commmmon
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2258 Coventry Court
Santa Rosa, CA 95401

September 21, 2005

GPClIs Attention: CMS-1502-P
Centers for Medicare and Medicaid Services

Department of Health and Human Services

P. 0. Box 8017

Baltimore, MD 21244-8017

Dear Sir/Madam:

I am writing to urge you to increase the reimbursement
rate for Sonoma County physicians.

I am a resident of SonomaCounty, presently on Medicare
{age 75), and have a primary care physician from
Sonoma County.

When I was forced to change Medical Insurance Companies
several years ago, there was only one group of primary
care physicians in the plan who were accepting new
patients.

I have been informed from many sources that there is a
shortage of primary care physicians in this area partly
because of the inadequate Medicare reimbursement rate.
Since 1living costs and other expenses in this area

are among the highest in the state, it seems to me

clearly unfajir--and harmful to patients--to have a
reimbursement rate lower than other expensive urban areas.

Thank you for your attention to this matter.
Sincerely,

Eugene Gerard
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Leonard F Ditmanson, MD

ARIZONA MEDICAL President
ASSOCIATION Chic Older
Arizona Physicians Commitied lo Quality Care Executive Vice President

810 W. Bethany Home Rd. » Phoenix, AZ 85013-1699 # Tel: (602) 246-8901 » Toll-Free: (800) 482-3480 » Fax: (602) 242-6283 » www.azmedassn.org

September 20, 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: Discriminatory Medicare Anesthesiology Teaching Rule

| am writing on behalf of the Arizona Medical Association (ArMA) and at the request of Arizona Society of
Anesthesiologists to comment on the CMS Medicare anesthesiology teaching rule. An enclosed fact
sheet from the American Society of Anesthesiologists describes the issue, which our research has
verified. In summary, Medicare reimbursement is reduced for anesthesiologists supervising and teaching
resident physicians.

Other physicians are not subjected to such Medicare reimbursement reductions. As you know, academic
medicine is experiencing significant financial challenges. This is of grave concern to ArMA as Arizona is
confronting a major physician shortage. Added to this, the arbitrary and unreasonable Medicare fee
reduction for teaching anesthesiologists makes it very difficult or impossible to train future
anesthesiologists.

We believe correcting the problem of inequitable Medicare reimbursement for teaching anesthesiologists
is necessary to ensure an adequate number of anesthesiologists in the future. We urge you to apply the
same teaching rules consistently to all high-risk specialties, including anesthesiology.

| trust this information will be of use to you. Should you have questions, please do not hesitate to contact
me personally.

Res

David Landrith, Vice President
Policy and Political Affairs

Enclosures

cc. Brenda Gentz, M.D., President, Arizona Society of Anesthesiologists
Jeff Mueller, M.D., Vice President, Arizona Society of Anesthesiologists

M. Zuhdi R. Screven Farmer, 1L, MD - Mary E. Rimsza, MD Beth A. Purdy, MD Jacqueline A. Chadwick, MD Philip E. Keen, MD Bruce A.
Jasser, MD Vice President Secretary Treasurer AMA Delegation Chair Tmmediate Past President Bethancourt, Jr.. MD
President-Elect Onlgoing
Karla L. Birkholz, MD Roberto P. Garcia, MD Paula F. Nadell, MD Past President

At-Large Member At-Large Member At-Lar- 'ember
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AMERICAN SOCIETY
OF ANESTHESIOLOGISTS

Office of Govemmenial Affairs
1101 Vermont Avenue, N.W., Sulte 6046 « Washington, DC 20005
(202) 289-2222 » Fax (202) 371-0384 « mal@ASAwash.org

Fact Sheet: Medicare Discriminatory Anesthesia Teaching Policy

BACKGROUND. Under the Medicare program anesthesiologists who train anesthesia residents are reimbursed
under the Part B teaching reimbursement rules. Historically, anesthesia training reimbursement was guided by
HCFA Intermediary Letter 372 which permitted teaching anesthesiologists to oversee two concurrent resident cases
and bill for full reimbursement for each case if an “attending physician” relationship was established in each case.
Most carriers routinely approved full reimbursement.

In 1995 as part of the physician payment rule, new teaching reimbursement rules for all specialties was released
generically stating that the teaching physician must be present for the key portion of any service or procedure in
order to receive full reimbursement. In the case of “surgical, high-risk or other complex procedures, the teaching
physician must be present during all critical portions of the procedure and must be immediately available to furnish
services during the entire service or procedure™. For anesthesiology teaching, however, the rule allowed full
reimbursement only for a single case involving a single resident, thereby reducing reimbursement for
anesthesiology training by 50% from that historically allowed.

ISSUE. The 1995 anesthesiology teaching rule is not consistent with teaching rules that apply for teaching surgical
and other complex or high-risk procedures. HCFA at that time justified its decision to pay a teaching
anesthesiologist full reimbursement only for one-on-one cases on the grounds that teaching surgeons were subject
to the same or an “analogous” limitation. However, this was not true then and it is not true now.

The current CMS instructions to Medicare carriers provide that in order for a surgeon to bill Medicare for full,
reimbursement for two overlapping surgeries, the teaching surgeon must be present only during the critical or key
portions of both procedures. There is no requirement that teaching surgeons train, as is required for teaching
anesthesiologist, only one resident on a single case in order to receive full reimbursement,

The 1995 teaching rules have had a devastating negative effect on already-strapped anesthesia teaching programs
attempting to retain skilled faculty and train new anesthesiologists to help alleviate the widely-acknowledged
shortage of anesthesia providers. A 2003 survey of anesthesia departments disclosed that four out of five had open
faculty positions, that 25% had closed anesthetizing locations due to lack of faculty, and that the average
institutional operating support per department was $3.4 million — an increase of 43% per faculty FTE over 2002.

ASA has urged CMS to apply the teaching rules consistently across all complex or high-risk speciaities, so that
anesthesiology teaching is reimbursed on par with reimbursement for surgery and other high-risk specialty
teaching.

520 N. Northwest Highway Park Ridge, IL 60068-2573
(847) 825-5586 Fax: (847) 825-1692 . E-mail; mail@ASAhq.org wwwASAhq.org
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College of Medicine AR.[ZONA ® P.O. Box 245114

Department of Anesthesiol
epartment of Anesthesiology HEALTH SCIENCES C R {;2(:8;22 1:;_2% 231’24-5114

T FAX: (520) 626-6943

September 1, 2005

Centers for Medicare & Medicaid Services

Department of Health and Human Services

ATTN: CMS-1502-P .
P.0G. Box 8017

Baltimore, MD 21244-8G17

Dear Dr. McClellan:

I'am writing to you to ask for your assistance in our efforts to fix the flawed Medicare anesthesiology teaching
payment rule. As academic “teaching” anesthesiologists, we were deeply disappointed that changes to the Teaching
Rule (CMS-1502-P) were not included in the August 1, 2005 version of the Medicare Fee Schedule for 2006. We
feel that the current Medicare teaching anesthesiologist payment rule is unfair and unsustainable.

As you may be aware, University Medical Center in Tucson, Arizona is the only trauma center located between
Phoenix and the U.S. - Mexico border. As academic physicians, we manage patients with complex and difficult
health issues. Many of these patients are referred to us by community physicians and facilities that feel unable to
treat the patient adequately. As “teaching” anesthesiologists, we train resident physicians to care for these sick and
elderly individuals. Our mission is to train resident doctors so that they are able to return to their communities and
provide the same level of care. As academic physicians, we also participate in research and developing standards and
guidelines that benefit both our patients and the anesthesiology community.

We, as an academic department, are under significant stress as we try to maintain balance between the provision of
clinical care, teaching and research. The Medicare Teaching Rule (CMS-1502-P) unfairly singles out
anesthesiologists who remain in academic institutions. A surgeon, working in the same operating room, 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. This burden is carried in addition to the current Medicare anesthesia
conversion factor that is less than 40% of prevailing commercial rates. In our institution, 62% of our patients are
insured by federal payers.

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. In order to train these doctors to provide the
excellent care that Medicare patients have come to expect, “teaching” anesthesiologists must be retained and not
driven out of academic medicine because salaries cannot be supported by department budgets. We are asking for
your support to protect our academic anesthesiology program. Please correct the anesthesia teaching payment policy.

Melinda Hayes, M.D. @/

cC: ASA Board of Directors
Sen. John MeCain
Sen. Jon Kyl

The University of Arizona Coileges of Medicine, Nursing, Pharmacy, and School of Health Related Professions
University Medical Center and The University Physicians
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Centers for Medicare & Medicaid Services
Department of Health and Human Services
ATTN: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

September 1, 2005
Dear Dr. McClellan:

[ am writing to you on behalf of the Arizona Society of Anesthesiologists to ask for your assistance in our
efforts to fix the flawed Medicare anesthesiology teaching payment rule. We support the academic
anesthesiology teaching programs in our state and understand that they are facing significant stress. We
were deeply disappointed that changes to the Teaching Rule (CMS-1502-P) were not included in the
August 1, 2005 version of the Medicare Fee Schedule for 2006, We fzel that the current Medicare
teaching anesthesiologist payment rule is unfair and unsustainable. The state of Arizona relies on the
anesthesiology programs within its borders to educate anesthesiologists to provide care for its citizens.

As you may be aware, University Medical Center in Tucson, Arizona is the only trauma center located
between Phoenix and the U.S. - Mexico border. Mayo Medical Center in Phoenix, Arizona is world
renowned for its excellent care. As academic physicians, these doctors manage patients with complex
and difficult health issues. Many of the patients are referred by community physicians and facilities that
feel unable to treat the patient adequately. The mission of these institutions is to train resident doctors so
that they are able to return to their communities and provide the same level of care. As academic
physicians, these same doctors participate in research and developing standards and guidelines that
benefit both our patients and the anesthesiology community. .

These academic departments are under significant stress as they try to maintain a balance between the
provision of clinical care, teaching and research. The Medicare Teaching Rule (CMS-1502-P) unfairly
singles out anesthesiologists who remain in academic institutions. A teaching anesthesiologist will only
collect 50% of the Medicare fee if he or she supervises residents in two overlapping cases. This burden is
carried in addition to the current Medicare anesthesia conversion factor that is less than 40% of prevailing
commercial rates. At both the University of Arizona and Mayo Medical Center, 62- 71 % of patients carry
federal insurance.

Quality medical care, patient safety and an increasingly elderly Medicare population dernand that the
United States have a stable and growing pool of physicians trained in anesthesiology. In order to train
these doctors to provide the excellent care that Medicare patients have come to expect, “teaching”
anesthesiologists must be retained and not driven out of academic medicine because salaries cannot be
supported by department budgets. As members of the Arizona Society of Anesthesiologists, we are
asking for your support to protect our academic anesthesiology program, Please correct the anesthesia
teaching payment policy.

you.
,&-/ /GZ{ w2

renda A. Gentz, M.D.
President, Arizona Society of Anesthesiologists

Th.
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525 Laurel St. Ste. 140
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Protect, through advocacy, education and intervention, the rights of facility-placed
seniors and disabled persons, and individuals with mental health needs.

September 20, 2005

Center for Medicare and Medicaid Services
Department of Health and Human Services
Artention CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Re: GPCls
To Whom It May Concern:

Ombudsman/Advocate, Inc, an independent nonprofit housing the Long-Term Care Ombudsman
Program and the Patients’ Rights Advocate Program for Santa Cruz and San Benito Counties,
strongly supports the proposed revision to the physician payment localities in California that you
published in the referenced rule.

Your action to address this issue for physicians in Santa Cruz County will greatly assist the seniors
and disabled eligible for Medicare in accessing medical care by providing a more comparable
reimbursement rate to our County’s physicians. San Francisco and Santa Clara Counties are our
neighbors and they receive some of the highest payment levels for physician services in the nation.
The populations we serve have experienced closed censuses and physicians exiting our community
due to the low reimbursement rate in the third highest cost of living county in the nation. The
adjustment that you propose appropriately addresses this current inequity and fundamental issue
of fairness.

We understand that CMS has made no revisions to the localities since 1996. We appreciate you
selecting the most important area in our state to begin to correct this problem.

Sincerely, /
e iK

Richard Hill,
Ombudsman/Advocate, Inc.
Santa Cruz, California

Supported by: Individual Contributions » City of Capitola « City of Santa Cruz « City of Scotts Valley » City of Watsonvillé
Mental Health of San Benito County » Mental Health of Santa Cruz County » Santa Cruz County
Seniors Council of Santa Cruz & San Benito Counties  United Way of San Benito County & United Way of Santa Cruz County

Mamber

e
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September 23, 2005

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

P.O. Box 8017

Baltimore MD 21244-8017

RE: GPClIs

Dear CMS Staff,

I am a physician practicing in Santa Cruz County, California and I understand that there is finally
a proposal to create a new payment locality for Santa Cruz County. This is something that should
have been implemented long ago. Because of the high cost of practice expenses in this area,
Medicare reimbursement has been inadequate to compensate physicians for treating Medicare
patients, and as a result more and more physicians, including myself, are having to limit or
discontinue seeing Medicare patients.

This proposal to create a new payment locality for Santa Cruz County will be an important step
in correcting existing inequities, and help insure continuing access to medical care for Medicare

patients.

Thank you for your attention to this important matter.

Sincerely,

i £ 5%

Gordon E Lee, M.D.
1505 Soquel Drive Suite 8
Santa Cruz, Ca 95065
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Administrator Mark McClellan

Center for Medicare and Medicaid Services
U.S. Department of Health and Human Services
P.O. Box 8017

Baltimore, MD 21244-8017

Denise Kappler

11000 Lake Bivd.

Felton, CA 95018

Dear Administrator McClellan:

| write to express my very strong support for CMS’ proposed
revision to the physician payment localities for Santa Cruz and
Sonoma counties.

There is currently a large payment discrepancy for physicians

" in Santa Cruz and Sonoma counties due to their being classified

as “rural” counties. Counties neighboring Santa Cruz and Sonoma
counties have some of the highest payment levels for physicians
in the nation. The discrepancy is causing physicians to leave
Santa Cruz and Sonoma counties, and quality health care has
suffered as a result. This reassignment will help the counties
provide sufficient health care services for its residents.

| commend CMS for acknowledging the discrepancy in payment for
physicians, and for proposing this change to correct the

situation. Should you have any questions, please feel free to
contact me in my San Jose Office. Thank you for

your consideration.

Sincerely,

d (o

Denise Kappler

bl
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September 24, 2005

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

PO Box 8017

Baltimore, MD 21244-8017

Re: File Code CMS-1502-P

Issue Identifier: GPCI's/Payment Localities

To Whom It May Concern:

{ am a retired optometrist and a Medicare beneficiary. | live in Santa Cruz
County California. | am fortunate to receive care from a fine physician. |
understand that this rule modification will remove my county from the “Rest of
California” designation and will reimburse physicians on par with other oountles
in the San Francisco, San Jose greater Bay Area.

| appreciate your attention to this important issue. | strongly support the
proposed changes you have made.

Sincerely:

-

Wa immerman, O.D.

b1
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Walter Muelken

313 Florence Ave.
Sebastopol, CA 95472

Tel 707 829-6417

Fax 707 829-6418

September 19, 2005
Dear Friends,

The purpose of this letter is to urge you to increase the Medicare reimbursement rates for
doctors here in Sonoma County, California.

I have been concerned for a number of years that low Medicare reimbursements for
doctors here in Sonoma County would cause them, usually the best, to leave, or those
who stayed not to accept Medicare patients.

So please raise the Medicare reimbursement rates for doctors here in Sonoma County,
California.

Thank you for your consideration.




September 19, 2005

Centers for Medicare and Medicaid Services
Department OfHealth and Human Services
" Attention: CMS-1502-P

PO Box 8017

Baltimore, MD $21244-8017

Re: GPCIs

I am a pediatrician, thus I am not directly affected by Medicare financing. 1 am howeverin a
good position to comment on some general trends in the Sonoma Couaty (California)
medical community. I speak from the vantage point of 28 years medical practice in this
town.

Sonoma County and Santa Rosa have some of the highest housing costs not only in
California but also in the Nation. It becomes difficult to recruit physicians, but just as
important, all medical staff including nurses and other office personnel are adversely

. impacted. I have seen the resultant decline in the availability of medical care.

A new payment locality is needed to replace the archaic, unrealistic present situation. There
is an urgent need to correct the injustice, which is threatening the provision of cate for
Medicate beneficiaries, of which my mother is one. I too will join their ranks in six years.
Please act NOW.

gl

David L. Smith MD
1077 Vallejo Street
Santa Rosa, California 95404

Ce Lt{}b\ ‘:ef;‘ u}&.UM




F“
SEp 27 205

c1TY o r

SANTA CRUZ

e WS

MAYOR AND CITY COUNCIL

809 Center Strect, Room 10, Santa Cruz, CA 95060 « (831) 420-5020 » Fax: (831) 420-5011 « citycouncili@ci.santa-cruz.ca.us

September 20, 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

To Whom It May Concern:

At its meeting on September 13, 2005, the Santa Cruz City Council adopted the attached resolution
endorsing the Department of Health and Human Services Centers for Medicare and Medicaid
Services’ (CMS) proposed rule to designate Santa Cruz County as a unique Medicare payment
locality.

The reassignment of Santa Cruz County to a unique locality will have a positive impact on Santa
Cruz County’s physicians and medical practitioners across the public, private and non-profit
sectors. Santa Cruz County physicians will receive an increase in reimbursement rates of 10
percent, bringing total reimbursement to about 55 percent. The enhanced reimbursement rates will
allay the financial pressure of serving Medicare patients, therefore helping to ensure that Santa Cruz
County maintains sufficient quantity and quality of physicians for the County’s Medicare
population.

It is our understanding that the costs of the reassignment will be distributed across the counties that
remain in the Rest of California payment locality. However, due to a planned increase in
reimbursement to the Rest of California payment locality, the other counties will not suffer a
reduction in payments. We therefore support CMS’ proposed rule to designate Santa Cruz County
as a unique Medicare payment locality and urge your favorable consideration of this proposal.

Sincerely,
Mike Rotkin
Mayor
Attachment

cc: City Clerk |

PACMADWord(Wpfiles \SUZANNEUWMayormr2004-2005\Letters\cms.doc




H20 A¥achmens

oRrY
RESOLUTION NO. NS-27,007 U

RESOLUTION OF THE CITY COUNCIL OF THE CITY OF SANTA CRUZ ENDORSING
THE DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTER FOR MEDICARE &
MEDICAID SERVICES’ PROPOSED RULE TO DESIGNATE SANTA CRUZ COUNTY
AS A UNIQUE MEDICARE PAYMENT LOCALITY THEREBY INCREASING MEDICARE
REIMBURSEMENT RATES FOR SANTA CRUZ COUNTY PHYSICIANS AND
URGING CITY RESIDENTS TO SUBMIT COMMENTS OF SUPPORT

WHEREAS, since its creation by the Social Security Act in 1965, Medicare has been a vital
program for Americans over 65 years of age and those with disabilities and advanced renal
disease; and

WHEREAS, Medicare offers health insurance for the approximately 32,000 eligible Santa
Cruz County residents; and

WHEREAS, since 1992, as directed by the Social Security Act, Medicare has paid for
physicians’ services under a payment schedule based upon geographical standards for reasonable
charges and costs to provide care; and

WHEREAS, the Department of Health and Human Services’ Center for Medicare & Medicaid
Services (CMS), which administers the Medicaid program, assigned the County of Santa Cruz to
rural status in 1967, relegating the county to designation in the Rest of California payment
locality, an amalgamation of rural and smaller counties that face much lower costs of health care
provision than Santa Cruz County; and

WHEREAS, the number of physicians and medical practitioners accepting Medicare insurance
_is declining in Santa Cruz County as the current Medicare reimbursement rates are not keeping
pace with health care costs due to the Rest of California payment locality reimbursement
benchmark; and

WHEREAS, CMS found that Santa Cruz County’s county-specific geographic adjustment
factor, a measure of differences of cost to provide health care across jurisdictions, is 10 percent
higher than the Rest of Califomia payment locality geographic adjustment factor; and

WHEREAS, the disparity between the geographic adjustment factors in Santa Cruz County
and the Rest of California payment locality prompted CMS to issue a proposed rule on August 8,
2005 to place Santa Cruz in a unique payment locality; and

... WHEREAS, the assignment to a unique payment locality would provide Santa Cruz County
-physicians and medication practitioners a 10 percent mcrease in Medicare reimbursement rates to
about 55 percent; and

WHEREAS, the increase in reimbursement rate will allay the cost to provide health care to
Medicare patients and will equally benefit public, private and non-profit health care providers; and
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Drug Abuse Allematives Center 225 Indian Creek Drive
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September 21, 2005

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

PO Box 8017

Baltimore, MD 21244-8017

Re: GPClIs

I understand that Medicare is proposing to create a new payment locality for Sonoma County, California. I
would like to address some specific concerns from the perspective of DAAC — Drug Abuse Alternatives
Center,

»  Santa Rosa now ranks with retirement destinations such as Clearwater, 5t. Petersburg, and
Miami, Florida.

»  Among cities with a population of 100,000 or more, Santa Rosa is sixth in the United States
for the highest percentage of people 85 and older.

+  According to State of California Department of Finance, seniors 60 and older represent 16.6%
of the total population in Sonoma County, with a projected rate of change of 196% by 2020.

Amid the astounding growth in our elder population, Sonoma County is facing strains on the health care
delivery network that are unacceptable to Medicare recipients:
«  The number of practicing physicians in Sonoma County has not kept pace with local
population growth. From 1995 to 2002, the population increased 13%, but the number of
practicing physicians increased by only 4%.
»  As of July 2005, 60% of Sonoma County primary care physicians were NOT accepting new
Medicare patients.
«  Many physicians are leaving our county to practice where reimbursement is more favorable.
As a result, many specialties are under-supplied. For example, we have only two
gerontologists in the county for more than 76,000 seniors.

The new locality would increase the Medicare reimbursement rate to more closely match actual practice
expenses, helping Sonoma County physicians improve the quantity and quality of care they deliver to
Medicare beneficiaries and other patients. The locality change would also aid efforts to recruit and retain
physicians in the county, which has a large Medicare population. I fully support your proposal to change
Sonoma County’s payment locality, and I appreciate the opportunity to comment on this important issue.

Singerely,

Michael Spielman
Executive Director
DAAC - Drug Abuse Alternatives Center
225 Indian Creek

Santa Rosa, CA 95409

ce: Two copies attached

Residential Services « Qutpatient Services « School Based Services » Perinatal Services « HiV/Hepatitis C Services + Methadone Treatment + Drug Court Counseling
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September 23, 2005

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

P. O. Box 8017

Baltimore, MD 21244-8017

Re. File Code CMS1502-P
Issue Identifier: GPCI’s / Payment Localities
Dear Sirs:

The Palo Alto Medical Foundation has a unique perspective on which to comment on the
proposed rule for 2006. Our organization consists of 650 physicians providing care to
500,000 patients in four counties in the San Francisco Bay Area. These are: Santa Clara, San
Mateo, Alameda and Santa Cruz Counties.

Three of these counties reside in unique physician fee schedule areas and are appropriately
reimbursed for services provided to Medicare beneficiaries based on the actual costs within
those counties. Santa Cruz County, however, is currently included in the “Rest of “ California
Locality 99 designation. Santa Cruz County has been the highest cost/most disadvantaged
individual county in California’s Locality 99 since CMS last reconfigured the national
localities in 1996. Furthermore, the boundary payment difference between Santa Cruz and its
adjoining counties is substantial (as was addressed in your proposed rule). Your proposed rule
appropriately addresses this imbalance.

We were pleased to see that your proposed rule would alleviate this problem by removing
both Santa Cruz and Sonoma Counties from Locality 99 and placing them into unique
localities. We applaud your efforts to rectify this long-standing inequity. Your proposal will
of great help in ensuring access to necessary health care services. The proposed rule is fair.
This revision would bring you closer to your goal of reimbursing physicians based on the cost
of practice in their locality. We note that this rule change will produce essentially no decrease
in payments to the 45 California counties remaining in Locality 99.

We understand the importance of receiving an opinion to the proposed rule from the
California Medical Association. We recognize the tremendous efforts made by the CMA over
the past three years in attempting to reach an equitable solution for this problem. We also
recognize (as CMS states in the proposed rule) that the ultimate responsibility for managing
physician fee schedule areas was delegated by Congress to CMS, not to individual state
medical societies.

The Palo Alto Medical Foundation is an affiliation of the physicians and scientists of
the Palo Alto Medical Clinic, the Research Institute, the Camino Medical Group and the Santa Cruz Clinic.




Centers for Medicare & Medicaid Services
September 23, 2005
Page 2

This proposed rule is the first fee schedule locality revision considered by CMS since 1996.
We sincerely applaud the leadership exhibited by CMS in addressing this issue. You have
appropriately selected the two most disadvantaged counties in the nation and have restored
payment equities to the ten counties in the San Francisco Bay Area. We welcome future
revisions to the California fee schedule areas to address other counties who may deserve their
own payment localities.

Sincerely yours,

David Druker, M.D.
President and CEO

cc. Mark McClellan, M.D. Administrator, CMS
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Brain Saving Technologies, Inc.
70 Walnut Street
Wellesley Hills, MA 02481
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September 22, 2005

Marc H. McClellan, M.D., Ph.D.

Administrator, Centers for Medicare and Medicaid Services (CMS)
Department of Human Services

P.O. Box 8012

Baltimore, Maryland 21244-8012

RE: Comments Regarding Centers for Medicare and Medicaid Services Proposed Rule:
“Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule for
Calendar Year 2006”

File Code CMS-1502-P.
Issue ldentifier: “Submitted Requests for Addition to the List of Telehealth Services”
Dear McClellan:

Brain Saving Technologies (BST) and Tele-Physicians, P.C. are submitting comments to the proposed
physician fee schedule for calendar year 2006. BST provides a real-lime telemedicine service to hospital
emergency departments to bring expert, cost, and time sensitive care to all acute stroke patients. In effect, this
fully interactive technology brings expert stroke neurologists in real-time to ER patients’ and allows real-time
interaction between the emergency physician, patient, family, and consulting stroke neurologist.

More than 700,000 patients suffer from stroke disease every year, making acute stroke the third leading cause
of death in the United States and a leading cause of long-term disability. Lee Schwamm, et al' write that 50%
to 70% of stroke patients that survive regain functional independence; however, 15% to 30% are permanently
disabled and 20% require institutional care. According to the 2002 U.S. Health Care Utilization Project’s?
“Hospital Characteristics for Acute Stroke Patients,” approximately 28% of the people who suffered acute
stroke were under 64 years of age. Of those 158,563 victims, 41,000 (26%) required long term institutional
care. These incidents have a devastating effect on the work force as well as to the educational, vocational
rehabilitation, and social security disability operational budgets.

Today, stroke costs the United States health care system $53.6 billion annually in direct and indirect heatth
care costs. As of 2003, lifetime costs for ischemic stroke survivors who are 65 years old and older are $95,000
(corrected for inflation), for hemorrhagic stroke survivors, $255,000. These incidents have a devastating effect

_ ©) Brain Saving
www.brainsavingtech.com Technologies

Time Saved is Brain Saved™




on families, the work force as well as on the educational, vocational rehabilitation, and social security disability
operational budgets.

Unfortunately, the approach to stroke care remains highly inconsistent because of fragmented physician
knowledge, practice capabilities, as well as because of the lack of standardized procedures. Effective stroke
treatment requires that assessment and treatment commence as close as possible to the actual event.
Beyond three hours, resuscitation of injured brain cells becomes increasingly untikely, thus leading to brain
damage and functional disabilities. The majority of stroke patients present first to a local community hospital,
which often are hard-pressed or unable to provide the urgent care required for saving lives or preventing
devastating disability.

Two additional factors bear mentioning. First, today, 25% of the U.S. population lives in rural areas that lack
easy access to hospitals. Consequently, distance and time remains the enemy of rapid intervention. Rural
hospital emergency departments often lack immediately available neurologists, the scanning equipment, and
the technologists necessary to operate it. Thus patients who manage to reach a rural or suburban hospital
may experience excessive treatment delay because of physician unavailability and/or they often need to be
transferred — another time consuming, treatment protracting process. There simply are not enough essential
health care personnei currently available to provide around the clock stroke intervention within community
hospitals.

Second, neurologists presently comprise between 2% and 3% of medical specialists. In most rural areas, the
percentage of neurolegists is further reduced. Given that this 2%-3% figure represents general neurology, and
that neuro-critical care specialists comprise an extremely small proportion of the specialty, it is no wonder that
acute stroke care remains extremely fragmented, uneven, and overwhelming to the majority of physicians.
Unfortunately, stroke care today is where acute cardiac care was fifteen years ago. In summary, not oniy have
many localities received the rural HPSA designation, but critical care neurology represents a specialty that is
experiencing a critical shortage.

To combat the devastation stroke brings to the individual patient and family, current state-level legislation
(Massachusetts, New Jersey, and Florida) attempts to standardize and upgrade the level of acute stroke care.
This certification and annual review process formally recognizes a hospital’s capacity to treat acute stroke
patients and receive patients brought to them by ambulance. To satisfy these requirements medical providers
must adopt new approaches for providing quality care for stroke patients. BST's digital video medicine meets
Medicare requirements that telemedicine be provided using visual and audio two-way real-time interaction
between the physician at the distant site and those at the originating site. In addition to bringing the stroke
expert “to the bedside,” such telemedicine services can allow more patients to remain in their community. This
encourages greater family involvement in patient care, discharge planning, and referral to local heaith care and
rehabilitation systems for ongoing follow-up. Currently, the need to transfer patients to distant hospitals
removes them from their families, extended support systems, and makes after-care planning, rehabilitation and
follow-up treatment less easy to arrange as well as monitor.

The telemedicine services provided for stroke care include outpatient and inpatient consultation. These are in
the list of allowable telehealth services as defined in Section 1842(b) of the Social Security Act. However, the
current requirements for providing telehealth services also require that they be provided either in a rural health
professional shortage area as defined in section 332(a)(1)(A) of the Public Health Service Act (42 U.S.C.
254e(a)(1)(A) or in a county that is not included in a Metropolitan Service Area (MSA).

The services provided by BST include service areas that are not located in either a HPSA or in a non-MSA
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location. However, we feel that the stroke care services using interactive telemedicine supports the provision
of essential care for underserved populations. As indicated above, there are insufficient stroke care experts to
provide the necessary care in the majority of hospital emergency departments.

Telemedicine has been validated within a community hospital network setting in Southern Germany.’
Community hospitals are connected to tertiary stroke centers of excellence (sponsoring hospitals) and form a
consortium that provides 24/7 time sensitive stroke coverage. Experts at the sponsoring hospital (distant site)
examine the stroke patient, consult with the emergency medical physician and family, review CT scans, and
provide rapid and effective treatment recommendations. Audebert et al.™ report that of the stroke patients
suitable to receive r-tPA, 29% did. This number exceeds any percentages reported to date in the U.S.
Additionally 90-day follow-up contacts with these patients indicated that their health status was no different
than patients who had been treated at the bedside in either of the University Hospitals.

Audebert et al also reports that acute stroke care provided via telehealth consultation only exhibits similar
complication rates to those reported in the National Institute of Neurological Disorders and Stroke trial.
Guntram Ickenstein, a BST founder, and current Neurology Director of Dresden Germany’s Helios Hospitals
reports further amplification of the telemedicine stroke service.*

Telemedicine is a means to an end: it is a method for bringing the expert physician from a distant site to an
originating hospital's ED. Through the genius and ingenuity of the twenty-first century we are able to
ameliorate a shortage in experts and expertise; and it is for the reasons embedded in these comments that we
respectfully request that CMS consider classifying remote stroke care provided in all community hospitals as
being a qualified telemedicine service under the Medicare program.

Sincerely yours,

Colin T. McDonald, MD
Chief Executive Officer
Brain Saving Technologies

o ) Brain Saving
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4. Ickenstewin, Guntram W. M Horn, J Schenkel, B. Vatankhah, U. Bogdahn, R. Haberl, and H.J.
Audebert. “The Use of Telemedicine in Combination With a New Stroke-Code-Box Significantly
Increases t-PA Use in Rural Communities. Neurocritical Care 2005:3:27-32.
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Cancer Center & Research Institute

The End Of Cancer Begins Hare.

A Natlonal Cancer Institute
Comprehansive Cancer Center
At the University of Sowth Florida

Anesthesiology Program

Hector Vila, Jr., M.D.
Program Leader

Voytek Bosek, M.D.
John Downs, M.D.
Allan Escher, D.O.
Jinhong Liu, M.D.
Alonso Mesa, M.D.
Sunil Panchal, M.D>.
Kejia Rosenfeld, M.D.
David Thrush, M.D.

September 13, 2005

Mark McClellan, M.D., Ph.D.

Administrator

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Attn: CMS-1502-P/TEACHING ANESTHESIOLOGISTS
P.O. Box 8017

Baltimore, MD 21244-8017

Dear Dr. McClellan:

I am writing as an Academic Anesthesiologist at the H. Lee Moffitt Cancer Center
in Tampa, Florida to urge the Centers for Medicare and Medicaid Services (CMS)
to change the Medicare anesthesiology teaching payment policy.

Our institution, trains both Anesthesiology Residents and Certified Registered
Nurse Anesthetist (CRNA) students and we therefore are fully aware of the

economic impact of Medicare’s discriminatory payment arrangement. It applies
only to anesthesiology teaching programs, and has had a serious detrimental
impact on the ability of our anesthesiology residency program to retain skilled
faculty and to train the new anesthesiologists necessary to help alleviate the
widely-acknowledged shortage of anesthesia providers -- a shortage that will be
exacerbated in coming years by the aging of the baby boom generation and their
need for surgical services.

The proposed policy revision will not affect in any way the education of Certified
Registered Nurse Anesthetist (CRNA) students or the number of CRNA students
trained at our institution.

Under current Medicare regulations, teaching surgeons and even internists are
permitted to work with residents on overlapping cases and receive full payment so
long as the teacher is present for critical or key portions of the procedure.
Teaching surgeons may bill Medicare for full reimbursement for each of the two
procedures in which he or she is involved. An intérnist may supervise residents in
four overlapping office visits and collect 100% of the fee when certain

12902 Magnolia Drive, Suik@4irements are met.
Tampa, Florida 33612-9497 Co-

Phone: (813) 745-8486
Fax: (813) 745-3064
www.moffitt.usf.edu

UNIVERSITY OF
L SOUTH FLORIDA
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Teaching anesthesiologists are also permitted to work with residents on
overlapping cases so long as they are present for cnitical or key portions of the
procedure. However, unlike teaching surgeons and intemists, since 1995 the
teaching anesthesiologists who work with residents on overlapping cases face a
discriminatory payment penalty for each case. The Medicare payment for each
case is reduced 50%. This penalty is not fair, and it is not reasonable.

Correcting this inequity will go a long way toward assuring the application of
Medicare’s teaching payment rules consistently across medical specialties and
toward assuring that anesthesiology teaching is reimbursed on par with other
teaching physicians.

Piease end the anesthesiology teaching payment penalty.

Sincerely yours,
aW M

—_—
Alonso Mesa, M.D.
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Harold M. Bfannan, M.D. James 5. Gilley, M.D. Martha K. Uhler,M.D. Ezequiel Silva I, M.D.
Joseph P, Miller, M.D. Joseph R. McColley, M.D. 2OV vt G.Christopher Hammet, M.D.  Keith A. Crow,M.D.
HarveyM.Goldstein, M.D.  Barry ). Menick, M.D. SOUTTTTEXAS Douglas K. Smith, M.D. Eric P. Hendrick, M.D.
arvey arry ) gl ick,
Veronica L. Rouse, M.D. William J. Shea, M.D. / / ohn W. Thomas, M.D. ulio C. Otazo,M.D.
David A. Golden, M.D. JoelA. E;]unlap,M.D. R"‘]\ D IOLOG\ iolm H. Gurian, M.D. -:IJom.ld 5. Willig, M.D.
Rosahd E. RmSepul m:;:::[). . JohnF. Stoll,M.D. . GROLP ]ame; E. Dix, M.D. Garrett K. Antmn,u.o.
Gladys S. M.D. Steven]. Wegert, M.D. David W. Byaum,M.D. Scott R. Partyka, M.D.
Robert O. Cone IIl, M.D. Richard A. Benedikt, M.D. Suzanne M. Marlar, M.D. Michael P. Granato, M.D.
Andreal. Allred-Crouch, M.D.  Alvin Thaggard ILI, M.D. Michael R. Middlebrook, M.D. DipanL. Patel, M.D.
Robert E. Vasquez, M.D. Alice B. Virostav, M.D. Joseph B, Williams, M.D. JohnP.Clement IV, M.D.,Ph.D.
Carl W.Hardin,M.D, W.Lawrence Greif, M.D. Michael J. Lane, M.D. Amit Mehta, M.D.
Mark E. Healy, M.D. Gregory ). Boys,M.D.
September 22, 2005

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

P.O.Box 8017

Baltimore, MD 21244-8017

Re: Medicare Program: Proposed Revisions to the Medicare Physician Fee Schedule
for Calendar Year 2006

Dear Sir or Madam:

These comments are directed to you in response to the proposed changes to the physician
fee schedule (“PFS™) for calendar year 2006, as published in the Federal Register on
August 8, 2005. I work in a radiology physician group practice that provides services in
in the San Antonio area. These services are provided in hospitals and also in a network of
free standing imaging centers.

I am directing to you comments on the following topics:

1. PRACTICE EXPENSE PROPOSALS FOR CALENDAR YEAR 2006--
Mammography Room Costs

2. MULTIPLE PROCEDURE REDUCTION for Diagnostic Imaging

3. NUCLEAR MEDICINE SERVICES—Physician referrals when a financial
relationship exists

Page 45779- PRACTICE EXPENSE PROPOSALS FOR CALENDAR YEAR 2006
(6) Miscellaneous PE Issues, Imaging Rooms, + Mammography Room
The cost allowance of $168,214 is very appropriate for a standard analog mammography
room. However, there are also digital mammography rooms that cost approximately 3 to
4 times this amount. Conclusions from recently released research data (see enclosed
reference from The New England Journal of Medicine) point to a need to quickly expand
the installed base of digital mammography equipment to provide better diagnostic
services. Thus the $168,214 cost should be specified as being for an analog
mammography room and a separately identified and more appropriate cost should be
established for a digital mammography room.

RADIOLOGY FACILITTIES ADMINISTRATIVE CONSULTING RADIOLOGISTS FOR
QFFICE Methodist Hospital Medina Community Hospital. Hondo
South Texas MRI, Ltd. Thelmaging Centerat TNI  canaensrececess Mechadist Specialey & Consally Memorial
Medical Center Tower I Imaging Northwest Imaging Center P.O.BOX 29441 Transplant Hospital Medical Center, Floresville
omen’ | ANT! Methodist Children’s Hospital Caocer Therapy & Research Center
W s‘lmagl.ngCenuver/ Northeast maging Center SAN ONIO, TX 78229 o
Methadist Plazalmaging Center of Sourh Texas Niz Alamo Heights
Huchner Imaging Center Boerne Imaging Center TEL (210) 6167796 Northeast Methodist Hospiral RIOSA
. : FAX {210) 6167799 Nix Medical Center Hospiral
North Central Imaging Center Metropolitan Imaging Center {210)616- $1 Luke's Baptist Hospital Warm Springs Rebabulitation Hospital
Physicians Plaza I Radiclogy Village Drive Imaging Center Southwest General Hospital Laterventional Radiolagy Clinic

e
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Page 45849- MULTIPLE PROCEDURE REDUCTION for Diagnostic Imaging
While it is true that some aspects of the exam processes are not repeated when scanning
more than one body part during the same visit, the efficiencies are unlikely to approach
50% of the technical component. For instance, in Table 14 of this proposed rule you have
set forth expense rates per hour for radiology as $18.60 for administrative time and
$16.50 for office expense. If we assume one-quarter of an hour reduction in each of these
activities for the second exam, the reduction in cost is approximately $8.78. In your
example on page 45850 you show a proposed reduction of $264.00 when two CT scans
are performed on the same date. The disparity is obvious and inappropriate. You are
striving to develop a “bottom up” approach to practice expenses using sound survey data,
yet this proposed 50% reduction is an arbitrary slash that bears no relationship to actual
costs. The APC Advisory Panel fielded testimony related to this proposed 50% reduction
at its August, 2005 meeting. The panel has recommended delaying by one year any such
reduction to allow CMS additional time for research. This research should yield a
conclusion supporting a more realistic measurement of actual cost reductions when
multiple studies are performed. [ wholeheartedly support further study and abandoning
any attempt to implement an arbitrary 50% reduction in 2006.

Page 45854- NUCLEAR MEDICINE SERVICES—Physician referrals when a
financial relationship exists
Without question, diagnostic nuclear medicine services need to be considered DHS.
Numerous recent studies of the effects of self-referral in imaging have been reported.
These studies have repeatedly shown that when physicians have an investment interest in
imaging equipment and have the opportunity to self-refer, their utilization is significantly
higher than among other physicians who refer their patients to a provider in which the
referring physician has no financial interest. Moreover, it has been clearly shown that the
majority of recent increases in the utilization of imaging are attributable to non-
radiologists who self-refer. Identifying diagnostic nuclear medicine services as a DHS
will help alleviate the chronic problem of self-referral and may contribute to a higher
level of care for Medicare beneficiaries. These services should have been included in the
original listing, because the potential for abuse is no different than for CT scans or MRI
scans. For the past several years there have been many anecdotal stories about
entrepreneurs, lawyers and medical oncologists developing business ventures for P.E.T.
scanning that are, in all likelihood, exacerbating the growth rate in such services simply
because there is monetary gain for the referring physician.

You have asked for comments regarding mitigating the financial effects on current
physician investors, should you proceed with categorizing nuclear medicine services as
DHS. No mitigation is needed. If these investment arrangements have business
foundations that are substantive, then the investors will have very little trouble divesting
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their interests. If no solid business foundation exists, then any financial difficulties
suffered by the referring physicians are appropriate. The only accommodation that is
indicated is a relatively short period of time for divestiture to be accomplished. I suggest
that June 30, 2006 is an appropriate deadline. That date will have been nearly 11 months
since the publication of this proposed rule. Under no circumstances should any

ndfathering of existing arrangements be allowed. There is no precedent for
grandfathering these abusive ventures relative to other DHS.

Thank you for considering the above comments.

Sincerely,
v

Philip .RZII,CMPE

Chief Executive Officer




K

The NEW ENGLAND JOURNAL of MEDICI'NE

ORIGINAL ARTICLE

Diagnostic Performance of Digital versus Film
Mammography for Breast-Cancer Screening

E£rta D. Pisano, M.D., Constantine Gatsonis, Ph.D., Edward Hendrick, Ph.D.,
Martin Yaffe, Ph.D., Janet K. Baurn, M.D., Suddhasatta Acharyya, Ph.D.,
Emily F. Conant, M.D., Laurie L. Fajardo, M.D., Lawrence Bassett, M.D.,

Carl D'Orsi, M.D., Roberta Jong, M.D., and Murray Rebner, M.D.,
for the Digital Mammographic Imaging Screening Trial {DMIST)
Investigators Group*

ABSTRACT

BACKGROUND

Film mammography has limited sensitivity for the detection of breast cancer in women
with radiographically dense breasts. We assessed whether the use of digital mammog-
raphy would avoid some of these limitations.

METHODS

Atotal of 49,528 asymptomatic women presenting for screening mammography at 33
sites in the United States and Canada underwent both digital and film mammography.
All relevant information was available for 42,760 of these women (86.3 percent). Mam-
mograms were interpreted independently by two radiologists. Breast-cancer status was
ascertained on the basis of a breast biopsy done within 15 months after study entry ora
follow-up mammogram obtained at least 10 months after study entry. Receiver-operat-
ing-characteristic (ROC) analysis was used to evaluate the results.

RESULTS x
c the entire population, the diagnostic accuracy of digital and film mammography wasi

similar (difference between methods in the area under the ROC curve, 0.03; 95 percent
confidence interval, ~0.02 m 0.08; P=0.18). However, the accuracy of digital mammog-
raphy was significantly higher than that of film mammography among women under
the age of 50 years (difference in the area under the curve, 0.15; 95 percent confidence
interval, 0.05 to 0.25; P=0.002), women with heterogeneously dense or extremely dense
breasts on mammography (difference, 0.11; 95 percent confidence interval, 0.04 1o
0.18; P=0.003), and premenopausal or perimenopausal women (difference, 0.15; 95

| percent confidence interval, 0.05 to 0.24; P=0.002).

CONCLUSIONS
The overall diagnostic accuracy of digital and film mammography as a means of screen-
ing for breast cancer is similar, but digital mammography is more accurate in women
under the age of 50 years, women with radiographically dense breasts, and premeno-
pausal or perimenopausal women. {clinicaltrials. gov number, NCT00008346.)

N ENGL ] MED 10.1056/NE|M0a52911

Downloaded from www.nejm.org at - . .
Copyright © 2005 Massachusetts Medical Society. All rights reserved.
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ﬂ] A UnitedHealth Group Company

5901 Lincoin Drive Edina MN 55436

September 19, 2005

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

P.O. Box 8017

Baltimore, MN 21244-8017

Re: UnitedHealthcare comments on: Federal Register / Vol. 70, No. 151 / August 8, 2005 /
Proposed Rules / pages 45764-46064, Medicare Program; Revisions to Payment Policies
Under the Physician Fee Schedule for Calendar Year 2006

Dear Sir or Madame:

UnitedHealthcare respectfully submits the following comments in reply to your invitation to
comment on the above referenced Federal Register publication on proposed revisions to the
2006 physician fee schedule.

Please feel free to contact me if you have questions or require additional information.

Sincerely,

Elena McFann, Vice President Physician Network Management
UnitedHealth Networks, a UnitedHealth Group Company

5901 Lincoln Drive, MN012-5204

Edina, MN 55436

(952) 992-4656

Fax: (952) 992-4320

elena_j_mcfann@uhc.com

Enclosure: One original and two copies

CC: Robert Holman, Director, Fee Schedule Administration
Steve Affield

Page 1 of 5
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UnitedHealthcare Comments
Comment 1 [RESOURCE-BASED PRACTICE EXPENSE (PE) RVUS]

UnitedHealthcare comments

UnitedHealthcare has a stake in CMS RVUs which are used to build commercial fee schedules.
While supporting the “bottom-up” PE RVUs calculation method conceptually, UnitedHealthcare
has the following concerns regarding its implementation: '

e Aggregate budget neutrality is more difficult to control using a “bottom-up” approach
than using “top-down” because in the case of “top-down,” aggregate costs are the starting
point of the process.

e UnitedHealthcare requests that all budget neutrality adjustments are applied to the PE
RVUs rather than to either only the conversion factor, or to a combination of the PE
RVUs and the conversion factor. Applying such adjustments to the PE RVUs alone is
necessary in order for commercial payers to manage the medical expense spend impact of
CMS RVU fee schedules.

e It would simplify the commercial fee schedule construction process and ease
administrative burden if during the 2006 to 2008 PE RVU blend period CMS would
publish the blended RV Us for each year rather than publishing the current and “bottom-
up” PE RVUs separately accompanied by the blended RVU derivation formula.

e There is a significant difference in medical case mix between Medicare and commercial
claims data. Budget neutrality factors calculated exclusively based on Medicare data
may not be budget neutral when applied to commercial data. UnitedHealthcare requests
that CMS incorporate commercial payer claims data into RVU budget neutrality
calculations.

Comment 2 GEOGRAPHIC PRACTICE COST INDICES [GPCIs]

UnitedHealthcare comments

UnitedHealthcare disagrees with the need to increase the number of California Geographic
Practice Cost areas, and will suggest as an alternative to reduce the number of California
payment areas from 10 to 3. Adding geographic payment areas increases Medicare medical
spend and administrative cost. Medicare payment arcas should not be increased in number
unless the need for them is unequivocal.

Adding Medicare physician payment areas is contrary to long range goals expressed in CMS
physician fee schedule publications dating back to the 1990s. In the years immediately
following implementation of the Medicare physician fee schedule, CMS reached out to state
medical societies to consolidate geographic payment localities into statewide areas. States such
as Minnesota, Ohio and others acted on this CMS leadership and converted to single statewide
Medicare payment localities.

As part of operations, UnitedHealthcare builds fee schedules to align with Medicare locality-
based fee schedules. Maintaining more geographic payment localities than necessary increases

the number of fee schedules to be built and maintained, and increases commercial payer
administrative burden.

Page 2 of 5
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Information presented in the proposed rule Addendum E- Proposed Geographic Adjustment
Factors (GAFs) indicates that the percentage difference in cost between California several
payment areas is less than the accuracy of the cost measurement process. In addition, some of
the California payment areas presented are within common metropolitan labor and medical
service delivery market area boundaries.

Addendum E GAFs do not support the need for additional California payment localities; on the
contrary, they offer a basis for consolidating the 10 existing California payment localities into
the following 3:

Suggested locality 1: (Marin/Napa 03), (San Francisco 05), (San Mateo 06), (Oakland 07) and
(Santa Clara 09)

Suggested locality 2: (Ventura 17), (Los Angeles 18) and (Anaheim 26)
Suggested locality 3: Rest of California

If the three suggested California localities presented above were adopted, variation in practice
cost (based on Addendum E published GAFs) within suggested locality 1 would be less than 10
percent and within suggested locality 2 would be less than 7 percent.

Comment 3: [CODING-CONTRACTOR PRICING] Ending RVU assignment of Unlisted
Therapy Modalities and Procedures

UnitedHealthcare comments

UnitedHealthcare supports discontinuing RVU assignment of unlisted therapy modalities and
procedures, and the proposal to carrier price CPTs 97039 and 97139. The logic behind this
support is that if an unlisted code can be used to represent more than one service or procedure,
then there is no rational basis for assigning the code a fee schedule rate.

Comment 4 [TEACHING ANESTHESIOLOGISTS] ASA Requested Payment Changes for
Teaching Anesthesiologists

UnitedHealthcare comments
UnitedHealthcare requests CMS consideration for the establishment of 2 new HCPCS anesthesia

¢laim modifier rather than continuation and/or building on the revised policy announced in the
November 7, 2003 PFS final rule that provides the alternate form for reporting the supervision of
two residents.

UnitedHealthcare requests a new HCPCS anesthesia modifier that a teaching anesthesiologist
could report to denote that the service performed was medical direction of two concurrent cases
involving either two residents or one student nurse anesthetist and one resident. Payment for the
physician’s medical direction of two concurrent cases involving two residents or one student
nurse anesthetist and one resident should be determined on the basis of a percentage greater than
50% of the allowance for the service performed by the physician alone.

Page 3 of 5




UnitedHealthcare recognizes that the supervision of residents, student nurse anesthetists and/or
interns requires a greater risk and intensity than the medical direction of other qualified
individuals such as AAs or CRNAs because the attending anesthesiologist must be able to
intervene immediately due to the inexperience of the person being supervised. Therefore,
UnitedHealthcare is in support of a greater reimbursement allowance than the current modifier

QK.
Comment 5 [PAYMENT FOR COVERED OUTPATIENT DRUGS AND BIOLOGICALS)]

UnitedHealthcare comments
UnitedHealthcare supports refinements to CMS payment methodologies that meet five criteria:

1. Understandable: Drug rate methodologies are clear and readily understood by persons
with health care industry knowledge

2. Transparent: Drug rate setting validity is backed up in the public domain with detailed
drug fee rate calculations

3. Reasonable: Drug rates do not either over-compensate or under-compensate

4, Credible: Rate setting is based on widely accepted health care industry standards

5. Timely: Rate setting is based on up-to-date pricing.

In the context of credible drug rates, UnitedHealthcare is concerned about how well Widely
Available Market Price (WAMP) and Average Manufacturer Price (AMP) rates are understood
across the healthcare industry.

Comment 6 [INHALATION DRUGS AND DISPENSING FEE]

UnitedHealthcare comments

UnitedHealthcare has a stake in CMS drug dispensing rates because they establish payer industry
norms and place upward pressure on commercial rates. The current CMS fee for E0590,
(dispensing fee covered drug administered through DME nebulizer) appears high.
UnitedHealthcare prefers dispensing to be included in the equipment acquisition rate.

Comment 7 [SUPPLYING FEE]

UnitedHealthcare comments

Current CMS fees for G0369 Pharmacy supply fee for initial immunosuppressive drug(s) first
month following transplant, and G0370 Pharmacy supply fee for oral anti-cancer, oral anti-
emetic or immunosuppressive drug(s), appear high. UnitedHealthcare has a stake in CMS drug
dispensing rates because they establish payer industry norms and place upward pressure on
commercial rates.

Page 4 of 5
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Comment 8 MULTIPLE PROCEDURE REDUCTION]

UnitedHealthcare comments

UnitedHealthcare supports the proposed rule regarding multiple procedure reduction for
diagnostic imaging. UnitedHealthcare recognizes that the performance of multiple procedures,
performed in a subsequent fashicn, consume a limited amount of human (technical labor) and
supplementary material resources. Reimbursement of the technical component should be
adjusted to reflect this practice.

Comment 9 [NDC TIMEFRAMES]

UnitedHealthcare comments
UnitedHealthcare finds the proposed 6 month / 9 month timeline acceptable.

Comment 10 [NUCLEAR MEDICINE SERVICES]

UnitedHealthcare comments

UnitedHealthcare supports expansion of the Stark self-referral rule to include nuclear medicine
services. The proliferation of imaging units in non-hospital environments has contributed
significantly to the increase in diagnostic imaging costs. While the advancement of PET
technology has proven to be a clinically effective diagnostic imaging tool, there should be equal
extension and universal application of the Stark rule to all imaging providers. UnitedHealthcare
would favor a reasonable delayed effective date (e.g., 3 to 6 months) versus a grandfather
approach to the extension of this proposed rule.

UnitedHealthcare uses CMS PET RVUs to build commercial fee schedules. Currently CMS
does not publish either TC or global RVUs for PET services. The implied reason for not
publishing TC or global RVUs is that PET is delivered in the facility setting.

Implementing CMS PET TC and global RVUs is supported by CMS statements indicating that
PET is commonly performed in non-hospital settings. CMS publication of PET TC and global
RVUs would decrease commercial health coverage payer operating cost and administrative
burden associated with creating CMS RVU-based fee schedules.

Comment 11 [SGR]

UnitedHealthcare comments :
UnitedHealthcare supports the President’s goal of improving quality without increasing cost or
disrupting MMA implementation and recommends implementing best practices toward deterring
excessive utilization driven cost increases.

UnitedHealthcare recommends that CMS examine use of evidence-based medicine and
consensus-based measures to promote higher quality care by physicians; including measures
endorsed by the National Quality Foundation, National Committee for Quality Assurance, and
Clinical Society-based rules. UnitedHealthcare recommends that CMS consider evaluating use
of clinical episode cost as a resource efficiency measurement.
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Margaret Davis, MS RD LD FADA CDE

Fellow of the American Dietetic Association
Registered Dietitian

September 23, 2005

Dr. Mark McClelian

Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services
7500 Security Boulevard

Attention: CMS-1502-P

Baltimore, MD 21244-8012.

Dear Dr. McClellan:

The Massachusetts State Dietetic Association (MDA)is pleased to comment on the Revisions to Payment
Polices Under the Physician Fee Schedule for Calendar Year 2006. The MDA represents nearly 1500
food and nutrition professionals who serve the public by providing Medical Nutrition Therapy and by
promoting optimal health through nutrition.

MDA has two main areas of interest with the proposed tule: (1) the agency’s methodology for calculating
practice expense for medical nutrition therapy (MNT) codes, and (2) the proposed changes for Medicare
telehealth services. These two items impact the provision of MNT services, a covered Medicare service
for eligible beneficiaries with diabetes and kidney disease.

Our specific comments follow:

1. ILA.2.—Practice Expense Proposals for Calendar Year 2006
The new methodology used to determine code values (RVUs) for non-physician practitioner services
does not appropriately recognize the professional RD provider work effort within the practice expense
(PE) values. We urge CMS to be receptive to approaches that deal with the work of non-physicians
(e.g. registered dietitians) where the statute authorizes such services, such as MNT services. In
addition, we request that CMS work with the American Dietetic Association to determine an
alternative methodology for establishing PE for the MNT codes. While discussions of such
alternatives occur, we suggest the agency delay implementation of the 2006 PE values for the MNT
codes, and instead use the 2005 values until a satisfactory methodology is determined.

2. ILD. Telehealth. : . S _
MDA supports CMS’ recommendation to recognize individual medical nutrition therapy (MNT) as a
“Medicare telehealth service. We also support CMS’ proposed rule to add registered dietitians and
qualified nutrition professionals to the list of practitioners who are authorized to furnish and recetve
_payment for telehealth services. We realize that this technology is currently used by certain
" authorized Medicare health professionals in rural health areas with a shortage of healthcare
professionals. Including MNT in the list of approved telehealth services, and extending this to RD

26 Wampum Drive « PO Box 1709 * Brewster, MA 02631
508/896-9080 » fax 508/896-3399 « www.livenutrition.com




Medicare providers will improve access and services for patient/clients in remote areas where
traditional MNT services may not be readily available. Many areas of Massachusetts such as the far
western counties and my own area of Cape Cod are representative of the rural areas in which
Medicare subscribers would benefit from telehealth services - this past winter with heavy snows
severely limited the access to Medical Nutrition Therapy of many elderly in Massachusetts. Many of
my own patients had to postpone office visits even when they were in need of MNT for uncontrolled
. diabetes and end-stage renal disease. They would have been maintained in better control and
experienced fewer complications with the provision of telehealth services from their Dietitian.

Thank you for considering these comments in CMS’ revisions to the 2006 Physician Fee Schedule. Please
contact me if I can be of further help in clarifying my comments.

%\\
Maggie Davis, MS, RD, LDN, FADA, CDE
Massachusetts Dietetic Association, Reimbursement Chair

PO Box 476, Reading, MA 01867
mda@massnutrition.org

‘,:Best regards,

cc: The American Dietetic Association Policy Initiatives and Advocacy Group
- Ann Marie Gennari, President, Massachusetts Dietetic Association
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=
M " Mid-Michigan's Heart, Lung and Vascular Specialists

Cardiology Surgery Offices
Duane C. Berkompas, MD, FACC George E. Kleiber, DO, FACC Cardiac, Thoracic, & Vascular Ingham Professional Building  Sparrow Professional Building
T. Michael Brown, DO Kirk B. Laman, DO, FACC Kurt M. Carter, MD 405 W. Greenlawn 1200 E. Michigan Avenue
Mark D. Castellani, MD, FACC Maria A. Markarian, DO, FACC Alonso Collar, MD, FACS Suite 400 Lansing, MI 48912
Nam S. Cho, DO Daryl R. Melvin, MD, FACC Andrew M. Duda, MD, FACS Lansing, MI 48910 Suite 525
Joel M. Cohn, MD, FACC James A. Schafer, MD, FACC Victor Z. Erzurum, MD (517) 483-7550 (517) 483-7550
Christopher M. D’Haem, DO, FACC David J. Strobl, DO Anthony A. Holden, MD (800) 722-7540 (800) 722-7540
Edward T. Helble, DO, FACC Joni R. Summitt, DO, FACC Gary L. Roth, DO, FACOS Fax (517) 483-7575 Fax (517) 485-1592
Juan O. Hernandez, MD, FACC R K. Thakur, MD, FACC James G. Zito, MD Mitchell Medical Office Building Mt. Pleasant Office
Todd G. Hickox, DO, FACC Mark Veenendaal, MD, FACC 802 W. King Street, Suite N 1205 S. Mission, Suite 4
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September 28, 2005

Mark McClellan, M.D., Ph.D.

Administrator, Centers for Medicare & Medicaid Services
Department of Health and Human Services

Attention: CMS-1502-P

Mail Stop C4-26-05

Baltimore, MD 21244-8150

Re:  Comments on 2006 Physician Fee Schedule Proposed Rule
(CMS-1502-P)

Dear Dr. McClellan:

I am writing to you to express my strong concerns with the proposed payment
rates under the physician fee schedule for certain codes for First Pass imaging services —
Current Procedural Terminology (CPT) codes 78481 and 78483. With the proposed
change in practice expense methodology, I understand that when the change is fully
implemented, the practice expensive values for these codes will decrease by as much as
60%. I also understand that much of this decrease is the result of the data the Centers for
Medicare and Medicaid Services (CMS) will use to set the rates, which reflect that there
are no equipment costs for these services. I use these codes in my practice and I know
that equipment is used in furnishing the services billed under 78481 and 78483 because I
incur the cost of the dedicated camera used to conduct the First Pass imaging service. I
urge CMS to consider the equipment costs when determining the practice expense
relative value units (RVUs) used to set the 2006 payment rates for these codes.

Thoracic & Cardiovascular Institute (TCI) provides nearly two thirds of the
cardiology services in the greater Lansing, Michigan area. Within the past year we have
evaluated the usefulness and efficacy of the First Pass imaging and, based on that
evaluation, we have invested heavily in the equipment and training necessary to provide
this valuable service to our patients. The cost of each of our first pass cameras was more
than $250,000. In addition, we have invested in two addition nuclear technicians and
training for each of our existing technicians. There are clearly cost associated with the
installation and maintenance of our special first pass cameras.




Clinically, we found the addition of rest/stress RNA to perfusion imaging has
increased our diagnostic accuracy and sensitivity for detecting coronary artery disease.
We have several examples of patients who have had normal perfusion imaging, but had
abnormal stress ejection fractions and it turns out that the patient has had severe three-
vessel coronary artery disease. It is well known that balanced ischemia can give you a
false-negative perfusion study. We have also found the stress RNA to be useful in
reducing our number of false-positive perfusion studies, particularly in women with
breast attenuation. Again, we have several examples of patients who have had what
appears to be ischemia and areas of attenuation who have had normal stress RNA’s. In
these situations, we have actually avoided having to send patients in for catheterizations
to confirm their normal coronaries. As I am sure you are aware, a heart catheterization,
by the time it is all said and done, is much more expensive than the stress RNA.

As you can see, there are, in fact, equipment costs that I and my colleagues incur
when performing First Pass imaging tests. It is surprising that the data you are using to
set the payment rates for these codes contain no costs for equipment. I respectfully ask
the agency to fix this when finalizing the 2006 payment rates. Without appropriate
reimbursement, my practice will no longer be able to provide this valuable diagnostic test
to the cardiac patients in the greater Lansing area. This would truly be a step backward
for the cardiac patients in our community.

For these reasons, I ask that CMS reassess the equipment costs for CPT codes
78481 and 78483. At the very least, CMS can use the equipment costs for other codes,
such as 78465, to quantify the equipment costs used in these procedures and to then
compute the 2006 payment rates for the codes utilizing this information.

Thank you for your consideration of this matter. I look forward to a favorable
resolution to the payment rates in the final rule. If you have questions, please do not

hesitate to contact me at (517) 483-7550.
Sincergly,

Daryl Melvin, MD, FACC
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Sutter Santa Cruz

A Sutter Health Affiliate 2025 Soquel Avenue
Santa Cruz, CA 95062

September 26, 2005

“Mark McClellan, M.D.
Herb Kuhn
Steve Phillips
7500 Security Blvd.
Baltimore, Maryland 21244

Re: GPClIs
Dear Sirs:

We have been closely involved with the California Medical Association over the past four years addressing
inequities in GPCI reimbursement at the county level that result from the current payment locality configuration.
We have met with former Administrator Scully and with Mr. Kuhn suggesting solutions for the California
problem. In addition, we have worked with Med PAC and Ways and Means staff to identify national solutions.
We would like to commend you for taking the first credible steps in a decade toward addressing this problem.
We would also like to commend you for making those steps so that no appreciable reductions in payment to our
colleagues would occur. We understand that you have inherited from your predecessors a very divisive issue;
we remain committed to working with you to find a comprehensive and permanent national solution to this
issue.

In 1996 when HCFA proposed the current 89-physician fee schedule areas there were no provisions for
automatic review of those areas. While it was recognized that future revisions might be considered if significant
relative practice expense changes were to occur, it is clear that such changes now require the unanimous consent
of all affected parties with the full support of the state medical society. In effect, no revisions will ever occur
without legislative action.

With each three-year cycle of GPCI review, many of these 89 localities have seen a disproportionate inflation of
costs. With each cycle, the goal to distribute payments to providers based on geographic variations in costs in
an equitable manner becomes more distant. In essence, the problem worsens each year and the resolution to the
problem becomes more and more elusive.

We agree that Congress has left you with little discretion as to how to affect changes to the fee schedule areas.
The innovative 2004 CMA compromise proposal was problematic insofar as cost indexing within our state
would have varied from other areas. Therefore, revisions to established fee schedule areas will always be
perceived as a takeaway by many counties within, even though those takeaways are relative overpayments.

The mismatch between the management of geographic areas for payments to facilities and to providers is
unexplainable. The use of MSA-derived expense data in the calculations of the GPCIs only further confuses this
issue. We believe that the ultimate solution to the physician fee schedule area problem may be to configure the
physician localities based on MSAs. This would eliminate the need for CMS and state medical societies to

Community Based, Not For Profit : www.suttersantacruz.org




concentrate limited resources on such an inherently divisive issue. MSAs are not defined by CMS therefore
revisions to fee schedule areas would neither require oversight by CMS nor state medical societies.

This, of course, would require Congressional action and an appropriate transition period to mitigate against
disruptive reductions in payment to many providers.

The August proposed rule (the two county California proposal) is the only possible avenue available to CMS to
manage this problem without forcing payment reductions. You appropriately chose the only state and the only
metropolitan area where budget neutrality rules could allow for an incremental change without decreasing
payments to other providers. This proposal has caught the attention of the oversight committees in Congress as
well as the attention of many other state medical societies. Med PAC is attempting to develop a comprehensive
legislative solution to present to the appropriate Congressional committees.

We believe that if CMS were to respond to opponents of the proposed rule by withdrawing the two county
proposal, the wrong message would be sent. Such action de-emphasizes the problem and gives integrity to the
status quo. It prefers increasing redistributive payments within Locality 99 and greater payment error. It places
the value of a 0.4% GPCI increase over the value of corrective action without payment reduction. It ig::ores the
high costs and inequities. It shows disregard to the intent of geographic adjustment. The inclusion of the CA
two county solution in the final 2006 rule would clearly state that CMS has done all that it conceivably can
under the constraints of the SSA. There is appropriate recognition that the boundary payment problem between
the two SF Bay Area counties and the current adjoining five localities deserves immediate attention. The
urgency of action and limited scope emphasizes your problem and will undoubtedly encourage development of a
legislative solution to the national problem so that significant payment reductions are not incurred in a final
solution. Such action is taken at little cost.

Current law has placed CMS in a no win position. Congress is critical of CMS for its inaction on this issue and
yet existing law limits options. It would be inappropriate for Congress to object to the only reasonable revision
that CMS could implement under constraints of current law. Your proposed rule exemplifies these constraints. If
the two county proposal is withdrawn, CMS will have lost an important opportunity to demonstrate the limited
opportunities for revision available to CMS at this time. We therefore respectfully request that you implement
the CA two county proposal.

Sincerely, \ /

George Wolfe, N.D. Edward Bentley, M.D! Larry deGhetaldi, M.D.
Public Health Officer Santa Barbara Co Med Society CEO Sutter Health Affiliates
Retired Immediate Past President Santa Cruz County

Santa Cruz County

cc: Secretary Michael Leavitt
Member of Congress Sam Farr
Member of Congress Anna Eshoo
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6 COMMONS STREET Green Mountain Cardiclogy (802) 773-1128

RUTLAND, VT 05701 MICHAEL E. ROBERTELLO, M.D. FAX (802) 773-8501

Member of Vermont Physicians Clinic

September 26, 2005

Mark McClellan, M.D., Ph.D.

Administrator, Centers for Medicare & Medicaid Services
Department of Health and Human Services

Attention: CMS-1502-P

Mail Stop: C4-26-05

Baltimore, MD 21244-8150

Dear Dr. McClellan:

[ am writing to you to express my strong concerns with the proposed payment rates under the
physician fee schedule for certain codes for First Pass imaging services — Current Procedural
Terminology (CPT) codes 78481 and 78483. With the proposed change in practice expense
methodology, I understand that when the change is fully implemented, the practice expensive
values for these codes will decrease as much as 60%. I also understand that much of this
decrease is the result of the data the Centers for Medicare and Medicaid Services (CMS) will use
to set the rates, which reflect that there are no equipment costs for these services. I use these
codes in my practice and I know that equipment is used in furnishing the services billed under
78481 and 78483 because I incur the cost of the dedicated camera used to conduct the First Pass
imaging service. I urge CMS to consider the equipment costs when determining the practice
expense relative value units (RVUs) used to set the 2006 payment rates for these codes.

I am a sole practitioner Cardiologist. I have been using First Pass in my practice for the last six
months. It has greatly enhanced my myocardial perfusion imaging testing sensitivity and
specificity. It has affected patient treatment and management in a very positive way and I feel I
most certainly have picked up significant cardiac perfusion issues that would not have been
picked up with plain myocardial perfusion imaging alone.

As you are aware the technology and the equipment does not come without a significant price
and I feel that First Pass is an extremely important diagnostic tool but if reimbursements were to
decline, I would not be able to continue the operation because of expense.

As you can see, there are, in fact, equipment costs that I and my colleagues incur when
performing First Pass imaging tests. It is surprising that the data you are using to set the
payment rates for these codes contain no costs for equipment. I respectfully ask the agency to fix
this when finalizing the 2006 payment rates.




I ask that CMS reassess the equipment costs for CPT codes 78481 and 78483. At the very least,
CMS can use the equipment costs for other codes, such as 78465, to quantify the equipment costs
used in these procedures and to then compute the 2006 payment rates for the codes utilizing this
information.

Thank you for your consideration of this matter. I look forward to a favorable resolution to the
payment rates in the final rule. If you have questions, please do not hesitate to contact me at
(802) 773-1128.

Sincerely,

Michael E. Robertello, M.D.

MER/cjm
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September 27, 2005

Mark B. McClellan, MD, PhD
Administrator

Centers for Medicare & Medicaid Services
Room 445-G

Hubert H. Humphrey Building

200 Independence Avenue, SW
Washington, D.C. 20201

VIA FED EX

Re:  CMS-1502-P -- Comments on the Proposed Rule for Calendar Year 2006 Payment
Policies Under the Physician Fee Schedule

L. INTRODUCTION

MMS appreciates this opportunity to submit comments to the Centers for Medicare and
Medicaid Services (CMS) concerning the proposed rule revisions to the payment policies under
the Medicare Physician Fee Schedule for calendar year 2006 (the Proposed Rule).! Specifically,
we wish to comment on the Proposed Rule’s treatment of three-dimensional pre-operative and
post-operative computer-aided measurement planning and simulation (3D-CAMPS) technology,
which currently is reported by physicians under G0288: “Reconstruction, computed tomographic
angiography of aorta for preoperative planning and evaluation post vascular surgery.”

As we have conveyed to CMS in a number of other contexts, 3D-CAMPS refers to a
specific and unique type of health information technology service that enables vascular surgeons
to deliver the highest form of treatment for abdominal aortic aneurysms (AAAs) and thoracic
aortic aneurysms (TAAs). Our product Preview® was the first commercially marketed 3D-
CAMPS service. Significantly, 3D-CAMPS and Preview are not synonymous; rather, 3D-
CAMPS is a non-proprietary generic term that refers to a software technology that delivers
precise anatomical measurements and three-dimensional modeling in conformance with a
specific suite of measurements endorsed by the Society for Vascular Surgery and recognized by

! See Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule for the Calendar Year
2005, 70 Fed. Reg. 45,764 (August 8, 2005).
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the Food and Drug Administration (FDA) as adequate for postmarketing surveillance of stent
grafts.

We have two principal comments on the Proposed Rule. First, the descriptor for G0288,
the creation of which CMS announced in the calendar year 2003 Physician Fee Schedule final
rule, fails to describe 3D-CAMPS technology with adequate specificity and accuracy. Second,
we acknowledge that the proposed payment level for G0288, while still below the acquisition
cost for Preview, is stable relative to the CY2005 payment. But we suggest that any significant
alteration in the current value should be done only after analysis and acquisition of an accurate
database of resource inputs to ensure that payment for G0288 is accurate and that Medicare
beneficiaries and their physicians can continue to benefit from the use of 3D-CAMPS
technology.

II. BACKGROUND ON 3D-CAMPS

Before the development of 3D-CAMPS technology, the primary tool for surgical
planning and post-procedure monitoring for AAAs and TAAs was an angiogram, which is a
costly, invasive procedure that presents significant health risks to Medicare patients. 3D-
CAMPS provides physicians with detailed anatomic measurements and a far more accurate
picture of a patient’s condition compared to angiograms, at significantly less cost to the health
care system. 3D-CAMPS’s measurements, along with its highly accurate multi-model object
planning tool, are the basis for physicians to execute AAA and TAA surgical planning and post-
operative evaluation.

The development of 3D-CAMPS was driven largely by FDA'’s concerns with serious
complications reported with stent grafts.’ Shortly after issuing a public notification on these
devices in 2001, FDA began consultations with representatives from the Society for Vascular
Surgery (“SVS”), MMS, and stent graft manufacturers to develop a system that would enable
post-surgical monitoring of AAA patients. Through this collaborative process, a suite of
anatomical measurements was developed that was deemed by FDA to be the standard of care for
post-operative monitoring of stent graft implantation, including to assess the need to correct graft
migration or loss of exclusion of aortic pressure from the aneurysm sac. This suite of
measurements, along with other functionality specifications (including the ability to perform

2 On April 27, 2001, FDA issued a Public Health Notification expressing concerns with reports of serious adverse
events with stent grafts thought to be associated with sub-optimal graft placement, endoleak, graft migration,
problems with device integrity, and aneurysm anatomy. See Food and Drug Administration, “FDA Public Health
Notification: Problems with Endovascular Grafts for Treatment of Abdominal Aortic Aneurysm (AAA)” (April 27,
2001); see also Food and Drug Administration, “FDA Public Health Notification: Updated Data on Mortality
Associated with Medtronic AVE AneuRx® Stent Graft System” (December 17, 2003). In the notification, FDA said
it is “critical that physicians who evaluate and treat AAA patients have the information needed to make informed
decisions on patient selection, device selection, and follow-up management.” FDA said it would work with
manufacturers to “obtain relevant data that will help us understand how these problems affect the overall risk/benefit
assessment of this product.”

12 Commerce Avenue | West Lebanon, NH 03784 | p:603.298.5509 | f: 603.298.5055 | www.medicalmetrx.com
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multi-object three-dimensional modeling), became the basis of 3D-CAMPS technology, which
was first developed by MMS in the form of its Preview product.’

In addition to its central role in AAA and TAA postmarketing surveillance, 3D-CAMPS
also has emerged as the standard of care for pre-surgical treatment planning, and the most
effective means of meeting the stent graft labeling requirements for pre-operative measurement.
The precise measurements provided by 3D-CAMPS greatly enhance a surgeon’s ability to plan
the intervention, and thereby minimize the incidence of complications attributable to improper
patient or graft selection and incorrect graft placement.

1. PROBLEMS WITH PROPOSED RULE AND RECOMMENDATIONS

A. Descriptor for G0288

Since 2003, physicians have reported 3D-CAMPS using G0288, “Reconstruction,
computed tomographic angiography of aorta for preoperative planning and evaluation post
vascular surgery.”* The descriptor for this code does not describe 3D-CAMPS technology
accurately or with adequate specificity. First, and most importantly, the code should specify that
it may be used only for 3D-CAMPS technologies capable of generating the measurements and
modeling deemed essential by SVS. In addition, the code descriptor should not be limited to
services that use computed tomography angiography (CTA). Many hospitals do not perform
CTA on-site, and some patients who must undergo vascular surgery of the aorta cannot tolerate
the contrast material used to generate a CTA. Under such circumstances, 3D-CAMPS can
process data from computed tomography (CT) or magnetic resonance (MR) images.

Accordingly, CMS should revise the descriptor for G0288 so that it reads as follows:
“Three-dimensional pre-operative and post-operative computer-aided measurement
planning and simulation in accordance with measurements and modeling specifications of
the Society for Vascular Surgery.”

B. Valuation for G0288

CMS proposes a non-facility total relative value of 10.81 units for G0288, which yields a
payment for the service of $392.06 (10.81 [RVUs] x $36.2679 [CF]). Because all physician
practices that use 3D-CAMPS purchase the service from an outside entity, the practice expenses
for G0288 should equal physicians’ actual acquisition cost for the service. MMS’s Preview 3D-

3 Because of the expense of establishing an information technology infrastructure capable of performing 3D-
CAMPS, most physicians currently obtain this service on a contract basis with MMS. Nevertheless, a small (and we
expect increasing) number of larger institutions are capable of providing genuine 3D-CAMPS services in-house, and
it is a distinct possibility that another entity will emerge to compete with MMS in providing 3D-CAMPS on a
contract basis.

4 Upon its introduction, the code was described as “Reconstruction, computed tomographic angiography of aorta for
surgical planning for vascular surgery.” In response to comments by MMS, CMS subsequently changed the
descriptor to encompass use of the code for post-operative monitoring.
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CAMPS product currently comprises the overwhelming majority of the market for 3D-CAMPS,
and according to MMS’s sales data the known physicians’ median acquisition cost for 3D-
CAMPS is $ 476.22, which exceeds the proposed physician fee schedule payment for G0288 by
$84.16, or 21.5%. Even though a discrepancy between the valuation of G0288 and the actual
cost to physicians to obtain this service will persist in CY2006, we acknowledge that the
payment will be stable relative to CY2005.

However, we suggest that any significant alteration in the current value for G288
should be done only after an analysis and acquisition of an accurate database of resource inputs
to ensure that payment for GO288 is accurate and that Medicare beneficiaries and their
physicians can continue to benefit from the use of 3D-CAMPS technology.

* * *

We appreciate the opportunity to provide these comments and are eager to work with
CMS to ensure that physicians and patients continue to realize the clinical benefits offered by
3D-CAMPS. Please let me know if I can be of further assistance.

Sincerely,

I He Ghopnes { f)

M. Weston Chapman
Chairman and Chief Executive Officer

12 Commerce Avenue | West Lebanon, NH 03784 | p: 603.298.5509 | f: 603.298.5055 | www.medicalmetrx.com
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University Orthopaedics and Sports Medicine

30 E. Apple Street, Suite 5250
Dayton, Ohio 45409
937/208-2091

September 26, 2005

Centers for Medicare & Medicaid Services
Attn: CMS-1502-P, Mail Stop C4-26-05
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sirs:

I am in receipt of your recent proposed changes to the Federal Register, Volume
70, No. 151. dated Monday, August 8, 2005, specifically, page 45778 item 5, copy
attached, pertaining to Payment for Splint and Cast Supplies.

I object to the "Direct Practice Expense Inputs’ section of the proposed
regulations for the proposed bundling of casting supplies with the surgical codes.

I am an orthopaedist and see many trauma surgical patients who routinely obtain
multiple casts during their postoperative global period both 10 day and 90 day
surgical period. Casting can be either short and long arm or short and long leg
casts. The average fracture patient could utilize three casts during their global
period and the average surgical, non fracture, patient could utilize two during their
global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
without increase and be reimbursed for these charges on a regular basis would be
prohibitive. The cost would have to be passed on by increasing surgical fees.

At this time, I request that you re-consider your revision to this specific
regulation and not change the current policy.

Ronald Lakatos, M.D.
University Orthopaedics and Sports Medicine
30 E. Apple Street, Suite 5250

Dayton, Ohio 45409

A Department of
University Medical Services Association, Inc.
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Centers for Medicare & Medicaid Services
Lyn A, Crosby, MD Attn: CMS-.1502-P, Mail Stop C4-26-05
grofessor and Chairman 75000 Security Boulevard

Baltimore, Maryland 21244-1850

Richard T. Laughlin, MD
Associate Professor

Foot and Ankle Dear Sirs:

Michael |. Prayson, MD . .

associaweProfessor T am in receipt of your recent proposed changes to the Federal Register, Volume
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Sports Medicine, Knee
and General

I am an orthopaedist and see many trauma surgical patients who routinely obtain
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surgical period. Casting can be either short and long arm or short and long leg

casts. The average fracture patient could utilize three casts during their global
Michael D. Griffis period and the average surgical, non fracture, patient could utilize two during their
Director global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
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regulation and not change the current policy.

Sincerely, M/\:.

Richard T. Laughlih, M.D.

University Orthopaedics and Sports Medicine
30 E. Apple Street, Suite 5250

Dayton, Ohio 45409

A Department of
University Medical Services Association, Inc.
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University Orthopaedics and Sports Medicine

30 E. Apple Street, Suite 5250
Dayton, Ohio 45409
937/208-2091

September 26, 2005

Centers for Medicare & Medicaid Services
Attn: CMS-1502-P, Mail Stop C4-26-05
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sirs:

I am in receipt of your recent proposed changes to the Federal Register, Volume
70, No. 151, dated Monday, August 8, 2005, specifically, page 45778 item 5, copy
attached, pertaining to Payment for Splint and Cast Supplies.

I object to the "Direct Practice Expense Inputs” section of the proposed
regulations for the proposed bundling of casting supplies with the surgical codes.

I am an orthopaedist and see many trauma surgical patients who routinely obtain
multiple casts during their postoperative global period both 10 day and 90 day
surgical period. Casting can be either short and long arm or short and long leg
casts. The average fracture patient could utilize three casts during their global
period and the average surgical, non fracture, patient could utilize two during their
global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
without increase and be reimbursed for these charges on a regular basis would be
prohibitive. The cost would have to be passed on by increasing surgical fees.

At this time, I request that you re-consider your revision to this specific
ulation and not change the current policy.
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Michael Prayson, M.
University Orthopaedits and Sports Medicine
30 E. Apple Street, Suite 5250

Dayton, Ohio 45409
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September 26, 2005

Centers for Medicare & Medicaid Services
Attn: CMS-1502-P, Mail Stop C4-26-05
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sirs:

I am in receipt of your recent proposed changes to the Federal Register, Volume
70, No. 151, dated Monday, August 8, 2005, specifically, page 45778 item 5, copy
attached, pertaining to Payment for Splint and Cast Supplies.

I object to the "Direct Practice Expense Inputs” section of the proposed
regulations for the proposed bundling of casting supplies with the surgical codes.

I am an orthopaedist and see many trauma surgical patients who routinely obtain
multiple casts during their postoperative global period both 10 day and 90 day
surgical period. Casting can be either short and long arm or short and long leg
casts. The average fracture patient could utilize three casts during their global
period and the average surgical, non fracture, patient could utilize two during their
global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
without increase and be reimbursed for these charges on a regular basis would be
prohibitive. The cost would have to be passed on by increasing surgical fees.

At this time, I request that you re-consider your revision to this specific
regulation and not change the current policy.

Sincerely,
Corees flusacll, Ot
Corey Russell, D.P.M.
University Orthopaedics and Sports Medicine
30 E. Apple Street, Suite 5250
Dayton, Ohio 45409

A Department of
University Medical Services Association, Inc.
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937/208-2091

September 26, 2005

Centers for Medicare & Medicaid Services
Attn: CMS-1502-P, Mail Stop C4-26-05
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sirs:

I am in receipt of your recent proposed changes to the Federal Register, Volume
70, No. 151. dated Monday, August 8, 2005, specifically, page 45778 item 5, copy
attached, pertaining to Payment for Splint and Cast Supplies.

I object to the "Direct Practice Expense Inputs” section of the proposed
regulations for the proposed bundling of casting supplies with the surgical codes.

I am an orthopaedist and see many trauma surgical patients who routinely obtain
multiple casts during their postoperative global period both 10 day and 90 day
surgical period. Casting can be either short and long arm or short and long leg
casts. The average fracture patient could utilize three casts during their global
period and the average surgical, non fracture, patient could utilize two during their
global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
without increase and be reimbursed for these charges on a regular basis would be
prohibitive. The cost would have to be passed on by increasing surgical fees.

At this time, I request that you re-consider your revision to this specific
regulation and not change the current policy.

Sincerely,
Y

Matthew Lawless, M.D:

University Orthopaedics and Sports Medicine
30 E. Apple Street, Suite 5250
Dayton, Ohio 45409

A Department of
University Medical Services Association, Inc.
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Dayton, Ohio 45409
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September 26, 2005

Centers for Medicare & Medicaid Services
Attn: CMS-1502-P, Mail Stop C4-26-05
7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sirs:

I am in receipt of your recent proposed changes to the Federal Register, Volume
70, No. 151. dated Monday, August 8, 2005, specifically, page 45778 item 5, copy
attached, pertaining to Payment for Splint and Cast Supplies.

I object to the "Direct Practice Expense Inputs” section of the proposed
regulations for the proposed bundling of casting supplies with the surgical codes.

I am an orthopaedist and see many trauma surgical patients who routinely obtain
multiple casts during their postoperative global period both 10 day and 90 day
surgical period. Casting can be either short and long arm or short and long leg
casts. The average fracture patient could utilize three casts during their global
period and the average surgical, non fracture, patient could utilize two during their
global period of which currently the first is included.

As you know, the cost of almost every item available to a physician's office for
casting supplies changes frequently and to have my office absorb these costs
without increase and be reimbursed for these charges on a regular basis would be
prohibitive. The cost would have to be passed on by increasing surgical fees.

At this time, I request that you re-consider your revision to this specific
regulation and not change the current policy.

Sincerely, a .

Lynn Crosby, M.D.

University Orthopaedics and Sports Medicine
30 E. Apple Street, Suite 5250

Dayton, Ohio 45409

A Department of
University Medical Services Assoctation, Inc.
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Sonoma County Medical Association

September 26, 2005

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: “GPCIs”

On behalf of the Sonoma County Medical Association (SCMA), I am writing to express our
support for CMS’s proposed revision to the physician payment localities for Sonoma County,
which has suffered under the strain in inadequate medical compensation for many years.

In 1967, Medicare grouped Sonoma County with the North Coast Region. That region was later
combined with other ‘rural’ counties into Locality 99, which has the lowest Medicare
reimbursement rate in California. Medicare has since said the designation was flawed and has
acknowledged that Sonoma County should have been included in one of the San Francisco Bay
Area localities. The designation to Locality 99 does not reflect the changing demographics of
Sonoma County. Although historically agricultural, today the county shares many similarities
with neighboring counties in the Bay Area, including the highest cost of living in the country and
an increasingly large population of seniors.

Among cities with a population of 100,000 or more, Santa Rosa is sixth in the United States for
the highest percentage of people 85 and older. According to State of California Department of
Finance (July 2000), seniors 60 and older represent 16.6 percent of the total population in
Sonoma County. From 2000 to 2020, the number of seniors is projected to increase 196 percent.

Sonoma County physicians are reimbursed 13.7 percent less than physicians providing the same
services in neighboring counties. This discrepancy has caused physicians to leave Sonoma
County, and quality health care has suffered as a result. The number of practicing physicians in
Sonoma County has not kept pace with local population growth—over a seven-year period
(1995-2002), the population increased 13 percent and the number of physicians practicing
increased by only 4 percent. Many specialties are under-supplied. In fact, we have only two
gerontologists in the county for a population of more the 76,000 seniors. According to a recent
survey, 60 percent of the primary care physicians in private practice in Sonoma County are NOT

3033 Cleveland Ave., Suite 104, Santa Rosa, CA 95403 ¢ 707-525-4265 ¢ FAX 707-525-4328 ® www.scma.org




accepting new Medicare patients. (Sixty-five percent of physicians practicing in Sonoma County
are in private practice, and 45 percent of those are primary care physicians.)

Congress delegated CMS to administer payment localities. The GPCI formula is intended to
reimburse physicians appropriately for geographical differences in the cost of providing medical
care. Sonoma County’s current designation (to Locality 99) does not reflect the county’s changed
demographics. We commend CMS for acknowledging the reimbursement discrepancy and for
proposing a change to correct the situation.

The Sonoma County Medical Association—representing 61 percent of actively practicing local
physicians—supports the two-county proposal. The change of locality will increase the Medicare
reimbursement rate to more closely match actual practice expenses, helping Sonoma County
physicians improve the quantity and quality of care they deliver to Medicare beneficiaries and
other patients. The locality change will also aid efforts to recruit and retain physicians in the
county, which has a large Medicare population.

Thank you for your consideration.

Sincerely,
("—,:' ‘2’-’6”;1, ol
ﬁﬁénww{;/“ e
Leonard Klay, MD
President

Two copies attached.
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September 27, 2005

Mark B. McClellan, M.D., Ph.D.

Administrator

Centers for Medicare & Medicaid Services

U.S. Department of Health and Human Services
Attn: CMS-1502-P

7500 Security Boulevard

Baltimore, Maryland 21244

RE: CMS-1502-P: Proposed Revisions to Medicare Payment Policies Under
the Physician Fee Schedule for Calendar Year (“CY”) 2006

Dear Dr. McClellan:

The Medical Imaging Contrast Agent Association ("MICAA") is pleased to submit
comments regarding the Proposed Revisions to Medicare Payment Policies Under
the Physician Fee Schedule for Calendar Year (“CY”) 2006 (the “Proposed Rule”), 70
Fed. Reg. 45,764 (Aug. 8, 2005). MICAA is a national non-profit association
comprised of developers, suppliers, and manufacturers of medical imaging contrast
agent drugs. Medical imaging contrast drugs are increasingly important to accurately
diagnose and effectively manage Medicare patients with serious conditions. They
enable health care providers to have better information and make more informed
treatment decisions.

in brief, our comments are as follows:

o MICAA supports a delay in the proposed 50 percent reduction in payment
for certain multiple imaging procedures.

e MICAA supports the Centers for Medicare & Medicaid Services (“CMS”)
proposal to establish separate payment for High Osmolar Contrast Media
(“HOCM"), and we urge CMS to issue guidance to carriers on the new
policy and payment changes.

o MICAA requests that CMS clarify that separate payment is available for all
magnetic resonance (“MR") medical imaging drugs.




o MICAA recommends that CMS not adopt its proposed changes in how
manufacturers must treat direct versus indirect sales for purposes of
Average Sales Price (“ASP”) calculations.

e CMS should not require ASP reports to include the first marketing date,
since it does not bear on Medicare reimbursement. If CMS does collect
marketing date information, the term “date first marketed” must be clearly
defined, and CMS should clarify that the information would be submitted
once with the first data submission for a drug.

o Likewise, CMS should clarify that its proposal to include expiration date
information on ASP reports would be submitted only when the
manufacturer has ceased production of a particular drug.

l. Discussion and Recommendations

A. MICAA supports a delay in the proposed 50 percent reduction in
payment for certain multiple imaging procedures.

CMS is proposing a multiple procedures reduction for certain diagnostic imaging
services when two or more services within the same family of imaging codes (by
contiguous body region) are performed. The multiple procedure reduction would
apply to the technical component of 11 families of procedures. This provision
parallels a proposal set forth in CMS’s Proposed Changes to the Hospital Outpatient
Prospective Payment System and Calendar Year (CY) 2006 Payment Rates' (the
“OPPS Proposed Rule”).

As we stated in our formal comments on the OPPS Proposed Rule, MICAA agrees
with the recommendation of the APC Advisory Panel and the American College of
Radiology that the OPPS Proposed Rule’s reduction in payments for certain multiple
imaging procedures should be delayed for one year. Such a delay would enable
CMS to develop more appropriate and accurate data on which to base any payment
changes.

Likewise, we are concerned that CMS is making unjustified assumptions in its
development of the proposed multiple procedure reduction under the Medicare
physician fee schedule system. CMS assumes that there will be a 50 percent
reduction in costs associated with performing a second imaging procedure on a
contiguous body part, but the agency provides no firm data to support that
assumption. In fact, CMS states that imaging involving contiguous body areas will
“potentially” yield savings in certain administrative areas, and that its discounting
policies are “based on the expectation” that facilities can achieve savings when
performing second imaging procedures.

! 70 Fed. Reg. 42,674 (July 25, 2005).
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We are concerned that a payment reduction of this magnitude will result in
inadequate compensation for providers and jeopardize beneficiary access to high-
quality care. Thus, before instituting a drastic payment reduction, CMS should
ensure that it has substantial evidence of the magnitude of resource savings, if any,
associated with performing multiple imaging procedures. Until such data is available
for public review and comment, CMS should delay implementation of the multiple
imaging procedure payment reduction.

B. MICAA supports CMS’s proposal to establish separate payment
for HOCM and urges education about the change. CMS should
clarify that separate payment is available for all MR agents.

Separate Medicare payment for low osmolar contrast media (‘LOCM”) currently is
available through the use of Q codes. Payment for HOCM currently is included as
part of the practice expense component under the physician fee schedule. In the
Proposed Rule, CMS notes that effective January 1, 2006, Medicare will instead
reimburse HOCM separately, using the Q-codes that have been established
specifically for HOCM. MICAA strongly endorses separate reimbursement for
HOCM, and recommends adoption of this policy in the final rule. Moreover, to avoid
confusion among carriers and facilitate payment to providers, CMS should issue
guidance to carriers on the new policy and payment changes, such as through
issuance of a program transmittal.

Likewise, MICAA requests that CMS clarify that all MR imaging contrast drugs (i.e.,
codes Q9952-Q9954) also are eligible for separate reimbursement to ensure
continued beneficiary access to all the various types of medical imaging contrast
agents. We have confirmed vis-a-vis review of the supply inputs for the MR
procedures that the costs of MR drugs have not been included in the payment for the
procedure. Therefore, we believe that CMS should clarify that the physician fee
schedule payment for the MR procedure does not include payment for the MR drugs.
Further, we request that CMS instruct carriers that separate payment is available for
MR drugs through the billing of the appropriate Q code.

C. MICAA recommends changes to CMS’s proposed revisions to the
ASP calculation methodology.

In the Proposed Rule, CMS proposes certain changes to the Part B prescription drug
ASP calculation methodology. Currently, CMS allows manufacturers to calculate a
rolling average of price concessions included in the calculation of ASP where data is
available on a lagged basis. In the Proposed Rule, CMS proposes to refine the
rolling average methodology to require manufacturers to separately calculate a
weighted average of lagged price concessions related to direct sales and lagged
price concessions related to indirect sales, and then combine the calculations to
determine the rolling average of all lagged price concessions that the manufacturers
will include in their ASP calculations. CMS proposes to define direct sales as sales
directly from the manufacturer to the provider (for example, physician or other health
care provider or supplier) and indirect sales as from the manufacturer to a

3




wholesaler, distributor, or similar entity that sells to others in the distribution chain.
Indirect sales also would include any sale subject to the ASP reporting requirements
that is not a direct sale.

Although CMS states that this change would improve the accuracy of ASP
calculations “particularly for NDCs with significant fluctuations in the percentage of
sales that are direct sales,” we are concerned that this requirement would impose
significantly increased accounting and reporting burdens on manufacturers. Many
manufacturers do not currently allocate rebates and ASP-exempt sales based on
whether sales are indirect or direct, thereby necessitating changes to accounting
systems. Moreover, for many manufacturers the ratio of direct to indirect sales is
relatively stable. In such cases, the ASP is unlikely to change significantly under the
proposed methodology change, making the associated new accounting and reporting
obligations unjustified.

We therefore recommend that CMS not adopt the proposed changes in calculating
direct versus indirect sales. If CMS does decide to address indirect and direct sales,
however, it should adopt a proposal that focuses only on “significant fluctuations,”
such as by requiring direct and indirect sales to be segregated only if the proportion
of such sales varies by more than an established threshold in a quarter.

D. MICAA recommends modifications to CMS’s proposed new ASP
reporting requirements.

In the Proposed Rule, CMS outlines proposed revisions to the format manufacturers
use to submit ASP data. CMS provides additional information on the proposed
requirements in a separate information collection notice published on August 19,
2005 (“Information Collection Notice”).2 Among other things, CMS is now proposing
to collect the date the NDC was first marketed. We believe that this additional
information is unnecessary and, as drafted, could increase confusion about reporting
obligations.

For instance, CMS states in a document issued as part of the Information Collection
Notice package that it is seeks “the date the NDC was first marketed and the date of
the first sale (for NDCs first marketed or sold on or after October 1, 2005) because
we must identify the initial period during which the payment is based on WAC.” Note,
however, that wholesale acquisition cost, or WAC, is not dependent on a marketing
date. Under Section 303(c) of the Medicare Modernization Act (‘MMA”), WAC may
be used:

In the case of a drug or biological during an initial period (not to exceed a full
calendar quarter) in which data on the prices for sales for the drug or
biological is not sufficiently available from the manufacturer to compute an
average sales price for the drug or biological. (Emphasis added.)

Moreover, the conferees explained in the MMA conference report that:

2 70 Fed. Reg. 48,770.




The Secretary will be able to disregard the average sales price during the
first quarter of a new drug’s sales if the price data is not sufficient to
determine an average amount payable. (Emphasis added.)

Thus, the statute requires only that CMS consider drug sales for WAC purposes:
marketing information does not affect when WAC is used. CMS therefore needs to
collect only the date of first sales, not marketing date information.

We would also point out that should CMS nevertheless decide to collect marketing
data, it must clearly define the “date first marketed,” since different manufacturers
may consider different activities to be marketing activities. Moreover, CMS should
clarify in the final rule that any information on the first date of marketing or the first
date of sales would be submitted “once with the first data submission for new NDCs.”
While this limitation is clearly provided in the Information Collection Notice, it was
omitted in the Proposed Rule.

Likewise, CMS should clarify its requirement for information on the expiration date of
the last lot manufactured. CMS seeks expiration date information because
manufacturers would no longer report ASP data for an NDC beginning the reporting
period after the expiration date of the last lot manufactured. Because this
information would be available only when the manufacturer has ceased production of
a particular NDC, however, CMS should clarify in the final rule that the expiration
date would be required only beginning with reports submitted after the date the last
lot is manufactured, and ending when all sales made before the expiration date of the
drug have been reported. In other words, the manufacturer would not need to predict
the final expiration date prior to manufacturing the final lot of the NDC.

* * * *

We would be pleased to discuss any of these issues with CMS in greater detail and
will contact the agency to follow-up on these recommendations.

Sincerely,

Sare M Sy Sl

Jane Majcher Jay Schafer
Co-Chair Co-Chair
MICAA Health Care Committee MICAA Health Care Committee

cc: Jim Hart
Joan Sanow
Sabrina Ahmed
MICAA members (via email)
Pamela Kassing, ACR
Diane Millman, ASE




T ——EE———————————
s
UW Medicine >P 28 20

VICE PRESIDENT FOR MEDICAL AFFAIRS AND
DEAN OF THE SCHOOL OF MEDICINE

September 27, 2005

Mark McClellan, M.D., Ph.D.

Administrator

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Attn: CMS-1502-P/ TEACHING ANESTHESIOLOGISTS
P.O. Box 8017

Baltimore, MD 21244-8017

Dear Dr. McClellan:

We write to strongly urge the Centers for Medicare and Medicaid Services (CMS) to change
the Medicare anesthesiology teaching payment policy.

Medicare’s discriminatory payment arrangement, which applies only to anesthesiology
teaching programs, has had a serious detrimental impact on our ability to retain skilled faculty
and to train the new anesthesiologists necessary to help alleviate the widely-acknowledged
shortage of anesthesia providers -- a shortage that will be exacerbated in coming years by the
aging of the baby boom generation and their need for surgical services, along with the
impending retirements of anesthesiologists within this generation.

Under current Medicare regulations, teaching surgeons and internists are permitted to work
with residents on overlapping cases and receive full payment so long as the teacher is present
for critical or key portions of the procedure. Teaching surgeons may bill Medicare for full
reimbursement for each of the two procedures in which he or she is involved. An internist
may supervise residents in four overlapping office visits and collect 100% of the fee when
certain requirements are met.

Teaching anesthesiologists are also permitted to work with residents on overlapping cases so
long as they are present for critical or key portions of the procedure. However, unlike
teaching surgeons and internists, since 1995 the teaching anesthesiologists who work with
residents on overlapping cases face a discriminatory payment penalty for each case. The
Medicare payment for each case is reduced 50%. This penalty is not equitable, and it is not
reasonable.

Correcting this inequity will go a long way toward assuring the application of Medicare’s
teaching payment rules consistently across medical specialties and toward assuring that
anesthesiology teaching is reimbursed on par with other teaching physicians.

Paul G. Ramsey, M.D.

C-314 Healch Sciences Center, University of Washington, Box 356350, Searttle, WA 98195-6350 206-543-7718 Fax: 206-685-8767 pramsey@u.washington.edu

HarBorviEW MEDICAL CENTER / UNIVERSITY OF WASHINGTON MEDICAL CENTER / UNIVERSITY OF WASHINGTON SCHOOL OF MEDICINE / NEIGHBORHOOD CLINICS




Mark McClellan - Centers for Medicare and Medicaid Services
CMS-1502-P/Teaching Anesthesiologists

September 27, 2005

Page 2

The University of Washington Anesthesiology training program is only one of two physician
teaching programs servicing the five states region of Washington, Wyoming, Alaska,
Montana, and Idaho. Our three year program currently has sixty resident trainee positions, ten
one-year post-graduate fellow trainee positions and a faculty complement of ninety teaching
physicians. A number of our graduates choose to practice in the region and underserved areas
of greatest need.

Medicaid’s adoption of the Medicare payment rules essentially imposes a double penalty.
With a Medicare and Medicaid sponsor mix of 21% and 22%, respectively, the 50% reduction
penalty has a significant effect on our ability to generate sufficient revenues to recruit and
retain teaching anesthesiologists. For the Seattle locality, the 2005 Medicare anesthesia
conversion factor is $17.89 per anesthesia unit. The 50% reduction drops the conversion
factor to $8.95. The combined impact of over $1 million per year is associated with Medicare
and Medicaid usage of the 50% payment formula.

A growing and continuing threat to the financial viability of anesthesiology teaching
programs is the contention of some private insurance companies that their reimbursement
policies should mirror Medicare practices. Within the past two years, we have had to confront
this issue with a number of payors. The impact of such extensions of a flawed reimbursement
model could essentially mean the closure of anesthesiology teaching programs.

The UW Department of Anesthesiology seeks your support for the correction of the
anesthesiology teaching payment penalty, as proposed by the American Society of
Anesthesiologists. The perpetuation of a flawed reimbursement model will only have a
disastrous financial impact as our Medicare and Medicaid sponsor mix increases over time.

Sincerely,

£ 1 s ok,

Paul G. Ram: Frederick W. Cheney, MB.
Vice President for Medical Affairs and Professor and Chair
Dean of the School of Medicine Department of Anesthesiology
cc: Senator Patty Murray (WA) Senator Max Baucus (MT)
Senator Maria Cantwell (WA) Senator Conrad Burns (MT)
Senator Michael Enzi (WY) Senator Larry Craig (ID)
Senator Craig Thomas (WY) Senator Mike Crapo (ID)
Senator Ted Stevens (AK) Congressional Delegations from
Senator Lisa Murkowski (AK) Washington, Wyoming, Alaska, Montana, and Idaho

G:\2005PGR:\092305CMS AnesthPGR Cheney-ltr.doc




SEp 78 2005 GH)

v SANTA BARBARA COUNTY MEDICAL SOCIETY
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September 20, 2005

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

P.O. Box 8013

Baltimore, MD 21244-8013

Re: “GPCls”
Dear Sirs,

I'am writing on behalf of the Santa Barbara County Medical Society in response to
solicitation of comments on proposed rules regarding Medicare physician payment localities
(70FR45783) and GPCl's. Since 1997, our county has been adversely affected by CMS
locality decisions, including the most recent proposal. We have extensively studied the
problem developing an understanding that few outside of CMS have. It is appropriate,
therefore, that we comment on the most recent proposal.

The intent of current Medicare law is to reimburse providers according to the cost of
providing services, make adjustments for geographic differences in those costs, and
distribute payments accordingly. Since payments within localities are uniform, costs within
localities should also be uniform. In 1997, HCFA applied a 5 percent threshold to existing
localities to consolidate them into comparable cost areas creating our current national
physician fee schedule structure (61FR59494). In the ruling, there was no provision for future
locality revision. In response to comments regarding managing future cost changes, it was
stated “while we do not plan to routinely revise payment areas as we implement new GPCls,
we will review the areas in multiple locality States if the newer GPCI data indicates dramatic
relative cost changes among areas.” (61FR59497).

Since 1997, dramatic relative cost changes within current localities have occurred (CMS
county data). Eighty counties in twelve multi-locality states currently have cost indices
(GAF’s) that exceed their payments (locality GAF) by the 5% threshold. California has the
greatest disparity, amounting to a nearly $50 million annual payment error (money
redistributed from high cost counties to low cost counties within a locality). This year, ten
California Counties in two localities have cost indices that exceed their locality’s GAF by the
5% rule. These dramatic relative cost changes warrant locality revision to correct
inconsistencies in payment for geographic adjustment. The proposed two county solution
falls far short of addressing the problem in our state. It also ignores seventy counties outside
of California.

Unfortunately, as noted in the CMS proposal, the redistributive effect of restructuring all
localities in 2006 as was done in 1997 would result in significant payment reductions to
remaining localities. For all, this is the main barrier to revision. Having experienced a 3.4%
reduction in 1897, our county cannot advocate subjecting other areas to such hardship.
Furthermore, our modeling concludes that other methods (70FR45784) result in greater
negative impacts. We prefer the 5% iterative rule as applied in 1997 using the county as the
basic unit to create new localities, since it leaves most payment areas intact and minimizes
negative impact.
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We also cannot support continued inaction in California where cost indices over the years
have increased at a greater rate in high cost counties. When these higher GPCI's are
averaged across the locality, the redistribution worsens the disparities. Relative
overpayments occur in thirty-nine lower cost California counties (76%) and are greater than
five percent in twenty of those counties. In addition, the current redistributive effect of locality
revision has become seemingly insurmountable. Redistributing GPCI increases rather than
making locality changes only compounds the problem.

We have identified two solutions to the problem that avoid payment reductions, each
applying the 5% rule. The first requires legislation setting a floor in localities revised and
appropriating additional revenues to maintain that floor (since the opportunity to take
advantage of significant GPCI increases as proposed by CMA in 2004 has been lost). The
second requires CMS to perform locality revision over several years in increments, not to
exceed the offsetting amounts of GPCI and annual adjustment increases.

The California Medical Association prefers the first solution because it is expedient, all-
inclusive, does not withhold increases to revised payment areas, is relatively inexpensive
and has widespread support. The two-county Locality proposal (CMS-1502-P) is the only
option available to CMS that applies the second solution (California is the only state affected
with GPCl increases sufficient to offset redistributive reductions). Although the proposal
excludes our county and others, we support it as an initial step because it fulfills our
principles of locality revision without payment reduction and is preferable to no action. The
proposal appropriately addresses the most adversely affected counties in California rather
than applying GPCl increases to a locality with relative overpayment to a majority of
counties, some of which are also receiving additional revenues as underserved areas.
Furthermore, it facilitates future locality revision (including the CMA preference) by reducing
the number of adversely affected counties.

We believe that our county and California are better served by making this small locality
change now and making locality revision a priority rather than perpetuating the current
inequities by applying GPCI increases. We fully understand the difficulties that Santa Cruz
and Sonoma Counties are experiencing as a result of their higher practice costs. In no way
would a 0.4% GPCl increase at their expense diminish the difficulties that our county is
experiencing due to high practice costs. We recognize that only locality revision will diminish
that difficulty. With that recognition, the proposal will benefit Santa Cruz and Sonoma to a far
greater degree than the 0.4% payment increase would benefit our county. For this reason,
we support a proposal that moves us closer to complete locality revision.

We make this statement, however, with the full understanding that California’s current locality
problem includes ten counties, not two counties, and that the CMS proposal is considered
the first step towards a final solution that includes all counties adversely affected and any
additional counties similarly affected with future GPCI revisions applying our principles
nationwide. With that understanding, reducing the current locality inequities facilitates a final
solution. If CMS considers the proposal a final solution, we oppose it as being incomplete.

Because annual adjustments have not kept pace with the Medical economic index resulting
in system wide under funding, CMS can expect opposition to the proposal from California
counties that will have the 0.4% GPCI increases negated. We encourage CMS to view this
opposition in the proper context of equitable geographic distribution of payment for practice
costs. In considering opposing viewpoints, compeliling arguments should be made as to why
it would be preferable to apply the 0.4% GPC! increase and maintain the status quo than
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begin to address the worsening payment inequities. Although not an ideal or final solution,
we agree with the decision to address the two most adversely affected high cost counties
and avoid increasing relative overpayment to thirty-nine low cost counties than reduce the
overpayment in seven high cost counties, including ours, by a negligible 0.4% and ignore the
problem. We have commented on the historical trend of widening cost disparities in
California and predict the problem will worsen with continued inaction.

We applaud CMS for taking this unprecedented action in addressing California’s locality
problem without forcing payment reductions. Opposing this proposal ignores that
precedence, ignores the difficulties of the two counties, and places the value of a 0.4% GPCI
increase over the value of locality revision. We strongly recommend support of the proposal
and continued cooperation for a complete resolution.

Although we agree that state medical associations should be an impetus behind locality
changes, we disagree with your proposal that state medical associations should be the
impetus behind locality changes. Congress delegated CMS to administer payment localities
because of their expertise and objectivity, not state medical associations. State Medical
Societies are not impartial and, with few exceptions, do not have expertise on this very
complex issue. Furthermore, as ironically pointed out in response to the proposed
demonstration project last year (7OFR45783), the body is not representative of all providers.

In summary, we support the two-county locality proposal as the first step in an incremental
final solution to the problem that avoids payment reductions. The current locality structure in
many multi-locality states does not fulfill the 1996 objective of minimizing input price
difference and county boundary difference and warrants revision. Implementing the proposed
GPClI’s and further delaying locality revision in our state will worsen the negative impact of
that revision. Future locality revision should occur with introduction of new GPCls to minimize
input price differences within localities. Furthermore, without additional appropriation from
Congress, locality revision should be incremental and take advantage of annual adjustments
to avoid payment reductions. Methodology such as the iterative 5% rule should be applied to
automatically accommodate locality revision with new GPCls or define limits of existing
localities that would prompt revision rather than requiring a proposal from state medical
associations. A process for locality review and appeal should be developed that does not
require divisive resolutions from state medical associations.

The intent of the GPCI is to reimburse physicians appropriately for geographical differences
in the cost of providing medical care. The intent of establishing localities was to simplify but
not undermine GPCI reimbursement. In multiple locality states such as California,
maintaining localities with large differences among the basic locality units (defined by the
rulemaking process as greater than 5 percent) violates criteria established in 1996,
undermines the intent of GPCI, and, therefore, warrants revision of those localities.

Sincerely,

Edward S. Bentley, M.D.
Immediate Past President
Santa Barbara County Medical Society
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" (805) 683-5333  FAX (805) 967-2871
sbcms@sbmed.org  www.sbmed.org

September 20, 2005

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

P.O. Box 8013

Baltimore, MD 21244-8013

Re: “GPCls”
Dear Sirs,

| am writing on behalf of the Santa Barbara County Medical Society in response to
solicitation of comments on proposed rules regarding Medicare physician payment localities
(70FR45783) and GPCl’s. Since 1997, our county has been adversely affected by CMS
locality decisions, including the most recent proposal. We have extensively studied the
problem developing an understanding that few outside of CMS have. It is appropriate,
therefore, that we comment on the most recent proposal.

The intent of current Medicare law is to reimburse providers according to the cost of
providing services, make adjustments for geographic differences in those costs, and
distribute payments accordingly. Since payments within localities are uniform, costs within
localities should also be uniform. In 1997, HCFA applied a 5 percent threshold to existing
localities to consolidate them into comparable cost areas creating our current national
physician fee schedule structure (61FR59494). In the ruling, there was no provision for future
locality revision. In response to comments regarding managing future cost changes, it was
stated “while we do not plan to routinely revise payment areas as we implement new GPCls,
we will review the areas in multiple locality States if the newer GPCI data indicates dramatic
relative cost changes among areas.” (61FR59497).

Since 1997, dramatic relative cost changes within current localities have occurred (CMS
county data). Eighty counties in twelve multi-locality states currently have cost indices
(GAF’s) that exceed their payments (locality GAF) by the 5% threshold. California has the
greatest disparity, amounting to a nearly $50 million annual payment error (money
redistributed from high cost counties to low cost counties within a locality). This year, ten
California Counties in two localities have cost indices that exceed their locality’s GAF by the
5% rule. These dramatic relative cost changes warrant locality revision to correct
inconsistencies in payment for geographic adjustment. The proposed two county solution
falls far short of addressing the problem in our state. It also ignores seventy counties outside
of California.

Unfortunately, as noted in the CMS proposal, the redistributive effect of restructuring all
localities in 2006 as was done in 1997 would result in significant payment reductions to
remaining localities. For all, this is the main barrier to revision. Having experienced a 3.4%
reduction in 1997, our county cannot advocate subjecting other areas to such hardship.
Furthermore, our modeling concludes that other methods (70FR45784) result in greater
negative impacts. We prefer the 5% iterative rule as applied in 1997 using the county as the
basic unit to create new localities, since it leaves most payment areas intact and minimizes
negative impact.
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We also cannot support continued inaction in California where cost indices over the years
have increased at a greater rate in high cost counties. When these higher GPClI’s are
averaged across the locality, the redistribution worsens the disparities. Relative
overpayments occur in thirty-nine lower cost California counties (76%) and are greater than
five percent in twenty of those counties. In addition, the current redistributive effect of locality
revision has become seemingly insurmountable. Redistributing GPCI increases rather than
making locality changes only compounds the problem.

We have identified two solutions to the problem that avoid payment reductions, each
applying the 5% rule. The first requires legislation setting a floor in localities revised and
appropriating additional revenues to maintain that floor (since the opportunity to take
advantage of significant GPCI increases as proposed by CMA in 2004 has been lost). The
second requires CMS to perform locality revision over several years in increments, not to
exceed the offsetting amounts of GPCI and annual adjustment increases.

The California Medical Association prefers the first solution because it is expedient, all-
inclusive, does not withhold increases to revised payment areas, is relatively inexpensive
and has widespread support. The two-county Locality proposal (CMS-1502-P) is the only
option available to CMS that applies the second solution (California is the only state affected
with GPCl increases sufficient to offset redistributive reductions). Although the proposal
excludes our county and others, we support it as an initial step because it fulfills our
principles of locality revision without payment reduction and is preferable to no action. The
proposal appropriately addresses the most adversely affected counties in California rather
than applying GPCI increases to a locality with relative overpayment to a majority of
counties, some of which are also receiving additional revenues as underserved areas.
Furthermore, it facilitates future locality revision (including the CMA preference) by reducing
the number of adversely affected counties.

We believe that our county and California are better served by making this small locality
change now and making locality revision a priority rather than perpetuating the current
inequities by applying GPCI increases. We fully understand the difficulties that Santa Cruz
and Sonoma Counties are experiencing as a result of their higher practice costs. In no way
would a 0.4% GPCl increase at their expense diminish the difficulties that our county is
experiencing due to high practice costs. We recognize that only locality revision will diminish
that difficulty. With that recognition, the proposal will benefit Santa Cruz and Sonoma to a far
greater degree than the 0.4% payment increase would benefit our county. For this reason,
we support a proposal that moves us closer to complete locality revision.

We make this statement, however, with the full understanding that California’s current locality
problem includes ten counties, not two counties, and that the CMS proposal is considered
the first step towards a final solution that includes all counties adversely affected and any
additional counties similarly affected with future GPCI revisions applying our principles
nationwide. With that understanding, reducing the current locality inequities facilitates a final
solution. If CMS considers the proposal a final solution, we oppose it as being incomplete.

Because annual adjustments have not kept pace with the Medical economic index resulting
in system wide under funding, CMS can expect opposition to the proposal from California
counties that will have the 0.4% GPCI increases negated. We encourage CMS to view this
opposition in the proper context of equitable geographic distribution of payment for practice
costs. In considering opposing viewpoints, compelling arguments should be made as to why
it would be preferable to apply the 0.4% GPCI increase and maintain the status quo than




Letter to CMS

From Edward Bentley, M.D., Santa Barbara, CA

September 20, 2005

page 3

begin to address the worsening payment inequities. Although not an ideal or final solution,
we agree with the decision to address the two most adversely affected high cost counties
and avoid increasing relative overpayment to thirty-nine low cost counties than reduce the
overpayment in seven high cost counties, including ours, by a negligible 0.4% and ignore the
problem. We have commented on the historical trend of widening cost disparities in
California and predict the problem will worsen with continued inaction.

We applaud CMS for taking this unprecedented action in addressing California’s locality
problem without forcing payment reductions. Opposing this proposal ignores that
precedence, ignores the difficulties of the two counties, and places the value of a 0.4% GPCI
increase over the value of locality revision. We strongly recommend support of the proposal
and continued cooperation for a complete resolution.

Although we agree that state medical associations should be an impetus behind locality
changes, we disagree with your proposal that state medical associations should be the
impetus behind locality changes. Congress delegated CMS to administer payment localities
because of their expertise and objectivity, not state medical associations. State Medical
Societies are not impartial and, with few exceptions, do not have expertise on this very
complex issue. Furthermore, as ironically pointed out in response to the proposed
demonstration project last year (7OFR45783), the body is not representative of all providers.

In summary, we support the two-county locality proposal as the first step in an incremental
final solution to the problem that avoids payment reductions. The current locality structure in
many multi-locality states does not fulfill the 1996 objective of minimizing input price
difference and county boundary difference and warrants revision. Implementing the proposed
GPCl's and further delaying locality revision in our state will worsen the negative impact of
that revision. Future locality revision should occur with introduction of new GPCls to minimize
input price differences within localities. Furthermore, without additional appropriation from
Congress, locality revision should be incremental and take advantage of annual adjustments
to avoid payment reductions. Methodology such as the iterative 5% rule should be applied to
automatically accommodate locality revision with new GPCls or define limits of existing
localities that would prompt revision rather than requiring a proposal from state medical
associations. A process for locality review and appeal should be developed that does not
require divisive resolutions from state medical associations.

The intent of the GPCl is to reimburse physicians appropriately for geographical differences
in the cost of providing medical care. The intent of establishing localities was to simplify but
not undermine GPCI reimbursement. In multiple locality states such as California,
maintaining localities with large differences among the basic locality units (defined by the
rulemaking process as greater than 5 percent) violates criteria established in 1996,
undermines the intent of GPCI, and, therefore, warrants revision of those localities.

Sincerely,

Edward S. Bentley, M.D.
Immediate Past President
Santa Barbara County Medical Society
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Sonoma County Medical Association

September 26, 2005

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: “GPCIs”

I 'am writing as an individual on behalf of 2,574 Sonoma County residents—Medicare
beneficiaries and patients with other types of insurance—in support of CMS’s proposed rule to
change Sonoma County’s Medicare payment locality.

Recognizing that inadequate reimbursement of Sonoma County physicians affects everyone in
our community, the Sonoma County Medical Association (SCMA)—representing 61 percent of
physicians currently practicing in Sonoma County—launched a community-wide educational
effort to encourage comments in support of the proposed rule during the “public comment”
period ending Sept. 30.

SCMA is aware of over 4,000 residents’ support of the proposed rule by way of letters, e-mails
and signatures on petitions. Because the Sept. 30™ deadline is upon us, I am hoping you will
consider the attached petitions representing 2,574 Sonoma County residents who are unable to
send their own letter or e-mail. It was their intent, by way of a signature, to comment in support
of the CMS proposed rule pertaining to GPClIs.

Thank you for your consideration.

Sincerely, £ s

# Jf
A 7
7

Cyr};Hféx Melody

Executive Director
¥

Two copies attached.

(o2




S

CHAIRMAN

SEP 28 2005 43

L Congress of the Hnited States iz

E. CLAY SHAW, Jn., FLORIDA : . FORTNEY PETE STARK, CALIFORNIA
NANCY L JOHNSON, CONNECTICUT QB s ]‘Iﬂllﬁl nr mmmnuw SANDER M. LEVIN, MICHIGAN
WALLY HERGER, CALIFORNIA =N BENJAMEN L. CARDIN, MARYLAND
J4IM McCRERY, LOLIISIANA COMMITTEE ON WAYS AND MEANS 1M MOERMOTT, WASHINGTON
DAVE CAMP, MICHIGAN TTE LEWIS, GEORGIA

JM RAMSTAD, MINNESOTA ) RICHARD E. NEAL, MASSACHUSETTS
AN OIS OA s 1102 LonewoRrTH House OFFICE BUILDING WILLIAM oL NEW vorK
PHIL ENGLISH, PENNSYLVANIA (202) 225-3625 m TANNER, ﬁumuﬁ

J.D. HAYWORTH, ARIZONA SECERRA, CALIFOR!

JERRY WELLER, LLINOIS . LLOYD DOGGETY, TEXAS
KENNY C. HULSHOF, MISSOURI mﬂﬁmﬂﬂmﬂ, BC 205156348 ) EARL POMEROY, NORTH DAKOTA
RON LEWIS, KENTUCKY STEPHANIE TUBBS JONES, OHIO
T POLEY, oA http://waysandmeans.house.gov o B Ao, CALIORN T
THOMAS M. REYNOLDS, NEW YORK RAHM EMANUEL, ILLINOIS

PAUL RYAN, WISCONSIN

ERIC CANTOR, VIRGINIA JANICE MAYS,

JOHN LINDER, GEORGIA INORITY CHIEF COUNSEL
BOB BEAUPREZ, COLORADO MINOR

MELISSA A. HART, PENNSYLVANIA

CHRIS CHOCOLA, INDIANA
DEVIN NUNES, CALIFORNIA

ALLISON M. GILES,

September 28, 2005

CHIEF OF STAFF

The Honorable Mark McClellan
Administrator

Centers for Medicare and Medicaid Services
Hubert Humphrey Building, Room 314-G
200 Independence Avenue, SW
Washington, D.C. 20201

Dear Administrator McClellan:

I am strongly opposed to a particular provision in the proposed rule Revisions to Payment
Policies under the Physician Fee Schedule Jfor Calendar Year 2006. This provision would
implement two changes to the California geographic practice cost indices (GPCI) payment
localities for Santa Cruz County and Sonoma County. These two counties would be removed
from the “Rest of California” payment locality, and become two separate payment localities.
Finally, increases in payments for these two new localities would be offset by a reduction in
payment, not insignificant, to the remaining counties in the “Rest of California” payment
locality. ' ,

As justification for these changes, the proposed rule states that CMS “received many
comments from physicians and individuals in Santa Cruz County expressing the opinion the
Santa Cruz County should be removed from the “Rest of California” payment locality and placed

in its own payment locality.” The proposed rule does not report receipt of comments from
physicians and individuals in Sonoma County expressing support for change. |

CMS notes higher costs in Santa Cruz and Sonoma than in other counties in the “Rest of
California” payment locality. The county-specific geographic adjustment factor (GAF) of Santa
Cruz County is 10 percent higher than the “Rest of California” locality GAF, and the county-
specific GAF of Sonoma County is 8 percent higher than the “Rest of California™ locality GAF.
CMS omits to mention that other California counties also have county-specific GAFs that are
higher than the “Rest of California” GAF — for example, Monterey County’s GAF is about 7
percent higher. What criteria did you use to separate out Santa Cruz and Sonoma, but not
Monterey?

CMS cites borders shared with higher GAF counties as a possible rationale for proposing
a change. While Santa Cruz is adjacent to Santa Clara and San Mateo counties (which have two
of the highest GAFs in the nation), and Sonoma borders Marin and Napa (which have the fourth
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mm Jeanne L. Crump, D.O. 1211 College Ave.
Osteopathic Manipulative Therapy Santa Rosa, CA 95404-3907

, Telephone: 707-544-4334

Fax: 707-544-9165 -

September 20, 2005

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

P. O. Box 8017

Baltimore, Maryland 21244-8017

Re: GPCI1

I am a practicing Physician in Sonoma County, California, and it has come to my
attention that Medicare is proposing to create a new payment locality for Sonoma
County, an increasingly expensive place to live and work. In the new locality, the
Medicare reimbursement rate would be more closely matched to actual practice expenses
than it is now.

I strongly support a new locality, which would help Sonoma County physicians improve
the quantity and quality of care they deliver to Medicare beneficiaries. Sonoma County
physicians deliver the same quality of service delivered in large metropolitan areas and
we live and practice in a county which is no longer considered rural. The locality change
would also benefit efforts to recruit and retain physicians in the county, which has a large
Medicarc population and has been losing physicians at a rapid rate. Many physicians no
longer accept Medicare patiénts.

Please take this matter of a new locality seriously. I appreciate the opportunity to
comment on such an important issue.

Sincerely,




.
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Jeanette L. Lebell
685 Snow Road
Sebastopol, CA 95472
(707) 824-2858

September 21, 2005

GPCIs

Center for Medicare & Medicaid Services
Dept. of Health and Human Services
Attn: CMS-1052-P -

P.O. Box 8017

Baltimore, MD 21244-8017

Dear Administrators:

I want to express my strong support for CMS’ proposed revision to the physician
payment localities for Santa Cruz and Sonoma County. Asa long-time resident of
Sonoma County I am acutely aware of some of the problems the current system has
inflicted upon us all. Ihave been personally affected by this as I was a happy member of
Health Plan of the Redwoods before it went belly-up due to inadequate reimbursement
rates under Medicare.

The cost of living in Sonoma County is extremely high despite the fact that the
county still enjoys a rural ambience. Sonoma County also has a very high percentage of
seniors, and elders over 85 years of age. The large discrepancy between physician
payment rates here and in neighboring counties has exacerbated the flight of doctors from
Sonoma County. Many primary care doctors just cannot afford to stay and make their
practice survive in the current economic environment. Quality health care is suffering for
everyone when the remaining physicians are extremely overworked and underpaid. This
federal guideline change will help bring medical costs in line with the actual costs here in
Sonoma County and hopefully this will help stem the flow of physicians out and keep the
medical services affordable for those of us who are not yet dependent on any federally
subsidized program.

This proposed change is long overdue. Please do whatever is necessary to make
this change as quickly as possible. Our ability to access healthcare is in your hands.

Sincerely, ;
Q\Lm%a{:@-
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To: Centers for Medicare and Medicaid Services

* From: Marianne Estournes
Occupational Therapist

Re: Medicare Reimbursement increase by 8% for Sonoma County

I am writing to appeal to you on behalf of the doctors, hospitals and health professionals
in Sonoma County who treat our geriatric population and rely on Medicare
reimbursements to support their endeavors.

Sonoma County has a large geriatric population and it is steadily growing as our “baby-
boom” generation reaches retirement. These people are in the medical system and need
good preventative care and appropriate intervention when they become ill. Good doctors
are needed to provide these services and they need appropriate reimbursement for these
services. We also have a large population of younger patients who are on Medicare due
to some disability such as renal failure, drug addiction, diabetes or a disabling back
injury. These younger patients often are very ill and use an enormous amount of
services.

Many physicians have left Sonoma County due to poor reimbursement for the excellent
services they provide, leaving the rest of the medical community overburdened. Many
may close their practice to new Medicare patients, leaving these patients without access
to adequate medical care.

Sonoma County is no longer a rural area. Santa Rosa Memorial is the largest hospital
between San Francisco and the Oregon border and performs many specialized services.
Generally, Santa Rosa is an urbanized town with over 150,000 citizens, excellent medical
services available and wonderful physicians who deserve to be adequately reimbursed for
their services. The cost of living in Sonoma County is high. Doctors and hospitals need
to be paid to reflect the true cost of living and doing business in this community assure
quality care, retain the medical community we have and the attract the best and the
brightest to come here to serve the our needs.

I appeal to you to PASS this proposal to increase the reimbursement rate for Sonoma
County by 8%. This will help towards stabilizing our medical community an assure that
our citizens have enough doctors and professionals to serve their needs.

Sincerely,

WWM%%WM&W(/

Marianne Estournes
Occupational Therapist
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September 22, 2005

GPCIs

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

PO Box 8017

Baltimore, MD 21244-8017

To Whom It May Concern:

I am writing to express my strong support for the proposed new rule for Medicare that
would increase the reimbursement rate for Sonoma County, California, by 8%. In the 15
years I have lived in this county I have seen significant reductions in the choice of
medical practitioners available to citizens; medical plans and doctors groups have gone
bankrupt and the population is growing much faster than the growth of physicians.

I am now age 65 and find that I am one of a rather large percentage (16.6%) of the
county’s population of “seniors.” I have friends who have had great difficulty in finding
a practice which would accept them as a patient. This may once have been a rural
county, but it is no longer and the cost of living is quite high. I urge the implementation
of the proposed new reimbursement rate for Sonoma County.

incerely,

wdibr Aw)&w&

“~Tudith A. Hunt
513 Yellowstone Court
Petaluma, CA 994954
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Nanta Cruz County Medical Sociefy

Center for Medicare and Medicaid Services September 23, 2005
Department of Health and Human Services

Attention CMS-1502-P

PO box 8017

Baltimore, MD 21244-8017

cRYZ

<
A r Q(,
(4 1
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3 2
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Re: GPCI. Support removal of two counties from Locality 99
To Whom It May Concern,

The Santa Cruz County Medical Society strongly supports the proposed revision to
the physician payment localities in California that you published in the Federal
Registry 8 August 2005,

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 have made an important change that
will go a long way to ensuring access to care for health care services in our county.

Continuing status quo and ignoring of the growing inequity that exists within the
present Locality 99 would be unwise. The adjustment that you propose
appropriately addresses the current inequitable payment problem. The other
Locality 99 counties have used Sonoma and Santa Cruz’s measured higher cost of
providing care to enhance their reimbursements.

Although there are another 8 counties similarly affected, your plan to remove the
most affected using new dollar increases thus essentially holding harmless those
negatively impacted is a good strategy and is sustainable if further increases would
be used in a similar manner.

Sincer Z.’h L‘W , j

rcus Kwan, MD
Executive Director, Santa Cruz County Medical Society

MRK/mrk

1295 Soquel Drive, Suite 340 Santa Cruz, 04 95060 (830)479-7226  Raw(831)479-7223
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Centers for Medicare and Medicaid Services September 21, 2005
Department of Health and Human Services

To whom it may Concemn:

I am a senior citizen and Medicare recipient living in Santa Cruz, CA. This city is the
home of a branch of the University of California. It is a beach side community with one
of the most expensive housing areas in the state. Many retirees leave here because they
can’t afford to live here, once retired and because their homes are worth so much money
they find it very profitable to sell and relocate where housing is less expensive. Young
people in our town find it very hard to buy homes because the demand exceeds supply
and they are just not affordable. Even young professionals, such as doctors, find it hard
to afford housing here. The rental market is not very affordable either because of the
demands of the university. The median price of a house here is well over a half million.
Since 1998 1 have had five doctors, two of them primary care physicians leave town,
retire or both. Many of the remaining ones don’t want to take Medicare patients because
of the reimbursement deficit here. To classify Santa Cruz County as rural is a joke!
Granted there is some agriculture in the South County beyond Watsonville and some
North of the city but we are not RURAL. The clogged and inadequate freeway could tell
you that.

If you don’t start reimbursing our doctors here better we could have a real health crisis on
our hands.

Thank you.

oo Caca,

Lois Carle




SEP 28 2B (/3

LT slimady conprtband 55 me—apenis’s Loniz N
fo2lis Y9 mldicad heiinbutionents on Sirona Gank
%M%m WWJ/M%W oot
M@MW@&WWMW
Allint-arge sAenls ZZZZZ ; NI/
éwwfﬂém ard foliR vsie oty sl Lot

W{Z:/ { /‘ I/ZZ Z
e e iies ot T ptise ST
st il M Tebd F vvid Sogry « 2

ly peniss Wip Conil pret Py
N ¥ .
= ‘é Wt, » ;4214% Z WWMVV@MM/
o prben To prsvcie Wﬁ%w’




S1g@mEaX U9
27 M/@u/m/gf’%z Lh2

A W et -
EW V) en MW\/ fﬁﬁ/ﬁjﬂaﬁ/zf% % e
/// Sl e

foblana % Y




54

SEP 2o 2005

September 21, 2005

GPCls

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1052P

P O Box 8017

Baltimore, MD 21244-8017

My husband and | support the proposal as written by the medical community in
Sonoma County. It isn’t reasonable to consider Sonoma County “rural” when all
expenses incurred by citizens are consistent with Marin and bay area counties.
There has been great difficulty in finding doctors to work in our County, many
WILL NOT accept new Medicare patients. When doctors leave to practice in
other areas, we are left with doctors that are not accepting new patients. Many
patients, particularly those on Medicare or without insurance are having difficulty
finding health care. ~

Please accept this proposal and make Sonoma County consistent with Bay Area
counties.

Bruce ghd Phyllis Sharrow
823 Madison Street
Petaluma, CA 94952
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September 21, 2005

GPCIs

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

P. 0. Box 8017

Baltimore, MD 21244-8017

SUBJECT: Medicare Reimbursement in Sonoma County

I have recently been diagnosed with breast cancer. [ had a mammogram,
a sterotactic biopsy, and a lumpectomy. I am now receiving radiation
therapy.

I received the BEST of care at every step of the way.

Then the reimbursement notices started coming in. I absolutely could
not believe what Medicare paid my EXCELLENT doctors.

Then 1 picked up the paper and read that our doctors in Sanoma County
do do get reimbursed as much as doctors in Napa and Marin counties.
WHY??2?

 The cost of living is similar in the three counties, as is the cost of
office space, staff, workers' compensation and a dozen other variables.

The low reimbursement rate has driven doctorsout of Sonoma County and
has prevented needed specialists from moving here.

If we did not have the GREAT doctors we have in Sonoma County, we would
be forced to travel elsewhere and this would be an additional hardship
on senior citizens.

I STRONGLY support the proposal to increase the reimbursement rate for

our great doctors in Sonoma County.
Thank You
AP INS N\ §

1716 Kearny St.
Petaluma, CA 94954
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September 21, 2005

GPCIs

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

P. 0. Box 8017 :

Baltimore, MD 21244-8017

_ SUBJECT: Medicare Reimbursement in Sonoma County
a{——}—have-recent1y been diagnosed with breast cancer. J}/ﬂad a mammogram,

a sterotactic biopsy, and a Tumpectomy. Juiyow receiving radiation
therapy.

d//f”received the BEST of care at every step of the way.

Then the reimbursement notices started coming in. I absolutely could
not believe what Medicare paigzg?:FXCELLENT doctors.

Then I picked up the paper and read that our doctors in Sonoma County
do do get reimbursed as much as doctors in Napa and Marin counties.
WHY???

The cost of living is similar in the three counties, as is the cost of
office space, staff, workers' compensation and a dozen other variables.

The Tow reimbursement rate has driven doctas out of Sonoma County and
has prevented needed specialists from moving here. 4

If we did not have the GREAT doctors we have in Sonoma County, we would
be forced to travel elsewhere and this would be an additional hardship

on senicr citizens.

1 STRONGLY support the proposal to increase the reimbursement rate for
our great doctors in Sonoma County.

Thank You

inasel o Wb

1716 Kearny St.
Petaluma, CA 94954
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Beverly J. Kruse
4376 Winfield Lane
Sebastopol, CA 95472

September 21, 2005

GPClIs

Centers for Medicare & Medicaid Services
Dept. of Health & Human Services

Attn: CMS-1502-P.

P. O. Box 8017

Baltimore, MD 21244-8017

REQUEST FOR INCREASE IN SONOMA. COUNTY MEDICARE REIMBURSEMENT

I am writing t0 request that you correct Medicare reimbursement in Sonoma Couinty now by increasing the
reimbursement rate here by 8% as proposed.

Reasons for this request include the foltowing facts:

Sonoma County has the lowest Medicare reimbursement rate in California

Many doctors have left the county because of low reimbrirsement

Medical costs- in Sonoma County are, on-average, 8% higher than similar counties .

In July 2005 six out of 10 Sonoma County primary care physicians were not accepting new Medicare
patients

5. Thousands of patients on Medicare or without insurance are having trouble accessing health care

e

Beverly J. Knisc
Enc: 2 copies
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H.LEE MOFFITT
. ‘ CANCER CENTER
& RESEARCH INSTITUTE

At the University of South Florida
September 13, 2005

Mark McClellan, M.D_, Ph.D.

Administrator

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Attn: CMS-1502-P/TEACHING ANESTHESIOLOGISTS
P.O. Box 8017

Baltimore, MD 21244-8017

Dear Dr. McClellan:

I am writing as an Academic Anesthesiologist at the H. Lee Moffitt Cancer Center
in Tampa, Florida to urge the Centers for Medicare and Medicaid Services (CMS)
to change the Medicare anesthesiology teaching payment policy.

Qur nstitution, trains both Anesthesiology Residents and Certified Registered
Nurse Anesthetist (CRNA) students and we therefore are fully aware of the
economic impact of Medicare’s discriminatory payment arrangement. [t applies
only to anesthesiology teaching programs, and has had a serious detrimental
impact on the ability of our anesthesiology residency program o retain skilled
faculty and to train the new anesthesiologists necessary to help alleviate the
widely-acknowledged shortage of anesthesia providers -- a shortage that will be
exacerbated in coming years by the aging of the baby boom generation and their
need for surgical services.

The proposed policy revision will not affect in any way the education of Certified
Registered Nurse Anesthetist (CRNA) students or the number of CRNA students
trained at our institution.

Under current Medicare regulations, teaching surgeons and even internists are
permitted to work with residents on overlapping cases and receive full payment so
long as the teacher is present for critical or key portions of the procedure.
Teaching surgeons may bill Medicare for full reimbursement for each of the two
procedures in which he or she is involved. An internist may supervise residents in
four overlapping office visits and collect 100% of the fee when certain
requirements are met.

Teaching anesthesiologists are also permitted to work with residents on
overlapping cases so long as they are present for critical or key portions of the
procedure. However, unlike teaching surgeons and internists, since 1995 the

12902 Magnolia Drive
Tampa, Florida 33612-9497

(813) 972-HOPE
(813) 972-4673
FAX: (813) 972-8495
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teaching anesthesiologists who work with residents on overlapping cases face a
discriminatory payment penalty for each case. The Medicare payment for each
case is reduced 50%. This penalty is not fair, and it is not reasonable.

Correcting this inequity will go a long way toward assuring the application of
Medicare’s teaching payment rules consistently across medical specialties and
toward assuring that anesthesiology teaching is reimbursed on par with other
teaching physicians.

Please end the anesthesiology teaching payment penalty.

Sincerely yours,

M"ﬂ%
Jinhong Liu, M.D.
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GREGORY A. HOGLE, D.O.
COLUMBINE OTOLARYNGOLOGY ®* HEAD AND NECK SURGERY

MELVIN & ELAINE WOLF SURGICAL BLDG.
4600 HALE PARKWAY, SUITE 450
DENVER, COLORADO 80220

TELEPHONE 303/333-2119

FAX 303/333/2016

September 21, 2005

Mark B. MCClellan, M.D., PhD.
Administrator

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

PO Box 8017

Baltimore, MD 21244-8017

Re: CMS-1502-P
Dear Dr. McClellan:

As clinic manager for an ENT office, | am writing to express my concern about the Centers for Medicare
and Medicaid Services’' (CMS) proposed Medicare Physician Fee Schedule, which would reduce
Medicare reimbursement for specialty physicians by as much as 21 percent over a four-year period
beginning in 2006. All physicians, not only specialists, are dramatically affected by this proposal. Simply,
stated, physicians may not be able to continue to offer services to Medicare beneficiaries unless CMS
develops an equitable reimbursement rate for services.

Adequate and fair reimbursement rates for physician and specialty physician’s services are essential for
covering the expenses physicians incur in performing services for Medicare beneficiaries and working
with audiologists in performing hearing and vestibular services. Hearing loss is a common malady of the
aging population. As the lifespan of America’s seniors increases, a greater need for ENT/audiology
services will develop.

| respectfully request that you work with the necessary entities to develop solutions to address the
negative impact lower reimbursements on the physician community.

Thank you for your considerations.

Sincerely,

Sl oHH—
Katie F. Elliott

Clinic Administrator
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PAUL KAMINS, M.D.

ORTHOPAEDIC SURGERY AND SPORTS MEDICINE

151 BROADWAY

BANGOR, MAINE 04401

TELEPHONE (207) 945-9461

FAX (207) 945-3241

September 19, 2005

Centers for Medicare and Medicaid Services
Dept. of Health and Human Services

Attn. CMS-1502-P

PO Box 8017

Baltimore, Maryland 21244-8017

RE: Bundle cast materials and supplies
Dear Medicare and Medicaid Officials:

I have become very concerned about your upcoming plan to bundle cast and splint supplies
into relevant procedure codes. I find that appropriate care of fractures will vary depending on the
particular fracture and often require numerous cast changes for appropriate care. For example, if a
person fractures their ankle and the first cast can only be placed as the patient’s pain will tolerate,
often the cast will be in a toes pointed downward fashion. Ifleft this way for a long period of time,
the patient will develop a contracture which will require months of physical therapy. More
appropriate treatment is to see the patient back on two week intervals and each time, forced their
ankle up towards a more neutral alignment. By the six week mark, the contracture has been taken
out by cast changes thus avoiding the need for extensive physical therapy. I can guarantee you that
several extra casts and the expense of those are much less than months of physical therapy and I am
sure that you know that. If we are restricted by one global fee, by nature we will be forced to avoid
cast changes as we deem appropriate in an attempt to work within the global package and not be
paying out of pocket for what we think is appropriate care. What I am trying to portray is the fact
that patient’s care will suffer in our attempts as orthopedists to work within a constrictive global
package if the casting supplies are limited. This is only one example but could be extended into any
part of the body. Please take my concern for the patient’s care, which I am sure would be limited
by the orthopedist’s concern for lack of reimbursement by additional casting, as a serious matter
which ultimately will compromise the patient’s optimal care. Please do not proceed to bundle cast
materials into the global package. I would be glad to discuss this in person with any of your officials
if requested to do so.

Paul Kamins, M.D./dhpwr

Lb3
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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 Concern:

1 am a totally disabled Medicare parson whose whole SS Disability Check goes to pay my rent
for a crummy falling apart house.I have no savings,no medical insurance and my medical bills
are around $500.00 a month.I get a pension from when I was teaching before I had to go out on
disability when I was 48 years old. It doesn’t cover my utilities,medical bills, food etc. and 1
have had to go through bankruptcy, etc.. We can’t keep Dr.’s here as Santa Cruz County is one
of the highest places to live. They don’t get their fair share of medicare reimbursement and some
of them have even had to buy my medicine for me out of the kindness of their hearts. We Can’t
keep any Dr.’s here as they can’t afford to live here either. They come and go in a year.

1 don’t remember if I was to write a letter to you or not. If I was here it is.

Sincerely,Brook E. Hoffman

Brwit & prean_
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Thg End Of Cancer Begins Here.

A National Cancer Institute
Comprehensive Cancer Center
At the University of South Floridg

Anesthesiology Program

Hector Vila, Jr., M.D.
Program Leader

Voytek Bosek, M.D.
John Downs, M.D.
Allan Escher, D.O.
Jinhong Liu, M.D.
Alonso Mesa, M.D.
Sunil Panchal, M.D.,
Kejia Rosenfeld, M.D.
David Thrush, M.D.

September 13, 2005

Mark McClellan, M.D., Ph.D.

Administrator

Centers for Medicare and Medicaid Services

Department of Health and Human Services

Atta: CMS-1502-P/TEACHING ANESTHESICLOGISTS
P.O. Box 8017

Baltimore, MD 21244-8017

Dear Dr. McClellan:

I am writing as an Academic Anesthesiologist at the H. Lee Moffitt Cancer Center
in Tampa, Florida to urge the Centers for Medicare and Mediczid Services (CMS)
to change the Medicare anesthesiology teaching payment policy.

Our institution, trains both Anesthesiology Residznts and Certified Registered
Nurse Anesthetist (CRNA) students and we therefore are fully aware of the
economic impact of Medicare’s discriminatory payment arrangement. It applies -
only to anesthesiology teaching programs, and has had a serious detrimenta]
impact on the ability of our anesthesiology residency program to retain skilled
faculty and to train the new anesthesiologists necessary to help alleviate the
widely—acknowledged shortage of anesthesia providers -- a shortage that will be
exacerbated in coming years by the aging of the baby boom generation and their
need for surgical services.

The proposed policy revision will not affect in any way the education of Certified
Registered Nurse Anesthetist (CRNA) students or the number of CRNA students
trained at our institution.

Under current Medicare regulations, teaching surgeons and even internists are
permitted to work with residents on overlapping cases and receive full payment so
long as the teacher is present for critical or key portions of the procedure.
Teaching surgeons may bill Medicare for full reimbursement for each of the two
procedures in which he or she is involved.  Ap intemist;may supervise residents in
four overlapping office visits and, collqc_"tv;l 00% of the fee thnfqezjrain,

12902 Magnolia Drive, Suitf S 1réments are met.
Tampa, Florida 33612-9497

Phone: (813) 745-8486
Fax: (813) 745-3064
www.moffitt.usf.edu

UNIVERSITY OF
SOUTH FLORIDA
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Teaching anesthesiologists are also permitted to work with residents on
overlapping cases so long as they are present for critical or key portions of the
procedure. However, unlike teaching surgeons and internists, since 1995 the
teaching anesthesiologists who work with residents on overlapping cases face a
discriminatory payment penalty for each case. The Medicare payment for each
case is reduced 50%. This penalty is not fair, and it is not reasonable.

Correcting this inequity will go a long way toward assuring the application of
Medicare’s teaching payment rules consistently across medical specialties and

toward assuring that anesthesiology teaching is reimbursed on par with other
teaching physicians.

Please end the anesthesiology teaching payment penalty.

Sincerely yours,

David Thrush, M.D.
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Administrator Mark McClellan

Center for Medicare and Medicaid Services
U.S. Department of Health and Human Services
P.0O. Box 8017

Baltimore, MD 21244-8017

Dear Administrator McClellan:

I write to express my very strong support for CMS’ proposed
revision to the physician payment localities for Santa Cruz an
Sonoma counties.

There is currently a large payment discrepancy for physicians
in Santa Cruz and Sonoma counties due to their being classifie
as “rural” counties. Counties neighboring Santa Cruz and Sononr
counties have some of the highest payment levels for physician
in the nation. The discrepancy is causing physicians to leave
Santa Cruz and Sonoma counties, and quality health care has
suffered as a result. This reassignment will help the counties
provide sufficient health care services for its residents.

I commend CMS for acknowledging the discrepancy in payment for
physicians, and for proposing this change to correct the
situation. Should you have any questions, please feel free to
contact Jennifer Tang in my San Francisco Office. Thank you fc
your consideration.

Sincerely,

Barbara Boxer
United States Senator
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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 Concern:

My husband and I have been Medicare beneficiaries, since reaching retirement age,
and have received care from excellent physicians. Early this summer, before my
husband’s death, the care from ‘on call’ doctors over the week of J uly 4, 2005, at our
Santa Cruz hospital, (San Francisco Bay Area ), was remarkable.

I understand that a proposed rule will remove our county from the Rest of California
physician payment locality designation,

I also understand that the physicians in my community will now receive payments from
Medicare on par with other counties in the San Francisco Bay Area, commensurate with
the high cost of living in this area.

We greatly appreciate your attention to this very important issue; and wholeheartedly
support the proposed changes that you have made.

Sincerely,
Melva J. Johnson

16385 Two Bar Rd.
Boulder Creek, CA 95006

D
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JAMES ROSEwWALL CONSTRuUCTION

GENERAL BULDNG CONTRACTOR

1300 WEST BEACH STREET

POST OFFICE BOX o345

WATSONVLLE, CALIFOANIA 85077-2345
TELEPHONE: 831-728-5330

FACSMILE: 831.720.0559

CALICENSE NC: 47459

September 22, 2005

Administrator Mark McClellan

Center for Medicare and Medicaid Services
U.S. Department of Health and Human Services
P.O. Box 8017

Baltimore, MD 21244-8017

United States of America

Dear Mark McClellan,

Thank you very much for removing Santa Cruz County from the ‘rural’ designation and
providing a designation more compatible that cost of living the area.

I'have lost one physician because of the inadequate compensation and your action should
prevent the loss of another. .

James Rosewall




Fern Selzer

1824 - 48th Avenue
Capitola, CA 95010
(831)479-1384

Sept. 19, 2005

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: File Code CMS-1502-P
Issue Identifier: GPCI’s/ Payment localities

I strongly support proposed rule changes concerning the physician payment schedule and locality
revisions for Santa Cruz County, California for the calendar year 2006. Santa Cruz is currently
designated in Locality 99, which results in payments well below the actual cost of maintaining a practice
in this area. Specifically, Santa Cruz has a Geographic Adjustment Factor (GAF) of 1.125, or 12.5%
above the national average, well in excess of the 105% rule. Reimbursement in neighboring Santa Clara
County (Locality 9) is 25.1% more for the exact same medical service. The cost of living, property, etc.,
is just as high, if not higher, here.

It is really difficult for my clients to find physicians who are willing to accept Medicare, because they
lose money on office visits. Recently, they had to stop doing chemotherapy at Watsonville Hospital
because the doctors had lost so much money treating there that they stopped. Also, many physicians who
have come to town over the last few years leave soon when they realize they will never be able to buy a
house because of the amount of money they are making.

The original idea of designating localities was to fairly compensate practitioners based on geographic
costs of practice. The Locality 99 designation for Santa Cruz County has provided disproportionately low
compensation to doctors here for many years, and it is time to rectify the situation. I am pleased CMS is
looking into correcting this unfortunate situation. Placing Santa Cruz in a separate Locality with
physician reimbursements appropriate to the current geographic practice costs is the right thing to do.

Thank you for your efforts to create a fair and equitable solution for 2006.

Sincerely yours,

-

Fern Selzer
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Jan F. Zlotnick, R.N.
685 Snow Road
Sebastopol, CA 95472
(707) 824-2858

September 21, 2005

GPCls

Center for Medicare & Medicaid Services
Dept. of Health and Human Services
Attn: CMS-1052-P

P.O. Box 8017

Baltimore, MD 21244-8017

Dear Administrators:

I want to express my strong support for CMS’ proposed revision to the physician
payment localities for Santa Cruz and Sonoma County. As a long-time resident of
Sonoma County I am acutely aware of some of the problems the current system has
inflicted upon us all.

The cost of living in Sonoma County is extremely high despite the fact that the
county still enjoys a rural ambience. Sonoma County also has a very high percentage of
seniors, and elders over 85 years of age. As my elderly mother also lives in Sonoma
County, Ive seen first hand how hard it can be for seniors to get the medical care that
they need. The large discrepancy between physician payment rates here and in
neighboring counties has exacerbated the flight of doctors from Sonoma County. Many
primary care doctors just cannot afford to stay and make their practice survive in the
current economic environment. Quality health care is suffering for everyone when the
remaining physicians are extremely overworked and underpaid. This federal guideline
change will help bring medical costs in line with the actual costs here in Sonoma County
and hopefully this will help stem the flow of physicians out and keep the medical services
affordable for those of us who are not yet dependent on any federally subsidized
program.

This proposed change is long overdue. Please do whatever is necessary t0 make
this change as quickly as possible. Our ability to access healthcare is in your hands.

Sincerely, @\\

o1k
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September 22, 2005

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

PO Box 8017

Baltimore, MD 21244-8017

Re: GPCls

| wish to express my support for Medicare change of Sonoma County, California from a "rural" to special
payment locality to increase Medicare payments for medical care in this county. Median home prices in
Sonoma County are in the $650,000 range; we can in no way be considered "rural," and thus cheaper, than
the bay area counties adjacent to us.

| am one of the over 15% of age 60+ individuals who comprise the population of this county, and | need
and want all of us—and the projected even larger percentage in the near future—to have ready access to
high quality medical care. Currently, physicians are refusing to take new Medicare patients because of the
low reimbursement rate.

| fully support your proposal to change Sonoma County’s payment locality, and | appreciate the opportunity
to comment on this important issue.

Martha Rapp Ruddell
PO Box 787
Bodega Bay, CA 94923

cc: Two copies attached
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TOL Associates
990 Sunset Drive
Healdsburg, CA 95448

September 22, 2005

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

PO Box 8017

Baltimore, MD 21244-8017

Re: GPCls

I understand that Medicare is proposing to create a new payment locality for Sonoma County,
California. I would like to address some specific concerns from the perspective of TOL
Associates, a local employer:
* Santa Rosa now ranks with retirement destinations such as Clearwater, St. Petersburg,
and Miami, Florida.
* Among cities with a population of 100,000 or more, Santa Rosa is sixth in the United
States for the highest percentage of people 85 and older.
* According to State of California Department of Finance, seniors 60 and older
represent 16.6% of the total population in Sonoma County, with a projected rate of
change of 196% by 2020.

Amid the astounding growth in our elder population, Sonoma County is facing strains on the
health care delivery network that are unacceptable to Medicare recipients:
* The number of practicing physicians in Sonoma County has not kept pace with local
population growth. From 1995 to 2002, the population increased 13%, but the number
of practicing physicians increased by only 4%.
* Asof July 2005, 60% of Sonoma County primary care physicians were NOT
accepting new Medicare patients.
* Many physicians are leaving our county to practice where reimbursement is more
favorable. As a result, many specialties are under-supplied. For example, we have
only two gerontologists in the county for more than 76,000 seniors.

The new locality would increase the Medicare reimbursement rate to more closely match actual
practice expenses, helping Sonoma County physicians improve the quantity and quality of care
they deliver to Medicare beneficiaries and other patients. The locality change would also aid




efforts to recruit and retain physicians in the county, which has a large Medicare population. I
fully support your proposal to change Sonoma County’s payment locality, and I appreciate the
opportunity to comment on this important issue.

Sincerely,
Herb Liberman
President, TOL Associates

cc: Two copies attached
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September 19, 2005

GPClIs

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

PO Box 8017

Baltimore, MD 21244-8017

I am writing in support of the proposal to increase Medicare reimbursement by 8% to
Sonoma County. I am a 12-year resident of Sonoma County. I work in healthcare, but
not as a Medicare provider.

Since moving to Sonoma County from Los Angeles, I have held several jobs that allowed
me to see the need for changing the formula that Medicare uses to reimbursement for
medical services and treatment in this county. I have worked as a medical social worker
in both hospital and home health settings. I have worked as a case manager for the
largest psychological corporation in our county. I have managed capitation contracts.

All of this has given me a close-up view of the inadequacy and inequity of present
reimbursement levels.

Our county is extremely expensive to live in. In turn, it offers a wonderful quality of life.
We have a very fine family practice residency program at a local hospital. Unfortunately,
we have difficulty retaining their graduates in our community, because the cost of living
is s0 high (the median price of a home in the county is $539,000) and the reimbursement
to physicians is so low. Working inside 3 hospitals locally, I have seen the struggle of
hospitals to break even. The community has now adopted two of our smaller hospitals,
temporarily, in order to keep their doors open. DRGs as well as other factors are making
it impossible to meet expenses. Home healthcare has been significantly impacted. Very
few agencies are left operating here, and given the semi-rural nature of the area and the
long drive between communities, it is hard to take care of patients, pay the high costs of
nurses and other services at current rates.

Discharge planning is likewise affected. Fewer doctors and specialty providers are
willing to take Medicare. I cannot count the number of physicians who have left. Many
patients have to commute the 1 -2 hours each way to San Francisco to find providers
who will see them. This is unacceptable for people with severe illness, such as cancer
patients. This is a direct result of inadequate reimbursement from Medicare.

We all know that other insurance follows the lead of Medicare. If Medicare rates were
brought up, other health plans would follow and the financial balance could be restored in
our community.

Thank you for your consideration of this proposal and community input.

Sincerely,

Judith Bernstein, LCSW
5557 Yerba Buena Rd.
Santa Rosa, CA 95409
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RENTALS

P.O. Box 1130

Rohnert Park, CA 94927
Phone: (707) 523-2100
Fax: (707) 569-8809

September 14, 2005

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

PO Box 8017

Baltimore, MD 21244-8017

Re: GPCls

| understand that Medicare is proposing to create a new payment locality for
Sonoma County, California. | would like to address some specific concerns from
the perspective of SunCar Rentals Corp:
. Santa Rosa now ranks with retirement destinations such as
Clearwater, St. Petersburg, and Miami, Florida.
« Among cities with a population of 100,000 or more, Santa Rosa is sixth
in the United States for the highest percentage of people 85 and older.
- According to State of California Department of Finance, seniors 60 and
older represent 16.6% of the total population in Sonoma County, with a
projected rate of change of 196% by 2020.

Amid the astounding growth in our elder population, Sonoma County is facing
strains on the health care delivery network that are unacceptable to Medicare
recipients:

« The number of practicing physicians in Sonoma County has not kept
pace with local population growth. From 1995 to 2002, the population
increased 13%, but the number of practicing physicians increased by
only 4%.

. As of July 2005, 60% of Sonoma County primary care physicians were
NOT accepting new Medicare patients.

- Many physicians are leaving our county to practice where
reimbursement is more favorable. As a result, many specialties are
under-supplied. For example, we have only two gerontologists in the
county for more than 76,000 seniors.




The new locality would increase the Medicare reimbursement rate to more
closely match actual practice expenses, helping Sonoma County physicians
improve the quantity and quality of care they deliver to Medicare beneficiaries
and other patients. The locality change would also aid efforts to recruit and retain
physicians in the county, which has a large Medicare population. | fully support
your proposal to change Sonoma County’s payment locality, and | appreciate the
opportunity to comment on this important issue.

Sincerely,

Daniel Hiltebrand
President

cc: Two copies attached
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706 Hill Street
Capitola, CA 95010
September 26, 2005

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

P.O. Box 8017

Baltimore, MD 21244-8017

Gentlemen:

We, 2 Senior Citizens, wish to support the relocation of Santa Cruz and Sonoma Counties into
their own localities and have them taken out of CA Locality 99

Santa Cruz County borders Santa Clara County and is the bedroom for this County. Our
housing is very high and very costly, as well as other costs of living. Our excellent doctors and
hospitals need higher remuneration for this County, otherwise, they will be leaving us for a more
lucrative area.

Please reclasify our County of Santa Cruz out of CA Locality 99

Yours truly

ooy, L appolgle

George L. Applegate

35

%7@ e~ A 4Wc K

Margaret K. Applegate /
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JAMES A. NEE
2262 Seventh Ave.
Santa Cruz, CA 95062

Phone (831) 464-7340
naturboy@cruzio.com

September 24, 2005

Centers for Medicare and Medicaid Services Re: GPCI
Department of Health & Human Services

Attn.: CMS-1502-P

P.O. Box 8017

Baltimore, MD 21244-8017

Ladies & Gentlemen,;

please change Santa Cruz County’s designation from a rural county to an urban county
for purposes of reimbursement of doctors treating Medicare patients.

Certainly, we are just as urban as our next-door neighbor Santa Clara County. I have
lived and worked in Santa Cruz County for 17 years. The county has not been rural for
many years, despite expensive housing and tight zoning restrictions. Our seaside location
and ideal weather have propelled growth beyond any reasonable definition of rural.

I am a Medicare beneficiary and my doctor is excellent. I want him to be rewarded
equitably when treating me and other Medicare patients.

Thank you for your attention.
Sincerely,

o
W

JAMES A. NEE




September 25, 2005

Center for Medicare and Medicaid Services 316 Northgate Ave.
Department of Health and Human Services Daly City, CA 94015
Attention CMS-1502-P

P,O, Box 8017

Baltimore, MD 21244-8017

‘6GPCI’9

] am writing in favor of eliminating the mismatch of the physician/provider cost/payment by
Medicare in Santa Cruz County, California. The lower payments are causing a physical exodus
of the health care providers and making it more difficult for seniors to access medical help. And
more and more seniors are moving to Santa Cruz County adding to the serious problem. Iwould
appreciate a favorable consideration of rectifying this problem. Thank you.

Sincerely yours,

%@%W VT

Evelyn Ballard, M.D.
Retired Physician

(03



AKDHC

September 22, 2005

VIA EMAIL AND POSTAL MAIL
www.cms.hhs.gov/regulations/ecomments

Department of Health and Human Services
ATTN: CMS - 1502-P

PO Box 8017

Baltimore, MD 21244-8017

RE:

Federal Register Publication 8/8/05

Comments SUPPORTING the following proposed rule:

1.

Individual Nutritional therapy allowed via Telehealth

Our practice visits 9 remote clinics and cares for thousands of patients that are hundreds
of miles from our epicenter. We have physicians that fly to these locations monthly to
render nephrology services to patients in these areas. If Medical Nutrition Therapy were
allowed via telehealth, the patients would be able to receive the nutrition therapy they so
desperately need as part of their care plan. Please retain the proposal for Medical
Nutrition Therapy in a telehealth setting.



AKDHC

September 22, 2005

VIA EMAIL AND POSTAL MAIL
www.cms.hhs.gov/regulations/ecomments

Department of Health and Human Services
ATTN: CMS - 1502-P

PO Box 8017

Baltimore, MD 21244-8017

RE:

Federal Register Puklication 8/8/05

Comments QOPPOSING the following proposed rules:

1. Multiple-Procedure Discount for Certain Diagnostic Imaging Services

Proposal:

The reduction is reimbursement is proposed due to the assumption of “We do not believe
these same inputs are needed to perform subsequent procedures. When multiple images
are acquired in a single session, most of the clinical labor activities and most supplies are
not performed or furnished twice.”

Rebuttal:

The opposite is true. Most clinical labor activities and most supplies ARE furnished
twice for multiple procedures such as film, supplies, and staff time. While intake
secretarial time is diminished, procedure time is unchanged. In addition, supplies within
the room are usually not reduced nor supplies needed during the procedure. Time of
usage of the equipment is usually not reduced. A 50 % reduction does not reflect the
reality of the situation. Our practice does not support the proposed multiple-procedure
discount for certain diagnostic imaging services.

. Overall conversion factor decrease to 4.3% for Nephrology

The specialty of nephrology continues to bear the brunt of Medicare cuts. The
nephrology patient population medical complexity is second to none, and we endure
more cuts than most specialties. Our practice does not support continued cuts to such a
complex and valuable specialty.

. Decrease of 5% in 90935 —Inpatient Dialysis Visit Code

Proposal:

90935 proposed allowable | $69.37
99233 proposed allowable | $75.74




Medicare’s proposed reimbursement would mean that a 90935 payment would be 8%
below that of a 99233.

Rebuttal:

However, the Nephrologist is required to consider all those components of a 99233 and in
addition consider:

The function of the machine

The adequacy of the dialysis

The state of the vascular access

The clinicai stability of the patient before, during and after the dialysis

The effect of the dialysis itself upon all the components that are covered in the
99233 visit

The Medical Decision Making is more complex, and payment is lower. Please reconsider
the reduction proposed for a 90935 visit due to the facts stated above.




Lloin & @ Wanda W, Niance

225-208 Mt. Hermon Road, Scotts Valley, CA 95066 -- (831) 438-6479 (summer) ‘

E-mail: shalom.aln@juno.com

September 26, 2005

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 CONCERN:

We are under Medicare and residents of Santa Cruz County, California. Sometime ago, it came
to our attention that doctors in this area receive payments for services rendered to Medicare
patients under “rural” classification. This is definitely not rural area and, according to statistics
we have seen, is one of the least-affordable areas to live in the whole country.

We understand there is a proposed rule to remove Santa Cruz County from the designation of so-
called “Rest of California” physician payment locality. Though we have a primary care
physician at the present time, he will probably retire in the not-too-far-distant future. From
reports we have read, it is becoming more and more difficult to find primary care doctors who
will accept Medicare patients, due to the non-compensatory payments received from Medicare.
That issue is of concern to us.

A newspaper story for Sunday, September 25, went into this situation in detail.

We wholeheartedly support doctors receiving Medicare payments in this county the same as
doctors in other counties of the San Francisco Bay area.

Sincerely yours,

- e
Tt




Ria Ericson
148 8 Temelec Cir.
Sonoma, CA 95476-8341

September 21, 2005
Dear Reader:
It is imperative that you raise the Medicare reimbursement in Sonoma County California.

[ strongly urge you to implement this proposal because the cost of Medicare has risen
faster in the county than any other nearby areas by an average of 8 percent.

I live in the town of Sonoma. The population is appox. 9,000 + and one-third of the
citizens are Seniors.

Appox. 20 miles away, Santa Rosa, with a population of over 100,00 is sixth in the
United States to have a percentage of the population that are 85 years and older.

In July of this year 6 out of 10 Sonoma County doctors were not accepting new Medicare
patients. In addition, between 1995 — 2002 the population increased 13 percent, while the
physicians increased by only 4 percent.

Your new proposed rule will bring the county standards up and will help stabilize both
sides of the medical community: Seniors as well as their Medical Care Givers.

Most sincerely,
Loy St

Ria Ericson




Orthopaedic

i . MER«?WM.B;
Foot &%Aﬂkte Strgery

» Robert B. quzann, PA-C
Kathleen S. Schindele, PA-C

Chad D. Bailey, ARNP

Specialty Clinic
oR’Spokan“(e, PLLC

September 21, 2005

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

P O Box 8017

Baltimore, MD 21244-8017

RE: Proposed changes for casting supplies
Dear Reader:

I have recently been informed through our local Orthopaedic National Society
(BONES) that there is a cut planned for reimbursement for cast materials in the
2006 fee schedule.

PLEASE RECONSIDER THIS! Many physicians have stopped taking Medicare
patients and as more and more of us age, finding physicians will become harder and
harder. Medicine is a business-more so than in the past and we all have to be very
aware of our bottom line. With continuing reimbursement cuts, unfortunately the
very people who have worked so hard all there lives will be the ones greatly
affected.

Casting materials may seem like a small item to you, but it is just one more
expenditure that we have in running our business and it adds up tremendously when
you consider the volumes a casting an orthopedic office likes ours has.

Again-please reconsider avoiding cutting the reimbursement for casting supplies,
injectibles and anything else out there being considered. We want to stay in the
business of health care. Please help us do so!

Respectfully,

Marsha Pinat, CMPE
Office Administrator

785 E. Holland Rd. ¢ Spokane, WA 99218 » 509-466-6393 » Fax 509-466-5163 ¢ 877-464-1829
www.orthospecialtyclinic.com
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Yvonne A. Wilcox
684 North Main Street
Sebastopol
CA 95472
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County of Santa Cruz

97

SENIORS COMMISSION

PO BOX 1320, SANTA CRUZ, CA 95061 oeE Z 8
(831) 454-4864 FAX (831) 454-4290 .
CHARLES MOLNAR, CHAIR

September 21, 2005

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

P.O.Box 8017

Baltimore MD 21244-8012

SUBJECT: GPCl's
To Whom It May Concern:

The Seniors Commission is pleased to write this letter in support of the proposed revision
to the physician payment in the San Francisco Bay Area. The request to change the
current rural designation is definitely required to make the important change to ensure
access to health care services in our county.

The County of Santa Cruz ranks among the highest in California and the nation in which
to live. The discrepancy in reimbursement rates and the economics of the area have
resulted in many physicians actually leaving, others refusing new Medicare patients,
and many actually opting out of participation in HMOs and Medicare. Recruitment of
new physicians treating the older population is reaching a crisis level.

The Seniors Commission has been following the process of the re-designation for the last
couple of years. Without the availability and accessibility of guality medical care in our
County, the seniors are at great risk of not only declining health status, but increased
preventable dependence upon higher levels of care. Thank you for your commitment
to quality Medicare and Medicaid services and for the opportunity to provide this
request for changes to our rural status.

Respectfully submitted,

%meq

Charles Moinarr,
Chairperson

cc:  Santa Cruz Board of Supervisors
Cecilia Espinola, Human Resources Agency Director
Rama Khalsa, County Health Services Director

P
O
B S
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County of Santa Cruz

IN-HOME SUPPORTIVE SERVICES ADVISORY COMMISSION

1400 EMELINE AVE., 3rd FLOOR, SANTA CRUZ, CA 95060
(831) 454-4401 FAX (831) 454-4290 Py
MICHAEL MOLESKY, CHAIR N

September 22, 2005

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

P.O. Box 8017

Baltimore MD 21244-8012

SUBJECT: GPCI's
To Whom It May Concern: :

The In-Home Supportive Services Advisory Commission recently voted to write this letter in
support of the proposed revision to the physician payment in the San Francisco Bay Area. The
request to change the current rural designation is definitely requited to make the important change
to ensure access to health care services in our county.

The County of Santa Cruz ranks among the highest in California and the nation in which to live.
The discrepancy in reimbursement rates and the economics of the area have resulted in many
physicians actually leaving, others refusing new Medicare patients, and many actually opting out of
participation in HMOs and Medicare. Recruitment of new physicians treating the older population
1s reaching a crisis level.

The Commission has been following the process of the re-designation for the last couple of years
and is optimistic that this new designation will be approved. Without the availability and
accessibility of quality medical care in our County, the seniors are at great risk of not only declining
health status, but increased preventable dependence upon higher levels of care. Thank you for your
commitment to quality Medicare and Medicaid services and for the opportunity to provide this
request for changes to our rural status.

Respectfully submitted,
%&hﬂd 7%
Michael Molesky,
Chairperson
cc: Santa Cruz Board of Supervisors

Cecilia Espinola, Human Resources Agency‘Director
Rama Khalsa, County Health Services Director



County of Santa Cruz

LONG TERM CARE INTERAGENCY COMMISSION

1400 EMELINE AVE., 3rd FLOOR, SANTA CRUZ, CA 95060
(831) 454-4864 FAX (831) 454-4290 e
LARRY FRIEDMAN, CHAIR TR &

September 20, 2005

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

P.O.Box 8017

Baltimore MD 21244-8012

SUBJECT: GPClI's
To Whom It May Concern:

The Long Term Care Interagency Commission is pleased to write this letter in support of
the proposed revision to the physician payment in the San Francisco Bay Area. The
request to change the current rural designation is definitely required to make the
important change to ensure access to health care services in our county. This
adjustment will help to appropriately address the current inequitable payment for
Medicaid services.

The County of Santa Cruz ranks among the highest in California and the nation in which
to five. The discrepancy in reimbursement rates and the economics of the area have
resulted in many physicians actually leaving, others refusing new Medicare patients,
and many actually opting out of participation in HMOs and Medicare. Recruitment of
new physicians freating the older population is reaching a crisis level.

We are extremely pleased that you have selected Santa Cruz County as one of the
most important areas to begin to correct the problem of lower reimbursement rates for
Medicaid services. Without the availability and accessibility of quality medical care in
our County, the seniors are at great risk of not only declining health status, but
increased preventable dependence upon higher levels of care. Thank you for your
commitment to quality Medicare and Medicaid services and for the opportunity to
provide this request for changes to our rural status.

Respectfully submitted,

Larry Friedman,
Chairperson

cc:  Santa Cruz Board of Supervisors
' Cecilia Espinola, Human Resources Agency Director
Rama Khalsa, County Health Services Director
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CareCore National, LLC
169 Myers Corners Road
Wappingers Falls, NY 12590

845-298-8155
800-918-8924

fax: 845-298-8384
CareCore
NATIONAL
\

September 23, 2005

Herb Kuhn
Director, Center for Medicare Management
Centers for Medicare & Medicaid Services (CMS)
Hubert H. Humphrey Building
200 Independence Avenue, SW

" Washington, D.C. 20201

Re: Multiple Procedure Reduction for Diagnostic Imaging in Proposed Rule on Revisions
to Payment Policies under the Physician Fee Schedule for Calendar Year 2006 (CMS-
1502-P)

Dear Mr. Kuhn:

On August 8, 2005, the Centers for Medicare and Medicaid Services (CMS) published its
proposed revisions to payment polices under the physician fee schedule for 2006 in the
Federal Register, including revising how Medicare pays for imaging procedures that are
done during the same physician visit and performed on a contiguous body part of a
patient.” CareCore National broadly supports CMS’ proposal on this and other efforts to
rationalize Medicare’s payment policies for imaging services. We have previously
submitted data to CMS that reflects our company’s extensive experience managing
imaging services.

CareCore National provides comprehensive, customized programs to health plan clients
that seek to mitigate soaring diagnostic imaging costs while improving imaging
excellence and ensuring patient convenience. CareCore National's innovative and
quality-driven approach to radiology utilization management has made it the country’s
fastest-growing outpatient diagnostic imaging utilization management services provider,
covering over 12 million national subscribers.

Specifically:

CareCore endorses and supports CMS’ plans to apply a multiple Medicare payment
reduction to the technical component of multiple diagnostic imaging services. Our
experience in the private sector is that such reductions are appropriate adjustments in
payment policy and health plans, employers, and most practicing radiologists have taken

' 70 Fed. Reg. 45764 (August 8, 2005).



these adjustments in stride. We support CMS’ plans to make full payment on the
highest priced procedure but only pay fifty percent of the practice expense for additional
procedures performed within the same family. We have considerable experience in
implementing virtually identical policies with commercial insurers, and believe that the
proposed CMS approach is entirely justified, rational, and consistent with current private
sector expectations.

CareCore strongly supports CMS’ plans to include nuclear medicine procedures as
designated health services under the Stark law. Both the medical literature and our data
demonstrate that non-radiologists who own imaging equipment tend to order and
perform more tests than those who refer their diagnostic imaging to radiologists. We
were pleased to present our findings to MedPAC in 2004, and believe that this change
will promote utilization that is more appropriate. This “self-referral” issue is particularly
acute in the area of nuclear medicine, and we are supportive of CMS initiatives in this
area.

As you know, MedPAC’s March 2005 analysis showed that the growth in utilization of
diagnostic imaging is largely attributable to dramatically increased use imaging
*technologies by non-radiologists. From 1993 to 1999, radiologists performed 4% fewer
procedures, while non-radiologists’ utilization increased 25%.2 Radiologists accounted
for only one-half of Medicare imaging spending in 2000.>° CMS’ proposal is a critical step
to rationalizing utilization of imaging and we look forward to working with you as the
efforts continue.

Sincere

Don Ryan
President and Chief Executive Officer
CareCore National

cc: Tom Gustafson, Deputy Director, Center for Medicare Management
Liz Richter, Director, Hospital and Ambulatory Payment Group
Amy Bassano, Director, Division of Ambulatory Services
Ken Marsalek, Center for Medicare Management

? “Practice Patterns of Radiologists and Non-radiologists in Utilization of Noninvasive Diagnostic
Imaging Among the Medicare Population, 1993-1999,” Maitano, Levin, et al., Radiology 2003;
228:795-80

* Medicare Payment Advisory Commission, October 28, 2004 meeting, staff presentation.
Transcript available at www.medpac.gov
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