Centers for Medicare & Medicaid Services
42 CFR Parts 409 and 484
Medicare and Medicaid Programs: CY 2017 Home Health Prospective Payment System Rate
Update; Home Health Value-Based Purchasing Model; and Home Health Quality Reporting
Requirements
Proposed Rule Released on June 27, 2016; Published July 5, 2016
Summary: This is the annual proposed rule that updates the Home Health Prospective
Payment System (HHPPS) rates that are effective beginning on January 1, 2017. It also
implements the last year of the 3.5 percent rebasing adjustments required by the Affordable
Care Act; implements the second year of the three year phase-in of a case-mix adjustment;
changes the methodology for outlier payments; proposes payment changes for Negative
Pressure Wound Therapy (NPWT); discusses monitoring and research regarding the impact of
the changes; seeks comments on a potential process for grouping claims centrally during
processing; and proposes changes to the Home Health Value-Based Purchasing (HHVBP) Model;
and updates the Home Health Quality Reporting Program (HH QRP).
Comments are due no later than August 26, 2016 no later than 5:00 p.m.
I. Proposed Provisions of the Home Health Prospective Payment System
A. Monitoring for Potential Impacts – Affordable Care Act Rebasing Adjustment
CMS analyzed the 2014 HHS cost report data and 2014 HHA claims data to determine whether
the average cost per episode was higher (using 2014 cost report data compared to the 2011
cost report and 2012 claims data). The estimated cost of a 60-day episode in CY 2014 was
$2,373.87 using 2014 cost report data. The latest analysis of the 2014 cost report and 2014
claims data suggests an even larger reduction (-5.30 percent) than described in the 2014 final
rule (-3.45 percent) or 2015 (-4.21 percent) or 2016 (-3.45 percent).
Some suggested the rebasing would result in HHA closures and diminish access to home health
services. Claims data were evaluated and for 2015, home health claims data indicates that the
number of episode decreased by 3.8 percent from 2013-2014; and decreased by 1.7 percent
from 2014-2015. Other factors demonstrate a reduction in additional episodes of care;
however, the number of beneficiaries remained relatively constant in 2013-2015 and the
number of HHAs declined in 2013-2014 (-1.6 percent) and in 2014-2015 (-2.7 percent). There
are still 2.9 HHAs per 10,000 FFS beneficiaries, which are higher than the 1.9 HHAs per 10,000
beneficiaries in 2001. Other trends were evaluated and included in the proposed rule showing
the increased number of therapy visits per 60-day episode and the number of skilled nursing
and home health aide visits have decreased.
The study required by section 3131(d) of the Affordable Care Act suggests that the current
home health payment system may discourage HHAs from serving patients with clinically
complex and/or poorly controlled chronic conditions who do not qualify for therapy, but
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require a large number of skilled nursing visits. CMS examined trends in the number of
episodes received; the trends in admission sources. The percentage of first or only episodes
with a community admission source, increased from 37.4 percent in CY 2008 to 41.9 percent in
CY 2015 (consistent with MedPAC findings).
B. Proposed CY 2017 HH PPS Case-Mix Weights
CMS will use the same methodology in the CY 2008 rule, 2012 rule, and CY 2015 rule in
recalibrating the HH PPS case-mix weights. The specific steps taken are reflected in the
proposed rule. At the end of the steps, a budget neutrality factor is applied.
C. Proposed CY 2017 Home Health Payment Rate Update
Market Basket Update: The proposed CY 2017 Home Health Market Basket update is
statutorily prescribed. For CY 2017, CMS proposes the update as 2.3 percent (2.8 percent
market basket update, less 0.5 percentage MFP adjustment).
For HHAs that do not submit quality data, the home health payment update would be 0.3
percent (2.3 percent minus the statutorily prescribed 2 percent).
Home Health Wage Index: Consistent with past rules, this proposal uses inpatient hospital wage
data in developing a wage index for HH payments. The data is pre-floor, pre-classified hospital
wage index as the wage adjustment to the labor portion of the HH PPS rates. Where there are
no inpatient hospitals or wage data, the average wage index from all CBSAs serves as a
reasonable proxy. In addition, OMB’s most recent update on delineation of geographic areas
was published on July 15, 2015.
Annual Payment Update: The following table includes the proposed National, Standardized
Payment rates:
Table 10—Proposed CY 2017 60-Day National, Standardized 60-Day Episode Payment Amount
CY 2016
Wage
Case-mix
Nominal
Proposed Proposed CY
National,
index
weights
case-mix
CY 2017
CY 2017 2017 national,
standardized
budget
budget
growth
Rebasing
HH
standardized
60-day
neutrality neutrality adjustment adjustment payment 60-day episode
episode
factor
factor
(1-0.0097)
update
payment
payment
$2,965.12
× 0.9990 × 1.0062 × 0.9903
−$80.95
1.023
$2,936.68
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The national per-visit rate is used to pay LUPAs and to compute imputed costs in outlier
calculations. The following tables establish the proposed per visit rates:
Table 12: Proposed CY 2017 National Per-Visit Payment Amounts for HHAs That DO Submit the
Required Quality Data
Wage index
Proposed CY
CY 2016
CY 2017
Proposed CY
HH Discipline
budget
2017 HH
per-visit
Rebasing
2017 per-visit
type
neutrality
payment
payment
adjustment
payment
factor
update
Home Health
$60.87
× 0.9998
+ $1.79
× 1.023
$64.09
Aide
Medical Social
215.47
× 0.9998
+ 6.34
× 1.023
226.87
Services
Occupational
147.95
× 0.9998
+ 4.35
× 1.023
155.77
Therapy
Physical
146.95
× 0.9998
+ 4.32
× 1.023
154.72
Therapy
Skilled Nursing 134.42
× 0.9998
+ 3.96
× 1.023
141.54
Speech
Language
159.71
× 0.9998
+ 4.70
× 1.023
168.16
Pathology
The LUPA add on factors are 1.8451 for SN; 1.67 for PT; and 1.6266 for SLP.
For non-routine medical supplies, Tables 14, 15, 16 and 17 in the proposed rule provide the
conversion factors.
For the rural add-on, those HHAs who provided beneficiaries in areas that are defined as rural
under the OMB delineations would be increased by 3 percent. This add-on is applied to the
national, standardized 60-day episode payment rate, national per visit rates, and NRS
conversion factor when services are provided in non-CBSA (rural) areas.
D. Payments for High-Cost Outliers under the HH PPS
An analysis of CY 2015 home health claims data indicates that there is significant variation in
the visit length by discipline for outlier episodes. Those agencies with 10 percent of their total
payments as outlier payments are providing shorter but more frequent skilled nursing visits
than agencies with less than 10 percent of their total payment as outlier payments. CMS is
concerned that the current methodology for calculating outlier payments may create a financial
disincentive to treat medically complex beneficiaries who require longer visits. Therefore, CMS
is proposing to change the methodology used to calculate outlier payments, using a cost-per3
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unit approach rather than a cost-per-visit approach. This change would be budget neutral and
CMS will pay out 2.5 percent of total payments as outlier payments.
Analysis of this proposed change indicates that two-third of outlier episodes under the costper-unit approach would have still received outlier payments under the current cost-per-visit
approach. CMS believes this approach would result in a more accurate payment to account for
the intensity of the visits performed rather than only visit volume.
This proposal would also implement a cap on the amount of time per day that would be
counted toward the estimation of an episode’s costs for outlier calculation purposes. CMS
proposes to limit the amount of time per day to 8 hours or 32 units per day. CMS believes this
would have a limited impact on episodes overall.
For CY 2017, CMS proposes that the outlier payments would comprise approximately 2.74
percentages of the total payments using the cost per unit analysis (2.58 under the cost per visit
analysis). In order to maintain the 2.5 percentage cap on outlier payments the FLD ratio will be
0.56 to pay up to, but no more than 2.5 percent of total payments. Comments are requested on
this proposal.
E. Proposed Payment Policies for Negative Pressure Wound Therapy (NPWT) Using a
Disposable Device
Negative pressure wound therapy is used to enhance and promote healing in acute, chronic,
and burn wounds. Currently, NPWT is considered a non-routine supply and payment for the
disposable NPWT system is included in the episode payment amount. The Consolidated
Appropriations Act of 2016 requires a separate payment to an HHA for an applicable disposable
device when furnished on or after January 1, 2017 to an eligible beneficiary. The payment is to
be set equal to the amount of the payment made under the Medicare Hospital Outpatient
Prospective Payment System using the Level 1 Healthcare Common Procedure Coding System
(HCPCS) code (CPT Codes 97607 and 97608 including furnishing the service as well as the
disposable NPWT device).
Since furnishing NPWT using a disposable device for a patient under a home health plan of care
is to be paid separately, the HHA must bill these visits separately under type of bill 34 xs along
with the appropriate HCPCS code (97607 or 97608). The beneficiary must still meet the
eligibility criteria for home health services. Comments are requested.
F. Update on Subsequent Research and Analysis Related to Section 3131(d) of the
Affordable Care Act
This provision requests the Secretary of HHS to conduct a study on HHA costs involved with
providing ongoing access to care to low-income Medicare beneficiaries or beneficiaries in
medically underserved areas and in treating beneficiaries with high levels of severity of illness
and submit a Report to Congress. This proposed rule provides an update on additional research
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and analysis conducted on the Home Health Groupings Model (HHGM), one of the model
options referenced in the CY 2016 rule.
The premise of the HHGM is that home health episodes are grouped by the primary diagnosis
because this is what home health interventions would require during the episode. Each home
health episode is categorized into different sub-groups within each of five categories: Timing;
Referral source; Clinical grouping; Functional/cognitive level; and a Comorbidity adjustment.
The first 30 days is classified as an “early episode.” Episodes under the HHGM are classified
as to whether they are “early” versus ‘late”, and each episode is classified into one of three
referral source categories – whether admitted from acute or post-acute care within 14 days
(those from the community, an acute setting or a post-acute setting had different observable
patterns of resource use). The episodes were grouped based on: Musculoskeletal
rehabilitation; Neuro/Stroke Rehab; Wound care, Medication management, teaching and
Assessment (MMTA); Behavioral Health Care; and Complex Medical Care. The next issue
assessed is functional/cognitive level using data analysis and assigned each episode to a low,
medium, or high functional/cognitive level. The final issue included is the presence of a certain
secondary diagnoses. A case mix weight for each of the 324 different HHGM payment groups
was developed using these factors (episode timing, admission source, HHGH clinical group,
functional/cognitive level, and comorbidities).
While this type of a program is similar to the current payment system, by adding features it
would strengthen HH PPS by addressing the “margin differences” and by removing unintended
financial incentives (therapy thresholds). Margin differences exist across beneficiary
characteristics such as parenteral nutrition, traumatic wounds, whether bathing assistance was
needed, and admission source. CMS will release a detailed Technical Report in the future on
this additional research and analysis conducted. Comments will be requested at the time of
the release of the Technical Report.
G. Update on Future Plans to Group HH PPS Claims Centrally During Claims Processing
CMS is seeking comment on another process identified where all of the information necessary
to group HH PPS claims occurs centrally during claims processing. HHAs have concerns that the
bi-annual grouper updates coupled with the additional complexity of the grouper has increased
provider and vendor burden. CMS believes that embedding the HH PPS Grouper within the
claims processing system would mitigate the provider’s vulnerability and improve payment
accuracy. CMS believes that additional enhancements to the claim and OASIS matching process
would enable CMS to collect all of the other information to assign a HIPPS code within the
claims processing system. CMS is seeking comments on permitting grouping HH PPS claims
centrally within the claims processing system so that the HHA would no longer have to
maintain a separate process outside of the claims processing system.
II. Proposed Provisions of the Home Health value-Based Purchasing (HHVBP) Model
A. Background
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The HHVBP model began on January 1, 2016 to improve the quality and deliver of home health
services through better incentives for quality and efficiency; a study on new measures; and
enhanced public reporting. HHAs in Arizona, Florida, Iowa, Maryland, Massachusetts,
Nebraska, North Carolina, Tennessee, and Washington participate in the model beginning in CY
2018. The payment adjustment will be up or down: 3% in 2018; 5% in 2019; 6% in 2020; 7% in
2021; and 8% in 2022.
B. Smaller- and Larger-Volume Cohorts Proposals
While the final rule in 2016 did not implement modifications for large and small cohorts, CMS
noted that the benchmark values for the smaller volume cohorts varied considerably more from
state-to-state than the benchmark values for the larger-volume cohorts. The higher variation is
not the result of expected differences, but the result of either cohort is so small that the values
are difficult to calculate; or the cohort is large enough to calculate the values but there are not
enough HHAs in the cohort to be reliable. Therefore, CMS is proposing to calculate the
benchmarks and achievement thresholds at the state level rather than at the smaller and
larger-volume cohort level for all model years, beginning with CY 2016. Comments are
requested.
In addition, if an HHA does not have a minimum of 20 episodes of care during the performance
year to generate a score on at least five measures, it was not included in either the LEF or
payment adjustment. To reduce skewing, a smaller-volume cohort is proposed. CMS is
proposing that a smaller-volume cohort have a minimum of eight HHAs in order for the HHAs in
that cohort to be compared only against each other, and not against the HHAs in the largervolume cohort. Also, if an HHA has less than eight HHAs, those would be included in the largervolume cohort for that state for purposes of calculating the LEF and payment adjustment
percentages. Comments are requested.
C. Quality Measure Proposals
Four measures were selected for CY 2016: 1) Care management: types and sources of
assistance; 2) prior functioning ADL/IADL; 3) Influenza vaccine data collection period: does this
episode of care include any dates on or between October 1 and March 1; and 4) Reason
pneumococcal vaccine not received. CMS is proposing to remove these four measures. The
proposed revised set of measures is in Table 31 of the Proposed Rule.
CMS will now require annual reporting for one of the three New Measures, “Influenza
Vaccination Coverage for Home Health Personnel” with the first submission in April 2017 for
PY2 (October-March 31). Quarterly reporting and submission requirements are included for
two new measures “Advanced Care Planning” and “Herpes zoster (Singles) vaccination: has the
patient ever received the shingles vaccination?” The timeframe for submitting the New
Measures data has been extended from seven days to 15 days. Comments are requested.
D. Appeals Process Proposal
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CMS is proposing an appeals process for the HHVBP Model to include the period to review and
request recalculation of both the Interim Performance Reports and the Annual TPS and
Payment Adjustment Reports. The quarterly Interim Performance Reports will provide
competing HHAs with the opportunity to identify and correct calculation errors and resolve
discrepancies. Also, competing HHAs also can review their Annual TPS and Payment
Adjustment Report. The proposed rule includes specific timeframes for the submission of
recalculation and reconsideration requests. The first level of the appeal process would be the
recalculation request process. The reconsideration request would complete the process and
would be available only when an HHA has first submitted a recalculation request.
E. Recalculation requests may be made for both the Interim Performance Reports and the
Annual TPS and Payment Adjustment Report
CMS is proposing to revise the number of days to file from 30 to 15 calendar days of the posting
of each report and signed by a person who has legal authority to sign on behalf of the HHA.
Reconsideration requests are permitted if the recalculation request is denied. This request
would be required to be submitted via the form (with the same information as the recalculation
request) within 15 days of CMS’ notification on the outcome of the recalculation request.
Reconsideration requests may be done for the Annual TPS and Payment Adjustment Report
only. Comments are requested.
F. Public Display of Total Performance Scores for the HHVBP Model
CMS received support to publicly report the HHVBP Model performance data to inform industry
of quality improvements and permit providers to direct patients to a source of information
about higher-performing HHAs based on quality reports. CMS is considering various public
reporting platforms for the HHVBP Model, beginning no earlier than CY 2019 to allow analysis
of at least 8 quarters of performance data.
III. Proposed Updates to the Home Health Care Quality Reporting Program (HH QRP)
A. Background and Statutory Authority
The Secretary has the authority to require the submission of quality data by an HHA and if such
data is not submitted, the Secretary is directed to reduce the home health market basket
percentage increase for such year by 2 percentage points. In addition, CMS also discussed the
reporting of OASIS data and sought OMB approval that has an expiration date of May 31, 2018.
B. General Considerations Used for the Selection of Quality Measures for the HH QRP
The CY 2016 Final Rule contains a detailed discussion of the considerations applied in measure
selection for the Home Health Quality Reporting Program. In this proposed rule, CMS proposes
to adopt one measure to meet the Medication Reconciliation domain: Drug Regimen Review
Conducted with Follow-Up for Identified Issues-post-Acute Care Home Health Quality Reporting
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Program. CMS is also proposing to adopt three measures to meet the “Resource Use and other
Measures” domains: (1) Total Estimated Medicare Spending per Beneficiary – Post Acute Care
Home Health Quality Reporting Program (MSPB-PAC HH QRP); (2) Discharge to Community-Post
Acute Care Home Health Quality Reporting Program (Discharge to Community-PAC HH QP); and
(3) Potentially Preventable 30-Day Post-Discharge Readmission Measure for Post-Acute Care
Home Health Quality Reporting Program (Potentially Preventable 30-Day Post-Discharge
Readmission Measure for HH QRP). Input was sought from various stakeholders.
C. Process for Retaining, Removing and Replacing Previously Adopted Home Health Quality
reporting Program Measures for Subsequent Payment Determinations
CMS is proposing that when a measure is adopted for the HH QRP for a payment
determination, this measure will be automatically retained for all subsequent payment
determinations unless proposed to be removed or replaced, or unless an exception applies.
Comments are requested.
D. Quality Measures That Will Be Removed From the Home Health Quality Initiative, and
Quality Measures That Are Proposed for Removal from the HH QRP Beginning with the CY
2018 Payment Determination
A review of the 81 existing HH quality measures was done and CMS identified 28 HHQI
measures that were either “topped out” and/or determined to be of limited clinical and quality
improvement value by TEP members. They will no longer be included.
In addition, CMS is proposing to remove 6 process measures beginning with the CY 2018
payment and include:
1. Pain Assessment Conducted
2. Pain Interventions Implemented during All Episodes of Care
3. Pressure Ulcer Risk Assessment Conducted
4. Pressure Ulcer Prevention in Plan of Care
5. Pressure Ulcer Prevention Implemented during All Episodes of Care
6. Heart Failure Symptoms Addressed during All Episodes of Care
Comments on removing these six process measures are requested.
E. Proposed Process for Adoption of Updates to HH QRP Measures
CMS proposes using a sub regulatory process to incorporate non-substantive updates into the
measure specifications so that measures remain up-to-date. Comments are requested.
F. Modifications to Guidance Regarding Assessment Data Reporting in the OASIS
CMS is proposing modifications to the coding guidance related to certain pressure ulcer items
on the OASIS. NQF #0678 was an adopted measure to be used for the CY 2018 HH QRP
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payment. Based on information and guidance from clinical experts, CMS is modifying that
effective January 1, 2017, full-thickness (Stage 3 or 4) pressure ulcers should not be reported on
OASIS as unhealed pressure ulcers once complete re-epithelialization has occurred. To align
with reporting guidance, once a graft is applied to a pressure ulcer, the wound will be reported
on OASIS as a surgical wound, and no longer be reported as a pressure ulcer.
G. Proposed HH QRP Quality, Resources Use, and Other Measures for the CY 2018 Payment
Determination and Subsequent Years.
CMS proposes the adoption of four new measures (to meet the IMPACT Act):
1. MSPB-PAC HH QRP;
2. Discharge to Community-PAC HH QRP
3. Potentially Preventable 30-Day Post-Discharge Readmission Measure for
HH QRP; and
4. Drug Regiment Review Conducted with Follow-Up for Identified Issues –
PAC HH QRP.
For the risk-adjustment of the resource use and other measures, CMS understands the
important role that sociodemographic status plays in the care of patients. NQF is currently
undertaking a two-year trial period to assess measures to determine if risk-adjusting for
sociodemographic factors is appropriate. The Office of the Assistant Secretary for Planning and
Evaluation is also doing research on these issues. CMS will closely follow these efforts.
Comments are requested.
1. Proposal to Address the IMPACT Act Domain of Resource Use and Other Measures: MSPBPAC HH QRP
CMS is proposing to adopt the measure, MSPB-PAC HH QRP and begin to collect data on
January 1, 2107 for the CY 2018 payment determination and subsequent years. This measures
holds HHAs accountable for the Medicare payments within an “episode of care” to include a
period during which a patient is directly under the HHAs care, as well as a defined period after
the end of the HHA treatment. Similar measures are proposed for LTCH, IRF and SNFs.
Episode Construction: Starts with the patient’s admission to a HHA (trigger) and the episode
window is the time period during which Medicare FFS Pat A and Part B services are counted
towards the MSPB-PAC HH QRP episode.
Measure Calculation: Medicare payments for services included in MSPB-PAC HH QRP episodes
are used to calculate the MSPB-PAC HH QRP measure. Certain episodes are excluded based on
described criteria; standardization and risk adjustment is made for factors such as age, sex, ace,
severity of illness, and other factors.
Measure Numerator and Denominator: The MPSB-PAC HH QRP measure is a paymentstandardized, risk-adjusted ratio that compares a given HHA’s Medicare spending against the
9
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spending of other HHAs within a performance period. Specific mathematical equations are
outlined. If the measure is finalized, CMS will provide initial confidential feeds to providers,
prior to public reporting of the measure. Comments are requested.
2. Proposal to Address the IMPACT Act Domain of Resource Use and Other Measures:
Discharge to Community-Post Acute Care Home Health Quality Reporting Program
This proposed measure assesses successful discharge to the community from a HH setting, with
successful discharge to the community including no unplanned hospitalizations and no deaths
in the 31 days following discharge from the HH agency setting. Discussion of how the measure
was developed and evaluated is included in the proposed rule. Comments are requested.
3. Proposal to Address the IMPACT Act Domain of Resource Use and Other Measures:
Potentially Preventable 30-Day Post-Discharge Readmission Measure for Post-Acute Care
Home Health Quality Reporting
CMS is proposing the measure Potentially Preventable 30-Day Post-Discharge readmission
Measure for HH QP as a Medicare measure beginning in CY 2018 payment determination. This
measure is comparable to measures developed for other PAC providers: IRF and SNF. Specific
discussions of how it is defined and rationale are included in the proposed rule. CMS plans to
submit the proposed measure to the NQF for consideration of endorsement. If finalized, initial
confidential feedback will be provided to providers based on three calendar years of claims
data from discharges in CYs 2014, 2015 and 2016. Comments are requested.
H. Proposal to Address the IMPACT Act Domain of Medication Reconciliation: Drug Regimen
Review Conducted with Follow-Up for Identified Issues-Post-Acute Care Home Health
Quality Reporting Program
CMS is proposing to adopt the quality measure with data collection beginning January 1, 2017,
beginning with the CY 2018 payment determination. This proposed measure assesses whether
PAC providers were responsive to potential or actual clinically significant medication issue(s)
when such issuers were identified. The proposed rule outlines how it is measured and rationale
and support for this particular measure. The measure will be submitted to NQF for
consideration of endorsement. Comments are requested.
I. HH QRP Quality Measures and Measure Concepts under Consideration for Future Years.
CMS is requesting comments on the quality measures listed in Table 33.
J. Form Manner and Timing of OASIS Data Submission and OASIS Data for Annual Payment
Update
1. Regulatory Authority. The HH conditions of participation (CoPs) require that comprehensive
assessment be updated and revised no less frequently than: 1) the last 5 days of every 60
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days beginning with the start of care date, unless beneficiary elected transfer, significant
change in condition, or discharge and return to the same HHA during the 60-day episode; 2)
within 48 hours of the patient’s return to the home from a hospital admission of 24-hours
or more for any reason other than diagnostic tests; and 3) at discharge.
2. Home Health Quality Reporting Program Requirements for CY 2017 Payment and
Subsequent Years. In CY 2014, CMS finalized a proposal to consider OASIS assessments
submitted by HHAs to CMS in compliance with HH CoPs and Conditions for Payment
beginning on or after July 1, 2012 and before July 1, 2013 as fulfilling one portion of the
quality reporting requirement. This was continued for each subsequent year beyond CY
2014.
3. Previously Established Pay-for-Reporting Performance Requirement for Submission of OASIS
Quality Data. In this proposed rule, there are no additional policies relating to the
established rules.
4. Proposed Timeline and Data Submission Mechanisms for measures proposed for the CY
2018 Payment Determination and Subsequent Years.
a. Claims based measures. Two new claims based measures are proposed and
described in the rule (Discharge to Community-PAC HH QRP and Potential
Preventable 30-Day Post-Discharge Readmission Measure for HH QRP).
b. Assessment-based Measures using OASIS Data Collection. Drug Regiment Review
Conducted with Follow-Up for Identified Issues-PAC HH QRP is an assessment based
measure.
Comments are requested.
5. Proposed Timeline and Data Submission Mechanisms for the CY 2018 Payment
Determination and Subsequent Years for New HH QRP Assessment-Based Quality
Measure
CMS proposes to adopt a calendar year data collection time frame, using an initial 6-month
reporting period from January 1, 2017 to June 30, 2017 for CY payment determinations for the
application of measure NQF #0678 Percent of Residents or Patients with pressure Ulcers that
are New or Worsened and the CY 2017 HH PPs Proposed measure, Drug Regimen Review
Conducted with Follow-Up for Identified Issues – PAC HH QRP. Comments are requested on
the proposal.
6. Data Collection Timelines and requirements for the CY 2019 Payment Determinations and
Subsequent Years
CMS proposes to continue to use the same 12-month timeframe of July 1-June 30 for measures
for subsequent years for APU determinations. Comments are requested.
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7. Proposed Data Review and Correction Timeframes for Data Submitted using the OASIS
Instrument
CMS is proposing to implement calendar year provider review and correction periods for the
OASIS assessment-based quality measures implemented into the HH QRP in satisfaction of the
IMPACT Act. Comments are requested.
K. Public Display of Quality Measure Data for the HH QRP and Procedures for the
Opportunity to Review and Correct Data and information
CMS proposes that for assessment-based measures, CMS will provide confidential feedback
repots to HHAs that contain performance information that the HHAs can review, during the
review and correction period, and correct the data. Timelines for the type of data are
described. Comments are requested.
Proposals for Review and Correction of Data Used to Calculate Claims-Based Measures Prior to
Public Display. Prior to public display of the claims-based measures, CMS would make available
through the CASPER system a confidential preview report that will contain information
pertaining to their claims-based measure rate calculations, including agency and national rates.
A discussion of how the data is collected and time frames for preview is included in the
proposed rule. Comments are requested.
CMS intends to provide detailed procedures to HHAs on how to obtain new confidential
feedback reports in CASPER on the HH QRP website. CMS also proposes to use the QIES ASAP
system to provide confidential information to HHAs. Comments are requested.
For CY 2017 APU, CMS will require continuous monthly HHCAHPS data collection and reporting
for four quarters. HHAs with fewer than 60 HHCAHPS-eligible unduplicated or unique patients
in the period of April 1, 2014 through March 31, 2015, are exempt from these requirements for
CY 2017 APU. A patient count form is required to be submitted for this exemption. New HHAs
are automatically exempted. For CY 2018-2020 APU, CMS will require continuous monthly
HHCAHPS data collection and reporting for four quarters. Timeframes and times are specifically
outlined.
HHCAHPS Reconsiderations and Appeals Process states that HHAs should monitor their
respective HHCAHPS survey vendors to ensure they submit their HHCAHPS data on time. There
are no changes to these requirements, except the updating of the timeframes for submission.
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