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1. After reading, Centers for Medicare and Medicaid (2016). NCD for Percutaneous Left Atrial Appendage Closure (LAAC) (20.34), answer in one page the following question:  How does the final decision (found in the Final Decision Memo dated 2/8/2016) differ from the proposed decision (found in the Proposed Decision Memo dated 11/10/2015)?  To do this give 2-3 examples of how the proposed rule and the final rule differ from each other.  You don't need to read the decisions in their entirety.  Just look for a few differences in the proposed and the final decision.  To do this, first look at the Decision Summary and Section 1 (Decision) of the Decision Memo.  Find 2-3 differences between the proposed and the final decision.  Then look at Sections VIII (Analysis) and IX (Conclusion) of the Decision Memo to see if you can find reasons for the changes. 
Percutaneous LAA closure (LAAC) is a viable method of treating patients with Atrial 
One of the differences between both decisions is the requirement of the HAS-BLOOD score. While the proposed decision requires the patient to have a high HAS-BLED score, the final decision does not indicate such a requirement. Similarly, the “contraindication to warfarin” requirement in the proposed decision has been expounded and clarified in the final decision. Another difference is noted in indications for a primary implanting physician. To start with, both the proposed and the final decision require the primary implanting physician to have performed ≥ 25 intervention cardiac procedures. However, the proposed decision requires at least ten of the tras-septal puncture procedures to have been performed in the past one year period. Conversely, the final decision requires that out of the 25 procedures, 12 are LAAC, which have been performed over a period of 24 months. Another difference is portrayed in the durations mentioned in the research questions. For instance, the long-term durability of the device is indicated as ≥ 5 years in the proposed decision and ≥ 4 years in the final decision. Similarly, the long terms for device-specific complications are specified as ≥ 5 years in the proposed decision and ≥ 4 years in the final decision (cms.gov).
 	Notably, section 1142 of the Social Security Act requires the Agency for Healthcare Research and Quality to conduct inquiries on various aspects of services and procedures in order to identify the most appropriate means of service delivery. Therefore, the changes could have been made in the final decision in regard to the research findings, which gave better directions, thus calling for rectifications. Additionally, the removal of the HAS-BLOOD was because it was not within the FDA label, while the contraindication to warfarin requirement was changed for clarity purposes (cms.gov). 
2. After reading, Winslow, R. (2016, Aug 8). Medicare requires some heart patients to see a second doctor. Wall Street Journal, write one page explaining whether the article is consistent with the LAAC final NCD.
Indeed, as Winslow (2016, Aug 8) indicates in “the Medicare Requires Some Heart Patients to See the Second Doctor” the FDA approved the WATCHMAN device on 13th March 2015. The device is used to decrease the probability of thromboembolism for patients with non-valvular atrial fibrillation, who are at increased chances of developing a stroke, whom the physician deems fit for warfarin, and who possess a suitable rationale to seek non-pharmacological treatment (cms.gov).
Indeed, the shared decision is deemed significant in treatments which involve numerous considerations such as benefits, risks, and effectiveness of the treatment as compared to existing treatments. As such, just as Winslow has indicated, the shared decision-making interaction is performed between the patient and an autonomous non-interventional physician. Nonetheless, other members of the healthcare team, as well as family or friends of the patient, may participate in the process of shared decision. In the same line, evidence-based tools such as treatment pictograms are used to typify the benefits and risks involved in the treatment. It is also true that the shared decision basically out rules the concept of the basic consent prior to an operation. In the shared decision, both the patient and the physician share the responsibility of decision making. During the interaction, both the patient and the physician share information. On the one hand, the physician presents options, describing their benefits and drawbacks. On the other hand, the patient articulates his/ her principles and preferences (cms.gov). 
Certainly, just as Winslow has indicated, the conventional treatment for atrial fibrillation is blood thinner prescriptions in order to prevent stroke. However, the use of the WATCHMAN device eliminated the necessity for Pharmacotherapy approach, which entails treatments using warfarin in order to reduce the risk of stroke (cms.gov). While the shared decision encourages proactive approach, it is a novel approach and it is prone to some challenges before it can be fully adopted. Therefore, the information contained in Winslow’s article is consistent with the LAAC final NCD.
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