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March 15, 2011 
 
Donald Berwick, MD 
Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services  
200 Independence Avenue, SW, Room 445-G 
Washington, DC 20201 
 

Re: CMS-2400-P:  Medicaid Program; Payment Adjustment for Provider-Preventable Conditions 

Including Health Care-Acquired Conditions 

Dear Dr. Berwick: 

The Association for Professionals in Infection Control and Epidemiology (APIC) appreciates the 
opportunity to provide input to the proposed rule on the Medicaid payment adjustment for 
provider-preventable conditions (PPCs) including health care-acquired conditions (HCACs).  
APIC is a nonprofit, multi-disciplinary, international organization representing over 14,000 
infection preventionists (IPs), whose mission is to improve health and promote safety by 
reducing the risks of infection and adverse outcomes in patients and healthcare personnel.  We 
welcome federal efforts to improve the quality of patient care and look forward to continuing 
to assist in these efforts by sharing our expertise in the prevention of healthcare-associated 
infections (HAI). 
 

Use of administrative/claims data to identify infection-related health care-associated conditions  

The Patient Protection and Affordable Care Act of 2010 (ACA) directed the Centers for Medicare and 

Medicaid Services (CMS) to extend to state Medicaid plans provisions in the Medicare program 

prohibiting payment adjustment for a hospital-acquired condition (HAC) that is a secondary diagnosis if 

not present on admission (POA).  HACs currently identified by CMS include catheter-associated urinary 

tract infection (CAUTI), vascular catheter-associated infections, and certain surgical site infections (SSIs).  

As APIC has noted in comments on earlier proposed rules relating to the Medicare HAC policy, we are 

concerned with the use of administrative/claims data to identify HAI.  The use of claims data for the 

determination of HAI-HACs has limited value in improving patient care because claims data do not 

provide precise identification of HAIs, nor do they provide information in a timely manner to provide 

effective treatment and prevention.  APIC has summarized weaknesses inherent in claims data when 

applied to surveillance of HAIs.1  Other recent studies have also reinforced these challenges. 2,3  This is 

not intended to preclude use of claims data as APIC feels there are potential signals within this database, 

but we encourage more comparative research into these and other databases, e.g. Healthcare Cost and 

Utilization Project (HCUP).   



 

 

 

 

While we applaud federal efforts to improve the quality of patient care, we believe that the patients 

who receive that care would be better served by the use of more precise and accurate data to identify 

the conditions.  Until CMS conducts studies that are validated and endorsed by the National Quality 

Forum (NQF) as quality measures, we believe CMS should retain only low-frequency events that do not 

lend themselves to rate-based measurement in the existing HAC policy, such as air embolism and 

transfusion reactions.   

 

For this reason, APIC strongly supported the provisions in the FY 2011 final rule on the annual update to 

the hospital inpatient prospective payment system (IPPS) which identified two HAIs – central line-

associated bloodstream infection (CLABSI) and certain SSIs – to be reported through the Centers for 

Disease Control and Prevention (CDC)’s National Healthcare Safety Network (NHSN), using standard 

definitions and methodology, for Medicare reimbursement.  We believe that this more accurate 

measurement approach should be applied to Medicaid reimbursement as well.   

 

We also note again our concern with the possible confusion that could result from continued inclusion 

of “vascular catheter-associated infection” on the HAC list, and the recent determination in the CMS FY 

2011 IPPS rule to include “CLABSI” reporting through NHSN for Medicare reimbursement as part of the 

Hospital Inpatient Quality Reporting (IQR) program.  These two catheter-related bloodstream infection 

indicators would be reported using different kinds of data through different reporting systems, but both 

have the same aim: to utilize reimbursement policies to improve the quality of patient care.  When the 

HAC list is extended to Medicaid, this would only increase the confusion.  Now that CLABSI is already 

being collected through NHSN for inclusion in the hospital IQR program, we recommend the removal of 

vascular catheter-associated infection from the Medicare HAC list, as well as from the Medicaid HCAC 

list when CMS updates the Medicare HAC list for FY 2012. 

 

Addition of HCACs and PPCs varying by state 

Also in the FY 2011 IPPS proposed rule, CMS noted that it was still in the process of evaluating the HAC 

policy.  At that time, CMS provided nine months of data analysis to the public.  In APIC’s comments, we 

enthusiastically supported such evaluation, and noted that “a robust program evaluation must continue 

to be conducted before CMS considers adding any additional categories of HACs.”  Due to their 

inaccurate measurement of patient safety, APIC believes our concerns with the Medicare HACs would 

also apply to the expansion of the Medicare HAC list to include provider-preventable conditions for the 

Medicaid population.     

 

As noted in this proposed rule, many states have already adopted policies for nonpayment of HCACs, 

either through legislation or regulation, and these policies vary widely from state to state.   While this 

rule understandably allows state flexibility by encouraging states to apply their own variations and 

additions, this variability requires facilities to expend significant resources to track, decipher and 

incorporate state-specific plans for which there appears will be inconsistencies and uniqueness.  This will 

create an undue burden, especially in facilities that serve multi-state populations and dual-eligible 



 

 

 

populations, as they navigate the complex variation at both the state and federal levels.   We  have 

serious concerns that incorporation of differing state-specific conditions in an effort to streamline 

reimbursement for PPCs will misdirect resources toward efforts that have an adverse impact on patient 

safety (e.g. inappropriate treatment and overuse of antibiotics for colonization, and prolonged antibiotic 

use and subsequent antimicrobial resistance).  

 

In addition, 30 states have enacted laws requiring some level of HAI reporting by healthcare facilities, 

and other states have instituted HAI reporting programs through regulation, separate from 

reimbursement policy.  Implementing the Medicaid HCAC plan which includes rate-based HAIs would 

add an even greater burden in states that already report those same HAIs under current state infection 

prevention laws and regulations.  We believe that states whose existing laws and regulations require 

reporting of HAIs that currently exist on the HAC list should be allowed to use this reporting for 

Medicaid HCAC purposes.  This would make the best use of scarce resources and still support a mutually 

desirable outcome -- a focus on prevention. 

 

Definition of “Other Provider Preventable Conditions” (OPPC) 

APIC opposes adoption of the proposed definition of OPPC as: 

1. A condition or event identified by a State for inclusion under this provision must be a discrete, 

auditable, quantifiable, and clearly defined occurrence. 

2. A condition or event must be clearly adverse, resulting in a negative consequence of care that 

results in unintended injury or illness. 

3. A condition or event identified must be reasonably preventable, meaning an event that could 

have been anticipated and prepared for, but that occurs because of an error or other system 

failure. 

 

Instead, APIC supports CMS’s proposed definition of “a condition that could have reasonably been 

prevented through the application of evidence based guidelines”,  language which is consistent with one 

of the conditions listed in the Deficit Reduction Act of 2005 to identify which conditions would be 

included on the HAC list.  APIC would also support the CMS recommendation that states utilize the NQF 

report “Serious Reportable Events in Healthcare: A Consensus Report” because this is a clearly defined, 

comprehensive, endorsed list which is already used for reporting or nonreimbursement policies in some 

states.  Further, the nearly completed 2011 revision will apply to multiple care settings and clearly 

defines low frequency events as discussed earlier.  We believe that allowing states to choose PPCs from 

this list, in addition to the Medicare HAC list as required by the ACA, would allow states some level of 

flexibility to design HCAC policies to meet their own populations, but still provide some level of 

consistency across health care payers. 

 

Application of HACs to Medicaid population 

APIC believes consideration should be given as to whether the original HAC list, which required   

conditions be “a) high cost or high volume or both; b) result in the assignment of a case to a MS-DRG 

that has a higher payment when present as a secondary diagnosis; and c) could reasonably have been 



 

 

 

prevented through the application of evidence-based guidelines” apply as directly to some Medicaid 

beneficiaries.  For example, certain HACs, such as SSIs following bariatric surgery for obesity, or coronary 

artery bypass graft would not likely meet the high cost/high volume criterion in non-elderly populations 

such as children and pregnant women.  

 

Time frame for comment on the proposed rule 

Although APIC recognizes the time limitation imposed on CMS by the ACA requirement that the 

Medicaid HCAC policy be implemented by July 1, 2011, a 30-day comment period for such major 

changes does not seem sufficient to allow enough time to consider all the implications of such major 

changes impacting so many facilities treating so many patients.  Although this proposed rule notes that 

many states have already adopted HCAC-related policies, many have not.  This extremely short time 

frame does not provide states adequate time for thoughtful and meaningful consideration of how to 

adapt and implement this new Medicaid policy. 

 

Again, APIC appreciates the opportunity to provide input and we look forward to continuing to work 

with CMS as it continues efforts to improve the quality of healthcare delivery and prevention of 

healthcare-associated infections. 

 

Sincerely, 

 

 

 

Russell N. Olmsted, MPH, CIC 

2011 APIC President  
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