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CY 2015 Home Health Prospective
Payment System Rate Update; Home
Health Quality Reporting
Requirements; and Survey and
Enforcement Requirements for Home
Health Agencies

AGENCY: Centers for Medicare &
Medicaid Services (CMS), HHS.

ACTION: Final rule.

SUMMARY: This final rule updates Home
Health Prospective Payment System
(HH PPS) rates, including the national,
standardized 60-day episode payment
rates, the national per-visit rates, and
the non-routine medical supply (NRS)
conversion factor under the Medicare
prospective payment system for home
health agencies (HHAS), effective for
episodes ending on or after January 1,
2015. As required by the Affordable
Care Act, this rule implements the
second year of the four-year phase-in of
the rebasing adjustments to the HH PPS
payment rates. This rule provides
information on our efforts to monitor
the potential impacts of the rebasing
adjustments and the Affordable Care Act
mandated face-to-face encounter
requirement. This rule also implements:
Changes to simplify the face-to-face
encounter regulatory requirements;
changes to the HH PPS case-mix
weights; changes to the home health
quality reporting program requirements;
changes to simplify the therapy
reassessment timeframes; a revision to
the Speech-Language Pathology (SLP)
personnel qualifications; minor
technical regulations text changes; and
limitations on the reviewability of the
civil monetary penalty provisions.
Finally, this rule also discusses
Medicare coverage of insulin injections
under the HH PPS, the delay in the
implementation of the International
Classification of Diseases, Tenth
Revision, Clinical Modification (ICD-
10—-CM), and a HH value-based
purchasing (HH VBP) model.
DATES: Effective Date: These regulations
are effective on January 1, 2015.
FOR FURTHER INFORMATION CONTACT:
Hillary Loeffler, (410) 786—0456, for
general information about the HH PPS.

Joan Proctor, (410) 786—0949, for
information about the HH PPS Grouper,
ICD-9-CM coding, and ICD-10-CM
Conversion.

Kristine Leddy, (410) 786—8953, for
information about rebasing and the HH
PPS case-mix weights.

Hudson Osgood, (410) 786—7897, for
information about the HH market
basket.

Alan Levitt, MD, (410) 786—6892, for
information about the HH quality
reporting program.

Lori Teichman, (410) 786—-6684, for
information about HHCAHPS.

Peggye Wilkerson, (410) 786—4857, for
information about survey and
enforcement requirements for HHAs.

Robert Flemming, (410) 786—4830, for
information about the HH VBP model.

Danielle Shearer, (410) 786—6617, for
information about SLP personnel
qualifications.
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Acronyms

In addition, because of the many
terms to which we refer by abbreviation
in this final rule, we are listing these
abbreviations and their corresponding
terms in alphabetical order below:

ACH LOS Acute Care Hospital Length of
Stay

ADL Activities of Daily Living

APU Annual Payment Update

BBA Balanced Budget Act of 1997, Pub. L.
105-33

BBRA Medicare, Medicaid, and SCHIP
Balanced Budget Refinement Act of 1999,
Pub. L. 106-113

CAD Coronary Artery Disease

CAH Critical Access Hospital

CBSA Core-Based Statistical Area

CASPER Certification and Survey Provider
Enhanced Reports

CHF Congestive Heart Failure

CMI Case-Mix Index

CMN Certificate of Medical Necessity

CMP Civil Money Penalty

CMS Centers for Medicare & Medicaid
Services

CoPs Conditions of Participation

COPD Chronic Obstructive Pulmonary
Disease

CPI Center for Program Integrity

CVD Cardiovascular Disease

CY Calendar Year
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DM Diabetes Mellitus

DME Durable Medical Equipment

DMEPOS Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies

DIF DME Information Form

DRA Deficit Reduction Act of 2005, Pub. L.
109-171, enacted February 8, 2006

FDL Fixed Dollar Loss

FI Fiscal Intermediaries

FR Federal Register

FY Fiscal Year

HAVEN Home Assessment Validation and
Entry System

HCC Hierarchical Condition Categories

HCPCS Healthcare Common Procedure
Coding System

HCIS Health Care Information System

HH Home Health

HHA Home Health Agency

HHCAHPS Home Health Care Gonsumer
Assessment of Healthcare Providers and
Systems Survey

HH PPS Home Health Prospective Payment
System

HHRG Home Health Resource Group

HIPPS Health Insurance Prospective
Payment System

ICD-9-CM International Classification of
Diseases, Ninth Revision, Clinical
Modification

ICD-10-CM International Classification of
Diseases, Tenth Revision, Clinical
Modification

IH Inpatient Hospitalization

IRF Inpatient Rehabilitation Facility

IT Information Technology

LTCH Long-Term Care Hospital

LUPA Low-Utilization Payment Adjustment

MEPS Medical Expenditures Panel Survey

MMA Medicare Prescription Drug,
Improvement, and Modernization Act of
2003, Pub. L. 108-173, enacted December
8, 2003

MSA Metropolitan Statistical Area

MSS Medical Social Services

NQF National Quality Forum

NRS Non-Routine Supplies

OASIS Outcome and Assessment
Information Set

OBRA Omnibus Budget Reconciliation Act
of 1987, Pub. L. 100-2-3, enacted
December 22, 1987

OCESAA Omnibus Consolidated and
Emergency Supplemental Appropriations
Act, Pub. L. 105-277, enacted October 21,
1998

OES Occupational Employment Statistics

OIG Office of Inspector General

OT Occupational Therapy

OMB Office of Management and Budget

ONC Office of the National Coordinator for
Health IT

MFP Multifactor productivity

PAMA Protecting Access to Medicare Act of
2014

PAC-PRD Post-Acute Care Payment Reform
Demonstration

PEP Partial Episode Payment Adjustment

PT Physical Therapy

QAO Quality Assessments Only

QAP Quality Assurance Plan

PRRB Provider Reimbursement Review
Board

RAP Request for Anticipated Payment

RF Renal Failure

RFA Regulatory Flexibility Act, Pub. L.
96—354

RHHIs Regional Home Health
Intermediaries

RIA Regulatory Impact Analysis

SAF Standard Analytic File

SLP Speech-Language Pathology

SN Skilled Nursing

SNF Skilled Nursing Facility

SOC Start of Care

UMRA Unfunded Mandates Reform Act of
1995.

I. Executive Summary

A. Purpose

This rule updates the payment rates
for HHAs for calendar year (CY) 2015,
as required under section 1895(b) of the
Social Security Act (the Act). This will
reflect the second year of the four-year
phase-in of the rebasing adjustments to
the national, standardized 60-day
episode payment rate, the national per-
visit rates, and the NRS conversion
factor finalized in the CY 2014 HH PPS
final rule (78 FR 72256), required under
section 3131(a) of the Patient Protection
and Affordable Care Act of 2010 (Pub.
L. 111-148), as amended by the Health
Care and Education Reconciliation Act
of 2010 (Pub. L. 111-152) (collectively
referred to as the “Affordable Care
Act”). Updates to payment rates under
the HH PPS will also include a change
in the home health wage index to
incorporate the new Office of
Management and Budget (OMB) core-
based statistical area (CBSA) definitions
and updates to the payment rates by the
home health payment update percentage
reflective of the productivity adjustment
mandated by 3401(e) of the Affordable
Care Act.

This final rule also discusses: Our
efforts to monitor the potential impacts
of the Affordable Care Act mandated
rebasing adjustments and the face-to-
face encounter requirement (sections
3131(a) and 6407, respectively, of the
Affordable Care Act); coverage of
insulin injections under the HH PPS;
and the delay in the implementation of
the International Classification of
Diseases, 10th Edition, Clinical
Modification (ICD-10—-CM) as a result of
recent Congressional action (section 212
of the Protecting Access to Medicare
Act, Public Law 113-93 (“PAMA”)).
This final rule also: Simplifies the
regulations at § 424.22(a)(1)(v) that
govern the face-to-face encounter
requirement mandated by section 6407
of the Affordable Care Act; recalibrates
the HH PPS case-mix weights under
section 1895(b)(4)(A)(i) and (b)(4)(B) of
the Act; makes changes to the home
health quality reporting program
requirements under section
1895(b)(3)(B)(v)(II) of the Act; simplifies
the therapy reassessment timeframes
specified in regulation at

§409.44(c)(2)(C) and (D); revises the
personnel qualifications for Speech-
Language Pathology (SLP) at § 484.4;
and makes minor technical changes to
the regulations text at § 424.22(b)(1) and
§484.250(a)(1). This final rule will also
place limitations on the reviewability of
CMS’s decision to impose a civil
monetary penalty for noncompliance
with Federal participation requirements.
Finally, this rule discusses comments
received on the HH Value-Based
Purchasing (VBP) model.

B. Summary of the Major Provisions

As required by section 3131(a) of the
Affordable Care Act and finalized in the
CY 2014 HH final rule, “Medicare and
Medicaid Programs; Home Health
Prospective Payment System Rate
Update for CY 2014, Home Health
Quality Reporting Requirements, and
Cost Allocation of Home Health Survey
Expenses” (78 FR 77256, December 2,
2013), we are implementing the second
year of the four-year phase-in of the
rebasing adjustments to the national,
standardized 60-day episode payment
amount, the national per-visit rates and
the NRS conversion factor in section
III.D.4. The rebasing adjustments for CY
2015 will reduce the national,
standardized 60-day episode payment
amount by $80.95, increase the national
per-visit payment amounts by 3.5
percent of the national per-visit
payment amounts in CY 2010 with the
increases ranging from $1.79 for home
health aide services to $6.34 for medical
social services as described in section
II.C, and reduce the NRS conversion
factor by 2.82 percent.

This final rule also discusses our
efforts to monitor the potential impacts
of the rebasing adjustments and the
Affordable Care Act mandated face-to-
face encounter requirement in sections
III.A. Section III B implements changes
to the face-to-face encounter narrative
requirement by eliminating the narrative
as part of the certification of eligibility
and by outlining procedures for
obtaining documentation from the
certifying physician and/or the acute/
post-acute care facility that: (1) Establish
that the patient was eligible for the
home health benefit; and (2)
demonstrate that the face-to-face
encounter was related to the primary
reason the patient requires home health
services, occurred within the required
timeframe, and was performed either by
the certifying physician, an acute/post-
acute care physician that cared for the
patient in that setting, or allowed non-
physician practitioner (NPP). In
addition, associated physician claims
for certification/re-certification of
eligibility (patient not present) will not



66034

Federal Register/Vol. 79, No. 215/ Thursday, November 6, 2014 /Rules and Regulations

be eligible to be paid when a patient
does not meet home health eligibility
criteria. We will also clarify that the
face-to-face encounter requirement is
applicable for all episodes initiated with
the completion of a Start-of-Care OASIS
assessment, which we consider
certifications, not re-certifications. In
section III.C of the final rule, we are
recalibrating the HH PPS case-mix
weights, using the most current cost and
utilization data available, in a budget
neutral manner. In section III.D.1 of this
final rule, we are updating the payment
rates under the HH PPS by the home
health payment update percentage of 2.1
percent (using the 2010-based Home
Health Agency (HHA) market basket
update of 2.6 percent, minus 0.5
percentage point for productivity as
required by section 1895(b)(3)(B)(vi)(I)
of the Act. In section III.D.3 of this final
rule, we are updating the home health
wage index using a 50/50 blend of the
existing core-based statistical area
(CBSA) designations and the new CBSA

designations set out in a February 28,
2013, Office of Management and Budget
(OMB) bulletin.

This final rule also implements
changes to the home health quality
reporting program in section III.D.2,
including the establishment of a
minimum threshold for submission of
OASIS assessments for purposes of
quality reporting compliance, the
establishment of a policy for the
adoption of changes to measures that
occur in-between rulemaking cycles as a
result of the NQF process, and
submission dates for the HHCAHPS
Survey moving forward through CY
2017. In section IIL.E of this final rule,
we discuss our rationale for maintaining
the existing fixed-dollar loss (FDL) and
loss-sharing ratios used in calculating
high-cost outlier payments under the
HH PPS. In section IIL.F, we discuss our
recent analysis of home health claims
identified with skilled nursing visits
that appear to have been for the sole
purpose of insulin injection assistance,

without any secondary diagnoses
indicating that the patient was
physically or mentally unable to self-
inject. We discuss, in section III.G of
this final rule, the delay in the
implementation of ICD-10-CM as a
result of section 212 of PAMA. In
section IIL.H of this final rule, we
discuss our finalizing of a change in the
therapy reassessment regulations by
requiring that therapy reassessments are
to occur at least every 30 calendar days.
In section IIL.I of this final rule, we
discuss a HH VBP model. In section IIL.]
we discuss our revision to the personnel
qualifications for SLP. In section III.LK
we discuss minor technical regulations
text changes. In section III.L. we discuss
our revision to the civil monetary
provisions, which place limitations on
the reviewability of the civil monetary
penalty imposed on a HHA for
noncompliance with federal
participation requirements.

C. Summary of Costs and Transfers

TABLE 1—SUMMARY OF COSTS AND TRANSFERS

Provision Description

Costs

Transfers

CY 2015 HH PPS Payment
Rate Update.

A net reduction in burden of $21.55 million associated
with certifying patient eligibility for home health serv-
ices & certification form revisions.

The overall economic impact of this final rule is an esti-
mated $60 million in decreased payments to HHAs.

II. Background

A. Statutory Background

The Balanced Budget Act of 1997
(BBA) (Pub. L. 105-33, enacted August
5, 1997), significantly changed the way
Medicare pays for Medicare HH
services. Section 4603 of the BBA
mandated the development of the HH
PPS. Until the implementation of the
HH PPS on October 1, 2000, HHAs
received payment under a retrospective
reimbursement system.

Section 4603(a) of the BBA mandated
the development of a HH PPS for all
Medicare-covered HH services provided
under a plan of care (POC) that were
paid on a reasonable cost basis by
adding section 1895 of the Social
Security Act (the Act), entitled
“Prospective Payment For Home Health
Services.” Section 1895(b)(1) of the Act
requires the Secretary to establish a HH
PPS for all costs of HH services paid
under Medicare.

Section 1895(b)(3)(A) of the Act
requires the following: (1) The
computation of a standard prospective
payment amount include all costs for
HH services covered and paid for on a
reasonable cost basis and that such
amounts be initially based on the most
recent audited cost report data available

to the Secretary; and (2) the
standardized prospective payment
amount be adjusted to account for the
effects of case-mix and wage levels
among HHAs.

Section 1895(b)(3)(B) of the Act
addresses the annual update to the
standard prospective payment amounts
by the HH applicable percentage
increase. Section 1895(b)(4) of the Act
governs the payment computation.
Sections 1895(b)(4)(A)(i) and
(b)(4)(A)(ii) of the Act require the
standard prospective payment amount
to be adjusted for case-mix and
geographic differences in wage levels,
respectively. Section 1895(b)(4)(B) of
the Act requires the establishment of an
appropriate case-mix change adjustment
factor for significant variation in costs
among different units of services.

Similarly, section 1895(b)(4)(C) of the
Act requires the establishment of wage
adjustment factors that reflect the
relative level of wages, and wage-related
costs applicable to HH services
furnished in a geographic area
compared to the applicable national
average level. Under section
1895(b)(4)(C) of the Act, the wage-
adjustment factors used by the Secretary
may be the factors used under section
1886(d)(3)(E) of the Act.

Section 1895(b)(5) of the Act gives the
Secretary the option to make additions
or adjustments to the payment amount
otherwise paid in the case of outliers
due to unusual variations in the type or
amount of medically necessary care.
Section 3131(b)(2) of the Patient
Protection and Affordable Care Act of
2010 (the Affordable Care Act) (Pub. L.
111-148, enacted March 23, 2010)
revised section 1895(b)(5) of the Act so
that total outlier payments in a given
year would not exceed 2.5 percent of
total payments projected for the year.
The provision also made permanent a
10 percent agency-level outlier payment
cap.

Ipn accordance with the statute, as
amended by the BBA, we published a
final rule in the July 3, 2000 Federal
Register (65 FR 41128) to implement the
HH PPS legislation. The July 2000 final
rule established requirements for the
new HH PPS for HH services as required
by section 4603 of the BBA, as
subsequently amended by section 5101
of the Omnibus Consolidated and
Emergency Supplemental
Appropriations Act (OCESAA) for Fiscal
Year 1999, (Pub. L. 105-277, enacted
October 21, 1998); and by sections 302,
305, and 306 of the Medicare, Medicaid,
and SCHIP Balanced Budget Refinement
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Act (BBRA) of 1999, (Pub. L. 106-113,
enacted November 29, 1999). The
requirements include the
implementation of a HH PPS for HH
services, consolidated billing
requirements, and a number of other
related changes. The HH PPS described
in that rule replaced the retrospective
reasonable cost-based system that was
used by Medicare for the payment of HH
services under Part A and Part B. For a
complete and full description of the HH
PPS as required by the BBA, see the July
2000 HH PPS final rule (65 FR 41128
through 41214).

Section 5201(c) of the Deficit
Reduction Act of 2005 (DRA) (Pub. L.
109-171, enacted February 8, 2006)
added new section 1895(b)(3)(B)(v) to
the Act, requiring HHAs to submit data
for purposes of measuring health care
quality, and links the quality data
submission to the annual applicable
percentage increase. This data
submission requirement is applicable
for CY 2007 and each subsequent year.
If a HHA does not submit quality data,
the HH market basket percentage
increase is reduced by 2 percentage
points. In the November 9, 2006 Federal
Register (71 FR 65884, 65935), we
published a final rule to implement the
pay-for-reporting requirement of the
DRA, which was codified at
§484.225(h) and (i) in accordance with
the statute. The pay-for-reporting
requirement was implemented on
January 1, 2007.

The Affordable Care Act made
additional changes to the HH PPS;
section 3131(c) of the Affordable Care
Act amended section 421(a) of the
Medicare Prescription Drug,
Improvement, and Modernization Act of
2003 (MMA) (Pub. L. 108-173, enacted
on December 8, 2003) as amended by
section 5201(b) of the DRA. The
amended section 421(a) of the MMA
now requires, for HH services furnished
in a rural area (as defined in section
1886(d)(2)(D) of the Act) with respect to
episodes and visits ending on or after
April 1, 2010, and before January 1,
2016, that the Secretary increase, by 3
percent, the payment amount otherwise
made under section 1895 of the Act.

B. System for Payment of Home Health
Services

Generally, Medicare makes payment
under the HH PPS on the basis of a
national standardized 60-day episode
payment rate that is adjusted for the
applicable case-mix and wage index.
The national standardized 60-day
episode rate includes the six HH
disciplines (skilled nursing, HH aide,
physical therapy, speech-language
pathology, occupational therapy, and

medical social services). Payment for
non-routine supplies (NRS) is no longer
part of the national standardized 60-day
episode rate and is computed by
multiplying the relative weight for a
particular NRS severity level by the NRS
conversion factor (See section I1.D.4.e).
Payment for durable medical equipment
covered under the HH benefit is made
outside the HH PPS payment system. To
adjust for case-mix, the HH PPS uses a
153-category case-mix classification
system to assign patients to a home
health resource group (HHRG). The
clinical severity level, functional
severity level, and service utilization are
computed from responses to selected
data elements in the OASIS assessment
instrument and are used to place the
patient in a particular HHRG. Each
HHRG has an associated case-mix
weight which is used in calculating the
payment for an episode.

For episodes with four or fewer visits,
Medicare pays national per-visit rates
based on the discipline(s) providing the
services. An episode consisting of four
or fewer visits within a 60-day period
receives what is referred to as a low-
utilization payment adjustment (LUPA).
Medicare also adjusts the national
standardized 60-day episode payment
rate for certain intervening events that
are subject to a partial episode payment
adjustment (PEP adjustment). For
certain cases that exceed a specific cost
threshold, an outlier adjustment may
also be available.

C. Updates to the HH PPS

As required by section 1895(b)(3)(B)
of the Act, we have historically updated
the HH PPS rates annually in the
Federal Register. The August 29, 2007
final rule with comment period set forth
an update to the 60-day national
episode rates and the national per-visit
rates under the HH PPS for CY 2008.
The CY 2008 HH PPS final rule
included an analysis performed on CY
2005 HH claims data, which indicated
a 12.78 percent increase in the observed
case-mix since 2000. Case-mix
represents the variations in conditions
of the patient population served by the
HHAs. Subsequently, a more detailed
analysis was performed on the 2005
case-mix data to evaluate if any portion
of the 12.78 percent increase was
associated with a change in the actual
clinical condition of HH patients. We
examined data on demographics, family
severity, and non-HH Part A Medicare
expenditures to predict the average
case-mix weight for 2005. We identified
8.03 percent of the total case-mix
change as real, and therefore, decreased
the 12.78 percent of total case-mix
change by 8.03 percent to get a final

nominal case-mix increase measure of
11.75 percent (0.1278 * (1—0.0803) =
0.1175).

To account for the changes in case-
mix that were not related to an
underlying change in patient health
status, we implemented a reduction,
over 4 years, to the national,
standardized 60-day episode payment
rates. That reduction was to be 2.75
percent per year for 3 years beginning in
CY 2008 and 2.71 percent for the fourth
year in CY 2011. In the CY 2011 HH PPS
final rule (76 FR 68532), we updated our
analyses of case-mix change and
finalized a reduction of 3.79 percent,
instead of 2.71 percent, for CY 2011 and
deferred finalizing a payment reduction
for CY 2012 until further study of the
case-mix change data and methodology
was completed.

In the CY 2012 HH PPS final rule (76
FR 68526), we updated the 60-day
national episode rates and the national
per-visit rates. In addition, as discussed
in the CY 2012 HH PPS final rule (76
FR 68528), our analysis indicated that
there was a 22.59 percent increase in
overall case-mix from 2000 to 2009 and
that only 15.76 percent of that overall
observed case-mix percentage increase
was due to real case-mix change. As a
result of our analysis, we identified a
19.03 percent nominal increase in case-
mix. At that time, to fully account for
the 19.03 percent nominal case-mix
growth identified from 2000 to 2009, we
finalized a 3.79 percent payment
reduction in CY 2012 and a 1.32 percent
payment reduction for CY 2013.

In the CY 2013 HH PPS final rule (77
FR 67078), we implemented a 1.32
percent reduction to the payment rates
for CY 2013 to account for nominal
case-mix growth from 2000 through
2010. When taking into account the total
measure of case-mix change (23.90
percent) and the 15.97 percent of total
case-mix change estimated as real from
2000 to 2010, we obtained a final
nominal case-mix change measure of
20.08 percent from 2000 to 2010 (0.2390
* (1—0.1597) = 0.2008). To fully
account for the remainder of the 20.08
percent increase in nominal case-mix
beyond that which was accounted for in
previous payment reductions, we
estimated that the percentage reduction
to the national, standardized 60-day
episode rates for nominal case-mix
change will be 2.18 percent. Although
we considered proposing a 2.18 percent
reduction to account for the remaining
increase in measured nominal case-mix,
we finalized the 1.32 percent payment
reduction to the national, standardized
60-day episode rates in the CY 2012 HH
PPS final rule (76 FR 68532).
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Section 3131(a) of the Affordable Care
Act requires that, beginning in CY 2014,
CMS apply an adjustment to the
national, standardized 60-day episode
rate and other amounts that reflect
factors such as changes in the number
of visits in an episode, the mix of
services in an episode, the level of
intensity of services in an episode, the
average cost of providing care per
episode, and other relevant factors.
Additionally, CMS must phase in any
adjustment over a four-year period in
equal increments, not to exceed 3.5
percent of the amount (or amounts) as
of the date of enactment of the
Affordable Care Act, and fully
implement the rebasing adjustments by
CY 2017. The statute specifies that the
maximum rebasing adjustment is to be
no more than 3.5 percent per year of the
CY 2010 rates. Therefore, in the CY
2014 HH PPS final rule (78 FR 72256)
for each year, CY 2014 through CY 2017,
we finalized a fixed-dollar reduction to
the national, standardized 60-day
episode payment rate of $80.95 per year,
increases to the national per-visit
payment rates per year as reflected in
Table 2, and a decrease to the NRS
conversion factor of 2.82 percent per
year. We also finalized three separate
LUPA add-on factors for skilled nursing,
physical therapy, and speech-language
pathology and removed 170 diagnosis
codes from assignment to diagnosis
groups in the HH PPS Grouper.

TABLE 2—MAXIMUM ADJUSTMENTS TO
THE NATIONAL PER-VISIT PAYMENT
RATES (NOT TO EXCEED 3.5 PER-
CENT OF THE AMOUNT(S) IN CY
2010)

Maximum
Nazlggr?al adjustments
per-visit %‘i; zg‘?a
payment (
rates through CY
2017)
Skilled Nursing $113.01 $3.96
Home Health
Aide ..ot 51.18 1.79
Physical Ther-
F=10)VARUOUR 123.57 4.32
Occupational
Therapy ....... 124.40 4.35
Speech-Lan-
guage Pa-
thology ......... 134.27 4.70
Medical Social
Services ...... 181.16 6.34

III. Provisions of the Proposed Rule and
Responses to Comments

We received approximately 337
timely responses from the public, many
of which contained multiple comments
on the CY 2015 HH PPS proposed rule
(79 FR 38366). Many of the comments
were identical, but submitted by
multiple commenters. We received
comments from various trade
associations, HHAs, individual
registered nurses, physicians, clinicians,
therapists, therapy assistants, health
care industry organizations, and health
care consulting firms. The following
sections, arranged by subject area,

include a summary of the public
comments received, and our responses.

A. Monitoring for Potential Impacts—
Affordable Care Act Rebasing
Adjustments and the Face-to-Face
Encounter Requirement

1. Affordable Care Act Rebasing
Adjustments

As we stated in the CY 2015 HH PPS
proposed rule (79 FR 38370), we do not
have a sufficient amount of CY 2014
home health claims data to analyze as
part of our effort in monitoring the
potential impacts of the rebasing
adjustments finalized in the CY 2014
HH PPS final rule (78 FR 72293).
However, we analyzed 2012 home
health agency cost report data to
determine whether the average cost per
episode was higher using 2012 cost
report data compared to the 2011 cost
report data used in calculating the
rebasing adjustments. Specifically, we
re-estimated the cost of a 60-day episode
using 2012 cost report and 2012 claims
data, rather than using 2011 cost report
and 2012 claims data. To determine the
2012 average cost per visit per
discipline, we applied the same
trimming methodology outlined in the
CY 2014 HH PPS proposed rule (78 FR
40284) and weighted the costs per visit
from the 2012 cost reports by size,
facility type, and urban/rural location so
the costs per visit were nationally
representative. The 2012 average
number of visits was taken from 2012
claims data. We estimate the cost of a
60-day episode to be $2,413.82 using
2012 cost report data (Table 3).

TABLE 3—AVERAGE COSTS PER VISIT AND AVERAGE NUMBER OF VISITS FOR A 60-DAY EPISODE

2012 Average
i aminli 2012 Average 2012 60-day
Discipline costs per visit number of episode costs
visits

SKIlEA NUFSING .ttt ettt ettt e bt e et ae b e e bt e s e bt ean e e s $130.49 9.55 $ 1,246.18
Home Health Aide . 61.62 2.60 160.21
Physical Therapy 160.03 4.80 768.14
OCCUPALIONAI TREIAPY ....veeeiiiiiieiie ettt ettt b ettt e bt b e e ane e e e eteenanes 157.78 1.09 171.98
Speech-Language PatholOogy ........c..coeoiriiiiiiii et 172.08 0.22 37.86
MediCal SOCIAI SEIVICES .....coiuiiiiiiiii ettt b e enee s 210.36 0.14 29.45
1o - | PSSP SPRPRO 2,413.82

Source: FY 2012 Medicare cost report data and 2012 Medicare claims data from the standard analytic file (as of June 2013) for episodes end-
ing on or before December 31, 2012 for which we could link an OASIS assessment.

Using the current claims data for CY
2013 (as of June 30, 2014), we re-
examined the 2012 visit distribution

and re-calculated the 2013 estimated
cost per episode using the updated 2013

visit profile. We estimate the 2013 60-

day episode cost to be $2,485.24 (Table
4).
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TABLE 4—2013 ESTIMATED COST PER EPISODE

2013 Average 2013 Estimated
il 2012 Average 2013 HH

Discipline o number of cost per

costs per visit visits Market basket episode
SKilled NUFISING ..veveeiieieeie et $130.49 9.28 1.023 $1,238.80
Home Health AIde .....coouiiiiiiiee e 61.62 2.41 1.023 151.92
Physical TRErapy ......cccciiiiiiiiii e 160.03 5.03 1.023 823.46
Occupational Therapy ............. 157.78 1.22 1.023 196.92
Speech-Language Pathology . 172.08 0.25 1.023 44.01
Medical SOCIal SEIVICES ......cccviiiiiiiiiiiie e 210.36 0.14 1.023 30.13
TOMAL ettt 2,485.24

Source: FY 2012 Medicare cost report data and 2013 Medicare claims data from the standard analytic file (as of June 30, 2014) for episodes
(excluding low-utilization payment adjusted episodes and partial-episode-payment adjusted episodes) ending on or before December 31, 2013 for

which we could link an OASIS assessment.

In the CY 2014 HH PPS final rule (78
FR 72277), using 2011 cost report data,
we estimated the 2012 60-day episode
cost to be about $2,507.83 ($2,453.71 *
0.9981 * 1.024) and the 2013 60-day
episode cost to be $2,565.51 ($2,453.71
*0.9981 * 1.024 * 1.023). Using 2012
cost report data, the 2012 and 2013
estimated cost per episode ($2,413.82
and $2,485.24, respectively) are lower
than the episode costs we estimated
using 2011 cost report data for the CY
2014 HH PPS final rule.?

In the CY 2014 HH PPS final rule, we
stated that our analysis of 2011 cost
report data and 2012 claims data
indicated a need for a —3.45 percent
rebasing adjustment to the national,
standardized 60-day episode payment
rate each year for four years. However,
as specified by statute, the rebasing
adjustment is limited to 3.5 percent of
the CY 2010 national, standardized 60-
day episode payment rate of $2,312.94
(74 FR 58106), or $80.95. We stated that
given that a —3.45 percent adjustment
for CY 2014 through CY 2017 will result
in larger dollar amount reductions than
the maximum dollar amount allowed
under section 3131(a) of the Affordable
Care Act of $80.95, we are limited to
implementing a reduction of $80.95
(approximately 2.8 percent for CY 2014)
to the national, standardized 60-day
episode payment amount each year for
CY 2014 through CY 2017. Our latest
analysis of 2012 cost report and 2013
claims data suggests that an even larger
reduction (—4.21 percent) than the
reduction described in the CY 2014 final
rule (—3.45 percent) will be needed in
order to align payments to costs. We
stated in the CY 2015 HH PPS proposed
rule that we would continue to monitor

1The 2012 estimated cost per episode cited is
based on FY 2012 cost report data and CY 2012
claims data (as of June 30, 2013) and the 2013
estimated cost per episode is based on FY 2012 cost
report data and CY 2013 claims data (as of June 30,
2014).

potential impacts of rebasing as more
data become available (79 FR 38371).

Although we finalized the rebasing
adjustments in the CY 2014 HH PPS
final rule and did not propose any
changes to those adjustments, we
received a number of comments on the
rebasing and on our analysis of 2012
cost report data in the CY 2015 HH PPS
proposed rule. Those comments and our
responses are summarized below.

Comment: Commenters urged CMS to
postpone or stop the implementation of
the rebasing reductions. Commenters
expressed concerns with the rebasing
methodology, impact analysis, and
process outlined in the CY 2014 HH PPS
proposed and final rules and stated that
a more comprehensive study is needed
to evaluate the rebasing reductions.
Some commenters also stated that the
findings on the study on access to care
mandated by section 3131(d) of the
Affordable Care Act were not fully
considered prior to the implementation
or rebasing and urged CMS to take into
account these findings and reconsider
the rebasing adjustments.

Response: We thank the commenters
for their comments. We did not propose
changes to the rebasing adjustments for
CY 2014 through CY 2017 finalized in
the CY 2014 HH PPS final rule. The
comments received regarding the
rebasing adjustments were nearly
identical to the comments submitted
during the comment period for the CY
2014 HH PPS proposed rule. Therefore,
we encourage commenters to review our
responses to the comments we received
on the rebasing adjustments in the CY
2014 HH PPS final rule (78 FR 72282—
72294).

Comment: Several commenters were
concerned with the impact of the
rebasing adjustments and urged CMS to
monitor the impact of the reductions
and provided suggestions for the impact
and monitoring analyses.

Response: As we noted in the CY
2015 HH PPS proposed rule, sufficient

claims data for CY 2014 is not available
for analysis. We plan to provide an
update on our monitoring efforts once
sufficient CY 2014 claims data become
available. In their public comments on
the CY 2015 HH PPS proposed rule,
MedPAC stated that given the 12
percent or higher margins for for-profit
and non-profit agencies in 2012, they do
not expect the reductions to materially
affect the operations of most agencies
and recommended to Congress that
rebasing be implemented in a shorter
period, that the annual payment update
be eliminated, and that such changes to
statute would help bring payments
closer to costs than the current approach
to rebasing. MedPAC is required to
conduct a study and submit a report on
the impact of the rebasing adjustments
on access to care, quality outcomes, the
number of home health agencies, and
rural agencies, urban agencies, for-profit
agencies and non-profit agencies to be
submitted no later than January 1, 2015.

Comment: A commenter stated that
CMS did not indicate in the CY 2015
HH PPS proposed rule how many 2012
cost reports were audited and how
many were trimmed out (excluded) from
the analysis. The commenter requested
that CMS include this information in
the final rule for the sake of
transparency.

Response: None of the 2012 cost
reports were audited. Of the 10,485 cost
reports in the sample, which contained
10,310 unique provider numbers, 6,135
cost reports were used in the results
presented in the CY 2015 HH PPS
proposed rule (79 FR 38370-38371). We
used same trimming and weighting
methodology described in the CY 2014
HH PPS proposed rule (78 FR 40284—
40286).

Comment: Commenters expressed
concern with the reduction to the NRS
conversion factor. The commenter was
concerned that reductions to payments
for NRS may impact patients with
wounds and requested that CMS re-
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evaluate the utilization of and charges
associated with surgical dressings
compared to other supplies in the NRS
group and suggested CMS consider a
separate conversion factor for surgical
dressings. Another commenter stated
that it is difficult to determine whether
actual hospital-based HHA NRS costs
had been included into the total cost of
services measured. The commenter
stated that there is a flaw in the
hospital-based cost report where the
NRS cost data does not flow to the total
cost. The commenter recommended that
CMS review the hospital based cost
reports for this problem and fix the NRS
adjustment equitably if that flaw exists.

Response: We researched whether
hospital-based HHA costs for NRS were
included in our rebasing calculations in
the CY 2014 HH PPS proposed and final
rules. We noted in the CY 2014 HH PPS
final rule that NRS costs for hospital-
based HHAs are to be reported on CMS
form 2552-10, worksheet H, line 12 (78
FR 72291). This data flows to worksheet
H3, part 1, line 15. However, line 15,
columns 6 through 11 are shaded out
and not currently populated. We are in
the process of “un-shading” those
columns for future data collection. Of
the over 11,000 HHAs included in the
Regulatory Impact Analysis in section
V., less than 10 percent are facility-
based HHAs. We believe that using NRS
cost data solely from freestanding
HHAs, given the unavailability of the
hospital-based HHA NRS cost data for
FY 2011, is appropriate. We examined
cost report data for both freestanding
and hospital-based HHAs (using
instances where the hospital-based HHA
submitted cost report data using the
older version of the Medicare hospital
cost report (CMS form 2552-96) that
allows columns 6 through 11 on line 15
on worksheet H6 part 1to be populated).
We found that the average NRS cost per
visit varies substantially from year-to-
year, with the five-year average NRS
cost per visit at $2.27.

Once the hospital-based cost report
data becomes available, we will analyze
those costs and take them into
consideration as we work to address any
findings from the home health study
required by section 3131(d) of the
Affordable Care Act, monitor the
potential impact of the rebasing
adjustments and other recent payment
changes, and develop payment options
to ensure ongoing access to care for
vulnerable populations. The work may
include potential revisions to the NRS
and case-mix weights methodology to
better reflect costs of treating Medicare
beneficiaries.

Comment: Commenters urged CMS to
use the authority granted under section

1871 of the Social Security Act to
modify the rebasing adjustments
finalized in the CY 2014 HH PPS final
rule. The commenter stated that CMS
has authority to modify final regulations
if CMS finds that notice and public
procedure thereon are impracticable,
unnecessary, or contrary to the public
interest. Commenters urged CMS to
modify payment rates in order to secure
seniors’ access to home health care,
ensure high quality of care, and preserve
jobs. Another commenter stated that
section 1895 of the Social Security Act
allows CMS to implement a less
aggressive approach to rebasing.

Response: Section 1871(b)(2)(C) of the
Act cross-references section 553(b)(3)(B)
of the Administrative Procedure Act.
Both the Social Security Act and the
Administrative Procedure Act permit us
to waive the requirements of notice and
a period for comment if, among other
things, the Secretary determines that
notice and comment are impracticable,
unnecessary, or contrary to the public
interest. Normally, we only waive notice
and comment when we believe there are
unusual circumstances that would
warrant expedited implementation of a
rule, or when the rule changes are
technical and/or involve no exercise of
discretion on the part of the Secretary.
In the context of this notice-and-
comment rulemaking, it appears that the
commenter is requesting that we adjust
our rebasing rates without having
previously announced our intention to
do so. We do not believe that
circumstances have changed in a way
that would require an immediate change
to our rebasing rate; and even if
circumstances changed, we do not
believe that changing the rate without a
period for notice and comment would
be in the public interest. We also note
that calculation of the rates pursuant to
the rebasing provision at section
1895(b)(3)(A)(iii) of the Act took place
after a period of notice and comment in
the CY 2014 HH PPS rule (see 78 FR
72278 through 72281). Section 1895 of
the Act states that we must phase in any
adjustment over a four-year period in
equal increments, not to exceed 3.5
percent of the amount (or amounts) as
of the date of enactment of the
Affordable Care Act, and fully
implement the rebasing adjustments by
CY 2017. We do not have the authority
to implement rebasing in another
manner. Therefore, we will move
forward with the rebasing reductions
finalized in the CY 2014 HH PPS final
rule.

2. Affordable Care Act Face-to-Face
Encounter Requirement

Effective January 1, 2011, section
6407 the Affordable Care Act requires
that, as a condition for payment, prior
to certifying a patient’s eligibility for the
Medicare home health benefit, the
physician must document that the
physician himself or herself, or an
allowed non-physician practitioner
(NPP), as described below, had a face-
to-face encounter with the patient. The
regulations at § 424.22(a)(1)(v) currently
require that that the face-to-face
encounter be related to the primary
reason the patient requires home health
services and occur no more than 90 days
prior to the home health start of care
date or within 30 days of the start of the
home health care. In addition, as part of
the certification of eligibility, the
certifying physician must document the
date of the encounter and include an
explanation (narrative) of why the
clinical findings of such encounter
support that the patient is homebound,
as defined in subsections 1814(a) and
1835(a) of the Act, and in need of either
intermittent skilled nursing services or
therapy services, as defined in
§409.42(c). The face-to-face encounter
requirement was enacted, in part, to
discourage physicians certifying patient
eligibility for the Medicare home health
benefit from relying solely on
information provided by the HHAs
when making eligibility determinations
and other decisions about patient care.

In the CY 2011 HH PPS final rule, in
which we implemented the face-to-face
encounter provision of the Affordable
Care Act, some commenters expressed
concern that this requirement would
diminish access to home health services
(75 FR 70427). We examined home
health claims data from before
implementation of the face-to-face
encounter requirement (CY 2010), the
year of implementation (CY 2011), and
the years following implementation (CY
2012 and CY 2013), to determine
whether there were indications of access
issues as a result of this requirement.
Nationally, utilization (as measured by
the number of episodes) held relatively
constant over the first year of
implementation (comparing CY 2010
and CY 2011) (see Table 5 below).
Between CY 2010 and CY 2013, there
was a 1.8 percent decrease in number of
episodes, however, there was a 1.5
percent increase in the number of home
health users (beneficiaries with at least
one home health episode). Also, the
number of HHAs providing at least one
home health episode increased steadily
from CY 2010 through CY 2013 with an
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percent. Newly eligible Medicare
beneficiaries are typically not of the age
where home health services are needed
and therefore, without any changes in
beneficiaries) in CY 2013. We note these utilization, we will expect home health
observed decreases between CY 2010 to  users and the number of episodes per
CY 2013, for the most part, are likely the Part A and/or B FFS beneficiaries to
result of an increase in FFS enrollment  decrease with an increase in the number
between CY 2010 and CY 2013 of 4.6 of newly enrolled FFS beneficiaries.

aggregate increase of 8.9 percent (see
Table 5 below).

Home health users as a percentage of
Part A and/or Part B fee-for-service
(FFS) beneficiaries decreased slightly
from 9.3 percent in CY 2010 to 9.0
percent in CY 2013. The number of
episodes per Part A and/or Part B FFS
beneficiaries decreased slightly between
CY 2010 and CY 2013, with 0.19 (or 19

episodes per 100 Medicare Part A and/
or Part B FFS beneficiaries) in CY 2010
and 0.17 (or 17 episodes per 100
Medicare Part A and/or Part B FFS

TABLE 5—HOME HEALTH STATISTICS, CY 2010 THROUGH CY 2013

2010 2011 2012 2013
NUMDEr Of BPISOUES .....eiiiiiiie et 6,833,669 6,821,459 6,727,875 6,708,923
Beneficiaries receiving at least 1 episode (Home Health Users) ... 3,431,696 3,449,231 3,446,122 3,484,579
Part A and/or B FFS beneficiaries ........c.cccocrvininiiniieiciecene 36,818,078 37,686,526 38,224,640 38,505,609
Episodes per Part A and/or B FFS beneficiaries ..........cccccovviiiiineinicineenns 0.19 0.18 0.18 0.17
Home health users as a percentage of Part A and/or B FFS beneficiaries ... 9.3% 9.2% 9.0% 9.0%
HHAs providing at least 1 epiSOde ........c.covieiiiiiiiiiiieee e 10,916 11,446 11,746 11,889

Source: National claims history (NCH) data obtained from Chronic Condition Warehouse (CCW)—Accessed on May 14, 2014 and August 19,
2014. Medicare enrollment information obtained from the CCW Master Beneficiary Summary File. Beneficiaries are the total number of bene-
ficiaries in a given year with at least 1 month of Part A and/or Part B Fee-for-Service coverage without having any months of Medicare Advan-

tage coverage.

Note(s): These results include all episode types (Normal, PEP, Outlier, LUPA) and also include episodes from outlying areas (outside of 50
States and District of Columbia). Only episodes with a through date in the year specified are included. Episodes with a claim frequency code
equal to “0” (“Non-payment/zero claims”) and “2” (“Interim—first claim”) are excluded. If a beneficiary is treated by providers from multiple
states within a year the beneficiary is counted within each state’s unique number of beneficiaries served.

Although home health utilization at
the national level decreased slightly
from CY 2010 and CY 2013, the
decrease in utilization did not occur in

all states. For example, California, New
Jersey and Virginia experienced an
increase in the number of episodes from
CY 2010 to CY 2013. Also, the number

of episodes per Part A and/or Part B FFS
beneficiaries for these states increased
or remained roughly the same between
CY 2010 through CY 2013 (see Table 6).

TABLE 6—HOME HEALTH STATISTICS FOR SELECT STATES WITH INCREASING NUMBERS OF HOME HEALTH EPISODES
BETWEEN CY 2010 AND CY 2011

Year AL CA MA NJ VA

Number of Episodes .........cccociiiiiiieis 2010 149,242 428,491 183,271 142,328 142,660
2011 151,131 451,749 186,849 143,127 149,154
2012 151,812 477,732 183,625 142,129 154,677
2013 148,972 508,838 186,871 143,674 160,105

Beneficiaries Receiving at Least 1 Epi-
sode (Home Health Users) .................. 2010 68,949 259,013 103,954 95,804 83,933
2011 70,539 270,259 107,520 97,190 86,796
2012 71,186 281,023 106,910 96,534 89,879
2013 71,703 294,150 110,573 97,385 94,393
Part A and/or Part B FFS Beneficiaries .. 2010 689,302 3,199,845 890,472 1,205,049 1,014,248
2011 717,413 3,294,574 934,312 1,228,239 1,055,516
2012 732,952 3,397,936 959,015 1,232,950 1,086,474
2013 739,868 3,444,078 976,814 1,245,275 1,119,886

Episodes per Part A and/or Part B FFS
beneficiaries ... 2010 0.22 0.13 0.21 0.12 0.14
2011 0.21 0.14 0.20 0.12 0.14
2012 0.21 0.14 0.19 0.12 0.14
2013 0.20 0.15 0.19 0.12 0.14

Home Health Users as a Percentage of
Part A and/or B FFS beneficiaries ....... 2010 10.00% 8.09% 11.67% 7.95% 8.28%
2011 9.83% 8.20% 11.51% 7.91% 8.22%
2012 9.71% 8.27% 11.15% 7.83% 8.27%
2013 9.69% 8.54% 11.32% 7.82% 8.43%
Providers Providing at Least 1 Episode .. 2010 148 925 138 49 196
2011 150 1,013 150 48 209
2012 148 1,073 160 47 219
2013 150 1,157 165 46 224

Source: National claims history (NCH) data obtained from Chronic Condition Warehouse (CCW)—Accessed on May 14, 2014 and August 19,

2014. Medicare enrollment information obtained from the CCW Master Beneficiary Summary File. Beneficiaries are the total number of bene-
ficiaries in a given year with at least 1 month of Part A and/or Part B Fee-for-Service coverage without having any months of Medicare Advan-
tage coverage.
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Note(s): These results include all episode types (Normal, PEP, Outlier, LUPA) and also include episodes from outlying areas (outside of 50
States and District of Columbia). Only episodes with a through date in the year specified are included. Episodes with a claim frequency code
equal to “0” (“Non-payment/zero claims”) and “2” (“Interim—first claim”) are excluded. If a beneficiary is treated by providers from multiple
states within a year the beneficiary is counted within each state’s unique number of beneficiaries served.

The states with the highest utilization
of Medicare home health (as measured
by the number of episodes per Part A
and/or Part B FFS beneficiaries) are
Texas, Florida, Oklahoma, Mississippi,
and Louisiana (Table 7 and Figure 1
below). In aggregate, for CY 2010
through CY 2013 the number of
episodes for these states decreased by
8.0 percent; however, even with this
decrease from CY 2010 through CY
2013, the five states listed in Table 7
continue to be among the states with the
highest utilization of Medicare home
health nationally (see Figure 1). If we
were to exclude the five states listed in
Table 7 from the national figures in
Table 5, home health users
(beneficiaries with at least one home

health episode) as a percentage of Part
A and/or Part B fee-for-service (FFS)
beneficiaries would decrease from to 9.0
percent to 8.1 percent for CY 2013 and
the number of episodes per Part A and/
or Part B FFS beneficiaries would
decrease from 0.17 (or 17 episodes per
100 Medicare Part A and/or Part B FFS
beneficiaries) to 0.14 (or 14 episodes per
100 Medicare Part A and/or Part B FFS
beneficiaries) for CY 2013.

Texas, accounting for roughly 17
percent of HHA episodes in 2010,
experienced a 12 percent decrease in the
number of episodes and a 9 percent
decrease in the number of home health
users between CY 2010 and CY 2013
(see Table 7 below). We also note that
Texas is one of the states that has areas

with suspect billing practices. A
temporary moratoria on enrollment of
new HHAs, effective July 30, 2013, were
put in place for Miami, FL and Chicago,
IL. In January of 2014, CMS announced
new temporary moratoria on enrollment
of new HHAs in four additional areas
—Fort Lauderdale, FL; Detroit, MI;
Dallas, TX; and Houston, TX. If we were
to exclude Texas from the national
average (see Table 5 above), there would
be a 0.13 percent increase in number of
episodes between CY 2010 and CY 2013
rather than a 1.8 percent decrease as
observed at the national level. The
number of home health users would
increase 2.8 percent compared to the
national average with an increase of 1.5
percent.

TABLE 7—HOME HEALTH STATISTICS FOR THE STATES WITH THE HIGHEST NUMBER OF HOME HEALTH EPISODES PER
PART A AND/OR PART B FFS BENEFICIARIES, CY 2010 THROUGH CY 2013

Year TX FL OK MS LA

Number of Episodes ........c.cccccrveerereenens 2010 1,127,852 689,183 208,555 153,169 256,014
2011 1,107,605 701,426 203,112 153,983 249,479
2012 1,054,244 691,255 196,887 148,516 230,115
2013 995,555 689,269 196,713 143,428 215,590

Beneficiaries Receiving at Least 1 Epi-
sode (Home Health Users) .................. 2010 366,844 355,181 68,440 55,132 77,976
2011 363,474 355,900 67,218 55,818 77,677
2012 350,803 354,838 65,948 55,438 74,755
2013 333,396 357,099 66,502 55,453 73,888
Part A and/or Part B FFS Beneficiaries .. 2010 2,500,237 2,422,141 533,792 465,129 544,555
2011 2,597,406 2,454,124 549,687 476,497 561,531
2012 2,604,458 2,451,790 558,500 480,218 568,483
2013 2,535,611 2,454,216 568,815 483,439 574,654

Episodes per Part A and/or Part B FFS
beneficiaries .......ccoceovvniiiiinici, 2010 0.45 0.28 0.39 0.33 0.47
2011 0.43 0.29 0.37 0.32 0.44
2012 0.40 0.28 0.35 0.31 0.40
2013 0.39 0.28 0.35 0.30 0.38

Home Health Users as a Percentage of
Part A and/or Part B FFS Beneficiaries 2010 14.67% 14.66% 12.82% 11.85% 14.32%
2011 13.99% 14.50% 12.23% 11.71% 13.83%
2012 13.47% 14.47% 11.81% 11.54% 13.15%
2013 13.15% 14.55% 11.69% 11.47% 12.86%
Providers Providing at Least 1 Episode .. 2010 2,352 1,348 240 53 213
2011 2,472 1,426 252 51 216
2012 2,549 1,430 254 48 213
2013 2,600 1,357 262 48 210

Source: National claims history (NCH) data obtained from Chronic Condition Warehouse (CCW)—Accessed on May 14, 2014 and August 19,

2014. Medicare enrollment information obtained from the CCW Master Beneficiary Summary File. Beneficiaries are the total number of bene-
ficiaries in a given year with at least 1 month of Part A and/or Part B Fee-for-Service coverage without having any months of Medicare Advan-
tage coverage.

Note(s): These results include all episode types (Normal, PEP, Outlier, LUPA) and also include episodes from outlying areas (outside of 50
States and District of Columbia). Only episodes with a through date in the year specified are included. Episodes with a claim frequency code
equal to “0” (“Non-payment/zero claims”) and “2” (“Interim—first claim”) are excluded. If a beneficiary is treated by providers from multiple
states within a year the beneficiary is counted within each state’s unique number of beneficiaries served.
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Figure 1: Home Health Episodes per Part A and/or Part B FFS Beneficiaries - CY 2013

0.03 to 0.08 (10}
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For CY 2011, in addition to the
implementation of the Affordable Care
Act face-to-face encounter requirement,
HHASs were also subject to new therapy
reassessment requirements, payments
were reduced to account for increases in
nominal case-mix, and the Affordable
Care Act mandated that the HH PPS
payment rates be reduced by 5 percent
to pay up to, but no more than 2.5
percent of total HH PPS payments as
outlier payments. The estimated net
impact to HHAs for CY 2011 was a
decrease in total HH PPS payments of
4.78 percent. Therefore, any changes in
utilization between CY 2010 and CY
2011 cannot be solely attributable to the
implementation of the face-to-face
encounter requirement. For CY 2012 we
recalibrated the case-mix weights,
including the removal of two
hypertension codes from scoring points
in the HH PPS Grouper and lowering
the case-mix weights for high therapy
cases estimated net impact to HHAs,
and reduced HH PPS rates in CY 2012
by 3.79 percent to account for additional
growth in aggregate case-mix that was
unrelated to changes in patients’ health

0.09 to 0.12 (10)

status. The estimated net impact to
HHAs for CY 2012 was a decrease in
total HH PPS payments of 2.31 percent.
Again, any changes in utilization
between CY 2011 and CY 2012 cannot
be solely attributable to the
implementation of the face-to-face
encounter requirement. Given that a
decrease in the number of episodes from
CY 2010 to CY 2013 occurred in states
that have the highest home health
utilization (number of episodes per Part
A and/or Part B FFS beneficiaries) and
not all states experienced declines in
episode volume during that time period,
we believe that the implementation of
the face-to-face encounter requirement
could be considered a contributing
factor. We will continue to monitor for
potential impacts due to the
implementation of the face-to-face
encounter requirements and other
policy changes in the future.
Independent effects of any one policy
may be difficult to discern in years
where multiple policy changes occur in
any given year.
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B. Changes to the Face-to-Face
Encounter Requirements

1. Background on Statutory and
Regulatory Requirements

As a condition for payment, section
6407 of the Affordable Care Act requires
that, prior to certifying a patient’s
eligibility for the Medicare home health
benefit, the physician must document
that the physician himself or herself or
an allowed non-physician practitioner
(NPP) had a face-to-face encounter with
the patient. Specifically, sections
1814(a)(2)(C) and 1835(a)(2)(A) of the
Act, as amended by the Affordable Care
Act, state that, in addition to the
certifying physician, a nurse
practitioner or clinical nurse specialist,
as those terms are defined in section
1861(aa)(5) of the Act, working in
collaboration with the physician in
accordance with state law, or a certified
nurse-midwife (as defined in section
1861(gg) of the Act) as authorized by
state law, or a physician assistant (as
defined in section 1861 (aa)(5) of the
Act) under the supervision of the
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physician may perform the face-to-face
encounter.

The goal of the Affordable Care Act
provision is to achieve greater physician
accountability in certifying a patient’s
eligibility and in establishing a patient’s
plan of care. We believe this goal is
better achieved if the face-to-face
encounter occurs close to the start of
home health care, increasing the
likelihood that the clinical conditions
exhibited by the patient during the
encounter are related to the primary
reason the patient needs home health
care. The certifying physician is
responsible for determining whether the
patient meets the eligibility criteria (that
is, homebound status and need for
skilled services) and for understanding
the current clinical needs of the patient
such that the physician can establish an
effective plan of care. As such, CMS
regulations at § 424.22(a)(1)(v) require
that the face-to-face encounter be related
to the primary reason the patient
requires home health services and occur
no more than 90 days prior to the home
health start of care date or within 30
days of the start of the home health care.
In addition, current regulations require
that, as part of the certification of
eligibility, the certifying physician must
document the date of the encounter and
include an explanation (narrative) of
why the clinical findings of such
encounter support that the patient is
homebound, as defined in sections
1835(a) and 1814(a) of the Act, and in
need of either intermittent skilled
nursing services, physical therapy, or
speech-language pathology services, as
defined in § 409.42(c).

The “Requirements for Home Health
Services” describes certifying a patient’s
eligibility for the Medicare home health
benefit, and as stated in the “Content of
the Certification” under §424.22 (a)(1),
a physician must certify that:

¢ The individual needs or needed
intermittent skilled nursing care,
physical therapy, and/or speech-
language pathology services as defined
in §409.42(c).

e Home health services are or were
required because the individual was
confined to the home (as defined in
sections 1835(a) and 1814(a) of the Act),
except when receiving outpatient
services.

¢ A plan for furnishing the services
has been established and is or will be
periodically reviewed by a physician
who is a doctor of medicine, osteopathy,
or podiatric medicine (a doctor of
podiatric medicine may perform only
plan of treatment functions that are
consistent with the functions he or she

is authorized to perform under state
law).2

¢ Home health services will be or
were furnished while the individual is
or was under the care of a physician
who is a doctor of medicine, osteopathy,
or podiatric medicine.

¢ A face-to-face patient encounter
occurred no more than 90 days prior to
the home health start of care date or
within 30 days of the start of the home
health care and was related to the
primary reason the patient requires
home health services. This also includes
documenting the date of the encounter
and including an explanation of why
the clinical findings of such encounter
support that the patient is homebound
(as defined in sections 1835(a) and
1814(a) of the Act) and in need of either
intermittent skilled nursing services or
therapy services as defined in
§409.42(c). The documentation must be
clearly titled and dated and the
documentation must be signed by the
certifying physician.

CMS regulations at §424.22(a)(1)(i)
also require that, for instances where the
physician orders skilled nursing visits
for management and evaluation of the
patient’s care plan,? the physician must
include a brief narrative that describes
the clinical justification of this need and
the narrative must be located
immediately before the physician’s
signature. If the narrative exists as an
addendum to the certification form, in
addition to the physician’s signature on
the certification form, the physician
must sign immediately after the
narrative in the addendum.

When there is a continuous need for
home health care after an initial 60-day
episode of care, a physician is also
required to recertify the patient’s
eligibility for the home health benefit. In
accordance with §424.22(b), a

2The physician cannot have a financial
relationship as defined in § 411.354 of the chapter,
with that HHA, unless the physician’s relationship
meets one of the exceptions in section 1877 of the
Act, which sets forth general exceptions to the
referral prohibition related to both ownership/
investment and compensation; exceptions to the
referral prohibition related to ownership or
investment interests; and exceptions to the referral
prohibition related to compensation arrangements.

3 Skilled nursing visits for management and
evaluation of the patient’s care plan are reasonable
and necessary where underlying conditions or
complications require that only a registered nurse
can ensure that essential unskilled care is achieving
its purpose. For skilled nursing care to be
reasonable and necessary for management and
evaluation of the patient’s plan of care, the
complexity of the necessary unskilled services that
are a necessary part of the medical treatment must
require the involvement of skilled nursing
personnel to promote the patient’s recovery and
medical safety in view of the patient’s overall
condition (reference §409.33 and section 40.1.2.2 in
Chapter 7 of the Medicare Benefits Policy Manual
(Pub. 100-02)).

recertification is required at least every
60 days, preferably at the time the plan
is reviewed, and must be signed and
dated by the physician who reviews the
plan of care. In recertifying the patient’s
eligibility for the home health benefit,
the recertification must indicate the
continuing need for skilled services and
estimate how much longer the skilled
services will be required. The need for
occupational therapy may be the basis
for continuing services that were
initiated because the individual needed
skilled nursing care, physical therapy,
or speech—language pathology services.
Again, for instances where the
physician ordering skilled nursing visits
for management and evaluation of the
patient’s care plan, the physician must
include a brief narrative that describes
the clinical justification of this need and
the narrative must be located
immediately before the physician’s
signature. If the narrative exists as an
addendum to the recertification form, in
addition to the physician’s signature on
the recertification form, the physician
must sign immediately after the
narrative in the addendum.

In the CY 2012 HH PPS final rule (76
FR 68597), we stated that, in addition to
the certifying physician and allowed
NPPs (as defined by the Act and
discussed above), the physician who
cared for the patient in an acute or post-
acute care facility from which the
patient was directly admitted to home
health care, and who had privileges in
such facility, could also perform the
face-to-face encounter. In the CY 2013
HH PPS final rule (77 FR 67068) we
revised our regulations so that an
allowed NPP, collaborating with or
under the supervision of the physician
who cared for the patient in the acute/
post-acute care facility, could
communicate the clinical findings that
supported the patient’s needs for skilled
care and homebound status to the acute/
post-acute care physician. In turn, the
acute/post-acute care physician would
communicate the clinical findings that
supported the patient’s needs for skilled
care and homebound status from the
encounter performed by the NPP to the
certifying physician to document. Policy
always permitted such NPPs in the
acute/post-acute care setting from which
the patient is directly admitted to home
health care to perform the face-to-face
encounter and communicate directly
with the certifying physician the
clinical findings from the encounter and
how such findings support that the
patient was homebound and needed
skilled services (77 FR 67106).
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2. Changes to the Face-to-Face
Encounter Narrative Requirement and
Non-Coverage of Associated Physician
Certification/Re-Certification Claims

Each year, the CMS’ Office of
Financial Management (OFM), under
the Comprehensive Error Rate Testing
(CERT) program, calculates the
Medicare Fee-for-Service (FFS)
improper payment rate. For the FY 2013
report period (reflecting claims
processed between July 2011 and June
2012), the national Medicare FFS
improper payment rate was calculated
to be 10.1 percent.# For that same report
period, the improper payment rate for
home health services was 17.3 percent,
representing a projected improper
payment amount of approximately $3
billion.5 The improper payments
identified by the CERT program
represent instances in which a health
care provider fails to comply with the
Medicare coverage and billing
requirements and are not necessarily a
result of fraudulent activity.®

The majority of home health improper
payments were due to “insufficient
documentation” errors. “Insufficient
documentation” errors occur when the
medical documentation submitted is
inadequate to support payment for the
services billed or when a specific
documentation element that is required
(as described above) is missing. Most
“insufficient documentation” errors for
home health occurred when the
narrative portion of the face-to-face
encounter documentation did not
sufficiently describe how the clinical
findings from the encounter supported
the beneficiary’s homebound status and
need for skilled services, as required by
§424.22(a)(1)(v).

The home health industry continues
to voice concerns regarding the
implementation of the Affordable Care
Act face-to-face encounter
documentation requirement. The home
health industry cites challenges that
HHASs face in meeting the face-to-face
encounter documentation requirements
regarding the required narrative,

4U.S. Department of Health and Human Services,
“FY 2013 Agency Financial Report”, accessed on
April, 23, 2014 at: http://www.hhs.gov/afr/2013-
hhs-agency-financial-report.pdf.

5U.S. Department of Health and Human Services,
“The Supplementary Appendices for the Medicare
Fee-for-Service 2013 Improper Payment Rate
Report”, accessed on April, 23, 2014 at: http://
www.cms.gov/Research-Statistics-Data-and-
Systems/Monitoring-Programs/Medicare-FFS-
Compliance-Programs/CERT/Downloads/
November2013ReportPeriodAppendixFinal12-13-
2013_508Compliance_Approved12-27-13.pdf.

6 The CERT improper payment rate is not a “fraud
rate,” but is a measurement of payments made that
did not meet Medicare requirements. The CERT
program cannot label a claim fraudulent.

including a perceived lack of
established standards for compliance
that can be adequately understood and
applied by the physicians and HHAs. In
addition, the home health industry
conveys frustration with having to rely
on the physician to satisfy the face-to-
face encounter documentation
requirements without incentives to
encourage physician compliance.
Correspondence received to date has
expressed concern over the “‘extensive
and redundant” narrative required by
regulation for face-to-face encounter
documentation purposes when detailed
evidence to support the physician
certification of homebound status and
medical necessity is available in clinical
records. In addition, correspondence
stated that the narrative requirement
was not explicit in the Affordable Care
Act provision requiring a face-to-face
encounter as part of the certification of
eligibility and that a narrative
requirement goes beyond Congressional
intent.

While we do not agree that the
narrative requirement goes beyond
Congressional intent, we agree that there
should be sufficient evidence in the
patient’s medical record to demonstrate
that the patient meets the Medicare
home health eligibility criteria.
Therefore, in an effort to simplify the
face-to-face encounter regulations,
reduce burden for HHAs and
physicians, and to mitigate instances
where physicians and HHAs
unintentionally fail to comply with
certification requirements, we proposed
that:

(1) The narrative requirement in
regulation at §424.22(a)(1)(v) would be
eliminated. The certifying physician
would still be required to certify that a
face-to-face patient encounter, which is
related to the primary reason the patient
requires home health services, occurred
no more than 90 days prior to the home
health start of care date or within 30
days of the start of the home health care
and was performed by a physician or
allowed non-physician practitioner as
defined in §424.22(a)(1)(v)(A), and to
document the date of the encounter as
part of the certification of eligibility.

For instances where the physician is
ordering skilled nursing visits for
management and evaluation of the
patient’s care plan, the physician would
still be required to include a brief
narrative that describes the clinical
justification of this need as part of the
certification/re-certification of eligibility
as outlined in §424.22(a)(1)(i) and
§424.22(b)(2). This requirement was
implemented in the CY 2010 HH PPS
final rule (74 FR 58111) and is not
changing. We note that this requirement

predates the Affordable Care Act, and is
a long-established policy of CMS.

(2) In determining whether the patient
is or was eligible to receive services
under the Medicare home health benefit
at the start of care, we proposed to
review only the medical record for the
patient from the certifying physician or
the acute/post-acute care facility (if the
patient in that setting was directly
admitted to home health) used to
support the physician’s certification of
patient eligibility, as described in
paragraphs (a)(1) and (b) of the section.
If the patient’s medical record, used by
the physician in certifying eligibility,
was not sufficient to demonstrate that
the patient was eligible to receive
services under the Medicare home
health benefit, payment would not be
rendered for home health services
provided.

(3) Physician claims for certification/
recertification of eligibility for home
health services (G0180 and G0179,
respectively) would not be covered if
the HHA claim itself was non-covered
because the certification/recertification
of eligibility was not complete or
because there was insufficient
documentation to support that the
patient was eligible for the Medicare
home health benefit. However, rather
than specify this in our regulations, this
proposal would be implemented
through future sub-regulatory guidance.
We believed that these proposals were
responsive to home health industry
concerns regarding the face-to-face
encounter requirements articulated
above. We invited comment on these
proposals and the associated change in
the regulations text at § 424.22 the CY
2015 HH PPS proposed rule (79 FR
38376).

The following is a summary of the
comments we received regarding (1) the
proposed elimination of the face-to-face
encounter narrative requirement as part
of the certification of eligibility; and (2)
the proposal to review only the medical
record for the patient from the certifying
physician or the acute/post-acute care
facility (if the patient in that setting was
directly admitted to home health), used
to support the physician’s certification
of patient eligibility, in determining
whether the patient is or was eligible to
receive services under the Medicare
home health benefit at the start of care.

Comment: A few commenters urged
CMS to remove the face-to-face
requirement entirely. Commenters went
on to note that since the intent of the
face-to-face encounter is to combat
fraud, CMS should be able to determine
which HHAs are providing care by
fraudulent means and should
investigate those HHAs.
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Response: As we note above, as a
condition for payment, section 6407 of
the Affordable Care Act requires that,
prior to certifying a patient’s eligibility
for the Medicare home health benefit,
the physician must document that the
physician himself or herself or an
allowed NPP had a face-to-face
encounter with the patient. As such, we
do not have the legal authority to
eliminate the face-to-face encounter
requirement. We also note above that
the goal of this provision was to achieve
greater physician accountability in
certifying a patient’s eligibility,
increasing communication between the
physician and home health agency to
improve patient care, and in
establishing a patient’s plan of care.
CMS’s Center for Program Integrity (CPI)
is currently engaged in a variety of
activities aimed at reducing fraud and
abuse. Such activities include provider/
contractor audits, policy reviews, and
the identification and monitoring of
program vulnerabilities. CPI is actively
collaborating with the U.S. Department
of Justice, the Department of Health &
Human Services’ Office of Inspector
General, state law enforcement agencies,
other federal entities, and other CMS
component(s) for the purposes of
detecting, deterring, monitoring and
combating fraud and abuse, as well as
taking action against those that commit
or participate in fraudulent or other
unlawful activities.

Comment: Several commenters stated
that CMS overstepped its statutory
authority by requiring the face-to-face
encounter narrative as part of the
certification of patient eligibility for the
home health benefit.

Response: We disagree with the
commenters. We believe that our policy
is consistent with the text, structure,
and purpose of the statute. As a
condition for payment, section 6407 of
the Affordable Care Act requires that,
prior to certifying a patient’s eligibility
for the Medicare home health benefit,
the physician must “document” that the
physician himself or herself or an
allowed NPP had a face-to-face
encounter with the patient. The
statutory text does not specify what the
statutory term “document” means and
we believe it is reasonable to interpret
the requirement to “document” the face-
to-face encounter as requiring the
certifying physician to explain why the
Medicare beneficiary is homebound and
in need of skilled home health services.
This interpretation is supported by the
structure and purpose of the statute.
Medicare payment for home health
services is intended for individuals who
are confined to the home and need
skilled home health services. The face-

to-face requirement and the
documentation requirement help ensure
that individuals do not receive home
health services unnecessarily and that
Medicare makes payment appropriately
(that is, when the patient is homebound
and needs skilled home health services).
Nothing in the text of the statute
indicates that the current required
explanation is outside the scope of the
Secretary’s legal authority. In addition,
this is similar to the long-standing
Medicare policy for skilled nursing
visits for management and evaluation of
the patient’s care plan (where
underlying conditions or complications
require that only a registered nurse can
ensure that essential unskilled care is
achieving its purpose), which was
previously accepted by the home health
community.

Comment: Nearly all commenters
were supportive of the proposal to
eliminate the face-to-face encounter
narrative as part of the certification of
eligibility and urged CMS to finalize the
proposal. Commenters cited challenges
in getting certifying physicians, whom
the HHA has no control over, to
document the narrative sufficiently.
Other commenters noted that policies
surrounding the narrative requirement
contained confusing nuances and
reviews of narrative sufficiency were too
subjective. Some commenters noted
instances where medical necessity and
patient eligibility for the Medicare home
health benefit were clearly
demonstrated in the medical record;
however, the entire claim was denied
because the certifying physician’s
narrative was deemed insufficient.

In contrast, in its comments, MedPAC
stated that the narrative should continue
to be a requirement as part of the
certification of eligibility for Medicare
home health services. MedPAC stated
that eliminating the narrative increases
the risk of unnecessary or unauthorized
home health care services. MedPAC
suggested that CMS keep the current
narrative requirement in effect for at
least another year while it considers
other potential improvements. Another
commenter also disagreed with the
proposed elimination of the face-to-face
encounter narrative as part of the
certification of eligibility stating that the
elimination of the narrative may
increase confusion about the Medicare
home health eligibility requirements.

Response: We thank the vast majority
of the commenters for their support of
this proposal. As explained in the
proposed rule, we proposed to eliminate
the narrative requirement in an effort to
simplify the face-to-face encounter
regulations, reduce burden for HHAs
and physicians, and to mitigate

instances where physicians and HHAs
unintentionally fail to comply with
certification requirements. We believe
that the current narrative requirement
can be useful for HHAs and medical
review auditors, and is a permissible
interpretation of section 6407 of the
Affordable Care Act. However, as the
proposed rule reflects, we acknowledge
the concerns expressed by stakeholders
regarding application of the narrative
requirement. Balancing the
considerations raised by stakeholders
and commenters in light of our
experience, we are finalizing our
proposal to eliminate the narrative
requirement. We will continue to
evaluate whether further policy changes
are warranted in the future.

Comment: A few commenters asked
that CMS affirm that a narrative for
instances where the physician is
ordering skilled nursing for
management and evaluation of the
patient’s care plan (that is, instances
where the patient’s underlying
conditions or complications require that
only a registered nurse can ensure that
essential unskilled care is achieving its
purpose) should be a rare occurrence
and asked how physicians and HHAs
should identify cases that would require
a narrative. Some commenters requested
that CMS affirm in the final rule that
while CMS proposed to eliminate the
face-to-face encounter narrative, a
narrative will still be required for
instances where the physician is
ordering skilled nursing visits for the
management and evaluation of the
patient’s care plan. Several commenters
recommended that CMS eliminate all
narrative requirements for home health
for consistency and to promote a better
understanding of the certification/re-
certification requirements by
physicians.

Response: Instances where a
physician is ordering skilled nursing for
the management and evaluation of the
patient’s care plan (when the patient’s
underlying conditions and/or
complications require a registered nurse
to ensure that non-skilled care is
achieving its purpose), should be rare
and therefore a narrative that explains
the need for such services as part of the
certification/re-certification of patient
eligibility for the Medicare home health
benefit should also be rare. Analysis of
CY 2012 home health claims data
showed that only 1.5 percent of all
home health visits were for management
& evaluation of the patient’s care plan
(see Table 8 below).
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TABLE 8—PERCENTAGE OF HOME
HEALTH VISITS BY HCPCS CODE,
CY 2012

Percent

Type of visit of total

G0154—Direct skilled services
provided by a RN/LPN
G0162—Skilled services by a
RN for management and
evaluation of the plan of care
(the patient’s underlying con-
ditions or complications re-
quires an RN to ensure that
essential non-skilled care
achieves its purpose)
G0163—Skilled services of a
RN/LPN for the observation
and assessment of the pa-
tient’s condition (the change
in the patient’s condition re-
quires skilled nursing per-
sonnel to identify and evalu-
ate the patient’s need for
possible modification of treat-
ment)
G0164—Skilled services of a
RN/LPN, in the training and/
or education of a patient or
family member

67.6

1.5

10.5

20.4

Source: CY 2012 Medicare claims data for
episodes ending on or before December 31,
2012 (as of June 30, 2013) for which we had
a linked OASIS assessment.

Note(s): RN = Registered Nurse, LPN = Li-
censed Practical Nurse.

We note that section 40.1.2.2 in
Chapter 7 of the Medicare Benefits
Policy Manual provides information on
how to identify whether the patient is
receiving skilled nursing services for
management and evaluation of the
patient’s care plan. Skilled nursing
services in such instances can be
“reasonable and necessary where
underlying conditions or complications
require that only a registered nurse can
ensure that essential unskilled care is
achieving its purpose. For skilled
nursing care to be reasonable and
necessary for management and
evaluation of the patient’s plan of care,
the complexity of the necessary
unskilled services that are a necessary
part of the medical treatment must
require the involvement of skilled
nursing personnel to promote the
patient’s recovery and medical safety in
view of the patient’s overall
condition.” 7 Section 40.1.2.2 also
provides several examples in which
skilled nursing services for management
and evaluation of the patient’s care plan
could be considered reasonable and
necessary.

7Medicare Benefit Policy Manual, (CMS Pub.
100-02), Ch. 7, sec. 40.1.2.2. Available at: https://
www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/bp102c07.pdf.

As indicated above in Table 8,
instances where the physician is
ordering skilled nursing visits for
management and evaluation of the
patient’s care plan should be infrequent.
Because the purpose of these visits
require a skilled nurse to ensure that
unskilled care is achieving its purpose,
we believe that it is still appropriate for
the physician to include a brief
narrative that describes the clinical
justification of this need as part of the
certification/re-certification of eligibility
as outlined in § 424.22(a)(1)(i) and
§424.22(b)(2).

Comment: Several commenters stated
that CMS should halt current medical
review activities with regard to the face-
to-face encounter narrative and reopen
any past denials that were made based
on an insufficient face-to-face encounter
narrative by making the implementation
of the elimination of the face-to-face
encounter narrative retroactive.

Response: The changes finalized in
CY 2015 HH PPS final rule will become
effective for episodes that begin on or
after January 1, 2015. Although we are
eliminating the narrative requirement
prospectively, the narrative requirement
continues to apply to services furnished
during episodes that begin before
January 1, 2015.

Comment: One commenter stated that
for claims currently undergoing
retrospective review, CMS should find
HHAs “without fault” under 42 U.S.C.
1395gg and section 1870 of the Act in
receiving payments where the physician
has provided the narrative, although
perhaps not sufficient, in addition to
meeting all other certification
requirements. In finding the HHAs
“without fault” CMS would simply be
acknowledging that the nature of the
earlier face-to-face guidance could lead
to a provider acting in good faith in
submitting a claim that might not meet
the documentation standards. One
commenter stated that CMS should
issue clarifying guidance, to be applied
to claims currently being reviewed, that
explains what constitutes a compliant or
sufficient narrative.

Response: Providers are required to
submit documentation adequate to
justify payment under Medicare. Where
we deny a claim due to insufficient
documentation of the face-to-face
encounter, we are also inherently
determining that the provider is not
without fault because the provider has
not met its burden to submit
documentation adequate to justify
payment. The Medicare Financial
Management Manual addresses the
“without fault” clause of section 1395gg
of the Act and states that a provider is
not without fault if it fails to provide the

documentation necessary to determine
that the billed-for services are covered.8
We believe that we have provided
sufficient education and guidance to
providers on the requirements for
sufficiently documenting the face-to-
face encounter as part of the
certification of eligibility.

CMS has issued several educational
articles and a set of Q&As to help aide
physicians and HHAs in complying
with the face-to-face encounter narrative
requirement. The most recent article
issued—MLN Matters® SE1405:
Documentation Requirements for Home
Health Prospective Payment System
(HH PPS) Face-to-Face Encounter—
explains what constitutes a sufficient
face-to-face encounter narrative and
includes several examples. Other
articles and a set of Q&As on the face-
to-face encounter requirement and
physician certification of eligibility can
be found on the Home Health Agency
(HHA) center Web page at: http://
www.cms.gov/Center/Provider-Type/
Home-Health-Agency-HHA-Center.html
under “spotlights”.

Comment: Several commenters stated
that CMS should educate its contractors
to ensure that there are consistent and
standardized audit practices. Other
commenters stated that if CMS reviews
the certifying physician’s and/or
facility’s medical record for the patient,
CMS should adequately prepare
physicians to implement this new
policy by educating physicians on the
requirements for home health eligibility,
how to sufficiently document patient
eligibility, and the Medicare definition
of confined to the home.

Response: We use several methods to
ensure consistency in medical reviews,
including contractor oversight and the
use of inter-rater reliability to ensure
that all reviewers are interpreting the
policy the same. We offer a range of
educational resources through online
manuals and Web site postings for
HHAs and physicians who order these
services. When appropriate, we also
provide direct guidance and education
to Medicare providers and suppliers.
We encourage HHAs to work with their
designated MAC to address any issues
that arise in the claims payment
process. We agree with commenters
who suggested that we educate
physicians regarding any policy changes
finalized in this final rule and provide
general education to physicians on
certifying beneficiaries for Medicare
home health services. We will do so via,

8 Medicare Financial Management Manual, (CMS
Pub. 100-06), Ch. 3, sec. 90.1(E). Available at:
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/fin106c03.pdf
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for example, open door forums, email
listserv announcements, and MedLearn
articles.

Comment: A few commenters stated
that the certifying physician would not
have, nor should be required to have,
sufficient documentation within his/her
medical record for the patient to support
his/her certification that the patient is
eligible for the Medicare home health
benefit. Several commenters stated that
HHASs should not be liable for
documentation errors made by
physicians, whom they have little direct
control over and some commenters
stated that it is neither reasonable for
the HHA to obtain all the
documentation needed from the
certifying physician and/or the acute/
post-acute care facility that may have
been used to certify patient eligibility
and/or lead to the referral for home care.
A few commenters stated that CMS’
proposals to base reimbursement of one
provider on documentation maintained
by another, separate provider is
unprecedented. Several commenters
stated that if CMS begins reviewing the
certifying physician’s records for the
patient, physician’s will cease to refer
patients to home health out of fear of
patient record audits and frustration
with administrative burden.

Response: In accordance with the
statutory language at sections 1814(a)(2)
and 1835(a)(2) of the Act, physicians are
required to have, and thus be able to
provide, material that appropriately
supports their certification and
recertification of Medicare home health
beneficiaries, as provided by
regulations. When we proposed to
require a face-to-face encounter
narrative, comments, which were
summarized and addressed in the CY
2011 HH PPS final rule (75 FR 70431),
communicated to CMS that “‘the HHA
has no control over the quality of the
physician’s documentation and no
method to enforce proper physician
documentation”. We stated in our
response that:

“it is important to reiterate that to be
eligible for Medicare’s [home health] benefit,
the patient must be under the care of a
physician, and it is ultimately the
responsibility of the HHA that this criterion
is met. We have always held the HHA
responsible for ensuring that there is a
physician-signed plan of care, physician-
signed orders, and a physician-signed
certification. Therefore, we will also hold the
agencies responsible for the certifying
physician’s encounter documentation. By
statute, this documentation is a requirement
for payment just as a physician-signed
certification of eligibility is a requirement for
payment” (75 FR 70430).

We also stated in the CY 2011 HH PPS
final rule that: “we would expect that a

physician who performs a medically
necessary physician service, which also
satisfies the face-to-face encounter
requirement, would maintain medical
record documentation concerning the
encounter, and the clinical findings
associated with that encounter would be
consistent with the physician’s
certification documentation” (75 FR
70431). While we stated that the HHA
was “held harmless” if the certification
of eligibility, including the face-to-face
encounter narrative, was sufficient, we
noted that the certifying physician was
still expected to fulfill his or her
responsibility for ensuring appropriate
medical record documentation
associated with the certification and/or
encounter and any associated Medicare
billing (75 FR 70431). Since we
proposed to eliminate the face-to-face
encounter narrative, with respect to
which commenters were
overwhelmingly supportive, the only
other source that would substantiate the
certification of eligibility is the
certifying physician’s and/or the acute/
post-acute care facility’s medical record
for the patient.

We do not agree that requiring
documentation from the certifying
physician’s and/or acute/post-acute care
facility’s medical record for the patient
to substantiate the certification of
eligibility is unprecedented. For any
Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies
(DMEPOS) item to be covered by
Medicare:

“the patient’s medical record must contain
sufficient documentation of the patient’s
medical condition to substantiate the
necessity for the type and quantity of items
ordered and for the frequency of use or
replacement (if applicable). . . . However,
neither a physician’s order nor a certificate
of medical necessity (CMN) nor a DME
information form (DIF) nor a supplier
prepared statement nor a physician
attestation by itself provides sufficient
documentation of medical necessity, even
though it is signed by the treating physician
or supplier. There must be information in the
patient’s medical record that supports the
medical necessity for the item and
substantiates the answers on the CMN (if
applicable) or DIF (if applicable) or
information on a supplier prepared statement
or physician attestation (if applicable).” ©

The analysis in section III. A in this
final rule shows that since the
implementation of the face-to-face
encounter requirement there has been
little change in home health utilization.
As such, we would not expect the
elimination of the narrative and the

9Medicare Program Integrity Manual (CMS Pub.
100-08) Ch.5, sec. 5.7. Available at: https://
www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/pim83c05.pdf.

review of documentation from the
certifying physician’s and/or post-acute/
acute care facility’s medical record for
the patient to have a substantial impact
on utilization for those beneficiaries
who are truly eligible to receive services
under the Medicare home health
benefit. We will continue to monitor for
potential impacts due to the face-to-face
encounter requirements and other
policy changes in the future.

Comment: Commenters were
generally opposed to using only the
certifying physician’s and/or acute/post-
acute care facility’s medical record for
the patient to determine initial patient
eligibility for the home health benefit.
Commenters generally went on to state
that all medical necessity and eligibility
determinations should be based on
whether the full patient record,
regardless of who holds it, establishes
that the patient is homebound and in
need of skilled care. Other commenters
suggested that CMS adopt a policy that
allows the certifying physician
documentation that supports the
certification of eligibility for home
health services to be maintained in the
medical record of the HHA or allow
information from the HHA to be
incorporated into the certifying
physician’s medical record for the
patient. One commenter noted that
when MAC and RAC reviews are
conducted, it can be years after the
service was actually provided and it
could be difficult to obtain information
from the facility/certifying physician
years later as the medical record for the
patient may have been moved off-site
for storage.

Response: In accordance with the
statutory language at sections 1814(a)(2)
and 1835(a)(2) of the Act, a physician is
required to certify and re-certify the
patient’s eligibility for the home health
benefit. This is also a condition for
Medicare payment per the regulations at
§424.22. Without a valid certification/
re-certification of eligibility, there can
be no payment made to the HHA.
Section 1833(e) of the Act further states
that: “No payment shall be made to any
provider of services or other person
under this part unless there has been
furnished such information as may be
necessary in order to determine the
amounts due such provider or other
person under this part for the period
with respect to which the amounts are
being paid or for any prior period.”
Similarly, section 1815(a) of the Act
states that: ““. . . no such payments
shall be made to any provider unless it
has furnished such information as the
Secretary may request in order to
determine the amounts due such
provider under this part for the period
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with respect to which the amounts are
being paid or any prior period.” Since
the certification/re-certification of
eligibility is a requirement for payment
and a physician, independent from the
HHA as outlined in §424.22(d), must
complete the certification/
re-certification of eligibility, only the
certifying physician’s and/or the acute/
post-acute care facility’s medical record
for the patient that was used as the basis
for the certification of eligibility can
demonstrate whether the certification/
re-certification of eligibility is valid.

We agree with the suggestions made
by the commenters that the certifying
physician and/or acute/post-acute care
facility should provide the
documentation that substantiates the
patient’s eligibility to the HHA upon
request. The HHA must provide the
documentation from the certifying
physician and/or acute/post-acute care
facility that substantiates the patient’s
eligibility for the Medicare home health
benefit to CMS and/or its contractors
upon request. We also agree with
commenters that it would be
permissible for the HHA to
communicate with and provide
information to the certifying physician
about the patient’s homebound status
and need for skilled care and for the
certifying physician to incorporate this
information into his or her medical
record for the patient. However, the
certifying physician must review and
sign off on anything incorporated into
his or her medical record for the patient
that is used to support his/her
certification/re-certification of patient
eligibility for the home health benefit. In
addition, any information from the HHA
(including the comprehensive
assessment) that is incorporated into the
certifying physician’s and/or the acute/
post-acute care facility’s medical record
for the patient (if the patient was
directly admitted to home health) and
used to support the certification of
patient eligibility for the home health
benefit, must corroborate the certifying
physician’s and/or the acute/post-acute
care facility’s own documentation/
medical record entries, including the
diagnoses and the patient’s condition
reported on the comprehensive
assessment.

Comment: Commenters questioned
how the process of reviewing the
certifying physician and/or acute/post-
acute care facility medical record for the
patient would be operationalized.
Specifically, commenters asked if
medical review auditors would contact
the certifying physician and/or acute/
post-acute care facility directly to obtain
records for review and if HHAs would
be penalized if certifying physician and/

or acute/post-acute care facility patient
records are not readily available for
review. Some commenters questioned
whether medical record reviews would
happen upon request, such as a MAC or
RAC additional documentation request,
or if the HHA would be responsible for
obtaining the supporting documentation
from the certifying physician and/or
acute/post-acute care facility and, if so,
whether the documentation should be
obtained upon referral. A few
commenters stated that if HHAs are
responsible for securing supporting
documentation, it could lead to delays
in accepting patients, which in turn
could lead to issues in complying with
other regulations, such as the timeframe
required for completing the initial
assessment.

Response: After reviewing all of the
public comments received, we believe
that the best process is for the certifying
physician and/or the acute/post-acute
care facility (if the patient in that setting
was directly admitted to home health) to
provide the documentation used as the
basis for the certification of home health
eligibility, upon request, to the home
health agency, review entities, and/or
CMS. The HHA will obtain the
documentation from the certifying
physician and/or acute/post-acute care
facility that substantiates the
certification of patient eligibility for its
own medical record for the patient and
must be able to provide it to CMS and
its review entities upon request. If the
documentation used as the basis for the
certification of eligibility is not
sufficient to demonstrate that the
patient is or was eligible to receive
services under the Medicare home
health benefit, payment will not be
rendered for home health services
provided. Obtaining documentation
from the certifying physician and/or
acute/post-acute care facility should not
lead to delays in accepting patients. We
require certifications to be obtained at
the time the plan of care is established
or as soon thereafter as possible.10 This
allows flexibility for HHAs to develop
the plan of care in consultation with the
physician, if needed.

The plan of care requirements in the
Medicare Conditions of Participation
(CoPs) at § 484.18(a) states that the plan
of care developed in consultation with
the agency staff covers all pertinent
diagnoses, including mental status,
types of services and equipment
required, frequency of visits, prognosis,
rehabilitation potential, functional

10 Medicare General Information, Entitlement,

and Eligibility Manual (CMS Pub. 100-01) Ch. 4,
sec. 30.1. Available at: https://www.cms.gov/
Regulations-and-Guidance/Guidance/Manuals/
Downloads/ge101c04.pdf.

limitations, activities permitted,
nutritional requirements, medications
and treatments, any safety measures to
protect against injury, instructions for
timely discharge or referral, and any
other appropriate items. If a physician
refers a patient under a plan of care that
cannot be completed until after an
evaluation visit, the physician is
consulted to approve additions or
modifications to the original plan.
Orders for therapy services include the
specific procedures and modalities to be
used and the amount, frequency, and
duration. The therapist and other
agency personnel participate in
developing the plan of care.

The Medicare CoPs, at § 484.55(a),
require the completion of an initial
assessment within 48 hours of referral,
or within 48 hours of the patient’s
return home, or on the physician-
ordered start of care date. The initial
assessment visit must be done to
determine the immediate care and
support needs of the patient and to
determine eligibility for the Medicare
home health benefit, including
homebound status. The Medicare CoPs,
at § 484.55(b), require a comprehensive
assessment to be completed in a timely
manner, consistent with the patient’s
immediate needs, but no later than
5 calendar days after the start of care,
and for eligibility for the Medicare home
health benefit to be determined,
including homebound status. We would
expect that the findings from initial
assessment and/or comprehensive
assessment of the patient would be
communicated to the certifying
physician. The certifying physician can
incorporate this information into his/her
medical record for the patient and use
it to develop the plan of care and to
support his/her certification of patient
eligibility. The certifying physician
must review and sign off on anything
incorporated it into his or her medical
record for the patient that is used to
substantiate the certification/
re-certification of patient eligibility for
the home health benefit.

Also, per the regulations at
§424.22(a)(1)(v), the face-to-face
encounter itself, can occur up to 30 days
after the start of care. As such, there
may be instances where the certification
of patient eligibility and associated
supporting documentation may not be
available until after the patient has been
accepted by the HHA and services have
commenced. As noted above, the
certification must be obtained at the
time the plan of care is established or as
soon thereafter as possible. Therefore, it
is not acceptable for HHAs to wait until
the end of the 60-day episode of care to
obtain a completed certification of
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patient eligibility and supporting
documentation from the certifying
physician and/or the acute/post-acute
care facility (if the patient was directly
admitted to home health).

Comment: Commenters stated that
most of the issues with the face-to-face
encounter narrative stemmed from a
misunderstanding by providers and
physicians on what is considered a
sufficient narrative. Therefore, if the
certifying physician’s and/or acute/post-
acute care facility’s medical record for
the patient is reviewed to determine
initial patient eligibility for the home
health benefit, then CMS should define
what it would consider sufficient
documentation to substantiate the
certification of eligibility. Some
commenters stated that it is impossible
for the HHA to ensure that the
documentation in the certifying
physician and/or acute/post-acute care
facility medical record for the patient is
sufficiently detailed to support the
certification of patient eligibility. A few
commenters stated that some physicians
are reluctant or resistant to providing
additional documentation or changing
previous practices in order to comply
with new requirements.

Response: HHAs should obtain as
much documentation from the certifying
physician’s medical records and/or the
acute/post-acute care facility’s medical
records (if the patient was directly
admitted to home health) as they deem
necessary to assure themselves that the
Medicare home health patient eligibility
criteria have been met. As previously
noted, we have issued several
educational articles and a set of Q&As
to help aide physicians and HHAs in
complying with the face-to-face
encounter narrative requirement and
similarly could be used as a guide on
what would be considered adequate
documentation in the certifying
physician’s and/or acute/post-acute care
facility’s medical record for the patient
to substantiate eligibility for the
Medicare home health benefit. The most
recent article issued—MLN Matters®
SE1405: Documentation Requirements
for Home Health Prospective Payment
System (HH PPS) Face-to-Face
Encounter—explains what constitutes a
sufficient face-to-face encounter
narrative and includes several
examples. Other articles, including
SE1405, and a set of Q&As on the face-
to-face encounter requirement and
physician certification of eligibility can
be found on the Home Health Agency
(HHA) center Web page at: http://
www.cms.gov/Center/Provider-Type/
Home-Health-Agency-HHA-Center.html
under “‘spotlights”.

The Medicare Financial Management
Manual requires providers to provide
the documentation necessary to
determine that the billed-for services are
covered.!? Home health services cannot
be covered without a valid patient
certification/re-certification of
eligibility, in accordance with our
regulations at § 424.22. The certifying
physician and/or the acute/post-acute
care facility medical record for the
patient must contain information that
justifies the referral for Medicare home
health services, including the need for
the skilled services initially ordered and
the patient’s homebound status. This
information can be found most often in
clinical and progress notes and
discharge summaries. In addition, the
certifying physician’s and/or acute/post-
acute care facility’s medical record for
the patient must contain the actual
clinical note for the face-to-face
encounter visit that demonstrates that
the visit occurred within the required
timeframe, was related to the primary
reason the patient requires home health
services, and was performed by either:
(1) The certifying physician; (2) a
physician, with privileges, who cared
for the patient in an acute or post-acute
care facility from which the patient was
directly admitted to home health; or (3)
an allowed NPP as set out in
§424.22(a)(1)(v)(A).

It is permissible for the HHA to
communicate with and provide
information to the certifying physician
about the patient’s homebound status
and need for skilled care and for the
certifying physician to incorporate this
information into his or her medical
record for the patient. The certifying
physician must review and sign off on
anything incorporated it into his or her
medical record for the patient that is
used to support his/her certification/re-
certification of patient eligibility for the
home health benefit. In addition, any
information from the HHA (including
the comprehensive assessment) that is
incorporated into the certifying
physician’s and/or the acute/post-acute
care facility’s medical record for the
patient (if the patient was directly
admitted to home health) and used to
support the certification of patient
eligibility for the home health benefit,
must corroborate the certifying
physician’s and/or the acute/post-acute
care facility’s own documentation/
medical record entries, including the
diagnoses and the patient’s condition
reported on the comprehensive

11 Medicare Financial Management Manual, (CMS

Pub. 100-06), Ch. 3, sec. 90.1(E). Available at:
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/fin106c03.pdf

assessment. With respect to DMEPOS, it
has been our longstanding policy that
records from suppliers or healthcare
professionals with a financial interest in
the claim outcome are not considered
sufficient by themselves for the purpose
of determining that a DMEPOS item is
reasonable and necessary. We believe
the same safeguards are necessary for
home health patient eligibility
determinations and consistent with the
statutory intent in sections 1814(a),
1835(a) and 1877 of the Act, which
require a physician, who does not have
financial relationship with the HHA, to
certify the patient’s eligibility for home
health services.

We want to remind certifying
physicians and acute/post-acute care
facilities of their responsibility to
provide the medical record
documentation that supports the
certification of patient eligibility for the
Medicare home health benefit.
Certifying physicians who show
patterns of non-compliance with this
requirement, including those physicians
whose records are inadequate or
incomplete for this purpose, may be
subject to increased reviews, such as
through provider-specific probe
reviews.

Comment: A few commenters
questioned whether a certification
statement will still be required, if the
certification statement can be added to
the plan of care, and what exactly
constitutes a sufficient certification of
eligibility. One commenter
recommended that CMS consider a
signed and dated order for home health
services for an eligible patient by an
eligible practitioner as satisfying the
certification requirements.

Response: As a reminder, the statute
at sections 1814(a)(2)(C) and
1835(a)(2)(A) outlines the certification
and re-certification requirements for
Medicare home health services. These
requirements are also reflected in
regulations at § 424.22(a) and (b). A
physician will still be required to certify
patient eligibility for the Medicare home
health benefit. Specifically for a
certification of eligibility to be
sufficient, a physician must certify that:

e The individual needs or needed
intermittent skilled nursing care,
physical therapy, and/or speech-
language pathology services as defined
in §409.42(c).

e Home health services are or were
required because the individual was
confined to the home (as defined in
sections 1835(a) and 1814(a) of the Act),
except when receiving outpatient
services.

¢ A plan for furnishing the services
has been established and is or will be
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periodically reviewed by a physician
who is a doctor of medicine, osteopathy,
or podiatric medicine (a doctor of
podiatric medicine may perform only
plan of treatment functions that are
consistent with the functions he or she
is authorized to perform under state
law).12

e Home health services will be or
were furnished while the individual is
or was under the care of a physician
who is a doctor of medicine, osteopathy,
or podiatric medicine.

o A face-to-face patient encounter
occurred no more than 90 days prior to
the home health start of care date or
within 30 days of the start of the home
health care, was related to the primary
reason the patient requires home health
services, and was performed by the
certifying physician, a physician, with
privileges, who cared for the patient in
an acute or post-acute care facility from
which the patient was directly admitted
to home health, or an allowed NPP
defined in §424.22(a)(1)(v). The
certifying physician must also
document the date of the encounter as
part of the certification.

For instances where the physician
orders skilled nursing visits for
management and evaluation of the
patient’s care plan,?3 the certifying
physician must include a brief narrative
that describes the clinical justification
of this need and the narrative must be
located immediately before the
physician’s signature. If the narrative
exists as an addendum to the
certification form, in addition to the
physician’s signature on the
certification form, the physician must
sign immediately after the narrative in
the addendum.

When there is a continuous need for
home health care after an initial 60-day
episode of care, a physician is also
required to recertify the patient’s
eligibility for the home health benefit. In

12 The physician cannot have a financial
relationship as defined in § 411.354 of the chapter,
with that HHA, unless the physician’s relationship
meets one of the exceptions in section 1877 of the
Act, which sets forth general exceptions to the
referral prohibition related to both ownership/
investment and compensation.

13 Skilled nursing visits for management and
evaluation of the patient’s care plan are reasonable
and necessary where underlying conditions or
complications require that only a registered nurse
can ensure that essential unskilled care is achieving
its purpose. For skilled nursing care to be
reasonable and necessary for management and
evaluation of the patient’s plan of care, the
complexity of the necessary unskilled services that
are a necessary part of the medical treatment must
require the involvement of skilled nursing
personnel to promote the patient’s recovery and
medical safety in view of the patient’s overall
condition (reference §409.33 and section 40.1.2.2 in
Chapter 7 of the Medicare Benefits Policy Manual
(Pub. 100-02)).

accordance with §424.22(b), a
recertification is required at least every
60 days, preferably at the time the plan
is reviewed, and must be signed and
dated by the physician who reviews the
plan of care. In recertifying the patient’s
eligibility for the home health benefit,
the recertification must indicate the
continuing need for skilled services and
estimate how much longer the skilled
services will be required. The need for
occupational therapy may be the basis
for continuing services that were
initiated because the individual needed
skilled nursing care, physical therapy,
or speech—language pathology services.
Again, for instances where the
physician ordering skilled nursing visits
for management and evaluation of the
patient’s care plan, the physician must
include a brief narrative that describes
the clinical justification of this need and
the narrative must be located
immediately before the physician’s
signature. If the narrative exists as an
addendum to the recertification form, in
addition to the physician’s signature on
the recertification form, the physician
must sign immediately after the
narrative in the addendum.

Comment: One commenter strongly
believed that allowing a face-to-face
encounter to occur up to 90 days prior
to the start of home health care was not
appropriate, stating that if a physician
saw the patient 90 days ago and did not
order home health care at that time,
then it is unclear why is home health
being ordered at a later date. Several
commenters recommended that CMS
eliminate the face-to-face encounter
requirement altogether for instances
where the patient was admitted directly
from an acute/post-acute care facility
since the patient would have seen a
physician.

Response: We did not propose to alter
the timeframes during which a face-to-
face encounter can occur nor did we
propose to eliminate the face-to-face
requirement for instances where the
patient was admitted directly from an
acute/post-acute care facility. We refer
the commenters to the CY 2011 HH PPS
final rule (75 FR 70428-70429), where
we outlined our rationale on why the
face-to-face encounter timeframe of up
to 90 days prior and no more than 30
days after the start of home health care
was finalized. We believe that sections
1814(a)(2)(C) and 1835(a)(2)(A) of the
Act do not provide the Secretary with
the authority to eliminate the face-to-
face encounter requirement altogether
for instances where the patient was
admitted directly from an acute/post-
acute care facility. However, since we
are finalizing the elimination of the
face-to-face narrative requirement as

part of the certification of eligibility for
home health services, and, as
commenters’ noted, an encounter with a
physician would have certainly
occurred when a patient is admitted
directly from an acute/post-acute care
facility, documenting the date of the
face-to-face encounter should not be
burdensome. Although a home health
patient would have seen a physician if
they were admitted directly from an
acute/post-acute care facility, the
certification of eligibility still requires
that the encounter be related to the
primary reason for home health care.
Therefore, we believe that
documentation of a face-to-face
encounter as part of the certification of
eligibility should still be required for
patients admitted into home health care
directly from an acute/post-acute care
facility.

Comment: Several commenters,
including MedPAC, asked that CMS
develop a standardized form for use in
certifying patient eligibility for the
home health benefit and/or making
referrals to home health. MedPAC noted
that CMS concurred with three
recommendations in a recent audit by
the Office of Inspector General (OIG),
including the consideration of a
standardized form for the face-to-face
encounter narrative to simplify
compliance. Other commenters asked
that CMS consider requiring the use of
CMS—485 form again.

Response: We do not believe that a
standard certification/recertification of
eligibility form is necessary given the
elimination of the face-to-face narrative.
The regulations at 42 CFR 424.22 clearly
articulate what elements need to be
contained in a certification/re-
certification form created by an HHA.
We are pursuing development of an
electronic clinical template that would
allow electronic health records vendors,
in all 50 states, to assist physicians in
thoroughly documenting patient
eligibility for the Medicare home health
benefit. In order to facilitate adoption of
suggested clinical elements by the
provider community, we are currently
collaborating with the Office of the
National Coordinator for Health IT
(ONC) and the electronic Determination
of Coverage (eDoC) workgroup in
developing the interoperability
standards necessary for an electronic
clinical template. We do not believe that
we should require the use of the old
CMS-485 form. The CMS-485 form was
discontinued over a decade ago to
provide HHAs with more plan of care
flexibility. We encourage HHAs and
physicians to work together in
developing formats for the home health
plan of care that best meets their needs.
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Comment: We received several
comments advocating for us to allow
other types of clinicians to certify
eligibility and order home health
services, such as physician assistants,
nurse practitioners, and advanced-
practice registered nurses.

Response: These comments are
outside the scope of this rule. We
remind the commenters that the statute
(sections 1814(a) and 1835(b) of the Act)
require a physician to certify patient
eligibility for the Medicare home health
benefit. We do not have the authority to
allow for someone other than a Doctor
of Medicine, Osteopathy or Podiatry to
certify patient eligibility for the
Medicare home health benefit. A change
to the statute would require an act of the
Congress.

Comment: Some commenters
recommended statutory changes.

Response: We remind commenters
that only the Congress (not CMS) has
the authority to make statutory changes.

Final Decision: We are finalizing our
proposal to eliminate the face-to-face
encounter narrative as part of the
certification of patient eligibility for the
Medicare home health benefit, effective
for episodes beginning on or after
January 1, 2015. The certifying
physician will still be required to certify
that a face-to-face patient encounter,
which is related to the primary reason
the patient requires home health
services, occurred no more than 90 days
prior to the home health start of care
date or within 30 days of the start of the
home health care and was performed by
a physician or allowed non-physician
practitioner as defined in
§424.22(a)(1)(v)(A), and to document
the date of the encounter as part of the
certification of eligibility. For instances
where the physician is ordering skilled
nursing visits for management and
evaluation of the patient’s care plan, the
physician will still be required to
include a brief narrative that describes
the clinical justification of this need as
part of the certification/re-certification
of eligibility as outlined in
§424.22(a)(1)(i) and § 424.22(b)(2).

In determining whether the patient is
or was eligible to receive services under
the Medicare home health benefit at the
start of care, we will require
documentation in the certifying
physician’s medical records and/or the
acute/post-acute care facility’s medical
records (if the patient was directly
admitted to home health) to be used as
the basis for certification of home health
eligibility. We will require the
documentation to be provided upon
request to the home health agency,
review entities, and/or CMS. Criteria for
patient eligibility are described at

§424.22(a)(1) and §424.22(b). HHAs
should obtain as much documentation
from the certifying physician’s medical
records and/or the acute/post-acute care
facility’s medical records (if the patient
was directly admitted to home health)
as they deem necessary to assure
themselves that the Medicare home
health patient eligibility criteria have
been met and must be able to provide

it to CMS and its review entities upon
request. If the documentation used as
the basis for the certification of
eligibility is not sufficient to
demonstrate that the patient is or was
eligible to receive services under the
Medicare home health benefit, payment
will not be rendered for home health
services provided.

Again, we want to remind certifying
physicians and acute/post-acute care
facilities of their responsibility to
provide the medical record
documentation that supports the
certification of patient eligibility for the
Medicare home health benefit.
Certifying physicians who show
patterns of non-compliance with this
requirement, including those physicians
whose records are inadequate or
incomplete for this purpose, may be
subject to increased reviews, such as
through provider-specific probe
reviews.

The following is a summary of the
comments we received regarding the
proposal to non-cover physician claims
for certification/re-certification of
patient eligibility for Medicare home
health services when the HHA claim
itself was non-covered because the
certification/recertification of eligibility
was not complete or because there was
insufficient documentation to support
that the patient was eligible for the
Medicare home health benefit.

Comments: A few commenters
appreciated the proposal to non-cover
physician claims for certification/re-
certification of patient eligibility for
Medicare-covered home health services
when the HHA claim itself was non-
covered because the certification/
recertification of eligibility was not
complete or because there was
insufficient documentation to support
that the patient was eligible for the
Medicare home health benefit.
Commenters who supported this
proposal thanked CMS for linking
physician billing to HHA billing as a
first step in encouraging more physician
accountability.

Response: We thank the commenters
for their support. We agree that this is
an important first step in reminding
physicians that coordination and
collaboration between the physician and
the HHA is essential in providing

quality patient care. Coordination and
collaboration should include sharing
pertinent patient information with one
another, especially with regard to the
patient’s skilled needs and homebound
status. Both entities—the physician who
is ultimately responsible for the patient
while he/she is receiving home health
services and the HHA providing such
services—should be held accountable
and compensated for their services
when appropriate.

Comment: Most commenters generally
disagreed with the proposal to non-
cover physician claims for certification/
re-certification of patient eligibility for
Medicare home health services when
the HHA claim itself was non-covered
because the certification/recertification
of eligibility was not complete or
because there was insufficient
documentation to support that the
patient was eligible for the Medicare
home health benefit. One commenter
questioned how CMS will identify “Part
B claims for certification/re-
certification” and stated that the face-to-
face encounter visit could occur during
one of several Evaluation & Management
(E&M) visits. Several commenters stated
that while they support encouraging
physicians to engage in the planning
and oversight of home health services,
they are concerned that some
physicians, with limited understanding
of the regulations, may be reluctant to
refer to home health because of
concerns about denials of
reimbursement. Other commenters
stated that physician claims for
certification/recertification should not
be denied because physicians are “in
good faith” certifying the patient’s
eligibility for the home health benefit
and billing for certification/
recertification also includes activities
performed to ensure the initial
implementation of the plan of care. A
few commenters suggested that, at a
minimum, finalizing this proposal
should be delayed until it can be
proposed as part of the annual changes
to the physician fee schedule.

Response: Physician certification or
re-certification claims are Part B
physician claims paid for under the
Physician Fee Schedule. These claims
are claims billed using HCPCS code
G0180 (certification) or G0179 (re-
certification). These claims are not
Evaluation and Management claims and
are billed when the patient is not
present. The descriptions of these two
codes indicate that they are used to bill
for certification or re-certification of
patient eligibility ““for Medicare-covered
home health services under a home
health plan of care (patient not present),
including contacts with home health
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agency and review of reports of patient
status required by physicians to affirm
the initial implementation of the plan of
care that meets patient’s needs, per
certification period.” As underlined
above, we note that these codes are for
physician certification or re-certification
for Medicare-covered home health
services. If there are no Medicare-
covered home health services, these
codes should not be billed or paid. As
such, if the HHA claim is denied, the
corresponding physician claim should
not be covered because there is no
longer a corresponding claim for
Medicare-covered home health services.
Physicians still have the option of
billing Part B for E&M visits provided,
transition care management, and other
services as long as they follow the
required billing instructions. We believe
that including this proposal in the CY
2015 HH PPS proposal rule is sufficient
and there is no need to re-propose this
policy in next year’s Physician Fee
Schedule proposed rule. We received
over 300 comments on the CY 2015 HH
PPS proposed rule, many of which were
from physician associations, such as the
American College of Physicians,
American Academy of Home Care
Medicine, American Medical
Association, and the Society of Hospital
Medicine, among others.

Comment: Commenters stated that
non-coverage of physician claims for
certification/re-certification when the
HHA claim itself was non-covered
would most likely not result in a change
in physician practices/behaviors due to
the small payment amounts for such
claims. HHAs will still encounter issues
with obtaining the necessary
certification/re-recertification and
supporting documentation form the
certifying physician.

Response: While the non-coverage of
physician claims for certification/re-
certification of patient eligibility for
Medicare-covered home health services
following the denial of a HHA claim
may not serve as a sufficient incentive
for encouraging certifying physicians to
work collaboratively with HHAs and to
provide the necessary documentation to
substantiate the certification of
eligibility, certifying physicians who
show patterns of non-compliance with
providing sufficient documentation,
including those physicians whose
records are inadequate or incomplete for
this purpose, may be subject to
increased reviews, such as through
provider-specific probe reviews. Claims
subject to increased review may include
services unrelated to the home health
claim being reviewed or the beneficiary
who was referred for home health
services.

Final Decision: We are finalizing this
proposal as proposed. Physician claims
for certification/recertification of
eligibility for home health services
(G0180 and GO0179, respectively) will
not be covered if the HHA claim itself
was non-covered because the
certification/recertification of eligibility
was not complete or because there was
insufficient documentation to support
that the patient was eligible for the
Medicare home health benefit. This
proposal will be implemented through
future sub-regulatory guidance.

3. Proposed Clarification on When
Documentation of a Face-to-Face
Encounter Is Required

In the CY 2011 HH PPS final rule (75
FR 70372), in response to a commenter
who asked whether the face-to-face
encounter is required only for the first
episode, we stated that the Congress
enacted the face-to-face encounter
requirement to apply to the physician’s
certification, not recertifications. In sub-
regulatory guidance (face-to-face
encounter Q&As on the CMS Web site
at: http://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/
HomeHealthPPS/Downloads/Home-
Health-Questions-Answers.pdf),
response to Q&A #11 states that the
face-to-face encounter requirement
applies to “initial episodes” (the first in
a series of episodes separated by no
more than a 60-day gap). The distinction
between what is considered a
certification (versus a recertification)
and what is considered an initial
episode is important in determining
whether the face-to-face encounter
requirement is applicable.

Recent inquiries question whether the
face-to-face encounter requirement
applies to situations where the
beneficiary was discharged from home
health with goals met/no expectation of
return to home health care and
readmitted to home health less than 60
days later. In this situation, the second
episode will be considered a
certification, not a recertification,
because the HHA will be required to
complete a new Start of Care (SOC)
OASIS to initiate care. However, for
payment purposes, the second episode
is considered a subsequent episode,
because there was no gap of 60 days or
more between the first and second
episodes of care. Therefore, in order to
determine when documentation of a
patient’s face-to-face encounter is
required under sections 1814(a)(2)(C)
and 1835(a)(2)(A) of the Act, we
proposed to clarify that the face-to-face
encounter requirement is applicable for
certifications (not recertifications),
rather than initial episodes. A

certification (versus recertification) is
considered to be any time that a new
SOC OASIS is completed to initiate
care. Because we proposed to clarify
that a certification is considered to be
any time that a new SOC OASIS is
completed to initiate care, we will also
revise Q&A #11 on the CMS Web site
(http://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/
HomeHealthPPS/Downloads/Home-
Health-Questions-Answers.pdf) to
reflect this proposed clarification. If a
patient was transferred to the hospital
and remained in the hospital after day
61 (or after the first day of the next
certification period), once the patient
returns home, a new SOC OASIS must
be completed. Therefore, this new
episode will not be considered
continuous and a face-to-face encounter
needs to be documented as part of the
certification of patient eligibility.14

Comment: One commenter stated that
they were confused by the proposal and
were seeking clarification as to whether
CMS was proposing to require
documentation of a face-to-face
encounter for all certification episodes,
initial and re-certifications.

Response: We are not requiring
documentation of a face-to-face
encounter for all certification periods.
Documentation of a face-to-face
encounter is only required for
certifications and not re-certifications.
As previously noted, a certification
(versus recertification) is considered to
be any time that a new SOC OASIS is
completed to initiate care. A
recertification is any second or later
episode of continuous home health care
(where a recertification/follow-up
OASIS is completed).15

Comment: A few commenters were
supportive of the proposed clarification
on when documentation of a face-to-face
encounter is required. One commenter
stated that their agency has been
obtaining these since the inception of
the face-to-face requirement and that the

14 http://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/OASIS/
downloads/OASISConsiderationsforPPS.pdf

15 We note that for instances where the patient
was hospitalized and then returns to home health
during the last 5 days of an episode of care, the
requirement to complete a resumption of care
OASIS could overlap with the time period requiring
completion of a recertification/follow-up OASIS. In
these instances, only the resumption of care OASIS
is necessary and the subsequent episode of care
would still be considered “continuous” and thus
require a re-certification of patient eligibility. If the
patient receives a re-certification assessment during
days 56-60, is hospitalized, and returns home on
day 61 following, if the HHRG remains the same
then the second episode of care would be
considered continuous and thus be considered a re-
certification. However, if the HHRG is different, this
would result in a new Start of Care (SOC) OASIS
and thus be considered a new certification.


http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/OASIS/downloads/OASISConsiderationsforPPS.pdf
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/OASIS/downloads/OASISConsiderationsforPPS.pdf
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/OASIS/downloads/OASISConsiderationsforPPS.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/Home-Health-Questions-Answers.pdf

66052 Federal Register/Vol. 79,

No. 215/ Thursday, November 6, 2014 /Rules and Regulations

proposed clarification would not
present a change. The commenter goes
on to state that the proposed
clarification helps to ensure that the
patient continues to have real oversight
from the community physician that is
overseeing the patient’s care.

Response: We thank the commenters
for their support of the proposed
clarification. We have heard,
anecdotally, from several HHAs that
they are already in compliance with this
proposed clarification and, as such, this
clarification will pose no additional
burden for those HHAs. We agree that
equating a certification with any time a
SOC OASIS is completed to initiate care
will further encourage physician
accountability in certifying a patient’s
eligibility for the Medicare home health
benefit and in establishing and
overseeing the patient’s plan of care.

Comment: Several other commenters
focused their comments solely on
instances where a patient was
discharged and then readmitted during
the same 60-day episode of care.
Commenters stated that CMS should not
finalize its proposal as these episodes
are currently subject to partial episode
payment (PEP) adjustments and that the
PEP adjustment is an appropriate
safeguard to prevent inappropriate
utilization. A few commenters asked
CMS to clarify whether instances where
the patient is returning to home health
post-discharge with care initiated with a
new SOC OASIS, but during (what
would have been) the same 60-day
episode of care, would require
documentation of a new physician face-
to-face encounter. A few commenters
expressed concerns with the current
PEP policy and stated that some HHAs
are not discharging patients that have
finished their course of treatment so that
those episodes will not become PEPs if
the patient is discharged and returns to
home care within (what would have
been) the 60-day episode of care.

Response: A Partial Episode Payment
(PEP) is applied to home health
episodes that either end in discharge
and are then followed by readmission to
the same home health agency (HHA)
within (what would have been) the
original 60-day episode, or result in a
transfer to a HHA that is different than
the HHA that provided the initial home
health episode. The purpose of this
clarification is to ensure that HHAs
understand when they must document
that a face-to-face encounter occurred.
For instances where a patient was
discharged and then readmitted during
(what would have been) the same 60-
day episode of care, the second episode
would be considered a certification as it
would be initiated with a SOC OASIS

and would require documentation of a
face-to-face encounter. Depending on
when the face-to-face encounter
occurred, the face-to-face encounter
from the PEP episode could be used for
the new certification as long as it was
performed within the required
timeframe and is still related to the
primary reason the patient requires
home health services. The average
number of days between a PEP episode
and a subsequent episode of care was
17.5 days, with the 25th percentile at 5
days and the 75th percentile at 24 days
in CY 2012 and approximately 60
percent of the time there was a
hospitalization between a PEP episode
and the subsequent episode of care. For
those instances where the patient was
hospitalized between the PEP episode
and the subsequent episode of care, the
patient would have seen a physician, so
documenting the face-to-face encounter
as part of the certification of eligibility
for the subsequent episode of care
should be easily accomplished.

PEP episodes are paid a rate which is
proportional to the days of service
provided during the episode. In CY
2012 only 2.2 percent of episodes were
PEP episodes. Table 9 below compares
the number of days in between the last
visit and the “through” date on the
claim for PEPs and Non-PEP episodes.
The distribution below for non-PEP
episodes does not indicate that there is
a wide-spread issue with HHAs refusing
to discharge patients that have
otherwise met all goals long before the
end of the 60-day episode in hopes of
avoiding PEPs. However, we will
continue to monitor PEP episodes and
will consider whether a refinement to
the PEP policy is necessary in the
future.

TABLE 9—DISTRIBUTION OF DAYS BE-
TWEEN THE LAST EPISODE VISIT AND
EPISODE THROUGH DATE FOR NON-
PEP EPISODES (N = 3,796,143)
AND PEP EPISODES (8,105) AT
LEAST 55 DAYS IN LENGTH, CY

2012
Distribution point ’;Igi'; (5155 Epli?sig es
10th Percentile .. 1.0 1.0
25th Percentile .. 1.0 1.0
50th Percentile

(Median) ........ 2.0 1.0
Mean Average .. 4.7 6.9
75th Percentile .. 4.0 7.0
90th Percentile .. 7.0 24.0
99th Percentile .. 52.0 51.0

Source: Abt Associates analysis of 100%
CY 2012 Medicare Home Health claims data.

Comment: One commenter asked that
CMS confirm that over 800,000 episodes
fit into a category of admissions shortly
following discharges with goals met
because that number seemed high.

Response: In the CY 2015 HH PPS
proposed rule we noted, in the
Collection of Information section, that:
“we estimate that of the 6,562,856
episodes in the CY 2012 home health
Datalink file, 3,096,680 SOC
assessments were performed on initial
home health episodes. If this proposal is
implemented, an additional 830,287
episodes would require documentation
of a face-to-face encounter for
subsequent episodes that were initiated
with a new SOC OASIS assessment” (79
FR 38412). This includes instances
where patients finished a 60-day
episode of care, were discharged, and
then were re-admitted before 60 days
lapsed without having home health
care. In addition, this estimate
represents a ‘“‘worst-case’’ scenario as it
does not account for instances where
HHASs already consider anytime a new
SOC OASIS is completed as a
certification and are thus already in
compliance. Home Health Compare, via
Medicare.gov, reports national and
state-level data on how often home
health patients had to be admitted to the
hospital and how often patients
receiving home health care needed
urgent, unplanned care in the ER
without being admitted. Nationally, for
CY 2013, 12 percent of home health
patients receiving home health care
needed urgent, unplanned care in the
emergency room and 16 percent of
home health patients had to be admitted
to the hospital. Subsequent episodes
initiated with a SOC OASIS represent
12.7 percent of all home health episodes
in the CY 2012 Datalink file. Most
commenters focused on instances where
the initial episode of care was a PEP
(that is, the patient transferred to
another HHA or was discharged before
the end of a 60-day episode and then re-
admitted during what would have been
the same 60-day episode of care), which
were only 2.2 percent of episodes in CY
2012.

This clarification was intended to
mostly respond to instances of patients
being discharged after the end of a 60-
day episode of care and then re-
admitted without a 60-day gap in care
before the start of the next episode. For
claims processing purposes (to
categorize episodes into “early” versus
“late” for case-mix adjustment), these
episodes are considered subsequent
episodes rather than initial episodes of
care. Sub-regulatory guidance (face-to-
face encounter Q&As on the CMS Web
site at: http://www.cms.gov/Medicare/
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Medicare-Fee-for-Service-Payment/
HomeHealthPPS/Downloads/Home-
Health-Questions-Answers.pdf) stated
that face-to-face encounter requirement
applies to “initial episodes”. We
received several questions from the
MAGs and providers asking whether the
face-to-face encounter was required for
instances where the patient was
discharged at the end of a 60-day
episode of care and then re-admitted,
sometimes up to 50 days later and for
reasons completely unrelated to the
previous episode of care. This prompted
us to propose a clarification in the CY
2015 HH PPS proposed rule that would
make it clear that documentation of a
face-to-face encounter is required for
each certification and a certification is
any time a SOC OASIS is completed to
initiate care.

Comment: One commenter stated that
while it is understandable to categorize
the completion of a SOC OASIS as a
certification, thus requiring
documentation of a face-to-face
encounter, concerns exist that this will
increase burden without any direct
benefit. Several commenters stated that
for subsequent episodes initiated with a
SOC OASIS, a certification (which
requires documentation of a face-to-face
encounter) versus a recertification
should be differentiated based on
whether the reason for home care
changed. Several commenters stated
that a new face-to-face encounter should
only be required when the second
admission to home health services is for
a wholly different reason than presented
in the original admission. One
commenter stated that a subsequent
episode should only be considered a
certification (which requires
documentation of a face-to-face
encounter) when a new physician is the

certifying physician or if a new home
health agency is providing the care.

Response: If the patient is
hospitalized during a 60-day episode of
care and is expected to return to home
health during the same 60-day episode
of care, the HHA has the option to
complete a transfer OASIS without
discharging the patient. If the patient
returns to home heath during that same
60-day home health episode, a
resumption of care OASIS would be
completed upon return, and depending
on when the patient returned to home
health, a re-certification/follow-up
OASIS would be completed during the
last 5 days of the episode. The
subsequent episode would be
considered continuous for re-
certification purposes and
documentation of a face-to-face
encounter would not be required. More
often than not, the primary reason for
home care is changing between episodes
of care when the subsequent episode of
care is initiated with a SOC OASIS,
regardless of whether the patient
remains with the same HHA or is
receiving care from another HHA. As
such, we are clarifying that
documentation that face-to-face
encounter occurred is required for every
certification and that a certification
(versus recertification) is considered to
be any time that a new SOC OASIS is
completed to initiate care.

When comparing the primary reason
for home health care (the primary
diagnosis (item M1020) on the OASIS)
at the ICD-9-CM three-digit category
level, subsequent episodes initiated
with a SOC OASIS had a different
primary diagnosis (primary reason for
home care) than the previous episode of
care approximately 73 percent of the
time. The subsequent episode’s primary

diagnosis was different from the
previous episodes’ primary diagnosis
approximately 70 percent of the time
when the subsequent episode of care
was with the same HHA, and 80 percent
of the time when the subsequent
episode of care with a different HHA.
Just examining the subsequent episodes
of care that follow a PEP, we found that
subsequent episodes of care initiated
with a SOC OASIS had a different
primary diagnosis than the previous
episode of care approximately 72
percent of the time. The subsequent
episode’s primary diagnosis was
different from the previous PEP
episodes’ primary diagnosis
approximately 66 percent of the time
when the subsequent episode of care
was with the same HHA, and 76 percent
of the time when the subsequent
episode of care with a different HHA.

As we noted above, for CY 2012,
approximately 60 percent of the time
there was a hospitalization between a
PEP episode and the subsequent episode
of care. Therefore, we determined
whether there was an intervening
hospitalization between the PEP episode
and the episode that follows (observed
in the 60 days prior to the subsequent
episode’s start) and if so, whether there
were differences in the clinical and
functional levels between the PEP
episode and the subsequent episode of
care (Table 10 and Table 11 below).
Overall, clinical levels only matched in
53 percent of instances. Functional
levels matched in 63 percent of
instances. Clinical levels are higher in
24 percent of the episodes that follow
PEP episodes and lower in 22 percent of
episodes. Functional levels are higher in
approximately 20 percent of episodes
that follow PEP episodes and lower in
17 percent of episodes.

TABLE 10—CROSS-TABULATION OF CLINICAL LEVEL BETWEEN A PARTIAL EPISODE PAYMENT (PEP) EPISODE AND
EPISODES THAT FOLLOW BY INTERVENING HOSPITALIZATION PRESENCE, CY 2012

No intervening hospitalization
[Total episodes = 81,719]

Intervening hospitalization
[Total episodes = 30,416]

Low Medium High Low Medium High
12.3% 7.1% 5.4% 9.2% 6.9% 5.1%
7.8% 12.2% 11.4% 6.7% 12.8% 12.7%
4.8% 9.8% 29.1% 4.1% 10.8% 31.7%

Source: Abt Associates analysis of 100% Medicare Home Health claims, CY 2012.
Note(s): Low = Clinical level 1; Medium = Clinical level 2; High = Clinical level 3 as described in section III.C of this rule.

TABLE 11—CROSS-TABULATION OF FUNCTIONAL LEVEL BETWEEN A PARTIAL EPISODE PAYMENT (PEP) EPISODE AND
EPISODES THAT FOLLOW BY INTERVENING HOSPITALIZATION PRESENCE, CY 2012

No intervening hospitalization
[Total episodes = 81,719]

Intervening hospitalization
[Total episodes = 30,416]

Low Medium

High

Low Medium High

6.6% 7.8%

1.4% 6.4% 8.4% 1.4%
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TABLE 11—CROSS-TABULATION OF FUNCTIONAL LEVEL BETWEEN A PARTIAL EPISODE PAYMENT (PEP) EPISODE AND
EPISODES THAT FOLLOW BY INTERVENING HOSPITALIZATION PRESENCE, CY 2012—Continued

No intervening hospitalization
[Total episodes = 81,719]

Intervening hospitalization
[Total episodes = 30,416]

Low Medium High Low Medium High
Medium ..o 6.9% 38.6% 10.3% 8.3% 40.6% 10.4%
HIGN e 1.1% 8.5% 18.8% 1.0% 8.1% 15.3%

Source: Abt Associates analysis of 100% Medicare Home Health claims, CY 2012.
Note(s): Low = Functional level 1; Medium = Functional level 2; High = Functional level 3 as described in section III.C of this rule.

Final Decision: In order to determine
when documentation of a patient’s face-
to-face encounter is required under
sections 1814(a)(2)(C) and 1835 (a)(2)(A)
of the Act, we are clarifying that the
face-to-face encounter requirement is
applicable for certifications (not re-
certifications), rather than initial
episodes. A certification (versus
recertification) is considered to be any
time that a new Start of Care OASIS is
completed to initiate care.

C. Recalibration of the HH PPS Case-
Mix Weights

As stated in the CY 2015 proposed
rule, for CY 2012, we removed two
hypertension codes from our case-mix
system and recalibrated the case-mix
weights in a budget neutral manner.
When recalibrating the case-mix weights
for the CY 2012 HH PPS final rule, we
used CY 2005 data in the four-equation
model used to determine the clinical
and functional points for a home health
episode and CY 2007 data in the
payment regression model used to
determine the case-mix weights. We
estimated the coefficients for the
variables in the four-equation model
using CY 2005 data to maintain the
same variables we used for CY 2008
when we implemented the four-
equation model, thus minimizing
substantial changes. Due to a noticeable
shift in the number of therapy visits
provided as a result of the 2008
refinements, at the time, we decided to
use CY 2007 data in the payment
regression. As part of the CY 2012
recalibration, we lowered the high
therapy weights and raised the low or
no therapy weights to address
MedPAC’s concerns that the HH PPS
overvalues therapy episodes and
undervalues non-therapy episodes
(March 2011 MedPAC Report to the
Congress: Medicare Payment Policy, p.
176). These adjustments better aligned
the case-mix weights with episode costs
estimated from cost report data. The CY
2012 recalibration, itself, was
implemented in a budget neutral
manner. However, we noted that in the
CY 2012 HH PPS final rule, we also

finalized a 3.79 percent reduction to
payments in CY 2012 and a 1.32 percent
reduction for CY 2013 to account for the
nominal case-mix growth identified
through CY 2009.

For CY 2014, as part of the rebasing
effort mandated by the Affordable Care
Act, we reset the case-mix weights,
lowering the average case-mix weight to
1.0000. To lower the case-mix weights
to 1.0000, each case-mix weight was
decreased by the same factor (1.3464),
thereby maintaining the same relative
values between the weights. This
“resetting” of the case-mix weights was
done in a budget neutral manner,
inflating the national, standardized 60-
day episode rate as the starting point for
rebasing by the same factor (1.3464) that
was used to decrease the weights. In the
CY 2014 HH PPS final rule, we also
finalized reductions ($80.95) to the
national, standardized 60-day episode
payment amount each year from CY
2014 through CY 2017 to better align
payments with costs (78 FR 72293), as
required by the Affordable Care Act.

For CY 2015, we proposed to
recalibrate the case-mix weights,
adjusting the weights relative to one
another, using more current data and
aligning payments with current
utilization data in a budget neutral
manner. We also proposed to recalibrate
the case-mix weights annually in
subsequent payment updates based on
the methodology finalized in the 2008
refinements (72 FR 25359-25392) and
the CY 2012 HH PPS final rule (76 FR
68526), with minor changes as
described below. To generate the CY
2015 case-mix weights, we used CY
2013 home health claims data (as of
June 30, 2014) and used the same
methodology finalized in the CY 2012
HH PPS final rule, except where noted
below. Similar to the CY 2012
recalibration, some exclusion criteria
were applied to the CY 2013 home
health claims data used to generate the
CY 2015 case-mix weights. Specifically,
we excluded Request for Anticipated
Payment (RAP) claims, claims without a
matched OASIS, claims where total
minutes equal 0, claims where the

payment amount equals 0, claims where
paid days equal 0, claims where covered
visits equal 0, and claims without a
HIPPS code. In addition, the episodes
used in the recalibration were normal
episodes. PEP, LUPA, outlier, and
capped outlier (that is, episodes that are
paid as normal episodes, but would
have been outliers had the HHA not
reached the outlier cap) episodes were
dropped from the data file.1®6 We note
that for the CY 2015 recalibration, a 100
percent sample of CY 2013 claims data
as of June 30, 2014 with linked OASIS
data was used.”

Similar to the CY 2012 recalibration,
the first step in the CY 2015
recalibration was to re-estimate the four-
equation model used to determine the
clinical and functional points for an
episode. The dependent variable for the
CY 2015 recalibration is the same as the
CY 2012 recalibration, wage-weighted
minutes of care. The wage-weighted
minutes of care are determined using
the CY 2012 Bureau of Labor Statistics
national hourly wage plus fringe rates
for the six home health disciplines and
the minutes per visit from the claim.18

The CY 2012 four-equation model
contained the same variables and
restrictions as the four-equation model
used in the CY 2008 refinements
(http://www.cms.gov/Research-
Statistics-Data-and-Systems/Statistics-
Trends-and-Reports/Reports/
Downloads/Coleman_Final April
2008.pdf). The CY 2012 model was
estimated using CY 2005 data, same
data used in the CY 2008 refinements,
thereby minimizing changes in the
points for the CY 2012 four-equation
model. For the CY 2015 four-equation
model, we re-examined all of the four-
equation or “leg” variables for each of
the 51 grouper variables in the CY 2008
model. Therefore, a grouper variable
that may have dropped out of the model

16 At a later point, when normalizing the weights,
PEP episodes are included in the analysis.

17 Note, for the last recalibration (CY 2012
recalibration), only a 20 percent sample of data was
used.

18 Note, wage information for sub-disciplines is
also used (e.g., RNs versus RNs and LPNs
combined).


http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/Downloads/Coleman_Final_April_2008.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/Downloads/Coleman_Final_April_2008.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/Downloads/Coleman_Final_April_2008.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/Downloads/Coleman_Final_April_2008.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Reports/Downloads/Coleman_Final_April_2008.pdf
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in one of the four equations in CY 2008
may be in the CY 2015 four-equation
model and vice versa. Furthermore, the
specific therapy indicator variables that
were in the CY 2012 four-equation
model were dropped in the CY 2015
four-equation model so that the number
of therapy visits provided had less of an
impact on the process used to create the
case-mix weights.

The steps used to estimate the four-
equation model are similar to the steps
used in the CY 2008 refinements. They
are as follows: 19

(1) We estimated a regression model
where the dependent variable is wage-
weighted minutes of care. Independent
variables were indicators for which
equation or “leg” the episode is in. The
four legs of the model are leg 1: early
episodes 0—13 therapy visits, leg 2: early
episodes 14+ therapy visits, leg 3: Later
episodes 0—13 therapy visits, and leg 4:
later episodes 14+ therapy visits.20Also,

19 All the regressions mentioned in steps 1-4 are
estimated with robust standard errors clustered at
the beneficiary ID level. This is to account for
beneficiaries appearing in the data multiple times.
When that occurs, the standard errors can be
correlated causing the p-value to be biased
downward. Clustered standard errors account for
that bias.

20Early episodes are defined as the 1st or 2nd
episode in a sequence of adjacent covered episodes.
Later episodes are defined as the 3rd episode and
beyond in a sequence of adjacent covered episodes.

independent variables for each of the 51
grouper variables for each leg of the
model are included.

(2) Once the four-equation model is
estimated, we drop all grouper variables
with a coefficient less than 5. We re-
estimate the model and continue to drop
variables and re-estimate until there are
no grouper variables with a coefficient
of 5 or less.

(3) Taking the final iteration of the
model in the previous step, we drop all
grouper variables with a p-value greater
than 0.10. We then re-estimate the
model.

(4) Taking the model in the previous
step, we begin to apply restrictions to
certain coefficients. Within a grouper
variable we first look across the
coefficients for legl and leg3. We
performed an equality test on those
coefficients. If the coefficients are not
significantly different from one another
(using a p-value of 0.05), we set a
restriction for that grouper variable such
that the coefficients are equal across
legl and leg3. We run these tests for all
grouper variables for legl and leg3. We
also run these tests for all grouper

Episodes are considered to be adjacent if they are
separated by no more than a 60-day period between
claims.

variables for leg2 and leg4.21 After all
restrictions are set, we re-run the
regression again taking those restrictions
into account.

(5) Taking the model from step 4, we
drop variables that have a coefficient
less than 5 and re-estimate the model a
final time. Using complete 2013 claims
data as of June 30, 2014, there were no
grouper variables with a negative
coefficient at this step.

The results from the final four-
equation model are used to determine
the clinical and functional points for an
episode and place episodes in the
different clinical and functional levels.
We take the coefficients from the four
equation model, divide them by 10, and
round to the nearest integer to
determine the points associated with
each variable. The points for each of the
grouper variables for each leg of the
model, updated with complete CY 2013
data as of June 30, 2014, are shown in
Table 12. The points for the clinical
variables are added together to
determine an episode’s clinical score.
The points for the functional variables
are added together to determine an
episode’s functional score.

21]n the CY 2008 rule, there was a further step
taken to determine if the coefficients of a grouper
variable are equal across all 4 legs. This step was
not taken at this time.
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TABLE 12: Case-Mix Adjustment Variables and Scores

1 1
Episode number within sequence of adjacent episodes | or | or | 3+ | 3+

2 | 2
Therapy visits 0- 14+ 0- 14+
13 13
EQUATION: | 1 2 3 4
CLINICAL DIMENSION
1 Primary or Other Diagnosis = Blindness/Low Vision
2 Primary or Other Diagnosis = Blood disorders 6 3
3 Primary or Other Diagnosis = Cancer, selected benign 3 3
neoplasms

4 Primary Diagnosis = Diabetes 8 7
5 Other Diagnosis = Diabetes 1

Primary or Other Diagnosis = Dysphagia
6 AND 2 16 1 9
Primary or Other Diagnosis = Neuro 3 — Stroke

Primary or Other Diagnosis = Dysphagia

7 AND 217 7
M1030 (Therapy at home) = 3 (Enteral)
8 Primary or Other Diagnosis = Gastrointestinal disorders

Primary or Other Diagnosis = Gastrointestinal disorders
9 AND 6
M1630 (ostomy)= 1 or 2

Primary or Other Diagnosis = Gastrointestinal disorders
AND
Primary or Other Diagnosis = Neuro | - Brain disorders

10 and paralysis, OR Neuro 2 - Peripheral neurological
disorders, OR Neuro 3 - Stroke, OR Neuro 4 - Multiple
Sclerosis
1 Primary or Other Diagnosis = Heart Disease OR 1
Hypertension
2 Prlmar)./ Diagnosis = Neuro 1 - Brain disorders and slulel 1
paralysis
Primary or Other Diagnosis = Neuro 1 - Brain disorders
13 and paralysis

AND
M1840 (Toilet transfer) = 2 or more
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1 1
Episode number within sequence of adjacent episodes | or | or | 3+ | 3+
2 2
Therapy visits O- 1 1ar | 9 | 1as
13 13
EQUATION: | 1 2 3 4
Primary or Other Diagnosis = Neuro | - Brain disorders
and paralysis OR Neuro 2 - Peripheral neurological
disorders
14 AND 2 7 1 7
M1810 or M1820 (Dressing upper or lower body)=1, 2, or
3
15 Primary or Other Diagnosis = Neuro 3 — Stroke 3 (10 2
Primary or Other Diagnosis = Neuro 3 - Stroke AND
16 M1810 or M1820 (Dressing upper or lower body)= 1, 2, or 4 8
3
Primary or Other Diagnosis = Neuro 3 - Stroke
17 AND
M1860 (Ambulation) =4 or more
Primary or Other Diagnosis = Neuro 4 - Multiple Sclerosis
AND AT LEAST ONE OF THE FOLLOWING:
M1830 (Bathing) = 2 or more
OR
18 M1840 (Toilet transfer) = 2 or more 3 8 7 113
OR
M1850 (Transferring) = 2 or more
OR
M1860 (Ambulation) =4 or more
Primary or Other Diagnosis = Ortho 1 - Leg Disorders or
Gait Disorders
19 AND 8 1 8 4
M1324 (most problematic pressure ulcer stage)=1, 2, 3 or
4
Primary or Other Diagnosis = Ortho 1 - Leg OR Ortho 2 -
Other orthopedic disorders
20 AND 4 3 2
M1030 (Therapy at home) = 1 (IV/Infusion) or 2
(Parenteral)
71 Primary or Other Diagnosis = Psych 1 — Affective and
other psychoses, depression
Primary or Other Diagnosis = Psych 2 - Degenerative and
22 . A
other organic psychiatric disorders
23 Primary or Other Diagnosis = Pulmonary disorders




66058

Federal Register/Vol. 79, No. 215/ Thursday, November 6, 2014 /Rules and Regulations

1 1
Episode number within sequence of adjacent episodes | or | or | 3+ | 3+
2 2
Therapy visits O 1 g | 9 | 14+
13 13
EQUATION: | 1 2 3 4
24 Primary or Other Diagnosis = Pulmonary disorders AND
M1860 (Ambulation) = 1 or more
Primary Diagnosis = Skin 1 -Traumatic wounds, burns, and
2 post-operative complications A IR I I
26 gggf;tgiafgglssi;tsilginns 1 - Traumatic wounds, burns, post- 6 15 7 15
Primary or Other Diagnosis = Skin 1 -Traumatic wounds,
burns, and post-operative complications OR Skin 2 —
27 Ulcers and other skin conditions 4 1
AND
M1030 (Therapy at home) = 1 (IV/Infusion) or 2
(Parenteral)
28 Pr%mary or cher Diagnosis = Skin 2 - Ulcers and other > 1171 8|17
skin conditions
29 Primary or Other Diagnosis = Tracheostomy 4 119 4 | 11
30 Primary or Other Diagnosis = Urostomy/Cystostomy 19 14
M1030 (Therapy at home) = 1 (IV/Infusion) or 2
31 (Parente(ral) > ) ( : 1816 |18
32 M1030 (Therapy at home) = 3 (Enteral) 15 7
33 M1200 (Vision) = 1 or more
34 M1242 (Pain)=3 or 4 2 1
35 M1308 = Two or more pressure ulcers at stage 3 or 4 4 5 4 113
36 M1324 (Most problematic pressure ulcer stage)= 1 or 2 3119 71 16
37 M1324 (Most problematic pressure ulcer stage)= 3 or 4 8 | 33 | 12| 26
38 M1334 (Stasis ulcer status)= 2 4 113 | 8 | 22
39 M1334 (Stasis ulcer status)=3 7 | 18 | 10 | 18
40 M1342 (Surgical wound status)=2 1 7 6 | 14
41 M1342 (Surgical wound status)=3 6 5 11
42 M1400 (Dyspnea) = 2, 3, or 4 2 3
43 M1620 (Bowel Incontinence) =2 to 5 4 3
44 M1630 (Ostomy)=1 or 2 4 11| 3 |11
45 M2030 (Injectable Drug Use) =0, 1, 2, or 3
FUNCTIONAL DIMENSION
46 M1810 or M1820 (Dressing upper or lower body)= 1, 2, or 5 )
3
47 M1830 (Bathing) = 2 or more 6 3 5
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1 1
Episode number within sequence of adjacent episodes | or | or | 3+ | 3+
2 2
Therapy visits O- 11 | 9 | 1as
13 13
EQUATION: | 1 3
48 M1840 (Toilet transferring) = 2 or more 1 3 3
49 M1850 (Transferring) = 2 or more 3 2
50 M1860 (Ambulation) =1, 2 or 3 7 3
51 M1860 (Ambulation) = 4 or more 7 8 6 8

Source: CY 2013 Medicare claims data for episodes ending on or before December 31, 2013 (as of June 30, 2014) for which we
had a linked OASIS assessment. LUPA episodes, outlier episodes, and episodes with SCIC or PEP adjustments were excluded.

Note(s): Points are additive; however, points may not be given for the same line item in the table more than once.

Please see Medicare Home Health Diagnosis Coding guidance at
http://www.cms.hhs.gov/HomeHealthPPS/03_coding&billing.asp for definitions of primary and secondary diagnoses.

In updating the four-equation model
with 2013 data (the last update to the
four-equation model used 2005 data),
there were a number of changes to the
point values for the variables in the
four-equation model. These changes
reflect the change in the relationship
between the grouper variables and
resource use since 2005. The CY 2015
four-equation model resulted in 124
point-giving variables being used in the
model (as compared to the 164 variables
for the 2012 recalibration). There were
21 variables that were added to the
model and 63 variables that were
dropped from the model due to the
absence of additional resources
associated with the variable. The points
for 57 variables increased in the CY
2015 four-equation model and the
points for 25 variables in decreased in
the CY 2015 four-equation model. There
were 17 variables with the same point
values.

Since there were a number of changes
to the point values associated with the

22For Step 1, 55% of episodes were in the
medium functional level (All with score 15).

For Step 2.1, 60.7% of episodes were in the low
functional level (Most with score 3, some with score
0).

four-equation model, we are redefining
the clinical and functional thresholds so
that they would be reflective of the new
points associated with the CY 2015 four-
equation model. Specifically, after
estimating the points for each of the
variables and summing the clinical and
functional points for each episode, we
looked at the distribution of the clinical
score and functional score, breaking the
episodes into different steps. The
categorizations for the steps are as
follows:

e Step 1: First and second episodes,
0-13 therapy visits.

e Step 2.1: First and second episodes,
14-19 therapy visits.

e Step 2.2: Third episodes and
beyond, 14-19 therapy visits.

e Step 3: Third episodes and beyond,
0-13 therapy visits.

e Step 4: Episodes with 20+ therapy
visits

Similar to the methodology used in
the CY 2008 refinements, we then
divide the distribution of the clinical

For Step 2.2, 58.3% of episodes were in the low

functional level (All with score 0).
For Step 3, 52.1% of episodes were in the
medium functional level (all with score 10).

score for episodes within a step such
that a third of episodes are classified as
low clinical score, a third of episodes
are classified as medium clinical score,
and a third of episodes are classified as
high clinical score. The same approach
is then done looking at the functional
score. It was not always possible to
evenly divide the episodes within each
step into thirds due to many episodes
being clustered around one particular
score.22 Also, we looked at the average
resource use associated with each
clinical and functional score and used
that to guide where we placed our
thresholds. We tried to group scores
with similar average resource use within
the same level (even if it meant that
more or less than a third of episodes
were placed within a level). The new
thresholds, based off of the CY 2015
four-equation model, points are shown
in Table 13.

For Step 4, 41.7% of episodes were in the
medium functional level (almost all with score 3).
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TABLE 13: CY 2015 Clinical and Functional Thresholds
Ist and 2nd Episodes 3rd+ Episodes All Episodes
0to 13 14 to 19 Oto 13 14 to 19
therapy | therapy therapy | therapy 20+ therapy
visits visits visits visits visits
Grouping Step: 1 2 3 4 5
Equation(s) used to calculate
points: (see Table 12) 1 2 3 4 (2&4)
Dimension Severity Level
Clinical Cl 0tol 0to 1 0 0to5 0to3
C2 2to3 2to7 1 6to 12 41016
C3 4+ 8+ 2+ 13+ 17+
Functional F1 0to 14 Oto3 0to9 0 0to?2
F2 15 4t013 10 1to7 3to5
F3 16+ 14+ 11+ 8+ 6+

Once the thresholds were determined
and each episode was assigned a
clinical and functional level, the
payment regression was estimated with
an episode’s wage-weighted minutes of
care as the dependent variable.
Independent variables in the model

were indicators for the step of the
episode as well as the clinical and
functional levels within each step of the
episode. Like the four-equation model,
the payment regression model is also
estimated with robust standard errors
that are clustered at the beneficiary

coefficients for the variables

complete CY 2013 data. The

the CY 2012 recalibration).

TABLE 14—PAYMENT REGRESSION MODEL

level. Table 14 shows the regression

in the

payment regression model updated with

R-squared

value for the payment regression model
is 0.4680 (an increase from 0.3769 for

Variable description

New payment
regression
coefficients

Step 1, Clinical Score Medium
Step 1, Clinical Score High
Step 1, Functional Score Medium ...
Step 1, FUNCHONAI SCOIE HiGh ...ttt sttt e bt e bt e s ae e e bt e sae e et e e e as e e s he e st e e sbe e e bt e ebneeanees
Step 2.1, Clinical Score Medium
Step 2.1, Clinical Score High
Step 2.1, Functional Score Medium .
Step 2.1, Functional Score High
Step 2.2, Clinical Score Medium
Step 2.2, Clinical Score High
Step 2.2, Functional Score Medium .
Step 2.2, Functional Score High
Step 3, Clinical Score Medium
Step 3, Clinical Score High
Step 3, Functional Score Medium ...
Step 3, Functional Score High
Step 4, Clinical Score Medium ...
Step 4, Clinical Score High
Step 4, Functional Score Medium ...
Step 4, Functional Score High
Step 2.1, 1st and 2nd Episodes, 14 to 19 Therapy Visits .
Step 2.2, 3rd+ Episodes, 14 to 19 Therapy Visits
Step 3, 3rd+ Episodes, 0—13 Therapy Visits
Step 4, All Episodes, 20+ Therapy Visits
Intercept

$24.36
61.06
81.65
121.95
56.47
177.00
26.09
91.13
91.83
206.75
6.22
88.98
11.00
89.06
50.88
86.69
74.96
241.95
35.12
91.41
447.08
456.36
—65.98
872.95
378.43

Source: CY 2013 Medicare claims data for episodes ending on or before December 31, 2013 (as of June 30, 2014) for which we had a linked

OASIS assessment.

The method used to derive the CY
2015 case-mix weights from the
payment regression model coefficients
is the same as the method used to derive

the CY 2012 case-mix weights. This
method is described below.

(1) We used the coefficients from the
payment regression model to predict

of care (resource use). We th

the dependent variable (that

each episode’s wage-weighted minutes

en divided

these predicted values by the mean of

is, the
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average 