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CMS-1385-P-10527

Submitter : Dr. Carl Conrad Date: 08/28/2007
Organization :  Comprehensive Care Anesthesia Services
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment
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Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia
payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking
steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care,
mostly due to significant undervaluation of anesthesia work compared to other physician
services. Today, more than a decade since the RBRVS took effect, Medicare payment
for anesthesia services stands at just $16.19 per unit. This amount does not cover the cost
of caring for our nation’s seniors, and is creating an unsustainable system in which
anesthesiologists are being forced away from areas with disproportionately high
Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase
the anesthesia conversion factor to offset a calculated 32 percent work undervaluation—a
move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a
major step forward in correcting the long-standing undervaluation of anesthesia services.
I am pleased that the Agency accepted this recommendation in its proposed rule, and I
support full implementation of the RUC’s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is
imperative that CMS follow through with the proposal in the Federal Register by fully
and immediately implementing the anesthesia conversion factor increase as
recommended by the RUC.

Thank you for your consideration of this serious matter.

Carl Gregory Conrad MD
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CMS-1385-P-10528

Submitter : Janis Kemper Date: 08/28/2007
Organization :  Northern Physical Therapy Services
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL
See Attachment
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Northern Physical Therapy Services

709 W. Superior Wayland, MI 40348 269-792-4440 ¢ fax: 792-4475
From the Desk of Janis Kemper, PT

August 23, 2007

Mr. Kerry N. Weems

Administrator - Designate

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018.

Subject: Medicare Program; Proposed Revisions to Payment Policies under
the Physician Fee Schedule, and Other Part B Payment Policies for
CY 2008; Proposed Rule

Dear Mr. Weens:

Thank you for the opportunity to express my opinion regarding Physician Self-Referral
Issues.

I am a physical therapist and have been in practice since 1988. I have been the co-owner
of Northern Physical Therapy Services (NPTS) since 2003. NPTS is a rehab agency with
5 rural locations surrounding the Grand Rapids, MI area.

I wish to comment on the July 12 proposed 2008 physician fee schedule rule, specifically
the issue surrounding physician self-referral and the “in-office ancillary services”
exception. It is my opinion, that there is an inherently abusive nature to physician-owned
physical therapy services. I strongly recommend the removal of physical therapy and
occupational therapy as a permitted service under the in-office ancillary exception.

The potential for fraud and abuse arises whenever physicians are able to refer Medicare
beneficiaries to entities in which the physician has a financial interest. A physician’s
referral to therapy should be based solely on the best interest of the patient. The
physician’s focus should be who can provide the best quality care and who isina

- convenient location for the patient. The unavoidable financial bias that is present with
physician owned physical therapy, often results in patients receiving lesser quality care,
traveling to inconvenient locations, and overutilizing services. By eliminating physical
therapy as a designated health service (DHS) furnished under the in-office ancillary
services exception, CMS can reduce a significant amount of programmatic abuse, curb
overutlization of physical therapy services under the Medicare program, and enhance the
quality of patient care.
The following are examples of personal experiences that I believe clearly demonstrate
why physician owned physical and occupational therapy should not exist.

We at NPTS have worked very hard to develop a reputation for excellent quality care
within our market. We frequently are told by patients from our communities that when
seeking a referral for therapy at NPTS, their physician (or physician’s office manager)
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Northern Physical Therapy Services

709 W. Superior Wayland, MI 49348 269-792-4440 o fax: 792-4475
From the Desk of Janis Kemper, PT

redirects them to a clinic we know to be owned by the physician. In fact, recently, my
own sister’s doctor recommended physical therapy and she requested to be seen at one of
my offices, but instead, her physician strong armed her into a clinic he owns. I’m sure we
all understand how intimidated a patient can be by their physician.

Similar stories are all too common and usually include the physician’s explanation that
“their therapists will work closely under the physician’s supervision” or they provide
more “expert care”. In fact neither of these are the case, the only reason the doctor pushes
their own clinic is for financial gain.

Our clinics are located in outlying areas. Frequently, I see physicians forcing their
patients to travel long distances to reach urban clinics only because the physician owns
the clinic. I am certain that given the option, patients would have preferred to receive
therapy at a local clinic. Travel can be especially difficult for the elderly. In an extreme
case, I experienced a physician that refused to refer a patient to therapy unless the patient
agreed to use the physician’s therapy clinic. Coming to our clinic saved the patient a 20
mile one way drive. I doubt this physician was looking out for the patient’s best interest.

Physician’s “expertly trained therapists” are often new graduates that can be hired at the
bottom of the wage scale. I have seen several examples of physicians looking to recruit
experienced therapists/practices that they have been happy with. When the
therapist/practice agrees to set up shop within the same building, but does not agree to be
physician owned, the deal is immediately broken. Another example of how quality care is
sacrificed for financial gain.

I am aware of situations that exist within our market that involved physicians employing
athletic trainers, personal trainers, massage therapists and other unqualified individuals to
provide physical therapy care. These physicians are using these unqualified individuals as
physical therapists and billing as such. We in the physical therapy field are not able to use
aides or athletic trainers to assist our qualified therapists, yet we are forced to compete
with those who seem to be bound by a much lower standard of care.

Again and again a physician’s ability to objectively direct his or her patients to therapy is
clouded by their own desires for profit. As long as physicians remain the gate keeper for
therapy services, I believe both the patient, and the insurance carrier can only be fairly
served by removing the distraction that is physician owned practices. If allowed to
continue, physician owned practices seriously jeopardize the existence of the independent
physical therapy practice. I strongly believe that patients and insurance carriers both
benefit from the existence of and the competition between independent therapy sources.
For our patient’s sake, CMS’ sake, and for all private PT owned practioners, [ urge you to
establish a level playing field.

I would like to thank you for taking the time to review and consider my comments.
Sincerely,

Janis Kemper, PT



CMS-1385-P-10529

Submitter : Dr. Zulfigar Ahmed Date: 08/28/2007
Organization:  Children's Hospital of Michigan
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018 )

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:
[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule.
I sincercly believe that this is a step in the right direction. The proof is in the fact that graduate medical education will significantly improve by this step. [ am

grateful that CMS has recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue.

To me that worst fact is that CMS had no justification to reduce the reimbursement rates for ancsthesiology even when they initiated the rule. Its time to undo the
injustice.

Sincerely,

Z.Ahmed, M.D.
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CMS-1385-P-10531

Submitter : Elizabeth Rozumalski Date: 08/28/2007
Organizatien :  Marquette University

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Decar Sir or Madam:

My name is Elizabeth Rozumalski MS, LAT and I work Marguette University Sports Medicine. | am writing today to voice my opposition to the therapy
standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P.

While ] am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposed rules wili create additional lack of access to quatity health care for my patients.

As an athletic trainer, I am qualified to perform physicel medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is iresponsible for CMS, which is sﬁpposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-cffective treatment available.

Since CMS scems to have come to these proposed changes without clinical or

financial justification, I would strongly encourage the CMS to consider the recornmendations of those professionals that are tasked with overseeing the day to day
health carc needs of their patients. I respectfully request that you withdraw the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B
hospital or rehabilitation facility,

Sincerely,

Elizabeth Rozumalski, MS, LAT
Assistant Athletic Trainer
Marquette University
414-288-0341
clizabeth.rozumalski@mu.edu
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CMS-1385-P-10532

Submitter : Dr. Paul J. Poppers Date: 08/28/2007
Organization :  Amer. Society of Anesthesiologists
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Anesthesiology, a relatively recent medical specialty, is a vital and constantly growing medical specialty. It saves my patients who now can benefit from new
surgical, obstetrical and pain-management procedures. Thus, it plays an increasingly important role in increasing and improving the general health of our patients
from infancy to very old age.
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CMS-1385-P-10533

Submitter : Mrs. Donna Olson Date: 08/28/2007
Organization : Regional Physical Therapy Center
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name is Donna Olson. [ work for Regional Physical Therapy Center in Lufkin, Texas as a Certified National Athletic Trainer. My position is very
diverse within our clinic. As well as being the Coordinator of our Sports Medicine Outreach program which contracts with seven local high schools and a local
Junior College I perform many duties within the clinic. I assist the Physical Therapist in inplementing treatment protocols for patients, perform Functional
Capacity Evaluations and oversee the rehabilitation of injured athletes. Ihave a Master's degree in my chosen field as well as nine hours toward an Education
Specialist degree. Upon moving to Texas I acquired my state licensing in Athletic Training.

[ am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that these proposed rules will create additional lack of access to quality heaith care for my patients.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Donna Olson, MEd., ATC, LAT
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CMS-1385-P-10534

Submitter : Dr. David Kerr Date: 08/28/2007
Organization:  Dr. David Kerr
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Lcslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicarc and Medicaid Scrvices
Attention; CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicarc populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10535

Submitter : joseph middleton Date: 08/28/2007
Organization : joseph middieton
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Ageney is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10536

Submitter : Mr. Ronald Steinwehr Date: 08/28/2007
Organization :  Self Employed

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name is Ron Steinwehr. | am a certified and licensed athletic trainer in the State Of Florida. I am currently self-employed, however I am deeply concerned
about recent proposed ehanges that might hinder my future employment.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, [ am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restriet their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,
Ronald Steinwehr, MS, ATC, LAT
191 Baysidc Drive

Palm Coast, FL 32137
386-246-3223
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CMS-1385-P-10537

Submitter : Dr. Edward Alexander Date: 08/28/2007
Organization :  Anesthesia Associates PSC
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Please ammend the current Medicare payment schedule to include the increase to anesthesiologists - we work hard for these patients, as they are the sickest and
most in need of care. They often need large procedures and require complcx anesthetics - I hope the board will see to it to do the right thing -

Edward Alexander, MD
Lexington, Ky
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CMS-1385-P-10538

Submitter : Dr. Keith McFarland Date: 08/28/2007
Organization:  Dr. Keith McFarland
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Leslic V. Norwalk, Esq.
Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthcesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issue. ’

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount docs not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation @ move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediatcly implementing the ancsthesia conversion factor inerease as recommended by the RUC.

Thank you for your consideration of this serious matter.

Kcith A. McFarland MD
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CMS-1385-P-10539

Submitter : Dr. martin kraus Date: 08/28/2007
Organization :  california anesthesia associates
Category : Physician
Issue Areas/Comments )
GENERAL
GENERAL

I am writing to express my strongest support for the proposal tp increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRV'S was instituted, it created a huge payment dispariy for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician sservices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nationm'’s seniors, and is creating an unsustainable system in which ancsthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offsewt a calculated 32 percent work
undervaluation - a move that would result in an increase of mearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in it's proposed rule, amd I support full implementation of the
RUC's recommendation. '

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by RUC.

Thank you for consideration of this serious matter.
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CMS-1385-P-10540

Submiitter : Mrs. Christina McFarland Date: 08/28/2007
Organization :  Mrs. Christina McFarland
Category : Physician Assistant
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. [ am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. [ am pleased that the Agency accepted this recommendation in its proposed rule, and [ support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thark you for your consideration of this serious matter.

Christina McFarland
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CMS-1385-P-10541

Submitter : Dr. Hesham Elsharkawy Date: 08/28/2007
Organization:  Cleveland Clinic
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Ceaters for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensure that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10542

Submitter : Dr. Vilma Joseph Date: 08/28/20607 =
Organization : Montefiore Medical Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Tam grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an effort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in cotrecting the long-standing
undervaluation of anesthesia services. 1 am pleased that thc Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the
RUC s recommendation.

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-10543

Submitter : Miss. Kayla Hood Date: 08/28/2007
Organization :  Lee University Student Athletic Trainer

Category : Health Care Professional or Association

Issue Areas/Comments

GENERAL

GENERAL
Dear Sir or Madam:

My name is Kayla Hood and I am currently a student at Lee University in Tennessee. | am a student athletic trainer. I am 20 years old and I am a junior here in the
program at Lee.

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilities proposed in 1385-P.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that these proposcd rules will create additional lack of access to quality health care for my patients.

When 1 become a certified athletic trainer, 1 will be qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical
thcrapy. My education, clinical experience, and national certification exam will ensure that my patients receive quality health care. State law and hospital medical
profcssionals will have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-te-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kayla Hood, Athletic Training Student
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CMS-1385-P-10544

Submitter : Dr. Michael Jett Date: 08/28/2007
Organization : Dr. Michael Jett
Category : Chiropractor
Issue Areas/Comments
GENERAL
GENERAL

Not reimbursing patients for x-rays will hamper the safety of these patients when securing a correct diagnosis as well as ensuring their welfare. Abdominal
aneurisms, ncoplasms and fused joints need to be ruled out as well as understanding the nature of a geriatric patient's subluxations.
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CMS-1385-P-10545

Submitter : Ms, Priscilla Karam Date: 08/28/2007
Organization : Patient Care Advocate
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL
Leslie V. Norwalk, Esq.
Acting Administrator

Centers for Medicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Year Review)

Dcar Ms. Norwalk:

[ am writing to express my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
Sincerely,

Priscilla Karam, RN
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CMS-1385-P-10546

Submitter : Dr. Gary Bozeman Date: 08/28/2007
Organization :  The Urology Center of Spartanburg
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Dear Sirs,

I am amazed by the continued pressure that CMS puts on competent and compassionate physicians. In the name of "money" CMS and Congress continues to
demonstrate a complete lack of understanding of the current health care system. Special interests and lobbyists will buy their way again and none of you has the
guts to do what is "right" for the health care system and for the american taxpayer. Implementation of the current agenda items will dramatically reduce access to
care for medicare beneficiaries and continue to promote the poorer quality care that [ have witnessed over the past several years. Competent and compassionate
physicians will have no desire to practice in the system that you seek to create. [ am a member of a large Urology group in Spartanburg, If your current proposals
are approved, we will either stop accepting NEW medicare patients completely or I will get a consulting job outside the field of clinical medicine.

I am perpctually amazed at how easy it is for those of you who do not receive care in the medicare system to make sweeping changes throughout that system.
Your agenda is ill advised and poorly thought out. Your success, or more likely failure, will not affect you personally. I encourage you not to support any radical
changg to the current arrangement of services, it could mark the beginning of the end for access to medical care for medicare recipients.

Gary D. Bozeman, M.D.
Spartanburg, SC
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CMS-1385-P-10547

Submitter : Adriana Velez Date: 08/28/2007
Organization :  St. Joseph Hospital, Orange

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name is Adriana Velez and I am a Certified Athletic Trainer. I currently work as an athletic trainer for St. Joseph Hospital, Orange. 1 worked in a physical
therapy clinic for 2 years where athletic traincrs and PTs worked together to give quality care to many patients.

I'am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposed in 1385-P.

Whilc I am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd rules will create additional lack of access to quality health care for patients. My National certifying board requires each member to aquire
continuing c¢ducation units to keep their certification. Many PTs and OTs do not take the time to this.

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and national certification exam
cnsurc that patients rcceive quality health care. State law and hospital medical professionals have deemed me qualified to perform thcse services and these
proposed regulations attempt to circumvent those standards.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available.

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, [ would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfuily request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Adriana Velez, ATC

Page 1344 of 2934 August 302007 08:35 AM




e —

CMS-1385-P-10548

Submitter : Mrs. Xiu Guan Date: 08/28/2007
Organization :  Mrs. Xiu Guan
Category : Individual
1ssue Areas/Comments
GENERAL
GENERAL

Please support CMS 1385 P. [ am a medicare beneficiary and believe that this bill would benefit myself and all others like me in keeping access to quality
anesthesia care.
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CMS-1385-P-10549

Submitter : Dr. Nanhi Mitter Date: 08/28/2007
Organization :  RUSH University Medical Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O.Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Anesthesia Coding (Part of 5-Year Revicw)

Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc.

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant 