
 
 
 
 
 
 
 
 
 
August 27, 2021 
 
The Honorable Chiquita Brooks-LaSure 
CMS Administrator 
Submitted via Regulations.gov 
 
Re: CMS-1747-P: Medicare and Medicaid Programs; CY 2022 Home Health Prospective Payment 

System Rate Update; Home Health Value-Based Purchasing Model Requirements and 
Proposed Model Expansion; Home Health Quality Reporting Requirements; Home Infusion 
Therapy Services Requirements 

 
Dear Administrator Brooks-LaSure, 
 
The Home Care Alliance of MA (HCA of MA) appreciates the opportunity to comment on the CY 2022 
Home Health Prospective Payment System (PPS) Proposed Rule published at 86 Federal Register 35874 
on July 7, 2021 (the Proposed Rule). As an organization representing 175 home health providers, we 
appreciate that the Centers for Medicare & Medicaid Services (CMS) recognizes the value and quality 
the Medicare home health benefit provides to patients.  
 
We submit these comments recognizing that 2020 was an unprecedented year in health care and that 
any payment model reforms, especially as significant as what is in this proposed rule, must reflect that. 
This past year was not a “business as usual” one for home care.   Data collected by The National 
Association for Home Care (NAHC) indicate that as many as 10% of all admissions in 2020 were patients 
with a primary diagnosis of COVID.  In addition, home care utilization patterns were dramatically 
impacted by the cancellation of elective surgeries for many months at almost all of our hospitals.   Post-
acute nursing home usage dropped and home health agencies were admitting patients with higher 
acuity than “normal.” Unreimbursed telehealth services to reduce infection spreading risks to patients 
and staff grew in 2020 and 2021; and agencies incurred massive cost increases related to Personal 
Protective Equipment and infection control measures.   
 
For these reasons, CMS’ proposal to keep the framework of PDGM in place without significant alteration 
is welcome.  However, we believe other changes in this proposed rule must also better acknowledge 
and reflect the atypical circumstances associated with the Public Health Emergency.  
 
 

I. Changes to Home Health Payment System 
 
Given the cost pressures and conditions of the pandemic, we suggest that this is not the time to 
implement the aggregate payment reductions that would evolve from three proposals in the rule: 



• the -4.36% behavioral adjustment in the CY 2022 rates;  
• the methodology aimed at ensuring budget neutrality that is projected to produce a  

further rate reduction; and  
• the recalibration of the case mix weights using 2020 data that may be unreliable.  

 
Any one of these three changes will be a destabilizing force to our sector and its critical role in 
continuing to advance positive change in how we care for and what outcomes we expect for our 
Medicare population.   All three together are unsupportable.  
 
On the first point, the behavioral adjustments, industry data compiled and analyzed by Dobson DaVanzo 
indicate that home health providers’ actual behaviors have not aligned with CMS’ assumptions related 
to two of the three factors CMS used to calculate the behavioral adjustment for 2021:  clinical group 
coding and LUPAs.  Those two factors provided the basis for most of the -4.36 percent reduction applied 
by CMS in the CY 2021 rates.  (Comorbidity coding - the third area in which CMS made an assumption - 
was more consistent with CMS’ projection, but may well be because of actual changes in patient case-
mix and acuity, rather than coding behavior.)  In light of data showing that these assumptions were not 
borne out, we do not believe CMS’s proposal to continue the -4.36 percent payment adjustment is 
justified.  
 
On the proposed budget neutrality methodology, the HCA of MA agrees with the position of the 
National Association for Home Care that CMS is only allowed by statute to apply a PDGM-related budget 
neutrality adjustment methodology that exclusively is focused on PDGM-triggered behavioral changes.  
The change assessment methodology proposed by CMS encompasses changes unrelated to HHA 
behavioral changes under PDGM and therefore does not comply with the statutory limits.  
 
And finally, on the proposal relative to case mix weights changes:  the COVID-19 pandemic has had 
significant effects on home health utilization and overall case-mix severity in CY 2020. As a result, the 
use of CY 2020 data for rate-setting or case-mix recalibration may be inaccurate and cause distortions in 
payment as CY 2020 data may not be representative of utilization in CY 2022. 
 
Given the uncertainty of the PHE and the potential destabilization that could result, now is not the time 
to implement further payment reductions.  We urge CMS to withdraw both the proposed behavioral 
adjustment and the budget neutrality adjustment. 
 
 

II. Proposed Market Basket Adjustment   
 
CMS has proposed a 1.7% rate adjustment for 2022 based on 2.4% Market Basket Index (MBI) and a 
0.6% Productivity Adjustment (PA). According to data reported by NAHC, The PPE costs this past year 
alone have increased per visit costs by approximately $11.50, or nearly 5% of the current base episodic 
rate.   Given that the end point of the Covid-19 pandemic is unfortunately not known, we anticipate that 
agencies will face increased PPE costs throughout 2022.  The MBI as proposed does not account for 
these dramatically higher PPE costs.  HCA of MA recommends that CMS modify both the home health 
MBI and PA in a manner similar to what was done in other health care sectors in final rules that take 
effect on October 1, 2021.  We also urge CMS to establish a process and methodology to modify HHA 
payment systems and rates – through rate add-ons or other methods -- on an interim or temporary 
basis during a Public Health Emergency to address new costs triggered by the PHE or unpredicted 
limitations in payment models. 



III. Wage Index 
 
The Home Care Alliance of MA has commented many times on the problems with the wage index over 
the years, repeatedly expressing our concerns to CMS about inequities in how the wage index is 
calculated and implemented for home health agencies as compared to hospitals.  The wage index for 
home health agencies is based on pre-floor, pre-reclassified hospital wage data, but hospitals in the 
same geographic regions have the ability to apply for re-classification to another CBSA.  This inequity has 
for many years created a competitive advantage for hospitals in recruiting and retaining increasingly 
scarce nurses and therapists.  We recommend that agencies within any CBSA be assigned the same 
wage index as the majority of hospitals within that CBSA. 
 
In CY2021, CMS reset the Core-Based Statistical Areas (CBSA) in a manner that reflects findings of the 
Office of Management and Budget (OMB) relative to economic marketplaces for labor. As some of the 
modified CBSA designations led to significant reduction of wage index values in certain areas of the 
country, CMS implemented a budget neutral cap on negative adjustments set at 5%.  
 
HCA of MA is concerned that the proposed rule for CY2022 eliminates the 5% cap on negative 
adjustments to the wage index for home health.  This would have a devasting impact on access to 
services in Franklin County, Massachusetts.  In that county, which in 2020 was changed from Rural to 
part of the Springfield, MA CBSA, the proposed wage index for 2022 is 0.947.  This is a 9.86% drop from 
the current wage index of 1.0506 for the county.   If the pandemic has shown us anything, it is that 
home care workers are needed now more than ever, but the home care workforce is being recruited 
away with offers of higher paying jobs in hospitals (and in some cases nursing homes.)  This is an 
unsustainable trend.  This is not the time to take any further actions that create a competitive 
disadvantage between our sector and hospitals.  
 
We recommend that CMS continue to apply a 5% cap on wage index decreases, as has been retained 
in the payment rule for hospitals.  HCA of MA believes strongly that all health care entities operating 
with the same CBSA should be subject to the same protections.  If it is appropriate for hospitals and 
HHAs to be placed in the same CBSA, CMS should not discriminate against HHAs by giving hospitals a 
wage index change protection that is not also applied to HHAs.  
 
 

IV. Expansion of Home Health Value Based Payment Model 
 

As one of the nine original VBP states, HCA of MA supports a nationwide expansion, with several 
modifications to the proposed expansion.  Given the lack in the original model of measurements for 
patients with chronic illness, we believe that the national expansion must use measures that reflect the 
full Medicare home health patient population.  Home health agencies are often serving the oldest 
cohort of Medicare beneficiaries as well as Medicaid patients with severe chronic illnesses.  The goal for 
many of these clients is to prevent decline rather than aim for improvement in health status.  
“Improvement” measures related to function, mobility, and self-care do not capture home health’s 
impact for these patients. Prior to the national expansion, CMS should develop measures that reward 
stabilization in patients with chronic and/or unstable conditions.  
 
HCA of MA also asks that CMS reconsider its proposal to establish nationwide volume-based cohorts for 
the expanded HHVBP Model, where HHAs would compete nationally within either the larger-volume 
cohort or the smaller-volume cohort.  Given the high variability in home health utilization across the 



country and how this utilization is impacted by regional differences in social determinants of health, as 
well as differences in state investments in the health of communities, we believe that further analysis of 
the proposed cohorts is warranted to avoid unintended consequences for equity in access to care 
across the country. 
 
Finally, the proposal to institute an early end to the original HHVBP raises questions of fairness.  Our 
member HHAs bore the costs and burdens of performance improvement actions with a promise of 
eligibility for a performance bonus as high as 8%. CMS’ proposal to retroactively end the program has 
the appearance of allowing Medicare to get the benefit of our member HHAs’ quality improvement 
performance without having to keep up its end of the bargain to reward high performing providers.  
CMS should provide the 2022 bonus payments that would otherwise be due to the HHAs in the nine 
states in the original HHVBP demonstration project. 
 
To the extent there is concern that the chaotic year of 2020 with the Covid-19 pandemic justifies an 
early end to the demonstration project, HCA of MA recommends the application of some sort of risk 
adjustment to account for Covid driven impacts.  
 
 

V. Home Health Quality Reporting Program (HH QRP) 
 
CMS proposes to replace the “Acute Care Hospitalization During the First 60 Days of Home Health” 
measure and “Emergency Department Use Without Hospitalization During the First 60 Days of Home 
Health” measure with the “Home Health Within Stay Potentially Preventable Hospitalization” Measure 
beginning with the CY 2023 HHQRP. CMS plans to replace the two current measures with a new home 
health hospitalization measure because the change meets CMS’ criteria to remove a measure when a 
measure is available that is more strongly associated with desired patient outcomes. 
 
CMS seeks public comment on whether to align the expanded HHVBP Model with the proposed changes 
for HH QRP by proposing to remove the same two measures from the expanded Model and replacing it 
with the new hospitalization measure in a future year.  
 
HCA of MA supports aligning the measures in the HHVBP program with the measures reported in the 
HH QRP. However, CMS should give HHAs ample time to become familiar with the Home Health Within 
Stay Potentially Preventable Hospitalization measure, and to affect outcomes, if needed, before 
including it in the HHVBP program.  
 
Additionally, there is concern with including observation stays in the measure. Observation stays 
function more as an extension of an emergency department stay rather than an alternative to an 
inpatient stay. As noted in the proposed rule, experts raised concerns that there were several drivers of 
emergency department use outside the control of an HHA.  Furthermore, hospital policies vary on when 
to admit a patient to observation vs. discharge to home.  
 
RECOMMENDATIONS: 

1. Provide HHAs with a least one year to transition to the Home Health Within Stay Potentially 
Preventable Hospitalization measure before applying it to the HHVBP or HH QRP programs.      

2. Exclude observation stays from the Home Health Within Stay Potentially Preventable 
Hospitalization measure. 

 



VI.  Notice of Admission  
 
Beginning January 1, 2022, CMS will replace submission of the No Pay RAP with a Notice of Admission.   
Like the No-Pay RAP, the NOA carries a late submission penalty for HHAs. HHAs that do not submit the 
NOA within 5 calendar days of admission receive a reduction in payment that is equal to a one-thirtieth 
reduction to the wage and case-mix adjusted 30-day period payment amount for each day from the 
home health start of care date until the date the HHA submitted the NOA. 
 
The Home Care Alliance of MA continues to hear from HHAs about significant issues with the No-Pay 
RAP timely filing policy that is unfairly penalizing HHAs.  No-Pay RAPS (and the NOAs) may be late for a 
number of reasons beyond a home health agency’s control. 
 
RECOMMENDATIONS: 

1. CMS should not assess the late submission penalty for the NOA until the issues with No-Pay 
RAPS that negatively impact HHAs are resolved. 

2. CMS should provide clear and timely instructions to HHAs clarifying or correcting a number of 
identified system issues. 

3. CMS should include payer changes to the list of exceptions to the NOA timely submission 
penalty. CMS should require the MACs to request an ADR if addition information is required 
to decide on a payer change exception.  

4. CMS should include other providers overlapping in the CWF as a listed exception to the NOA 
timely submission penalty. CMS should require the MACs to request an ADR if addition 
information is required to decide on whether the HHAs was prevented from submitting a 
timely NOA due other another provider’s actions. 

5.  CMS should instruct the MACs to not apply the timely submission penalty if the original NOA 
is submitted timely but must be canceled and resubmitted.  

 
 
VII.  Conditions of Participation: Comprehensive Assessment of Patients 
 
CMS proposes to permit an occupational therapist to conduct a home health initial assessment visit and 
complete a comprehensive assessment under the Medicare program, but only when occupational 
therapy is on the home health plan of care, with either physical therapy or speech therapy, and when 
skilled nursing services are not initially in the plan of care. Conforming regulation text changes at 
§ 484.55(a)(2) and (b)(3), respectively, to allow occupational therapists to complete the initial and 
comprehensive assessments for patients in accordance with changes in the law. 
 
Although we appreciate this proposal, we recommend CMS extend the regulation to allow the therapy 
disciplines to perform the home health initial assessment and complete a comprehensive assessment 
under the Medicare program even when nursing services are initially on the plan of care. There are 
many situations this would be of advantage to the Medicare beneficiary, especially with orthopedic 
cases and beneficiaries with neuro-muscular diagnoses. With the national nurse staffing shortage in 
home health, allowing the therapy disciplines to complete the initial assessment when nursing is 
originally on the plan of care would take the paperwork burden off the nurse and encourages timely 
admission by the therapist. 
 
 
 



VII.   Conditions of Participation:  Home Health Aide Supervisory Visits 
 
The regulations at §484.80(h)(1)(i) requires that the 14-day supervisory assessment be conducted by the 
registered nurse (RN) or other appropriate skilled professional who is familiar with the patient, the 
patient’s plan of care and the written care instructions.  CMS proposes that HHAs be permitted to use 
interactive two-way, audio-visual telecommunications systems for purposes of aide supervision, on 
occasion, not to exceed 2 virtual supervisory assessments per HHA in a 60-day period. 
 
While we appreciate the flexibility CMS proposes for the HCA supervisory visits, we believe that limiting 
virtual supervisory visits to only 2 per agency every 60 days is of little practical value.  It would be more 
cumbersome and costly for agencies to track these virtual supervisory visits than they might save 
through this flexibility.  We believe that the flexibilities CMS has extended throughout the COVID state 
of emergency have demonstrated that the quality of home health aide services is not diminished when 
nearly every supervisory visit is conducted virtually.  While in-person supervision should be the norm, 
we urge CMS to offer greater flexibility in the use of virtual supervisions.  We recommend that CMS 
modify the limit for the HCA supervisory telecommunication visit to 2 visits per patient in a 60-day 
period.  
 
At § 484.80(h)(2), if home health aide services are provided to a patient who is not receiving skilled care, 
the RN must make an on-site visit to the location where the patient is receiving care at least once every 
60 days to observe and assess each home health aide while he or she is providing care.   CMS is 
proposing that the aide need not be present during this 60-day supervision.                          
 
CMS is also proposing to add a new requirement to 42 CFR 484.80(h)(2) that would require the RN to 
make a semi-annual on-site visit to the location where a patient is receiving care to directly observe and 
assess each home health aide while he or she is performing care. This would apply to patients who are 
not receiving skilled services. 
 
We appreciate CMS’ two proposed changes for the HCA supervisory visits for patients receiving 
nonskilled service, but we do not believe these changes go far enough. We recommend that CMS 
eliminate the 60-day supervision requirement for patients receiving non-skilled care and only require 
semi-annual on-site visits to supervise each home health aide. This change will significantly reduce the 
burden associated with a requirement for a 60-day on-site HCA supervisory visit, and more efficiently 
redirect nursing resources.  We believe that requiring an in-person supervisory visit for each aide twice 
per year is not an unreasonable burden. 
 
Thank you for your attention to these comments. 
 
Best,   

 
Patricia M Kelleher 
Executive Director 
Home Care Alliance of MA  


