
 

 

 

 
 
 
 
September 15, 2017    
 

Submitted Electronically 
 
Seema Verma, Administrator  
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
200 Independence Avenue, SW 
Washington, DC 20201 
 
RE: [CMS-1672-P] Medicare and Medicaid Programs; CY 2018 Home Health 

Prospective Payment System Rate Update and Proposed CY 2019 Case-Mix 
Adjustment Methodology Refinements; Home Health Value-Based Purchasing 
Model; and Home Health Quality Reporting Requirements 

 
Dear Ms. Verma: 

 

LeadingAge appreciates the opportunity to comment on this proposed regulation.  The 
members of LeadingAge and affiliates touch the lives of 4 million individuals, families, 
employees and volunteers every day. The LeadingAge community 
(www.LeadingAge.org) includes 6,000 not-for-profit organizations in the United 
States.  We promote home health, hospice, community-based services, adult day service, 
PACE, senior housing, assisted living residences, continuing care communities, nursing 
homes as well as technology solutions and person-centered practices that support the 
overall health and wellbeing of seniors, children, and those with special needs. 
 

We provide comments below on the following sections of the proposed rule:  

 IIIE2. Proposed Implementation of the Home Health Groupings Model for 
CY2019- Methodology Used to Calculate Cost of Care 

 IIIE3b. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Change from 60 day Billing to 30 day Billing Under HHGM- National 
Standardized 30 day Payment Amount 

 IIIE3c. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Change from 60 day Billing to 30 day Billing Under HHGM-Split 
Percentage Payment Approach for 30 day periods of Care 

 IIIE4. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Episode Timing Categories 

 IIIE6. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Proposed Clinical Groups 

 IIIE 7. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Functional Levels and Corresponding OASIS Items 

https://www.gpo.gov/fdsys/pkg/FR-2017-07-28/pdf/2017-15825.pdf
http://www.leadingage.org/
https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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 IIIE8 Proposed Implementation of the Home Health Groupings Model for 
CY2019-Comorbidity Adjustment 

 IIIE10 Proposed Implementation of the Home Health Groupings Model for 
CY2019-HHS-PPS Case-mix weights under HHGM 

 V C. Proposed Updates to the Home Health Quality Reporting Program-
Accounting for Social Risk 

 VI. Request for Information on CMS Flexibilities and Efficiencies 
 

ISSUE #1:  IIIE2. Proposed Implementation of the Home Health Groupings Model for 
CY2019- Methodology Used to Calculate Cost of Care (35298-35301) 
 
COMMENTS: LeadingAge agrees with CMS the current Home Health PPPS that uses 
Wage Weighted Minutes of Care data from the Bureau of Labor Statistics (BLS) does not 
fully reflect the actual cost of the care. The CPM + NRS approach incorporates a wider 
variety of costs (such as transportation) compared to the BLS estimates and the costs 
are available for individual HHA providers while the BLS costs are aggregated for the 
Home Health Care Service industry. According to the Abt Analysis ,  episodes serviced 
by agencies located in rural counties would receive slightly more under a HHGM 
refinement ($1,324.39 HHGM versus $1,296.92 current). There is not enough 
information on the HHGM to determine why home health agencies in rural counties will 
receive a slightly higher payment on average, and if the small increase in payment would 
cover the cost of home health staff travel to patient’s homes in these rural and frontier 
areas. At this time, Congress has not approved a rural add on payment for home health, 
so it is vital that any new payment system addresses the increase cost of providing care 
in these areas. The concern we have is by setting costs equal to payments, the HHGM 
essentially rebases the system to a lower level. More analysis needs to be done by CMS 
before implementing the HHGM.  
 
LeadingAge agrees with CMS that the HH PPS use of a therapy threshold to determine 
payment is problematic and leads to fraudulent behavior by some providers. The 
concern we have with the HHGM is that it diminishes the importance of therapy in 
improving care outcomes for older adults and persons with disabilities. According to the 
Abt Analysis , episodes which did not provide therapy would receive relatively more 
under a HHGM refinement ($1,353.93 HHGM versus $1,082.47 current) while episodes 
that did provide therapy would receive relatively less ($1,630.21 HHGM versus 
$1,812.47 current). This reduction in payment for therapy conflicts with the 
implementation of the IMPACT Act mandated quality measure: Injury Application of 
Percent of Residents Experiencing One or More Falls with Major Injury (NQF # 0674). 
The use of therapy is an important treatment to reduce hospital readmissions due to  
falls. Older adults are being discharged from hospitals earlier and they are choosing 
home health over nursing home services. The lack of appropriate affordable 
transportation continues to be a major barrier for the use of outpatient therapy services 
as an alternative to home health. The HHGM’s reduction in therapy payments will have 
a major impact on the access to home health services because of the increase costs of 
recruiting and retaining qualified physical and occupational therapists throughout the 

https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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country, especially in rural/frontier areas. PT and OT improves functional levels, which 
ultimately enables the older adult to remain independent in their own home.  
 
The reduction in payment for therapy also is contrary to the Jimmo Settlement 
Agreement that states skilled maintenance services are Medicare covered services 
nursing or therapy services to maintain the patient’s condition or to prevent or slow 
further deterioration. Even though no improvement is expected, there may be specific 
instances where the skills of a qualified therapist, registered nurse, or (when provided 
by regulation) a licensed practical nurse are required to perform nursing/therapy 
maintenance services that would otherwise be considered unskilled because of the 
patient’s special medical complications or where the needed services are of such 
complexity that the skills of such a practitioner are required to perform it safely and 
effectively.  
 
RECOMMENDATION: LeadingAge recommends: 

 Do not implement the HHGM until an analysis of the CPM + NRS approach can 
be completed to determine if the cost of home health staff transportation to 
provide patient services in rural and frontier areas would be reflected in the 
HHGM payment. 

 Include a rural add on payment, if the CPM + NRS approach fails to cover the 
cost of care.  

 Do not implement the HHGM until an analysis of the appropriate use of therapy, 
and the cost of the therapy could be completed including time for stakeholder 
involvement in formulating how to determine the payment for cases involving 
therapy.  
 

 
ISSUE #2: IIIE3b. Proposed Implementation of the Home Health Groupings Model 
for CY2019-Change from 60 day Billing to 30 day Billing Under HHGM- National 
Standardized 30 day Payment Amount (35305- 35307) 
 
COMMENTS: CMS believe their proposal to start with the national, standardized 60-
day episode payment amount, add back in NRS conversion factor amount, and then 
divide the sum by two is a reasonable estimate of the cost of a 30-day period of care.  
 
LeadingAge disagrees with CMS on how they determine a 30 day episode. The number 
of visits are usually more frequent during the first 30 days because the care needs of the 
patient are usually more severe post hospital or after the physician determines the 
patient has a skilled need. Dividing the sum by two reduces the payment based on the 
admission source (post-acute referrals tend to have higher costs), Clinical grouping (for 
example wound care will require more visits initially), functional level and co-
morbidities.  
 
RECOMMENDATION: LeadingAge recommends: 

 CMS should not change from a 60 day Billing to 30 day Billing Under HHGM- 
National Standardized 30 day Payment Amount until there is a comprehensive 
analysis of the average number of visits during the initial 30 days for each of the 
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144 different HHGM payment groups. There should be an opportunity for 
stakeholders to work with CMS to determine if a move to a National Standardized 
30 day Payment Amount would be an improvement to the home health payment 
methodology.  

 HHGM must have a billing cycle that reflects the cost of providing quality care 
throughout the episode.  

 
 
ISSUE #3: IIIE3c. Proposed Implementation of the Home Health Groupings Model 
for CY2019-Change from 60 day Billing to 30 day Billing Under HHGM-Split 
Percentage Payment Approach for 30 day periods of Care 
 
COMMENTS: CMS are further proposing to implement the HHGM in a fully non-
budget neutral manner beginning in CY 2019 or alternatively to use a phased approach 
to implementation.  
 
LeadingAge disagrees with CMS concerning the change in the unit of payment from 60-
day episodes of care to 30-day periods of care in a non-budget neutral manner. First, 
budget neutral implementation is authorized in various amendments to the Social 
Security Act § 1895 (Section 1895(b)(1); Section 1895(b)(2)) and by Section 3131(d) of 
the Patient Protection and Affordable Care Act.  
 
The change in the HHGM from the unit of payment from a 60-day episode to a 30-day 
period without the budget neutrality requirements would result in an estimated 4.3 
percent decrease (-$950 million) in total HH PPS payments in CY 2019. This payment 
cut was never authorized by Congress. We know from past experience that non-budget 
neutral reforms can be disastrous. In fact, the Interim Payment System, which CMS 
used between 1998 and 2000 while the current Prospective Payment System was still 
under development, caused significant harm and took years to repair. Nearly 1.5 million 
Medicare beneficiaries lost access to care following the closure of more than 4,000 
home health agencies. 
 
LeadingAge also disagrees with CMS that a 30 day period may promote HHAs to more 
frequently review their patients’ status and thereby be more diligent in providing a level 
of care that best suits patients’ needs. The 5 Star rating system, move to value based 
purchasing payment and the Home Health Conditions of Participation promote more 
frequent review of the patient status.  
 
RECOMMENDATION: LeadingAge recommends: 

 Any change in the unit of payment must be implemented in a budget neutral 
manner. 

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 

 
 
ISSUE #4: IIIE4. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Episode Timing Categories (35307-35309) 
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When the claim is received by CMS’s Common Working File, the system would look 
back 60 days to ensure there is not a prior, related episode. If not, the claim would 
continue to be paid as “early.” If another related episode were to be identified, that is an 
earlier 30-day period in the sequence, the claim would be returned to the shared 
systems for subsequent regrouping and re-pricing.  
 
LeadingAge concurs that episode timing is important to consider because acute or post-
acute care admissions in the 14 days prior to home health admission tend to be more 
costly. Univariate analysis showed that average resource use was roughly $350 higher 
for those patients entering home health from institutional setting versus a community 
setting. We see that in the  Abt Analysis , episodes which were admissions from an 
institutional setting would receive more under a HHGM refinement ($2,070.10 HHGM 
versus $1,598.59 current if early; $1,965.20 HHGM versus $1,615.46 current if late) 
while episodes that were admissions from the community would receive less ($1,246.44 
HHGM versus $1,468.15 current). 
 
LeadingAge is concerned that the HHGM will not capture costs related to any new set of 
health needs for the patient in a late episode. Also, we do not believe that if a patient 
moves from receiving services from one agency to another agency, the second agency 
should receive a lower payment if they are unaware that the patient was being served by 
another home health agency.  
 
 
RECOMMENDATION: LeadingAge recommends: 

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 

 
 
ISSUE #5: IIIE6. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Proposed Clinical Groups (35313-35317) 
 
COMMENTS: Clinical group determine payment weights in the HHGM but not the 
current model (PPS), and so thereby it might be expected for payments to shift in 
alignment along clinical groups.  

LeadingAge agrees with the increased weight for Medication Management, Teaching 
and Assessment that may occur in the HHGM because of the importance and frequency 
of these tasks that have a correlation with achieving quality outcomes. A 2011 study by 
CHAP found that Medicare Home Health PPS episodes for patients that have no 
caregiver assistance for ADL/IADL, medication admin, or medical procedure tended to 
have significantly lower reimbursement compared to cost.  

We also are pleased to see the HHGM does increase the weight for wound care. A 2011 
study by CHAP found that Medicare Home Health PPS episodes for Problematic (higher 
stage) pressure ulcers tended to have significantly lower reimbursement compared to 
cost.  

https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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According to the  Abt Analysis , episodes would receive higher payments under the 
HHGM if they were in the Wound (impact ratios=1.290, 1.249, and 1.296 for the low, 
medium, and high functional levels, respectively) or Complex nursing interventions 
(impact ratios=1.139, 1.181, and 1.150 for the low, medium, and high functional levels, 
respectively) clinical groups. 

LeadingAge is concerned that the HHGM would pay HHAs less, if they were episodes 
for Behavioral Health (impact ratios=0.828 and 0.876 for the low and high functional 
levels, respectively). Individuals with Behavioral Health conditions tend to also poorly 
control the behavioral health condition, as well as other chronic conditions (e.g. 
hypertension, diabetes, PVD). A 2011 study by CHAP found that Medicare Home Health 
PPS episodes for patients who poorly controlled chronic conditions (e.g. hypertension, 
diabetes, PVD) tended to have significantly lower reimbursement compared to cost.  

LeadingAge is concerned the HHGM will diminish the importance of MS Rehab in 
improving care outcomes for older adults and persons with disabilities. According to the 
Abt Analysis , episodes which did not provide therapy would receive relatively more 
under a HHGM refinement while episodes that did provide therapy would receive 
relatively less. This reduction in payment for therapy conflicts the implementation of 
the IMPACT Act mandated quality measure: Injury Application of Percent of Residents 
Experiencing One or More Falls with Major Injury (NQF # 0674). Also, CMS is 
considering the application of NQF #2634—Change in Mobility Score for Medical 
Rehabilitation Patients as a feature measure. The appropriate use of therapy is an 
important treatment to reduce hospital readmissions and falls. 

 
RECOMMENDATION: LeadingAge recommends: 

 Any change in the home health payment system must address the significantly 
lower reimbursement compared to cost for episodes providing care for patients 
with Behavioral Health conditions.  

 Any change in the home health payment system must pay for rehabilitation at a 
payment weight to adequately cover the cost of the care.  

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 

 
 
ISSUE #6: IIIE 7. Proposed Implementation of the Home Health Groupings Model for 
CY2019-Functional Levels and Corresponding OASIS Items (35317-35322) 
 
COMMENTS: CMS are proposing to use the three functional levels of low, medium, 
and high, based on the CY 2016 data for each of the clinical groups.  
 
The concern we have with the HHGM is that it diminishes the importance of therapy in 
improving functional levels of older adults and persons with disabilities. 
 
RECOMMENDATION: LeadingAge recommends: 

https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
https://downloads.cms.gov/files/hhgm%20technical%20report%20120516%20sxf.pdf
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 Any change in the home health payment system must address the significantly 
lower reimbursement compared to cost for episodes providing care for patients 
with Behavioral Health conditions.  

 Any change in the home health payment system must pay for rehabilitation at a 
payment weight to adequately cover the cost of the care.  

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 

 
 
ISSUE # 7: IIIE8 Proposed Implementation of the Home Health Groupings Model for 
CY2019-Comorbidity Adjustment (35322- 35324) 
 
COMMENTS: CMS propose that if a period had at least one secondary diagnosis 
reported on the home health claim that fell into one of the 15 subcategories, that period 
would receive a comorbidity adjustment to account for higher costs associated with the 
comorbidity. The comorbidity adjustment amount would be the same across all of the 
subcategories.  
 
A period would receive only one comorbidity adjustment regardless of the number of 
secondary diagnoses reported on the home health claim that fell into one of the 15 
subcategories. LeadingAge believes that using only one comorbidity adjustment may 
still not reflect the increase costs of caring for an individuals with multiple 
comorbidities. Comorbidity is tied to worse health outcomes, the need for more complex 
treatment and disease management, and higher health care costs. 
 
LeadingAge Home Health members many times are part of a continuum, and care for 
older adults with multiple comorbidities. Overall Medicare spending increases with the 
number of chronic conditions, so it is counterproductive for the HHGM to only allow 
one comorbidity adjustment regardless of the number of secondary diagnoses reported 
on the home health claim. Would the home health provider choose which co-morbidity 
to include in the claim? Some providers may choose comorbidities that may result in a 
higher payment.  
 
LeadingAge disagrees that the HHGM is using a comorbidity adjustment amount that 
would be the same across all of the subcategories. Each comorbidity may have a 
different impact on health outcomes, so why should the adjustment amount be the 
same.  
 
RECOMMENDATION: LeadingAge recommends: 

 Any change in the home health payment system must allow adjustments for all 
comorbidities that have a propensity to worsen health outcomes. 

 Any change in the home health payment system must allow adjustments for each 
comorbidity that are weighted based on how the comorbidity effects health 
outcomes 

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 
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ISSUE #8:  IIIE10 Proposed Implementation of the Home Health Groupings Model 
for CY2019-HHS-PPS Case-mix weights under HHGM (35327-35330) 
 
COMMENTS: LeadingAge agrees the current payment system dis-incentivizes caring 
for complex patients, even though the top 3-5% of the sickest patients have the most 
potential for cost savings.  

The HHRG payment group with the smallest weight has a weight of 0.5034 (community, 
late, behavioral health, low functional level, with no comorbidity adjustment). The 
HHRG payment group with the largest weight has a weight of 1.9533 (institutional 
admission, early, wound, high functional level, with comorbidity adjustment).  

LeadingAge is concerned that the HHGM would pay HHAs less for episodes for 
behavioral Health (impact ratios=0.828 and 0.876 for the low and high functional 
levels, respectively). Individuals with Behavioral Health conditions tend to poorly 
control the behavioral health condition, as well as other chronic conditions (e.g. 
hypertension, diabetes, PVD). A 2011 study by CHAP found that Medicare Home Health 
PPS episodes for patients who poorly controlled chronic conditions (e.g. hypertension, 
diabetes, PVD) tended to have significantly lower reimbursement compared to cost.  

RECOMMENDATION: LeadingAge recommends: 

 Any change in the home health payment system must address the significantly 
lower reimbursement compared to cost for episodes providing care for patients 
with Behavioral Health conditions.  

 There should be an opportunity for stakeholders to work with CMS to develop the 
HHGM 

 
 

ISSUE #9: V C. Proposed Updates to the Home Health Quality Reporting Program-
Accounting for Social Risk (35341-35342) 
 

COMMENTS: LeadingAge agrees with CMS that it is important not to mask potential 
disparities or minimize incentives to improve the outcomes for disadvantaged 
populations; however, there are multiple factors that impact outcomes that are beyond 
the control of the home health provider. Risk adjustment should reflect where the data 
demonstrates the home health provider has no control over the outcomes. Process 
measures would not be risk adjusted.  
 
Social risk factors that have a negative effect on outcomes go beyond racial/ethnic 
disparities. A family dynamic that includes substance abuse, mental illness, or 
inappropriate behavior by a caregiver can occur in any family, and will pose a challenge 
for the home health provider to obtain positive outcomes. Outcomes many times are 
influenced by economic factors and available resources, such as the available Medicaid 
covered services in a state or region that are beyond the control of the home health. The 
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development of measures that reflect person-centered domains are needed to improve 
our focus on outcomes for disadvantaged populations. 
 

RECOMMENDATION: LeadingAge recommends: 

 The development of measures that reflect person-centered domains are needed to 
improve our focus on outcomes for disadvantaged populations. 
 

ISSUE #10 VI. Request for Information on CMS Flexibilities and Efficiencies (35378) 

COMMENTS: LeadingAge appreciates the opportunity to submit our ideas for 
regulatory, sub-regulatory, policy, practice, and procedural changes to improve 
flexibilities and efficiencies in the system that would enhance patient care, support of 
the physician-patient relationship in care delivery, and facilitate individual preferences.  
 
The Home Health Face to Face Physician Encounter Documentation requirement - For 
the initial home health episode of care, the certifying physician must document a face-
to-face encounter with the patient. If the certifying physician does not complete the 
face-to-face requirement documentation correctly, CMS can deny the HHA payment. 
The regulation aims to ensure physician oversight of home health, but Home Health 
already requires a physician referral and orders, and a signed physician plan of care. 
This unnecessary regulation adds to the administrative costs of the home health agency 
and certifying physician, and does not improve the quality of care of the patient. Instead 
home health agencies have increased the number of staff to check documentation 
compliance, and address the substantial upsurge in home health claim denials and 
backlog of appeals.  

CMS Home Health COMPARE star rating system requires providers be placed in deciles 
even when the performance variation between the providers may be insignificant, and 
adds to this misleading information by grading “on a curve”.  The result is that all 
agencies are moved to a middle regardless of their unadjusted star rating. Poor 
performing home health agencies could rate higher than their actual performance while 
good or excellent agencies could rate lower than their actual performance, with the 
possibility for both levels of performers to be rated at the same star grade. Also, a star 
rating of 3 or less will be interpreted by patients, private insurance plans, referral 
sources, and state survey agencies to mean an average” or “poor rating.  Home Health 
agencies have increased administrative and clinical costs trying to improve their number 
of stars instead of just focusing on improving the scores on individual quality measures. 

 

RECOMMENDATION: LeadingAge recommends 

1. Develop a targeted approach to combat inappropriate billing practices that 
focuses on providers that appear to be billing for aberrant patterns of home 
health utilization, not an approach that cast the regulatory burden on providers 
that are complying with eligibility and billing regulations.  
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2. Discontinue the Home Health Face to Face Physician Encounter Documentation 
Requirement 

3. CMS should limit pre-claims review to individually designated providers that 

demonstrate a high risk of program abuse based on past claims history or only 

new providers of services in high risk geographic areas. 

4. Revise the structure of the Home Health COMPARE to only list a home health 
agency’s actual quality scores for each measure, instead of utilizing a bell shaped 
method that produces an aggregate rating between 1 and 5 stars for each home 
health agency.  

5. Avoid using star ratings for measures where the distribution of scores lacks 
variation and is skewed. 
 

Again, LeadingAge appreciates the opportunity to comment on this proposed rule. We 

hope our comments will be helpful to you. Please do not hesitate to contact us if you 

have any questions or would like further discussion.  We look forward to our continued 

work with you on this and related issues. 

 
Sincerely, 

 
 
Peter Notarstefano 
Director of Home and Community Based Services 


