
	
  

	
  

	
  
	
  

	
  
June	
  27,	
  2011	
  

	
  
The	
  Hon.	
  Max	
  Baucus,	
  Chairman	
  
The	
  Hon.	
  Orrin	
  Hatch,	
  Ranking	
  Member	
  
The	
  Hon.	
  Tom	
  Carper	
  
The	
  Hon.	
  Tom	
  Coburn	
  
The	
  Hon.	
  Charles	
  Grassley	
  
The	
  Hon.	
  Ron	
  Wyden	
  
	
  

Committee	
  on	
  Finance	
  
United	
  States	
  Senate	
  
Washington,	
  DC	
  20510	
  
	
  
Dear	
  Senators,	
  
	
  
On	
  behalf	
  of	
  the	
  Partnership	
  for	
  Quality	
  Home	
  Healthcare	
  (the	
  Partnership),	
  it	
  is	
  my	
  pleasure	
  to	
  respond	
  to	
  
your	
  May	
  2,	
  2012	
  letter	
  to	
  the	
  health	
  care	
  community	
  requesting	
  specific	
  solutions	
  to	
  combat	
  fraud	
  and	
  abuse	
  
in	
  and	
  strengthen	
  the	
  integrity	
  of	
  the	
  Medicare	
  and	
  Medicaid	
  programs.	
  
	
  
Background	
  
	
  
The	
  Partnership	
  was	
  established	
  in	
  2010	
  to	
  serve	
  as	
  a	
  resource	
  to	
  government	
  officials	
  in	
  their	
  efforts	
  to	
  
strengthen	
  the	
  integrity,	
  quality,	
  and	
  efficiency	
  of	
  healthcare	
  for	
  our	
  nation’s	
  seniors.	
  	
  Representing	
  more	
  than	
  
1,500	
  skilled	
  home	
  healthcare	
  agencies	
  nationwide,	
  the	
  Partnership	
  is	
  dedicated	
  to	
  developing	
  innovative	
  
reforms	
  that	
  will	
  secure	
  beneficiary	
  access	
  to	
  quality	
  home	
  healthcare	
  services.	
  	
  	
  
	
  
As	
  you	
  know,	
  nearly	
  3.5	
  million	
  Americans	
  currently	
  receive	
  Medicare	
  home	
  healthcare	
  services.	
  	
  The	
  
anticipated	
  demand	
  for	
  skilled	
  home	
  healthcare	
  services	
  is	
  expected	
  to	
  rise	
  due	
  to	
  U.S.	
  Census	
  data	
  projecting	
  
significant	
  growth	
  of	
  the	
  nation’s	
  senior	
  population,	
  as	
  well	
  as	
  the	
  preference	
  of	
  the	
  vast	
  majority	
  of	
  seniors	
  to	
  
receive	
  care	
  in	
  their	
  own	
  home.	
  	
  
	
  
To	
  meet	
  seniors’	
  needs	
  and	
  preference,	
  the	
  Medicare	
  home	
  healthcare	
  benefit	
  provides	
  specialized	
  acute,	
  
chronic	
  and	
  rehabilitative	
  treatment	
  to	
  patients	
  who	
  are	
  homebound	
  and	
  require	
  skilled	
  nursing	
  or	
  therapy	
  
services.	
  	
  Many	
  healthcare	
  treatments	
  that	
  were	
  once	
  only	
  available	
  in	
  a	
  hospital	
  or	
  other	
  institutional	
  settings	
  
are	
  now	
  being	
  safely,	
  effectively	
  and	
  cost-­‐efficiently	
  provided	
  in	
  patients’	
  homes	
  by	
  skilled	
  clinicians.	
  	
  In	
  
addition,	
  home	
  healthcare	
  serves	
  a	
  critical	
  role	
  in	
  America’s	
  rural	
  communities,	
  where	
  other	
  specialized	
  care	
  
settings	
  are	
  less	
  commonly	
  available.	
  
	
  
Skilled	
  home	
  healthcare	
  has	
  also	
  been	
  of	
  significant	
  benefit	
  to	
  taxpayers.	
  	
  Home	
  healthcare	
  has	
  proven	
  to	
  be	
  a	
  
cost-­‐effective	
  source	
  of	
  budgetary	
  savings	
  due	
  to	
  its	
  lower	
  cost	
  and	
  its	
  ability	
  to	
  reduce	
  patient	
  admissions	
  and	
  
readmissions	
  to	
  more	
  costly	
  treatment	
  settings.	
  	
  For	
  example,	
  the	
  Veterans	
  Administration	
  has	
  reduced	
  its	
  
health	
  spending	
  by	
  a	
  net	
  24%	
  among	
  veterans	
  and	
  dependents	
  using	
  comprehensive	
  in-­‐home	
  care.	
  	
  Multiple	
  
demonstration	
  programs	
  and	
  State	
  reforms	
  are	
  now	
  underway	
  that	
  are	
  expected	
  to	
  provide	
  equally	
  powerful	
  
outcomes	
  for	
  the	
  Medicare	
  and	
  Medicaid	
  programs.	
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These	
  clinical	
  and	
  fiscal	
  advances	
  are	
  being	
  delivered	
  by	
  more	
  than	
  500,000	
  home	
  health	
  professionals	
  
nationwide.	
  While	
  already	
  significant,	
  the	
  number	
  of	
  skilled	
  home	
  healthcare	
  clinicians	
  is	
  projected	
  to	
  
experience	
  marked	
  growth	
  by	
  2020,	
  according	
  to	
  the	
  Bureau	
  of	
  Labor	
  Statistics.	
  	
  In	
  fact,	
  recent	
  employment	
  
data	
  documents	
  that	
  the	
  home	
  health	
  sector	
  is	
  generating	
  thousands	
  of	
  new	
  jobs	
  all	
  across	
  America.	
  
	
  
Program	
  Integrity	
  Solutions	
  
	
  
Before	
  responding	
  to	
  your	
  request,	
  we	
  would	
  like	
  to	
  express	
  our	
  deep	
  appreciation	
  to	
  you	
  for	
  inviting	
  provider	
  
participation	
  in	
  the	
  process.	
  	
  Fraud	
  and	
  abuse	
  have	
  long	
  plagued	
  the	
  Medicare	
  and	
  Medicaid	
  programs,	
  and	
  
although	
  traditional	
  efforts	
  to	
  curb	
  such	
  problems	
  have	
  had	
  a	
  measurable	
  effect,	
  bad	
  actors	
  continue	
  to	
  find	
  a	
  
way	
  to	
  enter	
  virtually	
  every	
  segment	
  of	
  these	
  programs,	
  prey	
  on	
  beneficiaries,	
  and	
  make	
  off	
  with	
  billions	
  of	
  
taxpayers’	
  hard-­‐earned	
  money.	
  	
  
	
  
As	
  we	
  said	
  on	
  February	
  28th	
  when	
  news	
  broke	
  of	
  Dr.	
  Jacques	
  Roy’s	
  alleged	
  diversion	
  of	
  $375	
  million	
  from	
  the	
  
Medicare	
  program,	
  “Enough	
  is	
  enough.	
  	
  [The]	
  indictment	
  in	
  Texas	
  is	
  proof	
  that	
  action	
  is	
  needed	
  now	
  to	
  stop	
  
criminals	
  from	
  victimizing	
  the	
  Medicare	
  and	
  Medicaid	
  programs	
  and	
  the	
  vulnerable	
  patient	
  populations	
  they	
  
serve.”	
  
	
  
It	
  is	
  for	
  these	
  reasons	
  that	
  your	
  call	
  to	
  the	
  health	
  care	
  community	
  for	
  innovative	
  solutions	
  is	
  to	
  be	
  applauded.	
  	
  
We	
  are	
  grateful	
  to	
  the	
  many	
  federal	
  and	
  state	
  officials	
  whose	
  dedicated	
  efforts	
  have	
  brought	
  to	
  justice	
  many	
  
who	
  have	
  taken	
  advantage	
  of	
  weaknesses	
  in	
  the	
  Medicare	
  and	
  Medicaid	
  programs.	
  	
  But	
  we	
  also	
  realize	
  that	
  
their	
  battle	
  will	
  never	
  fully	
  be	
  won	
  until	
  those	
  weaknesses	
  are	
  corrected	
  and	
  the	
  opportunity	
  for	
  fraud	
  and	
  
abuse	
  is	
  eliminated.	
  	
  We	
  therefore	
  appreciate	
  this	
  opportunity	
  to	
  submit	
  our	
  ideas	
  on	
  how	
  such	
  an	
  outcome	
  
can	
  be	
  achieved.	
  
	
  
Partnership	
  members	
  have	
  been	
  working	
  together	
  for	
  more	
  than	
  a	
  year	
  to	
  develop	
  policy	
  solutions	
  that	
  we	
  
firmly	
  believe	
  will	
  effectively	
  combat	
  fraud	
  and	
  abuse	
  in	
  the	
  Medicare	
  and	
  Medicaid	
  programs.	
  	
  Just	
  as	
  
important,	
  the	
  targeted	
  program	
  and	
  payment	
  integrity	
  reforms	
  described	
  below	
  have	
  been	
  designed	
  to	
  
protect	
  beneficiaries,	
  cost-­‐efficient	
  providers	
  and	
  taxpayers	
  alike	
  by	
  preventing	
  fraud	
  and	
  abuse	
  before	
  it	
  
begins.	
  
	
  
The	
  task	
  of	
  eradicating	
  fraud	
  and	
  abuse	
  from	
  the	
  home	
  healthcare	
  sector	
  is	
  aided	
  by	
  considerable	
  evidence	
  
that	
  the	
  problem	
  is	
  largely	
  isolated	
  in	
  defined	
  pockets	
  of	
  the	
  country.	
  	
  Indeed,	
  federal	
  data	
  pinpoints	
  where	
  
healthcare	
  fraud	
  and	
  abuse	
  is	
  occurring.	
  	
  	
  For	
  example,	
  Medicare	
  claims	
  data	
  reveal	
  that	
  60	
  percent	
  of	
  all	
  the	
  
abuse	
  in	
  home	
  healthcare	
  relating	
  to	
  Medicare	
  outlier	
  claims	
  in	
  2009	
  occurred	
  in	
  just	
  two	
  of	
  the	
  nation’s	
  3,143	
  
counties.	
  	
  Similarly,	
  Medicare	
  data	
  indicates	
  that	
  nearly	
  90	
  percent	
  of	
  all	
  aberrant	
  home	
  health	
  reimbursement	
  
occurred	
  in	
  a	
  minority	
  of	
  counties	
  in	
  just	
  five	
  states.	
  	
  [Exhibit	
  A]	
  
	
  
Coupled	
  with	
  MedPAC’s	
  annual	
  list	
  of	
  the	
  25	
  counties	
  in	
  which	
  excessive	
  home	
  healthcare	
  episode	
  utilization	
  is	
  
occurring	
  [Exhibit	
  B],	
  Medicare	
  data	
  analyses	
  demonstrate	
  that	
  fraud	
  and	
  abuse	
  can	
  be	
  pinpointed	
  and,	
  thus,	
  
effectively	
  targeted.	
  	
  We	
  urge	
  Congress	
  to	
  enact	
  a	
  set	
  of	
  tough	
  solutions	
  to	
  attack	
  this	
  targeted	
  problem,	
  while	
  
safeguarding	
  patients	
  and	
  the	
  communities	
  that	
  honest	
  providers	
  serve.	
  	
  	
  
	
  
Our	
  proposal	
  is	
  based	
  on	
  recent,	
  successful	
  precedent.	
  	
  	
  In	
  2009,	
  the	
  home	
  healthcare	
  community	
  proposed	
  a	
  
10	
  percent	
  cap	
  on	
  Medicare	
  outlier	
  claims	
  to	
  stem	
  what	
  the	
  community	
  considered	
  to	
  be	
  aberrant	
  billing	
  
practices	
  that	
  were	
  believed	
  to	
  be	
  evidence	
  of	
  unchecked	
  fraud	
  and	
  abuse.	
  	
  What	
  made	
  the	
  outlier	
  cap	
  
particularly	
  meaningful	
  is	
  that	
  it	
  would	
  prevent	
  aberrant	
  claims	
  from	
  being	
  paid	
  in	
  the	
  first	
  place,	
  thereby	
  
replacing	
  the	
  troubled	
  “pay	
  and	
  chase”	
  practice	
  with	
  a	
  simple	
  and	
  logical	
  “aberrant	
  payment	
  prevention”	
  
mechanism.	
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The	
  community’s	
  proposal	
  was	
  adopted	
  by	
  CMS	
  in	
  its	
  payment	
  rules	
  for	
  2010	
  and	
  was	
  included	
  in	
  the	
  Patient	
  
Protection	
  and	
  Affordable	
  Care	
  Act.	
  	
  The	
  result?	
  	
  According	
  to	
  analysis	
  of	
  Medicare	
  claims	
  data,	
  this	
  single	
  
reform	
  saved	
  $853	
  million	
  in	
  2010	
  alone	
  and	
  is	
  on	
  track	
  to	
  generate	
  a	
  total	
  of	
  $11	
  billion	
  in	
  taxpayer	
  savings	
  
over	
  a	
  10-­‐year	
  period.	
  	
  Just	
  as	
  telling,	
  this	
  targeted	
  reform	
  caused	
  outlier	
  claims	
  reimbursement	
  to	
  drop	
  70	
  
percent	
  in	
  just	
  one	
  year	
  –	
  from	
  $1.2	
  billion	
  in	
  2009	
  to	
  $350	
  million	
  in	
  2010	
  –	
  all	
  without	
  impacting	
  the	
  85	
  
percent	
  of	
  providers	
  who	
  never	
  filed	
  an	
  aberrant	
  outlier	
  claim.	
  	
  [Exhibit	
  C]	
  
	
  
Due	
  to	
  the	
  success	
  of	
  the	
  outlier	
  cap,	
  we	
  have	
  used	
  it	
  as	
  a	
  model	
  for	
  the	
  payment	
  reforms	
  described	
  below.	
  	
  
We	
  also	
  propose	
  a	
  series	
  of	
  other	
  improvements	
  that	
  we	
  believe	
  will	
  be	
  equally	
  successful	
  in	
  preventing	
  fraud	
  
and	
  abuse	
  by	
  blocking	
  criminal	
  acts	
  before	
  they	
  can	
  occur.	
  	
  
	
  
In	
  sum,	
  we	
  applaud	
  your	
  efforts	
  to	
  put	
  an	
  end	
  to	
  fraud	
  and	
  abuse.	
  	
  We	
  believe	
  your	
  objective	
  can	
  be	
  achieved	
  
through	
  targeted	
  reforms,	
  and	
  we	
  hope	
  that	
  the	
  solutions	
  described	
  below	
  will	
  help	
  you	
  in	
  your	
  efforts	
  to	
  
secure	
  seniors'	
  access	
  to	
  clinically	
  advanced,	
  cost	
  effective,	
  patient	
  preferred	
  home	
  healthcare	
  —	
  while	
  
stopping	
  cold	
  the	
  bad	
  actors	
  who	
  are	
  preying	
  on	
  current	
  weaknesses	
  in	
  the	
  Medicare	
  and	
  Medicaid	
  programs.	
  
	
  
Skilled	
  Home	
  Healthcare	
  Integrity	
  and	
  Program	
  Savings	
  Reforms	
  
	
  
The	
  Partnership’s	
  package	
  of	
  targeted	
  reforms	
  –	
  called	
  the	
  “Skilled	
  Home	
  Healthcare	
  Integrity	
  and	
  Program	
  
Savings”	
  Act	
  (SHHIPS)	
  –	
  consists	
  of	
  three	
  critical	
  categories:	
  
	
  

• Program	
  Integrity	
  Reforms	
  to	
  Protect	
  Beneficiaries	
  and	
  Prevent	
  Fraud	
  and	
  Abuse	
  
• Payment	
  Integrity	
  Reforms	
  to	
  Ensure	
  Accuracy,	
  Efficiency,	
  and	
  Value	
  
• Quality	
  and	
  Outcomes	
  Improvement	
  

	
  
We	
  believe	
  these	
  reform	
  categories	
  are	
  essential	
  to	
  strengthening	
  the	
  program	
  integrity,	
  quality,	
  and	
  
efficiency	
  of	
  the	
  home	
  healthcare	
  benefit.	
  	
  The	
  proposed	
  reforms	
  described	
  below	
  seek	
  to	
  fulfill	
  this	
  objective	
  
in	
  a	
  way	
  that	
  will	
  eliminate	
  the	
  possibility	
  of	
  overpayment	
  (a	
  frequently	
  documented	
  problem	
  plaguing	
  the	
  
Medicare	
  and	
  Medicaid	
  programs	
  as	
  a	
  whole),	
  help	
  rationalize	
  the	
  supply	
  of	
  providers	
  to	
  a	
  community’s	
  
patient	
  population,	
  and	
  ensure	
  that	
  payment	
  is	
  made	
  solely	
  for	
  bona	
  fide	
  claims.	
  	
  	
  
	
  
We	
  are	
  therefore	
  pleased	
  to	
  offer	
  the	
  following	
  reform	
  proposals	
  for	
  the	
  Committee’s	
  consideration	
  in	
  the	
  
hope	
  that	
  they	
  will	
  be	
  a	
  helpful	
  resource	
  as	
  you	
  work	
  to	
  achieve	
  enactment	
  of	
  effective,	
  common	
  sense	
  
solutions	
  to	
  the	
  nation’s	
  fraud	
  and	
  abuse	
  problem.	
  	
  
	
  
Program	
  Integrity	
  Reforms	
  to	
  Protect	
  Beneficiaries	
  and	
  Prevent	
  Fraud	
  and	
  Abuse	
  
	
  
Preventing	
  Entry	
  of	
  Individuals	
  with	
  Criminal	
  Backgrounds	
  	
  

• We	
  urge	
  Congress	
  to	
  take	
  action	
  to	
  prevent	
  entry	
  of	
  individuals	
  with	
  criminal	
  backgrounds	
  by	
  requiring	
  
criminal	
  background	
  checks	
  for	
  all	
  home	
  health	
  employees	
  with	
  direct	
  patient	
  contact	
  or	
  access	
  to	
  
patient	
  records	
  and	
  for	
  all	
  owners	
  and	
  operators	
  as	
  a	
  condition	
  of	
  participation.	
  	
  SHHIPS	
  would	
  also	
  
require	
  contractors	
  to	
  obtain	
  background	
  checks	
  on	
  the	
  same	
  conditions,	
  and	
  any	
  background	
  check	
  
identifying	
  past	
  criminal	
  behavior	
  would	
  be	
  required	
  to	
  be	
  reported	
  so	
  that	
  prompt	
  action	
  can	
  be	
  taken.	
  	
  	
  

	
  
Verifying	
  Competency	
  through	
  Improved	
  Screening	
  and	
  Standards	
  	
  

• Equally	
  important	
  to	
  keeping	
  criminals	
  out	
  of	
  the	
  programs	
  is	
  the	
  necessity	
  to	
  ensure	
  the	
  competency	
  
of	
  those	
  allowed	
  in.	
  	
  As	
  a	
  result,	
  SHHIPS	
  requires	
  background	
  screening	
  of	
  owners	
  and	
  managing	
  
employees	
  to	
  validate	
  their	
  competency	
  according	
  to	
  standards	
  set	
  by	
  the	
  Secretary,	
  including	
  
evaluation	
  of	
  an	
  owner	
  or	
  manager’s	
  knowledge	
  of	
  Medicare	
  participation	
  requirements,	
  benefit	
  
coverage	
  standards,	
  HIPAA	
  protections,	
  and	
  reimbursement	
  policies.	
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Ensuring	
  Operational	
  Capability	
  to	
  Serve	
  Beneficiaries	
  	
  

• One	
  of	
  the	
  problems	
  identified	
  by	
  law	
  enforcement	
  officials	
  is	
  the	
  penetration	
  of	
  certain	
  markets	
  by	
  bad	
  
actors	
  who	
  enter	
  the	
  program	
  solely	
  to	
  file	
  claims,	
  receive	
  payment,	
  and	
  then	
  disappear.	
  	
  Such	
  “hit	
  and	
  
run”	
  acts	
  must	
  be	
  stopped,	
  and	
  we	
  believe	
  they	
  will	
  be	
  if	
  all	
  home	
  health	
  agencies	
  with	
  a	
  new	
  provider	
  
number	
  are	
  required	
  to	
  demonstrate	
  proof	
  of	
  sufficient	
  capital	
  to	
  operate	
  for	
  one	
  year.	
  	
  Agencies	
  issued	
  
a	
  new	
  provider	
  number	
  should	
  also	
  be	
  required	
  to	
  provide	
  a	
  $100,000	
  surety	
  bond	
  to	
  similarly	
  confirm	
  
their	
  intent	
  and	
  ability	
  to	
  operate	
  for	
  the	
  long-­‐term.	
  	
  	
  

	
  
Enforcing	
  Provider	
  Integrity	
  through	
  Compliance	
  and	
  Ethics	
  Requirements	
  

• For	
  years,	
  the	
  Health	
  and	
  Human	
  Services	
  Inspector	
  General	
  has	
  issued	
  recommendations	
  for	
  provider	
  
compliance	
  and	
  ethics	
  programs.	
  	
  The	
  Patient	
  Protection	
  and	
  Affordable	
  Care	
  Act	
  authorized	
  the	
  
Secretary	
  to	
  require	
  compliance	
  and	
  ethics	
  programs,	
  but	
  that	
  authority	
  has	
  not	
  yet	
  been	
  exercised	
  by	
  
the	
  Secretary.	
  	
  The	
  Partnership	
  believes	
  that	
  requiring	
  such	
  a	
  program	
  would	
  be	
  an	
  important	
  check	
  on	
  
fraud	
  and	
  abuse.	
  	
  As	
  a	
  result,	
  SHHIPS	
  directs	
  the	
  Secretary	
  to	
  work	
  jointly	
  with	
  the	
  Inspector	
  General	
  
and	
  promulgate	
  rules	
  requiring	
  home	
  health	
  agencies	
  to	
  have	
  in	
  operation	
  a	
  compliance	
  and	
  ethics	
  
program	
  designed	
  to	
  prevent	
  and	
  detect	
  criminal,	
  civil,	
  and	
  administrative	
  violations.	
  

	
  
Temporary	
  Entry	
  Limitations	
  to	
  Prevent	
  Excess	
  Growth	
  	
  

• We	
  believe	
  two	
  data	
  points	
  make	
  the	
  moratorium	
  case	
  better	
  than	
  any	
  description	
  we	
  could	
  offer:	
  
there	
  are	
  more	
  applicants	
  awaiting	
  home	
  health	
  provider	
  numbers	
  in	
  Florida’s	
  Miami-­‐Dade	
  County	
  
than	
  there	
  are	
  agencies	
  in	
  operation	
  in	
  the	
  State	
  of	
  New	
  York	
  as	
  a	
  whole;	
  and,	
  Miami-­‐Dade	
  County	
  is	
  
the	
  site	
  of	
  some	
  of	
  the	
  most	
  egregious	
  alleged	
  fraud	
  and	
  abuse	
  in	
  America.	
  	
  To	
  curb	
  this,	
  SHHIPS	
  directs	
  
the	
  Secretary	
  to	
  suspend	
  the	
  issuance	
  of	
  new	
  home	
  health	
  provider	
  numbers	
  in	
  counties	
  with	
  an	
  over-­‐
penetration	
  of	
  providers	
  (defined	
  as	
  those	
  counties	
  exceeding	
  the	
  80th	
  percentile	
  of	
  the	
  number	
  of	
  
agencies	
  per	
  10,000	
  beneficiaries)	
  for	
  a	
  period	
  of	
  two	
  years	
  or	
  until	
  such	
  time	
  as	
  the	
  final	
  regulations	
  
implementing	
  the	
  SHHIPS	
  reforms	
  are	
  issued,	
  with	
  limited	
  exceptions	
  for	
  rural	
  and	
  frontier	
  counties	
  
where	
  access	
  is	
  determined	
  to	
  be	
  an	
  issue.	
  

	
  
Payment	
  Integrity	
  Reforms	
  to	
  Ensure	
  Accuracy,	
  Efficiency,	
  and	
  Value	
  
	
  
Preventing	
  the	
  Payment	
  of	
  Aberrant	
  Episode	
  Claims	
  	
  

• Nationally,	
  the	
  average	
  number	
  of	
  episodes	
  per	
  Medicare	
  beneficiary	
  is	
  2.0.	
  	
  However,	
  MedPAC	
  and	
  
CMS	
  report	
  that	
  some	
  agencies	
  in	
  a	
  small	
  number	
  of	
  locations	
  bill	
  for	
  average	
  utilization	
  levels	
  that	
  are	
  
twice	
  that	
  level	
  and	
  above.	
  	
  This	
  example	
  of	
  abuse	
  must	
  be	
  stopped.	
  	
  Modeled	
  on	
  the	
  successful	
  Outlier	
  
Limit,	
  SHHIPS	
  would	
  limit	
  reimbursement	
  to	
  an	
  aggregate	
  annual	
  per-­‐provider	
  average	
  of	
  no	
  more	
  than	
  
2.7	
  episodes	
  per	
  beneficiary	
  in	
  non-­‐rural	
  areas	
  and	
  3.3	
  episodes	
  per	
  beneficiary	
  in	
  rural	
  areas.	
  	
  (These	
  
limits	
  were	
  derived	
  by	
  calculating	
  approximately	
  150%	
  of	
  the	
  median	
  Medicare	
  home	
  health	
  utilization	
  
in	
  these	
  areas.)	
  	
  	
  Based	
  on	
  data	
  analysis	
  by	
  former	
  CBO	
  Director	
  Douglas	
  Holtz-­‐Eakin	
  with	
  Dobson-­‐
DaVanzo	
  Associates,	
  we	
  project	
  this	
  reform	
  would	
  generate	
  savings	
  of	
  $13.8	
  billion	
  over	
  10	
  years.	
  

	
  
Preventing	
  the	
  Payment	
  of	
  Aberrant	
  LUPA	
  Claims.	
  	
  

• Nationally,	
  9%	
  of	
  all	
  home	
  health	
  episodes	
  entail	
  4	
  or	
  fewer	
  visits,	
  due	
  to	
  factors	
  including	
  hospital	
  
readmission,	
  a	
  move	
  to	
  another	
  provider	
  or	
  location,	
  or	
  death.	
  	
  These	
  low-­‐utilization	
  episodes	
  are	
  
subject	
  to	
  a	
  Low	
  Utilization	
  Payment	
  Adjustment	
  (LUPA),	
  which	
  reduces	
  payment	
  considerably	
  due	
  to	
  
the	
  low	
  level	
  of	
  services	
  and	
  supplies	
  utilized.	
  	
  Despite	
  the	
  prevalence	
  of	
  low-­‐utilization	
  episodes,	
  1,043	
  
home	
  health	
  agencies	
  in	
  2010	
  improbably	
  claimed	
  that	
  they	
  had	
  no	
  such	
  episodes…and	
  billed	
  Medicare	
  
a	
  total	
  of	
  $243	
  million.	
  	
  Modeled	
  on	
  the	
  Outlier	
  Limit,	
  SHHIPS	
  would	
  impose	
  a	
  minimum	
  annual	
  LUPA	
  
rate	
  of	
  5%	
  into	
  every	
  provider's	
  payable	
  episodes	
  in	
  each	
  calendar	
  year	
  and	
  establish	
  protections	
  to	
  
ensure	
  that	
  all	
  such	
  LUPA	
  episodes	
  were	
  in	
  fact	
  unavoidable.	
  	
  Based	
  on	
  the	
  Holtz-­‐Eakin/Dobson-­‐
DaVanzo	
  analysis,	
  this	
  reform	
  would	
  generate	
  an	
  additional	
  $1.4	
  billion	
  in	
  savings	
  over	
  10	
  years.	
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Ensuring	
  the	
  Accuracy	
  of	
  All	
  Paid	
  Claims	
  	
  

• Setting	
  strict	
  limits	
  to	
  prevent	
  the	
  payment	
  of	
  aberrant	
  claims	
  is	
  vitally	
  important.	
  	
  So,	
  too,	
  is	
  
establishing	
  a	
  system	
  for	
  ensuring	
  that	
  all	
  filed	
  claims	
  within	
  those	
  limits	
  are	
  accurate.	
  	
  SHHIPS	
  directs	
  
the	
  Secretary	
  to	
  implement	
  a	
  claims	
  validation	
  process	
  either	
  by	
  a	
  universal	
  or	
  sampling	
  method,	
  so	
  
that	
  before	
  payments	
  are	
  made,	
  the	
  Secretary	
  will	
  validate	
  claims	
  on	
  the	
  basis	
  of	
  the	
  submission	
  by	
  a	
  
provider	
  of	
  the	
  Outcomes	
  and	
  Assessment	
  Information	
  Set	
  (OASIS)	
  or	
  other	
  data	
  set	
  approved	
  for	
  
skilled	
  home	
  health	
  agencies.	
  In	
  addition,	
  claims	
  from	
  new	
  skilled	
  home	
  health	
  agencies	
  (including	
  
agencies	
  that	
  experience	
  a	
  change	
  of	
  ownership	
  with	
  a	
  new	
  provider	
  number)	
  would	
  be	
  subject	
  to	
  pre-­‐
payment	
  claims	
  review	
  during	
  their	
  first	
  year	
  of	
  operation.	
  

	
  
Removal	
  of	
  Therapy	
  Thresholds	
  from	
  Payment	
  System	
  

• The	
  home	
  health	
  community	
  has	
  long	
  expressed	
  concern	
  about	
  the	
  use	
  of	
  therapy	
  thresholds	
  within	
  the	
  
Medicare	
  program	
  due	
  to	
  its	
  vulnerability	
  to	
  abuse.	
  	
  As	
  a	
  result,	
  SHHIPS	
  directs	
  the	
  Secretary	
  to	
  
eliminate	
  these	
  thresholds	
  and	
  instead	
  implement	
  case	
  mix	
  adjustment	
  factors	
  that	
  do	
  not	
  include	
  the	
  
level	
  and	
  amount	
  of	
  therapy	
  visits	
  in	
  determining	
  payment	
  amounts.	
  	
  	
  

	
  
Quality	
  and	
  Outcomes	
  Improvement	
  
	
  
Patient	
  Assessment	
  and	
  Medical	
  Direction	
  

• SHHIPS	
  also	
  addresses	
  the	
  need	
  for	
  the	
  most	
  effective	
  and	
  efficient	
  physician	
  engagement	
  possible.	
  	
  
Based	
  on	
  discussions	
  with	
  the	
  Centers	
  for	
  Medicare	
  and	
  Medicare	
  Services,	
  we	
  propose	
  that	
  the	
  
existing	
  face-­‐to-­‐face	
  requirement	
  be	
  improved	
  by	
  requiring	
  physician	
  certification	
  of	
  the	
  face-­‐to-­‐face	
  
encounter	
  with	
  all	
  home	
  health	
  patients	
  within	
  14	
  days	
  of	
  the	
  initiation	
  of	
  home	
  health	
  services,	
  
excepting	
  those	
  individuals	
  discharged	
  from	
  a	
  Medicare-­‐certified	
  facility,	
  residing	
  in	
  medically	
  
underserved	
  areas,	
  or	
  meeting	
  other	
  criteria	
  established	
  by	
  the	
  Secretary	
  to	
  avoid	
  impractical,	
  
infeasible,	
  or	
  unreasonable	
  face-­‐to-­‐face	
  encounters.	
  

	
  
Improved	
  Care	
  Planning	
  for	
  Medicare	
  Skilled	
  Home	
  Healthcare	
  Services	
  	
  

• Finally,	
  we	
  share	
  the	
  concern	
  held	
  by	
  physicians	
  and	
  other	
  home	
  healthcare	
  specialists	
  across	
  the	
  
nation	
  that	
  beneficiary	
  demand	
  may	
  soon	
  overwhelm	
  the	
  supply	
  of	
  skilled	
  providers.	
  	
  As	
  a	
  result,	
  
SHHIPS	
  would	
  permit	
  non-­‐physician	
  providers	
  (defined	
  as	
  nurse	
  practitioners,	
  clinical	
  nurse	
  specialists,	
  
certified	
  nurse-­‐midwives	
  physician	
  assistants)	
  to	
  complete	
  the	
  initial	
  patient	
  coverage	
  certification	
  or	
  
recertification	
  for	
  additional	
  episodes.	
  	
  All	
  such	
  processes	
  would	
  be	
  governed	
  by	
  the	
  protections	
  
described	
  above,	
  and	
  the	
  reimbursement	
  paid	
  to	
  non-­‐physician	
  providers	
  for	
  their	
  completion	
  of	
  the	
  
initial	
  patient	
  coverage	
  certification	
  or	
  recertification	
  for	
  additional	
  episodes	
  would	
  be	
  paid	
  at	
  a	
  lower	
  
rate	
  (85%	
  of	
  the	
  physician	
  payment	
  rate).	
  

	
  
	
  
In	
  closing,	
  the	
  Partnership	
  for	
  Quality	
  Home	
  Healthcare	
  wishes	
  to	
  thank	
  you	
  again	
  for	
  this	
  opportunity	
  to	
  
present	
  our	
  recommended	
  legislative	
  solutions	
  for	
  combatting	
  fraud	
  and	
  abuse	
  in	
  the	
  Medicare	
  and	
  Medicaid	
  
programs.	
  	
  We	
  hope	
  that	
  our	
  proposals	
  will	
  be	
  of	
  value	
  in	
  your	
  important	
  work	
  and	
  stand	
  ready	
  to	
  serve	
  as	
  a	
  
resource	
  in	
  any	
  capacity	
  needed.	
  
	
  
Sincerely,	
  
	
  

	
  
	
  
Eric	
  S.	
  Berger	
  
CEO	
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