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RIN 0938-AS42 

 

Medicare Program: Hospital Outpatient Prospective Payment and Ambulatory 

Surgical Center Payment Systems and Quality Reporting Programs; Short 

Inpatient Hospital Stays; Transition for Certain Medicare-Dependent, Small Rural 

Hospitals under the Hospital Inpatient Prospective Payment System (the “Proposed Rule”) 

 

Dear Acting Administrator Slavitt:  

 
On behalf of Philips Health Systems (Philips), I am pleased to have this opportunity to comment on the 

Proposed Rule.  Philips provides solutions that span the health continuum, including imaging, patient 

monitoring, and cardiac care systems; medical alert systems; sleep management and respiratory solutions; 

healthcare informatics solutions and services; and, pertinent to the Proposed Rule, a complete range of 

comprehensive telehealth programs.   

 

Philips’ comments with regard to the Proposed Rule are as follows:   

 

NEMA Standard XR-29 

 
Philips is pleased that the Proposed Rule would implement a new modifier for claims that 
include CT services that do not meet NEMA Standard XR-29-2013, as required by Section 
218(a)(1) of the Protecting Access to Medicare Act of 2014 (“PAMA”), and believes that 
implementation of this statutory requirement will help minimize unnecessary radiation 
exposure for both Medicare and non-Medicare patients alike. 

Lung Cancer Screening with Low Dose Computed Tomography  

Philips applauds CMS’ implementation of new payment rates for Lung Cancer Screening with 
Low Dose Computed Tomography (“LDCT”), but cautions that the proposed hospital payment 
amounts for the counseling visit and for LDCT lung cancer screening (69.01 and $118.15, 
respectively) appear to be insufficient to cover the costs of this new preventive health service.     

We are equally concerned that, while CMS released national coverage determination ("NCD") to 
provide Medicare coverage for lung cancer screening with LDCT in February of this year, no 
steps have been taken to implement this expanded coverage to date.  We strongly urge CMS to 
issue the transmittals and payment rate updates necessary to implement this important new 
benefit. 

Cost to Charge Ratios for the  CT & MRI Cost Centers 

We remain concerned that the Cost to Charge Ratios (CCRs) for the CT and MRI cost centers are 
distorted and result in  inaccurate APC rates for these critical diagnostic services. While we 
applaud  CMS’ continuing effort to exclude cost data from providers that use square feet as the 
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cost allocation statistic until 2018, we believe that this policy must be continued until CMS 
addresses the inconsistencies it identified in the Healthcare Cost Report Information System 
(“HCRIS”) that were described in the Inpatient Prospective Payment System (“IPPS”) Proposed 
Rule for 2016.  By CMS’ own admission, these deficiencies will likely result in an invalid 
Radiology CCR and Other Services CCR, and until these deficiencies are addressed, any further 
reductions in the MRI and CT CCRs are not supportable.   In this regard, we note that Medicare 
payment allowances for CT procedures are proposed to be reduced to financially unsustainable 
levels (e.g. $118 -$325 per study, including the cost of contrast materials), and that further 
payment reductions have the potential to impede patient access to high quality studies and 
potential to impact outcomes.  

Restructuring of Imaging APCs 

The proposed restructuring of the imaging APCs is of signicant concern as it would result in 
substantial payment swings for CT and ultrasound services, as follows:  

 

.  

 

It is our belief that such extreme payment swings make it difficult for hospitals to plan for 

needed equipment purchases and upgrades.  In addition, the procedures included in APCs are 

required to be clinically similar as well as comparable in terms of resources, and we do not 
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believe that it is appropriate to group together imaging services that use the same imaging 

modality but examine different anatomic regions for different clinical purposes.   

 

We understand that the ACR has conducted a comprehensive analysis of the proposed 

restructured APCs and has identified a number of significant issues, including violations of the 

two times rule parameters; misclassification of “with contrast” procedures with those performed 

“with and without contrast”, contrary to the statutory mandate; and substantial payment swings 

for a number of outlier procedures, which undermines payment stability.  We support the 

comments on these issues submitted by ACR and urge CMS to work with the ACR and other 

stakeholders to address these issues over the coming year.   

  

For these reasons, we urge CMS to refrain from finalizing its proposed imaging procedure 

reclassifications until such time that further analysis in these areas can be conducted.  

 
Packaging of Ancillary Services 

We note that CMS is proposing not only to maintain its policy of packaging ancillary services 
costing over $100 but also to extend packaging to selected ancillary services costing more than 
$100. These services include certain minor procedures and pathology services, and, while 
Philips does not manufacture items or services used in conjunction these ancillary services, we 
strongly encourage CMS to provide the rationale or criteria that is employed in selecting the 
ancillary procedures to be packaged. Additionally, We urge CMS to audit hospitals on a regular 
basis to ensure that any packaged ancillary  services are clearly and accurately reported in 
hospital claims to ensure that the APC rates into which these services are packaged accurately 
reflect the costs.  Accurate reporting is critical in order to monitor patient access to critical 
packaged ancillary services.    

Society of Nuclear Medicine & Molecular Imaging  

 

As set forth in the February 2015 proposal submitted by the Society of Nuclear Medicine and 

Molecular Imaging (“SNMMI”), many diagnostic radiopharmaceuticals, particularly those 

exiting pass-through status, are placed in APCs whose rates fall well below the costs of these 

drugs.  We urge CMS to reconsider the SNMMI proposal for separate payment of diagnostic 

radiopharmaceuticals in the context of this rulemaking, and to respond to that proposal in the 

2016 HOPPS Final Rule. 
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We appreciate the opportunity to comment on the Proposed Rule.  If you have any questions 
about these comments, or if we can provide any additional information, please do not hesitate to 
contact Lucy McDonough, Director, Market Access, North America at 
lucy.mcdonough@philips.com.  

 
Sincerely yours,  
 

 
Brent Shafer 
CEO, Philips North America 
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