CMS-1488-P-1
Submitter : Mrs. Holly Bush Date: 04/17/2006
Organization:  Nevada Regional Medical Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

It is noted that the increase to 21 measurements is retrospective back to January 2006. This would create a re review of records for our facility and would create a
hardship for our facility as we currently have one reviewer and this is not the only duty that reviewer has. [ recommend that CMS not force facilities to review
records again, if the requirement for measures is increased to 21, that this initiative become effective for future reviews.
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CMS-1488-P-2
Submitter : Mrs. Susan Pope Date: 04/17/2006
Organization:  Wayne Medical Center
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

I think it is good that all hospitals are required to submit core measure data for the 2007 update, but I have concems that the reporting of these measures penalizes
the hospitals (especially the small rural hospitals), not the physicians.

All of the measures, with exception to smoking cessation, documentation of flu and pneumonia vaccine and timeliness of abx, are all related to the physicians order.
A physician or a nurse practitioner is the only medical professional cridentialed to order medications and procedures. A nurse nor Technician can order the test or
medications. Why should the hospital be penalized for something the physicians should be responsible for. It's good to compare facilities, but it should not
penalized the faclity for the physicians choices.

1 also think that if the small rural hospitals are expected to treat the patients with the same medications and test and report on the same initiatives, as the large
hospitals, they should be reimbursed at the same DRG rates. It would appear that if the small rural hospitals could effectively compare in their scores on the core
measures, than they should be allowed the receive the same payment as the teaching and larger hospitals. As it stands CMS is putting more of a burden on the
smaller hospitals instead of the larger hospitals. However the smal hospitals will be penalized for not having the monies to effectively track, report and maintain
their scores.
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CMS-1488-P-3

Submitter : Ms. kathy murphy Date: 04/18/2006
Organization: St Francis Hospital
Category : Nurse

Issue Areas/Comments
GENERAL
GENERAL

If CMS back-dates its requirement for submission of 21 measures to January 2006 - four months into the past, it will mean a retrospective review for those of us
who abstract our quality charts shortly after dischg. Please reconsider this idea. It's not a good one.
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CMS-1488-P-4
Submitter : Mr. Ryan Wegrzyn Date: 04/18/2006
Organization:  Poplar Bluff Regional Medical Center
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

I understand that changes need to be made to the system/abstraction process from time to time. However, this should be done in a manor that doesn't require our
facilities to back track over 4 months to reabstract charts to find data. We abstract our charts while patients are in the hospital so that we can catch a mistake before
itis to late to correct. When changes need to be made please give us notice and set a date in the FUTURE for when these changes will go in to affect (only data
after that date is effect, not before as well). That seems only reasonable. 1know of many hospitals that only have one nurse doing all core measure abstractions, and
I believe it is alot to ask to do retrospective abstracting and still maintain the concurrent. Please think of the PEOPLE that this is going to effect. Thank you.
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CMS-1488-P-5

Submitter : Mrs. Debby Sprandel Date: 04/19/2006
Organization : Saint Francis Medical Center
Category : Nurse

Issue Areas/Comments
GENERAL
GENERAL

My current role is Dircctor of Medical Mangement and onc of my roles include working dircctly with Casc Managers and physicians on core measure data
collection, analysis, and improvement projcets. We collect information concurrently in order to pick quickly on trends and intervenc as appropriatc. In light of this,
when CMS announces submission requircments that arc back dated for 3-6 months, this is extremely difficult and time consuming. We then have to go and
retrospectively pull charts and complete data review on additional indicators for paticats we have alrcady previously reviewed. In speaking with many of my
counterparts, it appcars more and more facilites arc moving toward concurrent review in order to have a more timely impact on identificd problems. This is great
when discussing quality improvement, but not great if faced with recollection of data after the fact. Tam submitting this in hopes that other individuals arc also
bringing up similar concerns and that CMS will strongly reconsider this practice in the future. 1f additional data points arc added, if institutions can be informed
prior to the start date, these data collcction points can then be appropriately incorporated into our data indicators prior and be collected concurrently. Thank you for
your consideration into this matter!
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CMS-1488-P-6

Submitter : Ms. roberta Carmack Date: 04/19/2006
Organization :  Poplar Bluff Regional Medical Center
Category : Nurse

Issue Areas/Comments
GENERAL
GENERAL

I feeel this is unfair. We abstract paticnt charts while they arc in the hospital to cnsure they reccive the proper and required treatment. To require us to go back 9
months to a ycar and do retrospective review will place an cxtreme hardship on us and make it very stressful to keep up. We started in this position in December
and had to pick-up 3rd and 4th quartcr abstracting, as well as do the concurrent reviews. We arc doing our best to be compliant,
but, the requircments arc changed cvery quarter and then some. It's very frustrating.
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CMS-1488-P-7

Submitter : Dana Stevens Date: 04/19/2006
Organization :  Good Samaritan Hospital

Category : Hospital

Issue Areas/Comments

GENERAL
GENERAL

It is unfair to post a new rulc after the required time period. If CMS wants to include the submission of the 2 SIP indicators to HQA, includc the indicators
beginning 4/2006 to altow for the appropriate data collection. This will allow the data abstractor the appropriatc notice time to become aware of the data collection
requircments. Thank you.
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Submitter : Julie Olthof
Organization : Julie Olthof
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

It is unfair to post this rulc after the time period. Pleasc reconsider

CMS-1488-P-8
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CMS-1488-P-9

Submitter : Angela Zaro Date: 04/19/2006
Organization :  Good Samaritan Hospital
Category : Nurse

Issue Areas/Comments
GENERAL
GENERAL

It scems unrcasonable to cxpect us to comply to a new rule months after the time period has begun.
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CMS-1488-P-10

Submitter : Date: 04/20/2006
Organization :
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

The requircment to submit data on the cxpanded 21 mcasurcs starting with 2006 discharges would requirc that hospitals not currently submitting data on Surgical
Infection Prevention would need to collect data for Jan - Jun 2006. The current measurcs, becausce of the complexity of the guidelines require that all progress notes,
orders, cunsultations, nursing notes, ED rccords, H+Ps, discharge summarics be read line by line to ensurc that onc of the many cxclusions/inclusions are not
overlooked. With this intensc level of chart review and quarterly revisions to the guidelines (requiring constant re-revicw of the alrcady voluminous guidelines to
be surc onc is using the most curent version) an additional 6 months of data collcction will require additional resources for which many hospitals arc unprepared. 1
am assuming that final decisions will not be made until after the public comment period closces - allowing little time to cstablish processcs with vendors, fcarning
the guidelines and abstracting the additional records.

On the subject of validation - vendors requiring that hospitals submit 100% of their cascs could submit well over 800 cascs in onc quarter. The results of 5 cascs a
quarter possibly abstracted by 4-5 staff memembers with feedback months later (after the following quarter has been submitted and with the subscquent quarter's in
the processes of being abstracted) scems to be less than an idcal process.
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CMS-1488-P-11

Submitter : Mrs. Sandi Alls Date: 04/20/2006
Organization :  Centennial Medical Center

Category : Other Health Care Professional

Issue Areas/Comments

GENERAL
GENERAL

In consdcration of the reccommendation that mandatc submision of 2 sip indicators to HQA beginning 1/2006 is unfair to post a rulc that is cffective after the actual
cffcctive date has passed.

Also there is clarification nceded in regards to the Attestation required for data quality and completeness. This is not well defined in the Registry.
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CMS-1488-P-12

Submitter : Dr. Donna Ettel Date: 04/20/2006
Organization : Brandon Regional Hospital
Category : Health Care Professional or Association

Issue Areas/Comments
GENERAL
GENERAL

In rcgards to the Federal Register of 2 SIP indicators to HQA beginning January 2006. We feel it is unfair to post a ruling that is cffcctive after that time. Pleasc
providc clarification of your statcment requiring attestation for data quality and completencss.
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CMS-1488-P-13

Submitter : Ms. Brenda Farnsworth Date: 04/20/2006
Organization : Lakeview Hospital

Category : Hospital

Issue Areas/Comments

GENERAL
GENERAL

1 feel it is unfair to retroactively penalize hospitals...cx the requirement to have been submitting data as of 1/06 on SIP mcasurcs. We arc a small community
hospital with limited resources..we need time to get ready for a change likce this.
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CMS-1488-P-14

Submitter : Ms. Janine Guillen : Date: 04/20/2006

Organization :  Swedish Medical Center
Category : Hospital
Issue Areas/Comments

GENERAL

GENERAL

From my undcrstanding, the rule regarding submission of 2 SIP indicators to HQA for the APU was posted some time after the stated retro duc date of 1/06. To
post a rulc after a duc date for information is placing an unduc burden on healthcare facilitics. Our request is that you sct a future duc datc so that meeting it can be
addresscd in a reasonable fashion.
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CMS-1488-P-15

Submitter : Ms. linda taylor Date: 04/20/2006
Organization : poplar bluff regional medical center
Category : Nurse

Issue Areas/Comments
GENERAL

GENERAL

THE PROPOSED CHANGES TO THE HOSPITAL INPATIENT DATA COLLECTION IS UNFAIR. IT SETS EVERY HOSPITAL UP TO FAIL BEFORE IT
EVEN GOES INTO EFFECT. WE ARE NOT ALLOWED TO REENTER DATA ONCE THE TIME LIMIT HAS PASSED. WHY SHOULD THE
GOVERNMENT BE ALLOWED TO DO THIS. THE WAY THAT WE ARE DOING THIS NOW AT LEAST GIVES A CHANCE TO CORRECT OUR

MISTAKES BEFORE THE DEADLINE IS PAST.
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CMS-1488-P-16

Submitter : CHERYL PETRA Date: 04/24/2006
Organization: = GREENVIEW REGIONAL HOSPITAL
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

I DO NOT FEEL IT IS FAIR TO BACK DATE THIS RULE.
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CMS-1488-P-17

Submitter : Ms. Dianne Lanham Date: 04/24/2006
Organization:  The Chester County Hospital
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Thank you for the opportunity to comment on this important initiative. Our commitment to the Public Reporting Process will continue. However, we are concemed
about the effective date of 1/1/06 discharges. This places a burden on the abstraction process which requires hospitals to scramble to meet this deadline. Normally,
hospitals have a period of time to prepare systems and interfaces to streamline the abstraction process and lessen the workload burden. This new requirement for
participation in the Public Reporting initiative will cause hospitals which want to continue to participate, like us, to alter interfaces and possibly add staff. These
steps take time to implement. We would like to see the start date change from January 1, 2006 discharges to April 1, 2006 discharges. This would allow time for
hospitals to set-up necessary resources.
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CMS-1488-P-18

Submitter : Mrs. Judy Dodson Date: 04/24/2006
Organization:  Southcrest
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

The time frame of 1/2006 for submission of 2 SIP indicators would be a disadvantage to many, as this time frame has already passed.
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CMS-1488-P-19

Submitter :

Organization:  Good Samaritan Hospital

Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

It is unreasonable to require this data this far into the data collection period.
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CMS-1488-P-20

Submitter : Mrs. Kathleen Reilly Date: 04/25/2006
Organization:  Robert Packer Hospital
Category : Hospital
Issue Areas/Commentfs
GENERAL
GENERAL

Our organization is not currently collecting the SIP Measures data. In order for us to comply with submission deadline to Mediqual, we would need to collect the
data and submit it by May 31, 2006. At this point there are no extensions. We confirmed this with Mediqual.

Because data for Jan and Feb have already been entered into the system, Mediqual does not have a process in place to allow us to turn on the SIP measure data
collection for January and February. There could potentially be an additional fee for us to go back and re-enter data from prior months.

We will also require intemnal support from our IT department to write a program so we can identify charts for re-abstraction and submission.

Additionally, this will require Medical record assistance to pull charts (extra staff hours).

Our Abstractor staff will also require additional training in the SIP measures ---another unplanned cost to the facility.

Abstractor training to collect data........ we may need to hire that additional abstractor NOW. Abstractor overtime required to complete additional abstraction and data
entry.

Penalty for not reporting would increase from 0.4% to 2%
We are supportive of adding the additional measures, but would prefer to have a significant amount of advance notice for planning and budgeting purposes. Perhaps

once the measures are added organizations will not be expected to retroactively collect and submit data.......how about setting a time table that allows for a current
data submission period?
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Submitter : Debra Ellis
Organization:  Solucient
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Comment on "Medicare Code Editor", please see attachment.

CMS-1488-P-21-Attach-1.DOC

CMS-1488-P-21
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Debra A. Ellis, RHIT, CCS Attachment #21

Nosologist
o Solucient, LLC

. 4
5400 Data Court, Suite 100
O ‘ I ‘ l e n Ann Arbor, Ml 48108

Insight to Better Healthcare

May 2, 2006

Centers for Medicare & Medicaid Services
7500 Security Boulevard
Baltimore, MD 21244

Dear Sir or Madam:

These comments are regarding “Medicare Code Editor” changes outlined in the Medicare Program:
Proposed Changes to the Hospitai Inpatient Prospective Payment Systems and Fiscal Year 2007
Rates. [CMS-1488-P] published April 25, 2006. We appreciate the inclusion of changes to the
Medicare Code Edits in the Medicare HIPPS proposed rule. However, there are several other new
codes that appear to meet the definition of these edits, as well as several newly invalid codes that
should be removed from the code lists. They are as follows:

1.

Pediatric Diagnoses Edit

Add:

V85.51 Body Mass Index, pediatric, less than 5™ percentile for age

V85.52 Body Mass Index, pediatric, 5" t£>ercentile to less than 85 Eercentile for age
V85.53 Body Mass Index, pediatric, 85" percentile to less than 95" percentile for age
V85.54 Body Mass Index, pediatric, greater than or equal to 95™ percentile for age

Maternity Diagnoses Edit

Add:

649.00 Tobacco use disorder comp preg/labor/PP, unspecified as to episode of care or N/A
649.01 Tobacco use disorder comp preg/labor/PP, delivered, w or w/o antepartum condition
649.02 Tobacco use disorder comp preg/labor/PP, delivered, w postpartum complication
649.03 Tobacco use disorder comp preg/labor/PP, antepartum condition or complication
649.04 Tobacco use disorder comp preg/labor/PP, postpartum condition or complicaton
649.10 Obesity comp preg/labor/PP, unspecified as to episode of care or not applicable
649.11 Obesity comp preg/labor/PP, delivered, w or w/o antepartum condition

649.12 Obesity comp preg/labor/PP, delivered, w postpartum complication

649.13 Obesity comp preg/labor/PP, antepartum condition or complication

649.14 Obesity comp preg/labor/PP, postpartum condition or complication

649.20 Bariatric surgery status comp preg/labor/PP, unspecified as to episode of care or N/A
649.21 Bariatric surgery status comp preg/labor/PP, delivered, w or w/o antepartum condition
649.22 Bariatric surgery status comp preg/labor/PP, delivered, w postpartum complication
649.23 Bariatric surgery status comp preg/labor/PP, antepartum condition or complication
649.24 Bariatric surgery status comp preg/labor/PP, postpartum condition or complication
649.30 Coagulation defects comp preg/tabor/PP, unspecified as to episode of care or N/A
649.31 Coaguilation defects comp preg/labor/PP, delivered, w or w/o antepartum condition
649.32 Coagulation defects comp preg/labor/PP, delivered, w postpartum complication
649.33 Coagulation defects comp preg/labor/PP, antepartum condition or complication
649.34 Coagulation defects comp preg/labor/PP, postpartum condition or complication
649.40 Epilepsy comp preg/labor/PP, unspecified as to episode of care or not applicable
649.41 Epilepsy comp preg/labor/PP, delivered, w or w/o antepartum condition

649.42 Epilepsy comp preg/labor/PP, delivered, w postpartum complication

649.43 Epilepsy comp preg/labor/PP, antepartum condition or complication

649.44 Epilepsy comp preg/labor/PP, postpartum condition or complication
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649.50 Spotting complicating pregnancy, unspecified as to episode of care or not applicable
649.51 Spotting complicating pregnancy, delivered w or w/o antepartum condition

649.53 Spotting complicating pregnancy, antepartum condition or complication

649.60 Uterine size date discrepancy, unspecified as to episode of care or not applicable
649.61 Uterine size date discrepancy, delivered, with or without antepartum condition
649.62 Uterine size date discrepancy, delivered, with postpartum complication

649.63 Uterine size date discrepancy, antepartum condition or complication

649.64 Uterine size date discrepancy, postpartum condition or complication

3. Diagnoses Allowed for Females Only

Add:

618.84 Cervical stump prolapse

629.29 Other female genital mutilation status

649.00 Tobacco use disorder comp preg/labor/PP, unspecified as to episode of care or N/A
649.01 Tobacco use disorder comp preg/labor/PP, delivered, w or w/o antepartum condition
649.02 Tobacco use disorder comp preg/labor/PP, delivered, w postpartum complication
649.03 Tobacco use disorder comp preg/labor/PP, antepartum condition or complication
649.04 Tobacco use disorder comp preg/labor/PP, postpartum condition or complicaton
649.10 Obesity comp preg/labor/PP, unspecified as to episode of care or not applicable
649.11 Obesity comp preg/labor/PP, delivered, w or w/o antepartum condition

649.12 Obesity comp preg/labor/PP, delivered, w postpartum complication

649.13 Obesity comp preg/labor/PP, antepartum condition or complication

649.14 Obesity comp preg/labor/PP, postpartum condition or complication

649.20 Bariatric surgery status comp preg/labor/PP, unspecified as to episode of care or N/A
649.21 Bariatric surgery status comp preg/labor/PP, delivered, w or wfo antepartum condition
649.22 Bariatric surgery status comp preg/labor/PP, delivered, w postpartum complication
649.23 Bariatric surgery status comp preg/labor/PP, antepartum condition or complication
649.24 Bariatric surgery status comp preg/labor/PP, postpartum condition or complication
649.30 Coagulation defects comp preg/labor/PP, unspecified as to episode of care or N/A
649.31 Coagulation defects comp preg/labor/PP, delivered, w or w/o antepartum condition
649.32 Coagulation defects comp preg/labor/PP, delivered, w postpartum complication
649.33 Coagulation defects comp preg/labor/PP, antepartum condition or complication
649.34 Coagulation defects comp preg/labor/PP, postpartum condition or complication
649.40 Epilepsy comp preg/labor/PP, unspecified as to episode of care or not applicable
649.41 Epilepsy comp preg/labor/PP, delivered, w or w/o antepartum condition

649.42 Epilepsy comp preg/labor/PP, delivered, w postpartum complication

649.43 Epilepsy comp preg/labor/PP, antepartum condition or complication

649.44 Epilepsy comp preg/labor/PP, postpartum condition or complication

649.50 Spotting complicating pregnancy, unspecified as to episode of care or not applicable
649.51 Spotting complicating pregnancy, delivered w or w/o antepartum condition

649.53 Spotting complicating pregnancy, antepartum condition or complication

649.60 Uterine size date discrepancy, unspecified as to episode of care or not applicable
649.61 Uterine size date discrepancy, delivered, with or without antepartum condition
649.62 Uterine size date discrepancy, delivered, with postpartum complication

649.63 Uterine size date discrepancy, antepartum condition or complication

649.64 Uterine size date discrepancy, postpartum condition or complication

795.06 Papanicolaou smear of cervix with cytologic evidence of malignancy

4. Procedures Allowed for Females Only

Delete (now invalid codes):

68.4 Total abdominal hysterectomy
68.6 Radical abdominal hysterectomy
68.7 Radical vaginal hysterectomy
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Add:

68.41 Laparoscopic total abdominal hysterectomy

68.49 Other and unspecified total abdominal hysterectomy
68.61 Laparoscopic radical abdominal hysterectomy

68.69 Other and unspecified radical abdominal hysterectomy
68.71 Laparoscopic radical vaginal hysterectomy

68.79 Other and unspecified radical abdominal hysterectomy

5. Manifestations Not Allowed as Principal Diagnosis

Delete (now invalid codes):

323.0 Encephalitis in viral diseases classified elsewhere
323.4 Other encephalitis due to infection classified elsewhere
323.6 Postinfectious encephalitis

323.7 Toxic encephalitis

Add:

284.2 Myelophthisis

323.01 Encephalitis and encephalomyelitis in viral diseases classified elsewhere
323.02 Myelitis in viral diseases classified elsewhere

323.41 Other encephalitis and encephalomyelitis due to infection classified elsewhere
323.42 Other myelitis due to infection classified elsewhere

323.61 Infectious acute disseminated encephalomyelitis (ADEM)

323.62 Other postinfectious encephalitis and encephalomyelitis

323.63 Postinfectious myelitis

323.71 Toxic encephalitis and encephalomyelitis

323.72 Toxic myelitis

341.21 Acute (transverse) myelitis in conditions classified elsewhere

6. Non-Specific Principal Diagnosis

Delete (now invalid code):
793.9 Other nonspecific abnormal findings on radiological and other exams of body structure

Add:

523.30 Aggressive periodontitis, unspecified

523.40 Chronic periodontitis, unspecified

525.60 Unspecified unsatisfactory restoration of tooth

528.00 Stomatitis and mucositis, unspecified

649.00 Tobacco use disorder comp preg/labor/PP, unspecified as to episode of care or N/A
649.10 Obesity comp preg/labor/PP, unspecified as to episode of care or not applicable
649.20 Bariatric surgery status comp preg/labor/PP, unspecified as to episode of care or N/A
649.30 Coagulation defects comp preg/labor/PP, unspecified as to episode of care or N/A
649.40 Epilepsy comp preg/labor/PP, unspecified as to episode of care or not applicable
649.50 Spotting complicating pregnancy, unspecified as to episode of care or not applicable
649.60 Uterine size date discrepancy, unspecified as to episode of care or not applicable
793.99 Other nonspecific abnormal findings on radiological and other exams of body structure
995.20 Unspecified adverse effect of unspecified drug, medicinal and biological substance

Sincerely,

Debra A. Ellis, RHIT, CCS
Nosologist




CMS-1488-P-22

Submitter : M:s. Diane Christie Date: 04/28/2006
Organization : Riddle Memorial Hospital
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

As of April 12, most hospitals have completed or almost completed data entry and export for the first quarter of 2006. Collection options for data collection and
export cannot be set retroactively; thus, additional collection options cannot be added to start for discharge dates that are already entered into the system. In order to
meet the requirement for this proposal, all of the patient records abstracted and entered after January 1, 2006 would have to be deleted, re-imported, re-abstracted,
re-entered and re-exported. While CMS is allowing the additional data to be submitted by August 15, 2006, the other CMS measures, and the measures to JCAHO
for the first quarter are due to the vendors no later than May 31, 2006; now one month away. It is impossible to make the changes only for the additional eleven
measures without deleting and re-entering the entire database from January 1, 2006 onward. This would represent tremendous cost and rework for almost all of the
hospitals participating in this project. We support CMS' efforts to increase and improve quality reporting, but feel that setting the date for the requirement
retroactively places undue strain on the resources of the hospitals participating in this initiative. Since the comment period for this proposal does not close until
June 12, 2006, hospitals will have had to complete data reporting for the first quarter two weeks prior to the end of the comment period and will be well into data
abstracting and entry for the second period. Because of this, CMS should consider a start date that goes into affect following the closing period for comments on
this proposal, such as July 1, 2006. To do otherwise will place a burden on hospitals that are participating in this program; either they waste limited resources by
deleting and re-entering their entire database or risk a reduction in their reimbursement from CMS. Thank you.
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CMS-1488-P-23

Submitter : Mrs. Cindy Christenson Date: 04/28/2006
Organization :  Eastern Idaho Regional Medical Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

CMS 1488 retrospective review beginning January 1, 2006 will be unduly burdensome. We feel that the Surgical Infection Prevention data collection should begin
July 1, 2006 as originally planned.
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CMS-1488-P-24

Submitter : Mrs. Salinda Cowder Date: 05/02/2006
Organization:  Clearfield Hospital

Category : Hospital

Issue Areas/Comments

GENERAL
GENERAL

Clearficld Hospital would like to comment on the proposcd changes to the requirements for hospitals FY07 market basket. The proposal requires that all 21 HQA
measurcs be submitted to CMS for calendar year 2006 (beginning January, 2006) and the penalty for not reporting would increase from .4% to 2%.

This is a definite issuc for Clearficld Hospital for we arc nearing the end of the CORE measure collection for the first quarter 2006 data and we arc currently not
collecting the surgical infection prevention measurcs.,

Our vender, MediQual, is still in the process of investigating the impact of thesc additional measurcs and the options to comply are still unclear.

Clearficld Hospital is committed to cfforts to reducc infections and have agreed to utilize the Medmined Survcillance Program, thereby frecing valuable Infection
Control resources to devote necessary time to cducation and prevention. We feel that this is where our cfforts should be concentrated and not with costly data
abstraction.

The additional abstracting rcquircments will place a manpowcr strain on our facility and will force the addition of another abstractor. Training for competency of
abstraction will be a factor duc to submission deadlincs. The data submission deadlinc of May 30, 2006 will be a hardship sincc collcction of surgical procedures
has not been initiated and the collection requirements have not yet been identified by MediQual. To propose changes that impact retrospective deadlincs appears
unrealistic, particularly for a small rural hospital, who desircs to optimize its limited resources. At the Icast, we request that the addition of surgical infection
prevention measure collection be delayed until calendar ycar 2007, to allow for adequate preparation and to not allow us to become penalized for our market share by
not mecting the May 30, 2006 and subscquent deadlines.
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CMS-1488-P-25

Submitter : Andrei Kuznetsov Date: 05/02/2006
Organization : Primaris
Category : Individual

Issue Areas/Comments
GENERAL

GENERAL

Re: Hospital Quality Data

The problem with HCAHPS is that there is no no-cost aftcrnative to using a vendor. With collection of clinical chart abstraction data, CMS made CART available
to hospitals as a way to collect and submit the required data for frec. With HCAHPS, no such tool is available and nonc is planned (per proposcd regs and the
hcahpsonlinc.org web site). This presents a significant potential burden to hospitals that will have no alternative to using commiercial vendors in order to satisfy a
federal mandatc. Very few hospitals have the expertise required to competently sample the discharged patients, design a databasc for the responses, conduct the data
entry from the returned surveys and export the responsces into an XML format. In fact, a substantial proportion of hospitals do not presently conduct any paticnt
cxperience surveys, and for them this is an entirely new business process that needs to be put in place.

All that the federal government has committed to providing is the interface to upload the data to QNet Exchange, which is @ small portion of the process that nceds
to be deployed to comply with the HCAHPS data collection mandate.

To remedy this situation, a tool similar to CART is nceded to cnable hospitals to cnter results of the survey into a database and cxport the data into an XML
format. Clear and concisc guidance on sampling for HCAHPS would also help.
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CMS-1488-P-26

Submitter : Date: 05/03/2006
Organization :

Category : Hospital

Issue Areas/Comments

GENERAL

GENERAL

While I believe that public reporting of quality data has contributed positively to patient outcomes as reported in peer-reviewed literature, the current proposal to
begin reporting all 21 indicators retroactive to January 1, 2006, discharges places an undue burden on hospitals. Had we known about this ahead of time, we could
have been abstracting the additional indicators concurrently. To go back now is burdensome -- and our main mission is to provide patient care, not abstract old
data.

Also, the validation process based on 5 charts over 4 patient populations is not statistically reliable. This needs to be changed per statistician recommendations.
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CMS-1488-P-27

Submitter : Ms. Connie Chappelle Date: 05/04/2006
Organization:  Bothwell Regional Health Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Under the proposed rule, acute care hospitals would need to collect and publicly report these 21 quality indicators to CMS retroactive to January 1, 2006 to receive
full Market Basket for FY 2007. The time line proposed by CMS essentially requires hospitals to begin immediately collecting the four measure sets.

Under the proposed time line, January, February and March 2006 data will need to be abstracted and successfully submitted to CMS no later than Tuesday, August
15, 2006. For the Joint Commission accredited hospitals, the submission deadline for first quarter 2006 is Monday,

July 31, 2006. The CMS comment period deadline is Monday, June 12, 2006, with an anticipated response time of 30 to 60 days by CMS. This means outcome
of the proposed APU may not be known until immediately prior to the CMS submission deadline, August 15, 2006, for first quarter 2006 data. Operationally,
most acute care hospitals have completed January and February 2006 data abstraction for AMI, HF and pneumonia to CMS. The measure set many hospitals have
not been submitting to CMS is the surgical infection prevention measure set which will make the proposed time lines problematic for hospitals already over
extended in meeting the current requirements for FY 2007 market basket.
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CMS-1488-P-28

Submiitter : Ms. Staci Trudo Date: 05/04/2006
Organization:  Ohio Valley Medical Center
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL
See Attachment.
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Hier # 28

OHI10 VALLEY MEDICAL CENTER

May 4, 2006

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1488-P

P.O. Box 8011

Baltimore, MD 21244-1850

To Whom It May Concern:
Subject: "Hospital Quality Data™

Regarding the proposed changes to Reporting of Hospital Quality Data for Annual Hospital Payment
Update, | would like to comment on the proposed expansion of the measure set.

If implemented as proposed, it will be required for hospitals to submit the additional quality measures
effective with the first quarter of 2006. This will require retrospective data collection and reporting within
a very short timeframe. This will impose an undue burden on both the hospital and hospital staff.
There will also be financial impacts due to needing additional staff to collect the retrospective data that
is not currently being collected. If the proposed additional quality measures are accepted, it would be
beneficial to the hospitals to initiate the required data collection effective with first quarter of 2007. This
will allow the hospital time to prepare staff for the additional workload, and prepare for any financial
implications that would be incurred.

Respectfully,

Staci L. Trudo, BSN, RN, CCRN, CEN, REMT-P
Performance Improvement Coordinator
Ohio Valley Medical Center

SLT/slt



CMS-1488-P-29

Submitter : Dr. Christine Matson Date: 05/06/2006
Organization ; Eastern Virginia Medical School
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

The proposal to ‘clarify' that time that resident physicians in training spend in didactic experiences would not 'count' toward a hospital's IME payment would be
harmful to the country's current system for educating physicians. Spending an hour or so during the day of patient care to better understand the disease processes
that result in hospitalization, to review the standards for highest quality medical care, and to discuss how to improve outcomes of the care such as occur during
didactic sessions is an inherent part of excellent medical care and should be acknowledged in IME payments. While ultimately Congress needs to identify methods
to better support the types of medical care that are most cost-effective in improving health (e.g. primary prevention through behavioral change and supporting a
strong infrastructure for primary care - see Barbara Starfield's work). While federal support for medical education is tied to hospitals, failure to support those
activities that improve the quality of that education would be short-sighted at best.
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CMS-1488-P-30

Submitter : Mrs. JoAnne Allen Date: 05/07/2006
Organization:  Mrs. JoAnne Allen
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Comments re: Transparency of Healthcare Information:

Hospital prices in the U.S. are generally unregulated and methods for setting them are poorly understood--even by those who work within them. Publishing
hospital charges may help, but there are many complexities involved in making them truly comparable. However, CMS already has information regarding hospital
cost-to-charge ratios, and most consumers could readily understand that these values measure the relationship between hospital charges and their true costs of
providing patient care. Most consumers can readily grasp the concept of an average mark up, but few are aware of the extent to which hospital charges exceed their
costs. Having this information would empower uninsured and insured healthcare consumers to negotiate realistic prices for their care. I would urge CMS to
consider making hospital cost-to-charge ratios readily available to the public.
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CMS-1488-P-31

Submitter : Mrs. Melody Ownby Date: 05/08/2006
Organization:  Sparks
Category : Nurse

Issue Areas/Comments
GENERAL

GENERAL

Nursing care can be one of the highest costs that a hospital must bear in order to provide quality patient care. Acknowledging this fact should lead the revision of
the Centers for Medicare & Medicaid (CMS) proposal for a nile change to modify the current Part A hospital reimbursement from a charge based
prospective payment system to a cost based and severity adjusted system to include the following topics:

1. Creating separate direct and indirect nursing cost center at
each provider hospital and include these data in the annual Medicare Cost
Report (MCR).

2. Collecting daily nursing intensity data as actual direct nursing
time expended per patient by nurses and other nursing personnel.

3. Summarizing daily nursing intensity for the hospital stay and
calculate associated direct and indirect nursing costs and mean nursing
intensity per discharge and including these data in the hospital discharge
and billing abstract.

4. Adjusting hospital Medicare payment for severity of illness by
modifying the proposed APR-DRG severity weights to incorporate nursing
intensity and costs within each diagnosis and severity category.
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CMS-1488-P-32

Submitter : Dr. Camille Claibourne Date: 05/08/2006
Organization:  Lafayette General Medical Center
Category : Other Practitioner
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1488-P-32-Attach-1.DOC
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Attachment #32
L) ®

Lafayette General
Medical Center

Your Health. Your Hospital. Your Choice.

Centers for Medicare and Medicaid Services
Department of Health and Human Services
PO Box 8011

Baltimore MD 21244-1850

Date: May 8, 2006

RE: File Code CMS-1488-P “Hospital Quality Data”

Dear Sirs:

We welcome the opportunity to comment on the proposed revisions to the “Reporting of
Hospital Quality Data for Annual Hospital Payment Update. The project has been
beneficial as evident by the improvements in the indicators measured by participating
hospitals.

One area that the regulation does not address is alignment of physician and hospital
indicators. If not alignment, perhaps consideration could be given to having physician-
driven indicators for physicians only.

Once again, thank you for allowing this public comment. We look forward to continued

participation in the project.

Sincerely,

Camille Claibourne, RN, PhD
Chief Quality and Patient Safety Officer
Lafayette General Medical Center




Submitter : Mrs. Kathy Doty

Organization:  West Calcasieu Cameron Hospital
Category : Hospital

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data

Department of Health & Human Services
Centers for Medicare & Medicaid Services
May 9, 2006

Re: Proposed Rules to Federal Register
CMS-1488-P

Hospital Quality Data

To Whom It May Concern:

West Calcasieu Cameron Hospital is committed to the improvement of processes and outcomes and is in support of CMS efforts, along with other quality partners,
to improve care and outcomes. We have participated in the initial set of 10 quality indicators, and do see the importance of increasing that measure set to the

proposed 21 indicators.

However, comments found in the proposed rules of the Federal Register regarding no additional burden to hospitals are incorrect. JCAHO-accredited facilities are

CMS-1488-P-33

Date: 05/10/2006

required to submit Core Measure data, but we are not required to submit ALL Core Measures. Hospitals currently have a choice of 3 measures.

The August 15, 2006 deadline puts small hospitals under tremendous strain to comply with these new rules. We would recommend that the proposed requirements
be re-evaluated to allow for hospitals to begin the collection of data going forward rather than retrospectively. This would allow for the implementation of
processes by which the appropriate records could be targeted concurrently, and would not require additional financial burden to not only build these systems, but

also complete abstractions to bring our facility on-line .

We sincerely hope that you will take our recommendations into consideration.

Thanking you in advance,

Raphael Fontenot, Chairman, Board of Commissioners
Frank L.aBarbera, Board of Commissioners

Bob Davidson, Board of Commissioners

Bobby LeTard, Board of Commissioners

Joe Devall, Board of Commissioners

Tim Broussard, CEO

Theresa Woods, COO

Kathy Doty, Quality Management

CMS-1488-P-33-Attach-1.DOC

Page 33 of 42

May

16 2006 08:57 AM




Attachment #33

West Calcasieu Cameron Hospital

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

May 9, 2006

Re: Proposed Rules to Federal Register
CMS-1488-P
Hospital Quality Data

To Whom It May Concern:

West Calcasieu Cameron Hospital is committed to the improvement of processes and outcomes
and is in support of CMS’ efforts, along with other quality partners, to improve care and
outcomes. We have participated in the initial set of 10 quality indicators, and do see the
importance of increasing that measure set to the proposed 21 indicators.

However, comments found in the proposed rules of the Federal Register regarding no additional
burden to hospitals are incorrect. JCAHO-accredited facilities are required to submit Core
Measure data, but we are not required to submit ALL Core Measures. Hospitals currently have a
choice of 3 measures.

The August 15, 2006 deadline puts small hospitals under tremendous strain to comply with these
new rules. We would recommend that the proposed requirements be re-evaluated to allow for
hospitals to begin the collection of data going forward rather than retrospectively. This would
allow for the implementation of processes by which the appropriate records could be targeted
concurrently, and would not require additional financial burden to not only build these systems,
but also complete abstractions to bring our facility “on-line”.

We sincerely hope that you will take our recommendations into consideration.
Thanking you in advance,

Raphael Fontenot, Chairman, Board of Commissioners
Frank LaBarbera, Board of Commissioners

Bob Davidson, Board of Commissioners

Bobby LeTard, Board of Commissioners

Joe Devall, Board of Commissioners

Tim Broussard, CEO

Theresa Woods, COO

Kathy Doty, Quality Management



CMS-1488-P-34

Submitter : Mrs. Jennifer Armstrong Date: 05/16/2006
Organization:  Martha Jefferson Hospital
Category : Health Care Professional or Association

Issue Areas/Comments
Hospital Quality Data

Hospital Quality Data

My Comment is regarding the validation chart audit process and the 80 percent reliability requirement.

In order for hospitals to receive the full APU, hospitals must pass "our validation requirement of a minimum of 80 percent reliability" Although I agree with the
need for accurate data collection and submission, there seems to be no flexibility in validation because of the measure alignment which is happening between
JCAHO and CMS. The alignment process has the measures, inclusions and exclusions, and abstracting guidelines changing nearly quarterly. Possible abstraction
errors are increased due to the lack of consistency in the measure definitions and guidelines themselves. For example, Smoking cessation conseling; In some
quarters, if here is conflicting documentation as to if the patient is a smoker you answer Yes they are a smoker, thus require counseling, in other quarters, if there is
conflicting documentation as to if the patient is a smoker you answer No they have not smoked within the last 12 months, thus do not require counseling. Even the
most accurate abstractor is prone to errors if the guidelines are not clear and consistent. I believe that the hospital's APU should not tied to validation until JCAHO
and CMS have aligned the measures making the guidelines clear and most important consistent, meaning not changing 3 to 4 time a year.

Thank you for your consideration.
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CMS-1488-P-35

Submitter : Mrs. Sharon Knutson Date: 05/11/2006
Organization :  Carondelet Health Network

Category : Hospital

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data

My concern with the proposed changes is the human resource impact. We take these initiatives very seriously and continuously strive to impact the care of these
populations while they are with us as patients. In order to be effective while maintaining current FTE's, would recommend that with the addition of the 11 new
measures, hospitals be required to collect and report at a date in the future versus past. LE.J uly 2006 or January 2007. Another reason for doing so is thru the
current data submission process, January thru March 2006 data has already been submitted to our vendors, thus hospitals will be penalized before they've had a
chance '
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CMS-1488-P-36

Submiitter : Ms. Connie Chappelle Date: 05/12/2006
Organization:  Bothwell Regional Health Center

Category : Nurse

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data

Under the proposed rule, acute care hospitals will need to collect and publicly repost these 21 quality indicators to CMS retroactive to January 1, 2006 to receive full
Market Basket for FY 2007. The time line proposed by CMS essentially requires hospitals to begin immediately collecting the four measure sets.

Under the proposed time line, January, February and March 2006 data will need to be abstracted and successfully submitted to CMS no later than Tuesday, August
15, 2006. For the Joint Commission accredited hospitals, the submission deadline for first quarter 2006 is Monday, July 31, 2006. The CMS comment period
deadline is Monday, June 12, 2006, with an anticipated response time of 30 to 60 days by CMS. This means outcome of the proposed APU may not be known
until immediately prior to the CMS submission deadline, August 15, 2006, for first quarter 2006 data. Operationally, most acute care hospitals have completed
January and February 2006 data abstraction for AMI, HF and pneumonia to CMS. The measure set many hospitals have not been submitting to CMS is the

- surgical infection prevention measure set which will make the proposed time lines problematic.

Under the proposal if a hospital does not participate, there will be a 2 percent Medicare payment reduction for annual payment update in FY 2007. The payment
reduction was limited to 0.04 percent in FY 2005-06. Hospitals not submitting data in 2005 to CMS would have to begin submitting the necessary data with first
quarter 2006 discharges to receive full Market Basket for FY 2007.

Validation Process for FY 2007 Annual Payment Update

In addition to abstracting and submitting the data for four measure sets to be publicly reported, each hospital would have to successfully meet the CMS validation
requirements of data submitted to the data warehouse to receive full Market Basket.

Hospitals must pass the CMS validation requirement with a minimum of 80 percent reliability based upon CMS s chart audit validation process for the first three
quarters of calendar year 2005. This data was due to the CMS warehouse August 15, 2005. Validation of hospitals who did not submit data in 2005 has not been
addressed in the CMS proposal.

The CMS will use a two-step process to determine if a hospital is submitting valid data. [In the first step the CMS calculates the percent agreement for all
variables submitted to the warehouse, If the hospital falls below the 80 percent cutoff, CMS will restrict the comparison to those variables associated with the
starter set of ten quality measures. The CMS will recalculate the percent agreement and the estimated 95 percent confidence limit and compare to the 80 percent
cutoff point. If this upper limit is above the required 80 percent reliability, the hospital data is considered validated. This validation requirement was not in effect
for the FY 2006 Market Basket.

Based upon prior analytical results for FY 2006, the CMS found confidence intervals using only five charts widely varied in size. As a result of these findings,
CMS decided to combine multiple quarters of validation samples into a single stratified sample to decrease the variation.
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CMS-1488-P-37

Submitter : Mr. Stu Kavolis Date: 05/12/2006
Organization:  Coventry Health Care

Category : Health Plan or Association

Issue Areas/Comments

DRGs: Severity of Iliness

DRGs: Severity of Illness

It is crucial that CMS takes steps to ensure that the forthcoming grouper and its underlying logic be made public. A proprietary system would undermine the
effectiveness of such a change to the DRG system.
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CMS-1488-P-38

Submitter : Dr. Jonathan Weiss Date: 05/15/2006
Organization : LDS Hospital, Sait Lake City
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, at a 400 bed tertiary care community hospital located in Salt Lake City, I am quite
concerned Medicare beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies
such as implantable cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to
treat debilitating and life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnetl the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,
J. Peter Weiss MD
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CMS-1488-P-39

Submitter : Chris Sauder Date: 05/15/2006
Organization:  Adventist Health - West
Category : Hospital
Issue Areas/Comments
DRG Weights
DRG Weights

T'am glad that CMS is reviewing its methodology for re-weighting the DRGs. 1 agree with the methodology concept of shifting towards a cost-based approach as
opposed to charge-based. I am wondering if it would still be necessary to have separate PPS systems for IPF and IRF if the new DRG weights (e.g.-430) remove
the mark-up bias. Did you examine the impact of some hospitals possibly decertifying units to take advantage of better reimbursement under the IPPS?
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CMS-1488-P-40

Submitter : Dr. Phyllis Bonham Date: 05/15/2006
Organization:  MUSC College of Nursing
Category : Nurse
Issue Areas/Comments
DRG Weights
DRG Weights

I 'support the MUSC proposal to incoporate nursing costs and nursing intensity into the new Medicare hospital payment formula that recommends:

1.Creating separate direct and indirect nursing cost center at each provider hospital and include these data in the annual Medicare Cost Report (MCR).
2.Collecting daily nursing intensity data as actual direct nursing time expended per patient by nurses and other nursing personnel.

3.Summarizing daily nursing intensity for the hospital stay and calculate associated direct and indirect nursing costs and mean nursing intensity per discharge and
including these data in the hospital discharge and billing abstract.

4.Adjusting hospital Medicare payment for severity of illness by moditying the proposed APR-DRG severity weights to incorporate nursing intensity and costs
within each diagnosis and severity category.
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CMS-1488-P-41

Submitter : Dr. Kay Chitty Date: 05/15/2006
Organization:  retired

Category : Individual

Issue Areas/Comments

DRG Reclassifications

DRG Reclassifications

You have an unprecedented opportunity to reform a flawed system. 1 hope you will look beyond minor tinkering and consider incorporating nursing care and nursing
intensity in the new payment scheme. This change can make a huge difference in the quality of care provided in our nation's hospitals. Thank you for your
consideratin of my request.
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CMS-1488-P-42

Submitter : Dr. Ronald McCowan Date: 05/16/2006
Organization:  Arrhythmia Treatment Associates, PLLC

Category : Physician

Issue Areas/Comments

Capital Payment Rate

Capital Payment Rate

Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 900 bed hospital located in Charleston, WV, 1 am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arthythmias such as ones that iead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of.
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments.

Sincerly,

Ronald McCowan, M.D., FACC
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’ CMS-1488-P-43

Submitter : Mr. Donald Wilson Date: 05/16/2006
Organization : HMA/Charlotte Regional MEdical Center
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL
Scc Attachment

CMS-1488-P-43-Attach-1.DOC
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| Attachment #43

Charlotte Regional
Medical Center

The Honorable Mark McClellan, M.D., Ph.D.
Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
PO Box 8011

Baltimore, MD 21244-1850

v

RE: CMS-1488-P; Proposed Changes to the Hospital Inpatient Payment Systems and
Fiscal Year 2007 Rates

| Dear Dr. McClellan:

Jam a cardiology administrator with over 30 vears experience in managing cardiology
programs. Currently 1 am the Corporate Coordinator of Cardiology Services for Health
Management Associates, which operates 62 hospitals in 16 states with approximately
8.917 licensed beds. 1am based out of Charlotte Regional Medical Center in Punta
Gorda, Florida, which serves the people of Charlotte and Southern Sarasota Counties,
Charlotte Regional alone performs in excess of 3.000 cardiac cases per vear, Cardiac
volumes, particularly ICD and CRT-D implants, have significantlv increased over the last
two vears due to recent medical studies demonstrating the benefits of this technology.

We also provide a complete medical and surgical program including the cardiovascular
care center,

We appreciate the opportunity to comment on the Centers for Medicare and Medicaid

2007 Rates (CMS-1488-P). While we are supportive of many of the provisions in the
proposed rule, we are very concerned about the proposed methodologies resulting in
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inaccurate payment amounts, particularly for the cardiovascular services we provide our

| patients,

As such, we urge CMS to allow time for further study of the proposals until further
analyses can be performed to understand the full impact to hospitals and patients,
but in the meantime continue with the current charge-based system.

| We agree that payment rates should accurately reflect the cost of services provided.
Inaccurate rates could limit hospitals’ capabilities to perform services, and thus limit

| patient access to some therapies. The current proposal, if implemented, could have
unintended and inappropriate consequences.

| » Questions have been raised about CMS’s proposed rate setting methodology,
Some of these issues include:

o

CMS used old data to calculate the payment rates. DRG weights under the
new rule are based on data that arg

use at the time these data were collected.

The use of nonstandard data leads to increased inaccuracy. The current
cost reports were designed for a different purpose; CMS should put more
thought into how to improve and verify the accuracy of this data prior to
making it the basis of its new payment system.

Technical mistakes as well as questionable technical assumptions alter the
estimated impact on payments. In one example, CMS excluded
approximately one-quarter of large hospitals’ routine day charges in
calculating cost-to-charge ratios, which almost doubled the cuts in some
DRGs and raised the increase in equal amounts in others. Had these data been
included, the large shift in payments for some DRGs would be reduced by
nearly half. Another example is in how the cost-to-charge ratios were
calculated; CMS failed to adjust for volume of care among hospitals, resulting
in a small hospital having as much weight as a large-volume hospital.

Charge compression continues to be a major issue, particularly for costly,
high-value medical devices. Despite continued pleadings from industry,
hospitals, Congress, and others, charge compression was not addressed in the
FY2007 rule, and is in fact, made worse. Instead of individually analyzing the
high cost, high value devices to better understand real costs, CMS decided to
put everything together in ten national cost centers. The problem is that there
are no standards -— most devices and supplies are put in a single cost center,
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and hospitals across the country put them in different categories, so the real
costs may never be captured,,

» The current proposed DRG payment rates are in some cases the same or lower

than the purchase price for ICDs and CRT-Ds. Proposed rates for ICD and
CRT-D procedures are sometimes below the device acquisition cost, not allowing
hospitals payment for operating procedures, supplies, and personnel. For example,
DRG 515, where a majority of ICD implants fall, was paid at a base of $28,441 in
2006; for 2007 Medicare is proposing a sharp decrease in payment of 23%, down to
$22,015 - one of the biggest percentage decreases any DRG faces this year.

If this change is implemented, hospitals could find themselves with limited
capabilities to offer their patients leading-edge, high value lifesaving
technologies. Hospitals cannot sustain themselves economically when inaccurate
payments do not cover the cost of supplies, equipment, staff, and medical devices.
This could result in hospitals altering normal treatment patterns, restricting
technology selection, and limiting patient access in order to avoid extraordinary
financial losses. As a result, patients may be limited access to this lifesaving
technology because hospitals are not receiving payment that recognizes the full cost
of the services provided.

We urge CMS to delay the 2007 proposed changes until more careful analyses are

| performed, and the full impact to hospitals and patients is understood. Although the
proposed changes are in many cases, directionally correct, the sheer magnitude of the
changes, coupled with the many unintended flaws, requires CMS to delay
implementation until a thorough and detailed analysis can be performed that results in
more accurate payment for all hospitals.

» This proposed system does not have precedence or transparency. While the rule

provides some description of the methodology for the changes, it does not provide
adequate information to calculate the overall impact for the individual measures, nor
for the complete proposal. Therefore we urge CMS to wait, at a minimum, until
FY2008 to consider making such drastic and sweeping changes until such a time
that more thorough and considered analyses can be performed, and a coalition of
stakeholders can research the recommendations that will be better accepted by those
affected.

The 60-day comment period does not allow the stakeholders adequate time to
fully evaluate the consequences. The major changes and the aforementioned errors
in methodology require more than the typical 60-day comment period for
stakeholders.

As such, CMS should continue with the stable, charge-based system that has
been in place for 23 years until a better, more accurate alternative can be found.
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We appreciate CMS s efforts to improve the inpatient payment system, and agree that it
is our mutual goal to improve the lives of Medicare beneficiaries. We all must work |
together with diligence and with dedication to address these complex issues.

Sincerely,

Don Wilson

HMA Corporate Coordinator of Cardiology Services
809 East Marion Ave

Punta Gorda, Florida 33950

941-637-2437

Don. Wilson@crme.hma-corp.com
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CMS-1488-P-44

Submitter : Dr. Jeff Williams Date: 05/16/2006
Organization : University of Pittsburgh Medical Center
Category : Physician

Issue Areas/Comments
DRGs: MCVs and Defibrillators

DRGs: MCVs and Defibrillators

Sir or Madam:

This issuc negatively impacts patient carc and access to care. This proposal is 'too much, too soon and too fast.' The limited time to review and adjust to such
fundamental changcs is rcason cnough for CMS to consider withdrawing this proposal for this ycar.

Regards,

JL Williams, MD
University of Pittsburgh Mcdical Center

CMS-1488-P-44-Attach-1.DOC
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ATT7 by 7 72 #’7/%

16 May 2006

Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment
Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, at a large
tertiary care center located in Pittsburgh, PA, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to
the recently proposed inpatient rule. Technologies such as implantable cardioverter
defibrillators are used to prevent sudden cardiac arrest, the nation’s number one cause of
mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac
arrthythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System
would have a devastating impact on my hospital’s ability to serve patients in my
community. These proposed reductions will impact hospital staffing for these critical
procedures which will ultimately be translated into reduced patient access and care. CMS
and Congress have emphasized the development of quality measures and activities. For
example, the recent CMS mandate for hospitals to enroll in the ICD Registry represents
personnel the hospital has to dedicate for this important initiative. Without accurate and
appropriate reimbursement for these critical services, hospitals will not be able to
dedicate resources to important quality improvement initiatives such as this.

[ support an accurate hospital payment system and the goal of improving payment
accuracy in the DRG system. However, the implementation of these sweeping changes
will replace one system with another that has inherent flaws and miscalculations. I am
concerned that CMS has used old data that is not reflective of current practice and that
the data used from cost reports is not accurate. Additionally, it is troubling to me that
significant errors and technical decisions have been made by CMS that exacerbate the
problem. It is my understanding that over 200 hospitals were “thrown out” of the data set
including large numbers of academic health centers. This will distort any analysis that
CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result
of this flawed approach is that a small hospital of 50 beds has as much weight in the
calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to “charge compression.” The rule
fails to fix the charge compression problem that has penalized technology-intensive
procedures for years. In fact, it makes the situation worse. Instead of increasing




specificity to identify actual device costs, the rule lumps costs together into just 10
national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a

single cost center. Under this rule, distinctions between procedures - and even hospital
departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by
designing a more refined system than the existing DRGs for grouping patients. CMS
proposes to implement a new system based on the severity of the patient’s illness in 2008
or earlier. The new CMS-DRG system does not make distinctions based on complexity,
so a move in this direction is a good one. However, technologies that represent increased
complexity, but not greater severity of illness, also need to be recognized. The payment
methodology changes and the DRG severity changes should be implemented together,
but there is no way to fairly identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my
patients and the community in which I serve, I thank you and recommend that these
changes be deferred so that all stakeholders can better understand the impacts and that
CMS devotes the time necessary to get this right.

Sincerely,

Jeff

Jeffrey L. Williams, MD, MS

B535 PUH, University of Pittsburgh Medical Center

Pittsburgh, PA 15213




CMS-1488-P-45

Submitter : Dr. John Raffoul Date: 05/17/2006
Organization : White Memorial Medical Center
Category : Hospital
Issue Areas/Comments
DRG Weights
DRG Weights

The steep reduction in the cardiac DRGs weights is causing a great impact on our heart program as, I am sure, it is cffecting many other hospitals as well. Cardiac
problems arc the number onc causc of death in the United States. More resourccs arc needed to take carc of this problem. I find it very surprising that resources arc
being taken away for such a critical service, whilce steep increases arc being proposed in less critical arcas. Our cost of providing cardiac carc has always cxceeded the
cumulative resources available. Such policy will ultimatcly reducce access to such critical scrvice and cause program closurcs nationwide.
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Submitter : Ms. Beverly Viertel
Organization: - St Luke's Regional Medical Center

Category : Hospital
Issue Areas/Comments
Hospital Quality Data

" Hospital Quality Data
Attachment with comments enclosed
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE AND MEDICAID SERIVICES
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS

Please note: We did not receive the attachment that was cited in
this comment. We are not able to receive attachments that have been
prepared in excel or zip files. Also, the commenter must click the
yellow “Attach File” button to forward the attachment.

Please direct your questions or comments to 1 800 743-3951.
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CMS-1488-P-47

Submitter : Ms. Bev Viertel Date: 05/17/2006
~ Organization : St Luke's Regional Medical Center
Category : Hospital

Issue Areas/Comments
Hospital Quality Data
Hospital Quality Data

" .. Attachment with comments enclosted
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Attachment #47

St Luke’s Regional Medical Center
190 E Bannock
Boise, ID 83712

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

From: Bev Viertel, RN MS
Director, Clinical Quality and Decision Support

Date: May 17, 2006

Re: File Code CMS-1488-P “Hospital Quality Data”

After reviewing the section on “Hospital Quality Data,” we have five areas of comment that we
are requesting you to consider in your final proposal:

1) You have indicated that to receive full payment in FY 2007, hospitals will need to include the
expanded set of 21 indicators for AMI, CHF, and pneumonia starting with January 1, 2006
discharges. Your proposal will not take effect until October 1, 2006, which is well past the
August 15™, 2006 submission deadline for 1% quarter 2006 data. It is incongruent that a final
proposal for FY 2007 payments would be based on a retrospective data submission deadline
that has already expired.

2) Not all hospitals are currently submitting the expanded measure set. To request that this be
completed requires time for facilities, in particular larger facilities, to hire and train the required
staff to complete the increased data abstraction, validation, and data entry for submission. This
places additional financial burden on hospitals. It would be more reasonable that the expanded
measure sets be required with January 1, 2007 discharges.

3) You have indicated that validation guidelines for payments in FY 2007 will be based on the
aggregate results for the first 3 quarters of 2005. Again, because additional resources will be in
place in order to acquire the data, it seems incongruent that you would use prior results rather
than stating an expectation on validations with an effective date that is after data submissions of
October 2006 (when the proposal becomes final.)

4) You have indicated that the Secretary of HHS has the authority to determine the measures
that need to be reported for full payment. As long as enough lead-time is provided to hospitals
to hire the resources and implement necessary processes to accomplish the reporting that is not
an issue. Having a minimum of 6 months lead-time is suggested.

5) Finally, you have identified a desire to have hospitals adopt electronic medical records so
that data can be submitted directly from that source rather than going through a vendor. This is
the direction health care is headed, but it is important to recognize the financial and technical
support that will be required to accomplish this. Having at least a 10-year window to accomplish
this is a good initial timeframe.

Thank you for your consideration of the above concerns as you develop your final proposal for
October 2006. '



CMS-1488-P-48

Submitter : Michael DeMott Date: 05/17/2006
Organization : Tri-City Medical Center

Category : Hospital

Issue Areas/Comments

Update Factors

Update Factors

As relates to Core Mcasurcs, mandatory submission of SIP measurcs should be considered for prospective review only. To go back into paticnt charts to extract
historical data (c.g. collcct data from Jan. 1, 2005) places a scvere burden on hospitals, both in terms of personnci available for this task, and cost.
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CMS-1488-P-49

Submitter : Mrs. Mary Ann Davidson Date: 05/17/2006
Organization :  Saddleback Memorial Medical Centér
Category : Nurse

Issue Areas/Comments
Hospital Quality Data

Hospital Quality Data

1 would like to comment on the proposcd chart-audit validation requirement for the RHQDAPU program. Specifications for the quality mcasures change at Icast
quarterly and sometimes morc often. It is almost impossible to keep current with all the rules and interpretations. As a Quality Manager that supcrviscs 4 abstractors
I can tcll you that we arc in permancent white watcer trying to kcep up with all the nuances. The CDAC validation feedback process lags behind the data submission
rcquircments by scveral months. Therefore, by the time we get feedback that we have mis interpreted an abstaction specification, another quarter of data has been
submittcd. This resulted in our failing two quarters of audits in a row before we could re-cducate the abstraction staff regarding the very confusing "pncumonia as a
working diagnosis". Our audit scorcs before and since those quarters have been > 95%. If you are going to increasc the monetary penalties for failure there needs to
be more timely feedback so organizations can course correct. My recommendation is that the validation process should take into account at lcast 6 quarters of data
to allow for lcarning and the constant change of speces.
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CMS-1488-P-50

Submitter : Dr. Todd Rudo Date: 05/18/2006
Organization : Lankenau Hospital
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, at a 350 bed hospital located in Wynnewood,PA, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Todd Rudo

Page 50 of 70 May 192006 10:13 AM




CMS-1488-P-51

Submitter : Dr. Simone Musco Date: 05/18/2006
Organization:  Lankenau Hospital ‘
Categdry : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 350 bed hospital located in Wynnewood, PA, | am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arthythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set inctuding large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the caiculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology chariges and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Simone Musco, MD
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CMS-1488-P-52

Submitter : Dr. Andrew Lawrence Date: 05/18/2006
Organization:  Rush University Medical Center
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 900 bed hospital located in Chicago, | am quite concerned Medicare beneficiaries
will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable cardioverter
defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening
cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-intensive
procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into just 10
national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures - and
even hospital departments - are lost.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Andrew Lawrence MD
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CMS-1488-P-53

Submitter : Dr. Michael Isaac Date: 05/18/2006
Organization:  Sherman Cardiovascular Care Assoc.
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, at a 200 bed hospital located in Sherman, Texas, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroli in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patieﬂts and the community in which [ serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Michael Isaac, MD FACC
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CMS-1488-P-54

Submitter : Mr. Daniel Brinkman Date: 05/18/2006
Organization:  Vanderbilit Univ Medical center
Category : Hospital
Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an administrator, at a_900 bed hospital located in _Nashville TN I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality, Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

[ support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concemed that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lamps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so0 a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which 1 serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Dan Brinkman
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CMS-1488-P-55

Submitter : Mrs. deidra culbreth Date: 05/18/2006
Organization:  stern cardiovascular center
Category : Nurse
Issue Areas/Comments
HSRYV Weights
HSRV Weights

As a practicing heart rhythm research coordinator at a_500__ bed hospital located in _Memphis, TN. I am quite concerned Medicare beneficiaries will have limited
access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable cardioverter defibrillators are used
to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias
such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

[ support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which [ serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Deidra Culbreth, R.N,
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1521 Gull Road Paul A. Spaude
Kalamazoo. M1 49048 President’s Office
(269) 226.4800
BORGESS HEALTH
SCENSION
May 15, 2006

Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective
Payment Systems and Fiscal Year 2007 Rates

Dear Sir or Madam:

Borgess Medical Center is a 424 bed acute care hospital located in Kalamazoo, Michigan.
As a major health care provider in our area, wc implant medical devices and perform other
cardiac procedures on a significant number of Medicare beneficiaries in the inpatient setting.
Because inpatient services are a key component of what we provide, I am writing o express
my concerns regarding the inpatient payment proposed rule and its recommendations to
change the way Medicare pays for inpatient services.

First, it adopts a methodology called hospital-specific relative values that is specifically
known to have an adverse impact on payments to hospitals that deliver cardiology services.
Second, it adopts a new and untested approach to what are known as “cost-based” DRG
weights that inappropriately reduces payments for cardiology procedures featuring device
implants such as drug-eluting stents, ICDs, and pacemakers. In fact, these are the hardest hit
of all procedures in the DRG system. And finally, even within the new CMS methodology,
there are technical errors and assumptions that worsen the overall payment cuts to
cardiology. Any move to a cost-based system from Lthe current charge-based system should
be predicated on requirements for improved cost reporting by hospitals. Hospital cost reports
were never intended to be used to develop accurate procedure-specific payment weights.

The impact of the CMS proposal will reduce reimbursement to cardiac services across all
hospitals by about 10%. Application of hospital specific values to the current DRG system
would result in an overall average decrease of approximately 6% to surgical DRGs, while
increasing medical DRGs by 6%. In addition, technology intensive DRGs will also be
significantly reduced under the CMS proposals. As a result of these changes, the proposed
DRGs for stents will be reduced 24 to 34%, ICD implants will be reduced 22 to 24% and
pacemakers will be reduced 12 to 14% severely impacting these services.



With regard to the severity adjustment proposed for next year (FY08), severity does not
include the technology costs paid by hospitals for more complex cases. Asa result, my
technology costs could be underpaid.

The payment methodology changes that CMS has proposed would have a severe financial
impact on my hospital — without accurate data to Justify the change. This is particularly true
for device intensive cardiology DRGs where the proposed payment level is often
significantly less than my hospital’s actual cost to deliver the service.

The reduction in payment for cardiology services would also have a severe impact on the
infrastructure I have built up over the years to treat the number one killer in America today -
heart diseasc. In addition to requiring the potential dismantling of this infrastructure I would
now face the uncertainty of knowing that next ycar, or any other year, CMS could decide to
under-fund whatever service area I build up next to meet patient needs. Obviously, as I'm
forced to scale back or not develop service capacity due to payment swings and financial
uncertainties, patient access could be negatively affected.

I respectfully request that CMS delay the proposed inpatient payment revision, with a return
to the current methodology, until the methodology and underlying cost data are improved to
ensure the accuracy of payments. Similarly, severity adjusted DRGs should not be
implemented until the technology costs incurred by my hospital can be appropriately
reflected in the DRG payments.

Thank you for your consideration.

Sincerely, )

A v
W w@@@w
Paul A. Spaude, FACHE . Patrick Dyson
President & CEO Executive Vice President

Robert Brush, M.D. _ Edward Millermaier, M.D.
Interim Chief Medical Officer CMO and Medical Director
Borgess Ambulatory Care Division

cc: State Senator Tom George
US Representative Fred Upton
US Senator Carl Levin
US Senator Debbie Stabenow
Michigan Health and Hospital Association
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Submitter : Mr. Patrick Dyson ' Date: 05/18/2006
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1521 Gull Road Paul A. Spaude
Kalamazoo. M1 49048 President’s Office
(269) 226.4800
BORGESS HEALTH
SCENSION
May 15, 2006

Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective
Payment Systems and Fiscal Year 2007 Rates

Dear Sir or Madam:

Borgess Medical Center is a 424 bed acute care hospital located in Kalamazoo, Michigan.
As a major health care provider in our area, we implant medical devices and perform other
cardiac procedures on a significant number of Medicare beneficiaries in the inpatient setting.
Because inpatient services are a key component of what we provide, I am writing 10 express
my concerns regarding the inpatient payment proposed rule and its recommendations to
change the way Medicare pays for inpatient services.

First, it adopts a methodology called hospital-specific relative values that is specifically
known to have an adverse impact on payments to hospitals that deliver cardiology services.
Second, it adopts a new and untested approach to what are known as “cost-based” DRG
weights that inappropriately reduces payments for cardiology procedures featuring device
implants such as drug-eluting stents, ICDs, and pacemakers. In fact, these are the hardest hit
of all procedures in the DRG system. And finally, even within the new CMS methodology,
there are technical errors and assumptions that worsen the overall payment cuts to
cardiology. Any move to a cost-based system from the current charge-based system should
be predicated on requirements for improved cost reporting by hospitals. Hospital cost reports
were never intended to be used to develop accurate procedure-specific payment weights.

The impact of the CMS proposal will reduce reimbursement to cardiac services across all
hospitals by about 10%. Application of hospital specific values to the current DRG system
would result in an overall average decrease of approximately 6% to surgical DRGs, while
increasing medical DRGs by 6%. In addition, technology intensive DRGs will also be
significantly reduced under the CMS proposals. As a result of these changes, the proposed
DRGs for stents will be reduced 24 to 34%, ICD implants will be reduced 22 to 24% and
pacemakers will be reduced 12 to 14% severely impacting these services.




With regard to the severity adjustment proposed for next year (FY08), severity does not
include the technology costs paid by hospitals for more complex cases. As a result, my
technology costs could be underpaid.

The payment methodology changes that CMS has proposed would have a severe financial
impact on my hospital — without accurate data to justify the change. This is particularly true
for device intensive cardiology DRGs where the proposed payment level is often
significantly less than my hospital’s actual cost to deliver the service.

The reduction in payment for cardiology services would also have a severe impact on the
infrastructure I have built up over the years to treat the number one killer in America today -
heart diseasc. In addition to requiring the potential dismantling of this infrastructure 1 would
now face the uncertainty of knowing that next year, or any other year, CMS could decide to
under-fund whatever service area I build up next to meet patient needs. Obviously, as I'm
forced to scale back or not develop service capacity due to payment swings and financial
uncertainties, patient access could be negatively affected.

I respectfully request that CMS delay the proposed inpatient payment revision, with a return
to the current methodology, until the methodology and underlying cost data are improved to
ensure the accuracy of payments. Similarly, severity adjusted DRGs should not be
implemented until the technology costs incurred by my hospital can be appropriately
reflected in the DRG payments.

Thank you for your consideration.

Sincerely, )

Ay,
W St
Paul A. Spaude, FACHE . Patrick Dyson
President & CEO Executive Vice President

Robert Brush, M.D. , Edward Millermaier, M.D.
Interim Chief Medical Officer ' CMO and Medical Director
Borgess Ambulatory Care Division

cc: State Senator Tom George
US Representative Fred Upton
US Senator Carl Levin
US Senator Debbie Stabenow
Michigan Health and Hospital Association
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Submitter : Dr. Robert Brush ) Date: 05/18/2006
Organization:  Borgess Health
Category : Physician
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1521 Gull Road Paul A. Spaude
Kalamazoo. MI 49048 President’s Office
(269) 226.4800
BORGESS HEALTH
ﬂA“SC ENSION
May 15, 2006

Centers for Medicare & Medicaid Services,
Department of Health and Human Services
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

b

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective
Payment Systems and Fiscal Year 2007 Rates

Dear Sir or Madam:

Borgess Medical Center is a 424 bed acute care hospital located in Kalamazoo, Michigan.
As a major health care provider in our area, we implant medical devices and perform other
cardiac procedures on a significant number of Medicare beneficiaries in the inpatient setting.
Because inpatient services are a key component of what we provide, I am writing to express
my concerns regarding the inpatient payment proposed rule and its recommendations to
change the way Medicare pays for inpatient services.

First, it adopts a methodology called hospital-specific relative values that is specifically
known to have an adverse impact on payments to hospitals that deliver cardiology services.
Second, it adopts a new and untested approach to what are known as “cost-based” DRG
weights that inappropriately reduces payments for cardiology procedures featuring device
implants such as drug-eluting stents, [CDs, and pacemakers. In fact, these are the hardest hit
of all procedures in the DRG system. And finally, even within the new CMS methodology,
there are technical errors and assumptions that worsen the overall payment cuts to
cardiology. Any move to a cost-based system from the current charge-based system should
be predicated on requirements for improved cost reporting by hospitals. Hospital cost reports
were never intended to be used to develop accurate procedure-specific payment weights.

The impact of the CMS proposal will reduce reimbursement to cardiac services across all
hospitals by about 10%. Application of hospital specific values to the current DRG system
would result in an overall average decrease of approximately 6% to surgical DRGs, while
increasing medical DRGs by 6%. In addition, technology intensive DRGs will also be
significantly reduced under the CMS proposals. As a result of these changes, the proposed
DRGs for stents will be reduced 24 to 34%, ICD implants will be reduced 22 to 24% and
pacemakers will be reduced 12 to 14% severely impacting these services.



With regard to the severity adjustment proposed for next year (FY08), severity does not
include the technology costs paid by hospitals for more complex cases. As aresult, my
technology costs could be underpaid.

The payment methodology changes that CMS has proposed would have a severe financial
impact on my hospital - without accurate data to Justify the change. This is particularly true
for device intensive cardiology DRGs where the proposed payment level is often
significantly less than my hospital’s actual cost to deliver the service.

The reduction in payment for cardiology services would also have a severe impact on the
infrastructure 1 have built up over the years to treat the number one killer in America today -
heart diseasc. In addition to requiring the potential dismantling of this infrastructure I would
now face the uncertainty of knowing that next ycar, or any other year, CMS could decide to
under-fund whatever service area I build up next to meet patient needs. Obviously, as I'm
forced to scale back or not develop service capacity due to payment swings and financial
uncertainties, patient access could be negatively affected.

I respectfully request that CMS delay the proposed inpatient payment revision, with a return
to the current methodology, until the methodology and underlying cost data are improved to
ensure the accuracy of payments. Similarly, severity adjusted DRGs should not be
implemented until the technology costs incurred by my hospital can be appropriately
reflected in the DRG payments.

Thank you for your consideration.

Sincerely, /

ﬁ M v/ WCU% J
Paul A. Spaude, FACHE . Patrick Dyson
President & CEO Executive Vice President

Robert Brush, M.D. , Edward Millermaier, M.D.
Interim Chief Medical Officer CMO and Medical Director
Borgess Ambulatory Care Division

cc! State Senator Tom George
US Representative Fred Upton
US Senator Carl Levin
US Senator Debbie Stabenow
Michigan Health and Hospital Association
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Submitter : Dr. Ed Millermaier Date: 05/18/2006
Organization:  Borgess Health
Category : Physician
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1521 Gull Road Paul A. Spaude
Kalamazoo. M1 49048 President’s Office
(269) 226.4800
BORGESS HEALTH
SCENSION
May 15, 2006

Centers for Medicare & Medicaid Services,
Department of Health and Human Services,
Attention: CMS-1488-P,

P.O. Box 8011,

Baltimore, MD 21244-1850

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective
Payment Systems and Fiscal Year 2007 Rates

Dear Sir or Madam:

Borgess Medical Center is a 424 bed acute care hospital located in Kalamazoo, Michigan.
As a major health care provider in our area, wc implant medical devices and perform other
cardiac procedures on a significant number of Medicare beneficiaries in the inpatient setting.
Because inpatient services are a key component of what we provide, I am writing to express
my concerns regarding the inpatient payment proposed rule and its recommendations to
change the way Medicare pays for inpatient services.

First, it adopts a methodology called hospital-specific relative values that is specifically
known to have an adverse impact on payments to hospitals that deliver cardiology services.
Second, it adopts a new and untested approach to what are known as “cost-based” DRG
weights that inappropriately reduces payments for cardiology procedures featuring device
implants such as drug-eluting stents, [CDs, and pacemakers. In fact, these are the hardest hit
of all procedures in the DRG system. And finally, even within the new CMS methodology,
there are technical errors and assumptions that worsen the overall payment cuts to
cardiology. Any move to a cost-based system from the current charge-based system should
be predicated on requirements for improved cost reporting by hospitals. Hospital cost reports
were never intended to be used to develop accurate procedure-specific payment weights.

The impact of the CMS proposal will reduce reimbursement to cardiac services across all
hospitals by about 10%. Application of hospital specific values to the current DRG system
would result in an overall average decrease of approximately 6% to surgical DRGs, while
increasing medical DRGs by 6%. In addition, technology intensive DRGs will also be
significantly reduced under the CMS proposals. As a result of these changes, the proposed
DRGs for stents will be reduced 24 to 34%, ICD implants will be reduced 22 to 24% and
pacemakers will be reduced 12 to 14% severely impacting these services.




With regard to the severity adjustment proposed for next year (FYO08), severity does not
include the technology costs paid by hospitals for more complex cases. As a result, my
technology costs could be underpaid.

The payment methodology changes that CMS has proposed would have a severe financial
impact on my hospital — without accurate data to justify the change. This is particularly true
for device intensive cardiology DRGs where the proposed payment level is often
significantly less than my hospital’s actual cost to deliver the service.

The reduction in payment for cardiology services would also have a severe impact on the
infrastructure [ have built up over the years to treat the number one killer in America today -
heart diseasc. In addition to requiring the potential dismantling of this infrastructure [ would
now face the uncertainty of knowing that next year, or any other year, CMS could decide to
under-fund whatever service area I build up next to meet patient needs. Obviously, as I'm
forced to scale back or not develop service capacity due to payment swings and financial
uncertainties, patient access could be negatively affected.

I respectfully request that CMS delay the proposed inpatient payment revision, with a return
to the current methodology, until the methodology and underlying cost data are improved to
ensure the accuracy of payments. Similarly, severity adjusted DRGs should not be
implemented until the technology costs incurred by my hospital can be appropriately
reflected in the DRG payments.

Thank you for your consideration.

Sincerely, /

ﬁ M 4 @{ﬁcﬁ/&% N
Paul A. Spaude, FACHE . Patrick Dyson
President & CEO Executive Vice President

Robert Brush, M.D. ‘ Edward Millermaier, M.D.
Interim Chief Medical Officer CMO and Medical Director
Borgess Ambulatory Care Division

cc: State Senator Tom George
US Representative Fred Upton
US Senator Carl Levin
US Senator Debbie Stabenow
Michigan Health and Hospital Association
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Submitter : Mr. Edward McDonald Date: 05/18/2006
Organization:  St. Helena Hospital
Category : Hospital
Issue Areas/Comments
HSRYV Weights
HSRV Weights
Dear Sirs:

I am commenting on the FFY 2007 CMS proposed regulations to convert the DRG reimbursement system to a cost based methodology. While I support the
concept of a CMS reimbursement system based on costs vs. charges, I believe the conversion plan and cost based calculation methodology is flawed and inaccurate.

1 do not believe that CMS currently has the ability to properly determine costs on a procedural, or DRG level. The methodology of using overall department cost to
charge ratios to calculate DRG level costs understates the costs associated with the more complex and costly procedures. St. Helena Hospital, and I believe most
Hospitals, use a descending mark up formula to set the prices of supplies in the charge master. The most expensive supplies and implants receive a very small
markup. Lower cost supplies receive a higher markup percentage. Using an overall department cost to charge ratio to determine costs does not capture the true cost of
procedures that utilize these expensive supplies and implants. If the goal is to set DRG weights based on accurate cost determinations, the proposed methodology of
using overall department cost to charge ratios, does not accomplish this. Hospitals that perform a high share of the complicated, invasive procedures that require
costly supplies and implants, are severely penalized for treating the sickest patients. CMS needs to develop a more accurate methodology of determining the actual
costs for these procedures.

St. Helena is a community Hospital that developed the first open heart surgery program and cardiac center in the San Francisco North Coast region. St. Helena
Hospital has a very busy and progressive cardiovascular laboratory. As such, while we have a small acute inpatient census, we serve as a regional cardiac and
thoracic surgery referral center for the rural communities of Napa, Lake and Mendocino counties. Consequently, our discharge distribution is 55% surgical and 45%
medical. The published regulations, as they are currently proposed, would severely threaten our ability to continue to provide cardiac and tertiary services for the
rural communities in our region.

Than you for considering these comments in evaluating the best methodology of improving the inpatient DRG payment system.
Sincerely,
Edward McDonald

Sr. VP, Finance
St. Helena Hospital
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Submitter : Dr. jeff stidam Date: 05/18/2006
Organization :  university of Louisville
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, ata ____550__ bed hospital located in___Louisville, KY____, I am quite concemned
Medicare beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as
implantable cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat
debilitating and life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s iliness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

__Jeff Stidam
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Submitter : Dr. Jeff Olson Date: 05/18/2006
Organization: St Vincent Hospital
Category : Physician
Issue Areas/Comments
HSRV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, ata__650____ bed hospital located in __Indianapolis_____, [ am quite concerned
Medicare beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as
implantable cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat
debilitating and life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

[ support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The resut of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s iliness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

_Jeffrey A. Olson, D.O.
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Submitter : Mrs. Kathleen Poulin Date: 05/18/2006
Organization:  Sierra Nevada Cardiology
Category : Nurse
Issue Areas/Comments
HSRYV Weights
HSRYV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist at a private physician practice located in Reno, Nevada, I am quite concerned Medicare beneficiaries will have limited access
to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable cardioverter defibrillators are used to
prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such
as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my practice's ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
-distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Kathleen Poulin, RN
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CMS-1488-P-64
Submitter : Mrs. Laurie Newmark Date: 05/18/2006
Organization :  Sierrra Nevada Cardiology Ass.
Category : Nurse
Issue Areas/Comments
HSRV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, located in Reno, Nevada. I am quite concerned Medicare beneficiaries will have limited access to life-saving and life-
enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable cardioverter defibrillators are used to prevent sudden cardiac
arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones that lead to
stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospita! s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Laurie Newmark R.N.
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CMS-1488-P-65

Submitter : Dr. Craig Cameron Date: 05/18/2006
Organization:  Baylor University Medical Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 1000 bed hospital located in Dallas, TX, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arthythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concemed that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Craig S. Cameron, MD
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CMS-1488-P-66

Submitter : Dr. Rajjit Abrol Date: 05/18/2006
Organization:  Baylor Heart and Vascular
Category : Physician
Issue Areas/Comments
HSRV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 1000 bed hospital located in Dallas, Texas, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Rajjit Abrol
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CMS-1488-P-67

Submitter : Dr. Leo Polosajian Date: 05/18/2006
Organization:  University of CT
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRYV Weights

As a practicing heart thythm specialist, also known as an electrophysiologist, at a 350 bed hospital located in _Hartford, CT, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Leo Polosajian, MD
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CMS-1488-P-68

Submitter : Dr. Amit Shah Date: 05/18/2006
Organization:  Cedars Sinai Medical Center
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an electrophysiologist, at a 700 bed hospital located in Los Angeles, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goa! of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year,

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

amit shah
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CMS-1488-P-69

Submitter : Ms. June Howland-Gradman Date: 05/18/2006
Organization:  Ms. June Howland-Gradman
Category : Nurse
Issue Areas/Comments
HSRV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart thythm specialist, also known as an RN in chicago. I am quite concerned Medicare beneficiaries will have limited access to life-saving and
life-enhancing cardiac care due to the recently proposed inpatient rule. Technologies such as implantable cardioverter defibrillators are used to prevent sudden cardiac
arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arthythmias such as ones that lead to
stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and care. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enrol! in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant errors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set inclhuding large numbers of academic health
centers. This will distort any analysis'that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and even hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to impiement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologies that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which [ serve, I thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

June Gradman, RN
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Submitter : Date: 05/18/2006
Organization :

Category : Nurse

Issue Areas/Comments

EMTALA

EMTALA

[ am concerned that under the new rule a non-physician could identify false labor. The US, as one of the more advanced contries in the world should have less
premature labors, less mal-formed and mal-presented neonates in the world. Because our nation allows nurses to perform physcian duties, and physicians with
limited scope and education to 'deliver' patients, we are in the same ranking as many third world countries. I would say that a physician, and one who has
demonstrated competency and specialty in obstretrics is the one who determines not only false labor, but active labor.

The proposed change that 'any' hospital with specialized capabilites to treat a patient - even if there is no dedicated ED is an excellent move. The private sector
psychiatric hospitals have been ‘protected’ if you will from EMTALA complaints because there is no position that they must take a patient if they do not provide
emergency services. Yet many such hospitals hold an 'emergency’ bed for such patients! The end result is true dumping into the not-for-profit facilities. And
EMTALA was created just for the purpose to prevent dumping.
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CMS-1488-P-71

Submitter : Dr. Hina Siddiqui Date: 05/19/2006
Organization : Univ of Tx-Houston
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm spccialist, also known as an clectrophysiologist, at a_300____ bed hospital located in __Houston, TX , I am quitc concerned
Mcdicarc beneficiarics will have limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as
implantable cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat
debilitating and lifc threatening cardiac arrhythmias such as oncs that icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have emphasized the development of quality measurces and activitics. For cxample, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnct the hospital has to dedicate for this important initiative. Without accuratc and appropriatc reimburscment for thesce critical
services, hospitals will not be ablc to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. Howcver, the implementation of these sweeping
changcs will replace one system with another that has inhcrent flaws and miscalculations. I am concerned that CMS has uscd old data that is not rcflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic heaith
centers, This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a single cost center. Under this rulc, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. Howcever, tcchnologies that represent increased complexity, but not greater severity of

illness, also need to be recognized. The payment methodology changes and the DRG scverity changes should be implemented togcether, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your considcration of these comments. On behalf of my patients and the community in which I scrve, 1 thank you and recommend that
thesc changes be deferred so that all stakcholders can better understand the impacts and that CMS devotces the time nccessary to get this right.

Sincerely,

__Hina Siddiqui, MD
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CMS-1488-P-72

Submitter : Dr. James Strickland Date: 05/19/2006
Organization :  University of Texas- Houston
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm spccialist, also known as an clectrophysiologist, at a 300 bed hospital located in the Texas Mcdical Center, 1 am quite concerned
Medicare beneficiarics will have limited acccess to life-saving and life-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as
implantable cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat
debilitating and lifc threatening cardiac arrhythmias such as oncs that Icad to strokc.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposcd reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measurcs and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personncl the hospital has to dedicate for this important initiative. Without accurate and appropriate rcimbursement for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc systcm with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers, This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost ccnters to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedurcs -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a morc refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of

illness, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your considcration of these comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS dcvotes the time necessary to get this right.

Sincercly,

James Strickland, MD
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CMS-1488-P-73

Submitter : Mr. Fred Williams Date: 05/19/2006
Organization : Kaiser Permanente Mid- Atlantic
Category : Other Technician
Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing hcart rhythm spccialist, at a major managed carc orginization, located in Mid-Atlantic, I am quitc concerned Mcdicare benceficiaries will have limited
access to lifc-saving and life-cnhancing cardiac carc duc to the recently proposed inpatient rule. Technologics such as implantable cardioverter defibrillators arc used
to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias
such as oncs that Icad to stroke.

The tull implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. Thesc proposcd reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimburscment for thesc critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. T am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. 1t is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failcd to adjust for hospital volume of carc. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center,

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improvc the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of
illncss, also nced to be recognized. The payment mcthodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I serve, 1 thank you and recommend that
thesc changes be deferred so that all stakcholders can better understand the impacts and that CMS devotcs the time necessary to get this right.

Sinccerely,

Fred m Williams, RCIS
Pacemakcr and ICD Clinic Coordinator

Page 73 of 99 May 232006 04:05 PM




CMS-1488-P-74

Submitter : Dr. JASVINDER SIDHU Date: 05/19/2006
Organization : BAYLOR COLLEGE OF MEDICINE
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRYV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a cardiology fcllow ata _400 bed hospital located in Houston . I am quitc concerned Mcdicare beneficiarics will have limited access to life-saving
and life-cnhancing cardiac carc duc to the recently proposed inpaticnt rule. Technologics such as implantable cardioverter defibrillators arc used to prevent sudden
cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones that
lcad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnc! the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for thesc critical
scrvices, hospitals will not be ablc to dedicate resources to important quality improvement initiatives suchi as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has uscd old data that is not rcflective of current
practice and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost ccnters to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a movc in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of
illngss, also nced to be recognized. The payment methodology changes and the DRG scverity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of thesc comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sinccrely,

JASVINDER S SIDHU

Page 74 of 99 May 23 2006 04:05 PM




CMS-1488-P-75

Submitter : Dr. Mitchell Cohen Date: 05/19/2006
Organization :  Arizona Pediatric Caridiology Consultants
Category : Physician

Issue Areas/Comments
HSRV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing hcart rhythm specialist, also known as an clectrophysiologist, at a 250bcd hospital located in Phocnix, AZ, I am quite concerncd Mcdicare
bencficiarics will have limited access to life-saving and life-cnhancing cardiac carc duc to the recently proposed inpatient rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias such as oncs that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for thesc critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment systcm and the goal of improving payment accuracy in the DRG system. Howcever, the implementation of thesc sweeping
changes will replace onc system with another that has inhcrent flaws and miscalculations. I am concerned that CMS has uscd old data that is not reflective of current
practice and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volumc of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for ycars. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centcrs to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s iliness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of

illness, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of thesc comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincercely,

Dr. Mitchell Cohen
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CMS-1488-P-76

Submiitter : Dr. Jennifer Avari Date: 05/19/2006
Organization :  St. Louis Children's Hoapital
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Mcdicarc Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing hcart rhythm specialist, also known as an clectrophysiologist, at a 300 bed hospital focated in St. Louis. I am quitc concerned Medicare bencficiarics
will have limited access to life-saving and life-cnhancing cardiac carc duc to the recently proposcd inpatient rule. Technologics such as implantable cardioverter
defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening
cardiac arrhythmias such as oncs that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represcnts personncl the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
scrvices, hospitals will not be ablc to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inhcrent flaws and miscalculations. 1 am concerned that CMS has uscd old data that is not reflective of current
practice and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years. In fact, it makces the situation worsc. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions basced on complexity, so a move in this dircction is 2 good onc. However, technologics that represent increased complexity, but not greater severity of

ilincss, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, 1 thank you and recommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time neccssary to get this right.

Sincercly,

Jennifer Avari, MD
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CMS-1488-P-77

Submitter : Dr. Anthony Navone Date: 05/19/2006
Organization:  Cardiology PC
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, at a 550 bed hospital located in Syracusc, NY, 1 am quitc concerned Medicare beneficiarics will have limited access to life-
saving and lifc-cnhancing cardiac carc duc to the recently proposed inpatient rule. Technologics such as implantable cardioverter defibrillators arc used to prevent
sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones
that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposcd reductions will impact hospital staffing for these critical procedurcs which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimburscment for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. 1 am concerned that CMS has used old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for ycars. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
Jjust 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a singlc cost center. Under this rule, distinctions between procedurcs -
and cven hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a morc refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of

iliness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I serve, 1 thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotces the time necessary to get this right.

Sincerely,

Anthony J. Navone, MD, FACC
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CMS-1488-P-78

Submitter : Mrs. Dawn Silvestri Date: 05/19/2006
Organization : Baystate Medical Center
Category : Nurse

Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiology nursc, at a 600 bed hospital located in Springficld, MA, 1 am quite concerned Medicare
beneficiarics will have limited access to lifc-saving and life-cnhancing cardiac carc duc to the recently proposcd inpaticnt rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias suchr as oncs that tead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measurcs and activitics. For example, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment systcm and the goal of improving payment accuracy in the DRG system. Howcever, the implementation of these sweeping
changes will replace onc system with another that has inhcrent flaws and miscalculations. 1 am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data used from cost reports is not accuratc. Additionally, it is troubling to mc that significant crrors and tcchnical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurces for years. In fact, it makes the situation worsce. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies are in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on compicxity, so a movc in this dircction is a good one. However, technologics that represent increased complexity, but not greater severity of

illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I serve, 1 thank you and recommend that
thesc changes be deferred so that all stakcholders can better understand the impacts and that CMS devotces the time necessary to get this right.

Sinccrely,

Dawn Silvestri, RN
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CMS-1488-P-79

Submitter : Dr. Rafael Pena Date: 05/19/2006
Organization : MCV-VCU
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Mcdicare Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a 700 bed hospital located in Richmond (VA), I am quitc concerned Medicare
beneficiarics will have limited access to life-saving and life-cnhancing cardiac carc duc to the recently proposed inpaticnt rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias such as ones that Iead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measurcs and activitics. For example, the recent CMS mandate for hospitals to coroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accuratc and appropriate rcimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. | am concerned that CMS has uscd old data that is not reflective of current
practice and that the data uscd from cost reports is not accuratc. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the caleulation as a large tertiary carc centet/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years. In fact, it makcs the situation worse. Instcad of incrcasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a singlc cost center. Under this rule, distinctions between procedurcs -
and even hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and rcspond to their joint impact this ycar.

Thank you very much for your considcration of thesc comments. On behalf of my paticnts and thc community in which Fserve, 1 thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sinccrely,

Rafacl E. Pcna, MD
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CMS-1488-P-80

Submitter : Ms. Susan Lattanzi Date: 05/19/2006
Organization : Baystate Medical Center
Category : Nurse

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicarc Program; Proposcd Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing nursc manager in an clectrophysiology lab, at a 600 bed hospital located in Springficld MA, I am quite concerned Mcdicare bencficiarics will have
limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable cardioverter defibrillators
are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac
arrhythmias such as oncs that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. Thesc proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicatce for this important initiative. Without accurate and appropriatc rcimburscment for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in thc DRG system. Howcever, the implementation of these sweeping
changces will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practicc and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a morc refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of

ilincss, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which I scrve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincercly,

Susan Y Lattanzi RN BSN
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CMS-1488-P-81

Submitter : Phyllis Styspeck Date: 05/19/2006
Organization:  Mercy Medical Cemter
Category : Nurse Practitioner

Issue Areas/Comments
HSRYV Weights
HSRV Weights

As a practicing clectrophysiology Nurse Practitioncr, at a 250 bed hospital located in Massachusetts, T am quitc concerned Mcdicare beneficiarics will have limited
access to life-saving and lifc-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable cardioverter defibrillators are used
to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias
such as oncs that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. Thesc proposed reductions will impact hospital staffing for these critical procedures which will ultimatcly be translated into reduced patient access
and carc. CMS and Congress have cmphasized the development of quality mcasurcs and activitics. For cxample, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personncl the hospital has to dedicate for this important initiative. Without accurate and appropriatc rcimbursement for thesc critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. Howevecr, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center. :

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worsc. Instead of increasing specificity to identify actual device costs, the rule lumps costs togcther into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a singlc cost center. Under this rule, distinctions between procedures -
and cven hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of

illncss, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotcs the time nccessary to get this right.

Sincerely,

Phyllis Styspcck, FNP-¢
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CMS-1488-P-82

Submiitter : Dr. Francisco Perez Date: 05/19/2006
Organization : MCV-VCU Medical Center
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Mcdicare Program; Proposcd Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing hcart rhythm spccialist, also known as an clectrophysiologist, at a 700 bed hospital located in Richmond, VA, I am quitc concerned Medicare
beneficiaries will have limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpaticnt rule. Technologies such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as oncs that icad to strokc.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have ecmphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment systcm and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inhcrent flaws and miscalculations. 1 am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intcnsive procedures for years, In fact, it makes the situation worsc. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping

patients. CMS proposes to implement a new system based on the severity of the patient s iliness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this dircction is a good onc. Howcever, technologics that represent increased complexity, but not greater scverity of
illness, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I'serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotces the time necessary to get this right.

Sincercly,

Francisco J. Pcrez, MD
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CMS-1488-P-83

Submitter : Dr. Yumiko Kanei Date: 05/19/2006
Organization :  Beth Israel Medical Center
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

: Medicare Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Year 2007 Ratcs

As a practicing cardiologist,ata __550__ bed hospital located in _ New York . Iam quitc concerned Medicare beneficiarics will have limited access to life-
saving and lifc-cnhancing cardiac carc duc to the recently proposed inpaticnt rule. Technologics such as implantablc cardioverter defibrillators arc used to prevent
sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones
that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimatcly be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personncl the hospital has to dedicate for this important initiative. Without accuratc and appropriatc reimburscment for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. T am concerned that CMS has uscd old data that is not reflective of current
practice and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule tumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a movc in this dircction is a good one. However, technologics that represent increased complexity, but not greater severity of

illness, also nced to be recognized. The payment methodology changes and the DRG scverity changes should be implemented togcther, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your considcration of thesc comments. On behalf of my paticnts and the community in which 1 scrve, 1 thank you and rccommend that
these changes be deferred so that all stakeholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sinccrely,

Yumiko Kanci, MD
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CMS-1488-P-84

Submitter : Dr. Robert Canby Date: 05/19/2006
Organization:  Texas Cardiovascular
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing hcart thythm specialist, also known as an clectrophysiologist, at scveral 400 bed hospitals located in central Texas, I am quitc concerned Medicare
beneficiarics will have limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias such as oncs that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospitals' ability to scrve paticnts in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriate reimbursement for thesc critical
services, hospitals will not be ablc to dedicate resources to important quality improvement initiatives such as this.

I support an accurate hospital payment system and the goal of improving payment accuracy in the DRG system. Howcever, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and tcchnical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for ycars. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplies arc in a singlc cost center, Under this rule, distinctions between procedures -
and cven hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of
illness. also need to be recognized. The payment methodology changes and the DRG scverity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which 1scrve, 1 thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,

Robert Canby
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CMS-1488-P-85

Submitter : Dr. meir friedman Date: 05/19/2006
Organization :  beth israel medical center

Category : Physician

Issue Areas/Comments

HSRV Weights
HSRV Weights

Re: Mcdicarc Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Year 2007 Ratcs

As a practicing cardiology fellow, ata _600__ bed hospital located in_NY . I'am quite concerned Medicare benceficiaries will have limited access to life-saving
and lifc-cnhancing cardiac care duc to the recently proposed inpaticnt rule. Technologics such as implantable cardioverter defibrillators arc uscd to prevent sudden
cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones that
lead to strokc.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriatc reimburscment for thesce critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawcd approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years. In fact, it makes the situation worsc. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a singlc cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of

ilincss, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of thesc comments. On behalf of my patients and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincercly,

Mecir fricdman
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CMS-1488-P-86

Submitter : Dr. Prashant Sinha Date: 05/19/2006
Organization : Columbia University Medical Center
Category : Physician

Issue Areas/Comments
GENERAL
GENERAL

Re¢: Medicarc Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing cardiac surgcon at a 1000 bed hospital located in New York City, I am quite concerned Medicare benceficiarics will have limited access to life-saving
and lifc-cnhancing cardiac carc due to the recently proposed inpatient rule. Technologics such as implantable cardioverter defibrillators are used to prevent sudden
cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones that
Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. Thesc proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced patient access
and carc. CMS and Congress have cmiphasized the development of quality measurcs and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represcnts personncl the hospital has to dedicate for this important initiative. Without accurate and appropriate reimburscment for thesc critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. Howcever, the implementation of these sweeping
changes will replace onc system with another that has inhcrent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practice and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years, In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios, Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departmcents - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this direction is a good one. However, technologics that represent increased complexity, but not greater severity of

illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my patients and the community in which 1 scrve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotces the time necessary to get this right.

Sincerely,

Prashant Sinha MD
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CMS-1488-P-87

Submitter : Dr. Matthew Levy Date: 05/20/2006
Organization : University of Washington Medical Center
Category : Physician

Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a 500 bed hospital located in Seattle, Washington, 1 am quitc concerned Medicare
beneficiarics will have limited aceess to life-saving and lifc-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as oncs that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriatc rcimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. Howcver, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. I am concerned that CMS has used old data that is not reflective of current
practicc and that the data used from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failced to adjust for hospital volumc of carc. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs togcther into
Just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a singlc cost center. Under this rule, distinctions between procedures -
and cven hospital departments - are lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a morc refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good one. However, technologics that represent increased complexity, but not greater severity of
illness, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar. ’

Thank you very much for your considcration of these comments. On behalf of my patients and thc community in which I scrve, I thank you and recommend that
thesc changes be deferred so that all stakcholders can betier understand the impacts and that CMS devotcs the time necessary to get this right.

Sincercly,

Matthew T. Levy, MD
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CMS-1488-P-88

Submitter : Ms. Jessica Khatri Date: 05/20/2006
Organization : Meritcare Medical Group
Category : Nurse

Issue Areas/Comments
HSRYV Weights

HSRV Weights
: Mcdicarc Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing rcgistcred nursc at a 380 bed hospital located in Fargo, ND, I am quite concerned Medicare beneficiarics will have limited access to life-saving and
lifc-cnhancing cardiac carc duc to the recently proposed inpaticnt rule. Technologics such as implantablc cardioverter defibrillators arc used to prevent sudden cardiac
arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening cardiac arrhythmias such as ones that lead to
stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. Thesc proposed reductions will impact hospital staffing for these critical procedurcs which will ultimatcly be translated into reduced paticnt access
and carc. CMS and Congress have cmphasized the development of quality measurcs and activitics. For example, the recent CMS mandate for hospitals to cnroll in

- the ICD Registry represents personncl the hospital has to dedicate for this important initiative. Without accurate and appropriatc reimbursement for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replacg onc system with another that has inherent flaws and miscalculations. | am concerned that CMS has used old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a singlc cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposa is to improvc the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater scverity of

illness. also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but therc is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I serve, I thank you and recommend that
these changes be deferred so that alt stakcholders can better understand the impacts and that CMS devotces the time necessary to get this right.

Sincerely,

Jessica S. Khatri RN
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CMS-1488-P-89

Submitter : Dr.A B Date: 05/20/2006
Organization: Dr.A B

Category : Physician

Issue Areas/Comments

HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a bed hospital located in , 1 am quitc concerned Medicare
beneficiarics will have limited access to lifc-saving and lifc-cnhancing cardiac carc duc to the recently proposed inpaticnt rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as ones that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimatcly be translated into reduced paticnt access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to enroll in
the ICD Recgistry represents personnel the hospital has to dedicate for this important initiative. Without accuratc and appropriatc reimburscment for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. I am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to mc that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for ycars. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc fost. .

The goal of the proposal is to improve the accuracy of the current payment system by designing a morc refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new systemn based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good one. However, technologics that represent increased complexity, but not greater scverity of
illncss, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your considcration of thesc comments. On behalf of my paticnts and the community in which 1 serve, 1 thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,
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CMS-1488-P-90

Submitter : Dr. Sean Mazer Date: 05/20/2006
Organization:  Columbia University
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights

Re: Medicare Program; Proposed Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Year 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a 800 bed hospital located in New York, I am quite concerned Medicare
beneficiaries will have limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpaticnt rulc. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias such as ones that Icad to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For cxample, the recent CMS mandatc for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriatc reimbursement for thesc critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this,

I support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changcs will replace onc system with another that has inhcrent flaws and miscalculations. 1 am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accuratc. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carce center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years. In fact, it makes the situation worsc. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complcxity, so a move in this direction is a good onc. However, technologics that represent increased complexity, but not greater scverity of

illncss, also nced to be recognized. The payment methodology changes and the DRG scverity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this year.

Thank you very much for your considcration of these comments. On behalf of my patients and the community in which I serve, [ thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotcs the time necessary to get this right.

Sincerely,

Scan Mazcr, MD

Page 90 of 99 May 23 2006 04:05 PM




CMS-1488-P-91

Submitter : Dr. Tariq Salam Date: 05/20/2006
Organization : Cardiac Studies Center, Inc. , PS

Category : Physician

Issue Areas/Comments

DRGs: MCVs and Defibrillators

DRGs: MCVs and Defibrillators
Re: Medicare Program; Proposcd Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Rates

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a hospital located in Tacoma WA, 1 am quite concerned Medicare beneficiaries will
have limited access to life-saving and life-cnhancing cardiac care duc to the recently proposed inpaticnt rule. Technologies such as implantable cardioverter
defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and life threatening
cardiac arrhythmias such as oncs that Icad to strokc.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for these critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activitics. For example, the recent CMS mandate for hospitals to cnroll in
the ICD Registry represents personnel the hospital has to dedicate for this important initiative. Without accurate and appropriatc reimbursement for these critical
services, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment systcm and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace onc system with another that has inherent flaws and miscalculations. 1 am concerned that CMS has used old data that is not reflective of current
practicc and that the data used from cost rcports is not accuratc. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers, This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of carc. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary care center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost ccnters to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this dircction is a good onc. Howcever, technologics that represent increased complexity, but not greater severity of

illnss, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of thesec comments. On behalf of my paticnts and the community in which I scrve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincercely,

Tariq Salam, MD FACC
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CMS-1488-P-92

Submitter : Dr. Leo Polosajian Date: 05/21/2006
Organization : University of Connecticut
Category : Physician
Issue Areas/Comments
HSRYV Weights
HSRV Weights
As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a 350_ bed hospital located in __Hartford I am quite concerned Medicare

beneficiarics will have limited access to life-saving and life-enhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
lifc threatening cardiac arrhythmias such as oncs that lead to stroke.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimatcely be translated into reduced paticnt access
and carc. CMS and Congress have cmphasized the development of quality measures and activitics. For cxample, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personncl the hospital has to dedicate for this important initiative. Without accurate and appropriatc reimburscment for these critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

1 support an accuratc hospital payment system and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changes will replace one system with another that has inherent flaws and miscalculations. I am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to me that significant crrors and technical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volumc of care. The result of this flawed approach is that

a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedures for years. In fact, it makes the situation worse. Instcad of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics arc in a single cost center. Under this rule, distinctions between procedurcs -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the existing DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions bascd on complexity, so a move in this direction is a good onc. However, technologics that represent increased complexity, but not greater severity of
illness, also need to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your considcration of these comments. On behalf of my paticnts and the community in which I scrve, Tthank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincerely,
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CMS-1488-P-93

Submitter : Dr. Rajiv Verma Date: 05/21/2006
Organization : Hamilton Medical Center

Category : Physician

Issue Areas/Comments

GENERAL

GENERAL
Rc: Mcdicarc Program; Proposed Changes to the Hospital Inpaticnt Prospective Payment Systems and Fiscal Ycar 2007 Ratcs

As a practicing heart rhythm specialist, also known as an clectrophysiologist, at a 300 bed hospital located in dalton, Georgia, T am quitc concerned Medicare
beneficiarics will have limited acccess to life-saving and life-cnhancing cardiac care duc to the recently proposed inpatient rule. Technologics such as implantable
cardioverter defibrillators are used to prevent sudden cardiac arrest, the nation s number one cause of mortality. Cardiac ablations are used to treat debilitating and
life threatening cardiac arrhythmias such as oncs that lcad to strokc.

The full implementation of the CMS proposed Inpatient Prospective Payment System would have a devastating impact on my hospital s ability to serve patients in
my community. These proposed reductions will impact hospital staffing for thesc critical procedures which will ultimately be translated into reduced paticnt access
and carc. CMS and Congress have emphasized the development of quality measures and activities. For example, the recent CMS mandate for hospitals to enroll in
the ICD Registry represents personnel the hospital has to dedicatc for this important initiative. Without accurate and appropriate reimbursement for thesc critical
scrvices, hospitals will not be able to dedicate resources to important quality improvement initiatives such as this.

I support an accuratc hospital payment systcm and the goal of improving payment accuracy in the DRG system. However, the implementation of these sweeping
changcs will replace one system with another that has inherent flaws and miscalculations. 1 am concerned that CMS has uscd old data that is not reflective of current
practicc and that the data uscd from cost reports is not accurate. Additionally, it is troubling to mc that significant crrors and tcchnical decisions have been made by
CMS that exacerbate the problem. It is my understanding that over 200 hospitals were thrown out of the data set including large numbers of academic health
centers. This will distort any analysis that CMS conducts. Additionally, CMS failed to adjust for hospital volume of care. The result of this flawed approach is that
a small hospital of 50 beds has as much weight in the calculation as a large tertiary carc center/academic health center.

Furthermore, CMS has failed to address issues related to charge compression. The rule fails to fix the charge compression problem that has penalized technology-
intensive procedurcs for years. In fact, it makes the situation worsc. Instead of increasing specificity to identify actual device costs, the rule lumps costs together into
just 10 national cost centers to derive cost-to-charge ratios. Most devices and supplics are in a single cost center. Under this rule, distinctions between procedures -
and cven hospital departments - arc lost.

The goal of the proposal is to improve the accuracy of the current payment system by designing a more refined system than the cxisting DRGs for grouping
patients. CMS proposes to implement a new system based on the severity of the patient s illness in 2008 or earlier. The new CMS-DRG system does not make
distinctions based on complexity, so a move in this dircction is a good onc. However, technologics that represent increased complexity, but not greater severity of

illness, also nced to be recognized. The payment methodology changes and the DRG severity changes should be implemented together, but there is no way to fairly
identify and respond to their joint impact this ycar.

Thank you very much for your consideration of these comments. On behalf of my paticnts and the community in which I serve, I thank you and recommend that
these changes be deferred so that all stakcholders can better understand the impacts and that CMS devotes the time necessary to get this right.

Sincercly,

Rajiv Verma MD, FACC
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CMS-1488-P-94

Submitter : Mrs. Margaret McLamara Date: 05/21/2006
Organization :  Trinity Health System
Category : Nurse

Issue Areas/Comments
Hospital Quality Data

Hospital Quality Data
Comment regarding: Hospital Quality Data.

Organizations were initially required to sclect reporting for two orxy measures. Eventually this number was increased to three catcgorics. According to the proposed
changcs, an additional category is to be sclected for those organizations which did not sclcct the surgical improvement catcgory. Our organization began with Heart
Failurc and Pncumonia. We then added Acute M1, While it is agreed monitoring and improving our performance for care of the surgical paticnt is very important,
the retrospective suggested requirement for data collection does come with some additional burden.

It would be cxtremely beneficial when rules/requirements arc to be implemented, the implementation be considered to be prospective, versus retrospective. The
proposed requirement calls for collection of data for specificd procedures from January 2006.  Our facility intcnds on focusing on the surgical patient, monitoring
our performance and making improvements. Wc arc designing our process so that this process will be evaluated concurrently in order that appropriate intcrventions
take place whilc carc is being delivered. Therefore as we design this process, the retrospective data collection requirements additional place a burden in pulling
discharged rccords, assigning data collection responsibilitics as well as data cntry,

This cntails two performance improvements initiatives, one retrospective and one prospective. In todays healthcare arcna, some organizations may not be in a
position in which they have staff that arc in place to take on additional dutics without impacting current responsibilitics. Sufficicnt time must be allotted for
quality planning.
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CMS-1488-P-95

Submitter : Mrs. Judy Wilson Date: 05/22/2006
Organization :  Park Nicollet Health Services

Category : Other Health Care Professional

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data

The proposcd requircmcent to collect data retroactively to January Ist on the 21 Quality Measures will put a data collection burden on most hospitals. PNHS' would
proposc the data collection start with July 1st 2006 dischargces, to allow Hospitals a chance to prepare for the additional resources required to collect this data.
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CMS-1488-P-96

Submitter : Mr. Date: 05/22/2006
Organization:  Mr.

Category : Hospital

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data

Addition of SIP to measure set for discharges on or after January 1, 2006 is absurd and should be dclayed to July 1, 2006. This will allow hospitals to hirc and
train staff to collect these measurcs.
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CMS-1488-P-97

Submitter : Francine Baia » Date: 05/22/2006
Organization : Hernando Healthcare

Category : Hospital

Issue Areas/Comments

Hospital Quality Data

Hospital Quality Data
Good Day