
RE:  Support of the Hospital-Acquired Condition (HAC) Reduction Program proposed rule in the 
Federal Register, 79 FR 27977.  

Centers for Medicare & 
Medicaid Services, Department of 
Health and Human Service 
Attention: CMS–1607–P, Mail Stop C4–26–05, 
7500 Security Boulevard 
 Baltimore, MD    21244–1850. 

 

We would like to voice support for the updated policies regarding the Hospital-Acquired 
Condition (HAC) Reduction Program as published in the Federal Register.(1)   The proposed 1% 
reduction in payment for the top quartile of hospitals (poorer performers) provides  a stronger 
penalty than the current non-payment policy for HACs and has the potential to stimulate 
improvements in safety.  

The vast majority of HACs are preventable and financial initiatives are needed to motivate 
quality improvement.  The current non-payment of HACs initiative has had a questionable 
impact on quality improvement, as documented by three recent studies that have reported 
little impact on lowering rates of mediastinitis following coronary artery bypass graft surgery 
(CABG), central line associated bloodstream infections (CLABSIs), and catheter associated 
urinary tract infections (CAUTIs).(2-4).   In addition, the Commonwealth Fund observed that the 
non-payment initiative did not produce major changes in care practices of safety net 
hospitals.(5)    

We believe there are several major reasons why the current non-payment of HAC program has 
garnered such poor results.   

• First hospitals are able to avoid the financial penalty by substituting another diagnostic 
code to serve as a co-morbidity or major-comorbidity factor and still receive maximum 
reimbursement.(6)  Thus, the hospital acquired condition non-payment program only 
impacts a few of the hospitalizations during which events occur.     
   
McNair, et. al., describe the payment reductions in the non-payment initiative as 
negligible.(7)  Over the first three years of the non-payment initiative, total annual 
penalties to the more than 3500 hospitals which participate in the prospective payment 
system ranged from 18.8 to 21.5 million dollars for all HACs combined.(8-10)   For a 
number of HACs the number of events penalized each year were in the single digits; for 
central line associated blood stream infections, this number was less than 30. 
   

• But more important is the flawed policy that makes the hospital in which the HAC event 
occurred only accountable for a small portion of the inpatient costs incurred by 
Medicare in caring for the harmed patient.   This is similar to the crashing of a 
transcontinental flight and the passengers still being charged for a prorated portion of 



the air fare, up to the point of the crash.   
  

• In addition, neither policy covers common consequential costs from readmissions, 
physician care, medications, wound care, or physical therapy.  The complete costs of an 
error or infection can take years to assess and Medicare ends up paying the bulk of the 
bill.  Thus, strengthening the penalties with the newly proposed HAC initiative is needed.  

Of equal importance as the payment incentives, is the public availability of facility specific 
incident data on HACs.  HACs for acute care facilities have been posted on Hospital Compare in 
the past.  This data was incomplete since at that time only the first 9 of 25 submitted diagnoses 
were uniformly captured for facilities.(11)  This problem has been corrected and more complete 
data is being captured by  CMS.  However, the facility specific data on HACs is no longer 
available on Hospital Compare where it is readily accessible by the public.   We strongly urge 
CMS to repost this data on Hospital Compare and to post updated source data on 
www.data.gov.   
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