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EXAMINING POTENTIAL WAYS TO IMPROVE
THE MEDICARE PROGRAM

THURSDAY, OCTOBER 1, 2015

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON ENERGY AND COMMERCE,
Washington, DC.

The subcommittee met, pursuant to call, at 10:00 a.m., in room
2322, Rayburn House Office Building, Hon. Joseph R. Pitts (chair-
man of the subcommittee) presiding.

Members present: Representatives Pitts, Guthrie, Shimkus, Bur-
gess, Lance, Griffith, Bilirakis, Elmers, Bucshon, Brooks, Collins,
Green, Schakowsky, Butterfield, Castor, Matsui, Lujan, Schrader,
Kennedy, and Pallone (ex officio).

Also present: Representative Walden.

Staff present: Clay Alspach, Chief Counsel, Health; Rebecca
Card, Staff Assistant; Noelle Clemente, Press Secretary; Graham
Pittman, Legislative Clerk; Heidi Stirrup, Policy Coordinator,
Health; Christine Brennan, Democratic Press Secretary; Jeff Car-
roll, Democratic Staff Director; Tiffany Guarascio, Democratic Dep-
uty Staff Director and Chief Health Advisor; Meredith Jones,
Democratic Director of Communications, Member Services, and
Outreach; Samantha Satchell, Democratic Policy Analyst; Matt
Schumacher, Democratic Press Assistant; and Arielle Woronoff,
Democratic Health Counsel.

Mr. PrrTs. It is 10 o’clock, so we will begin.

The subcommittee will come to order.

The Chair will recognize himself for an opening statement.

OPENING STATEMENT OF HON. JOSEPH R. PITTS, A REP-
RESENTATIVE IN CONGRESS FROM THE COMMONWEALTH
OF PENNSYLVANIA

Today’s hearing will consider three bipartisan legislative bills de-
signed to strengthen the Medicare program:

H.R. 556, the Prevent Interruptions in Physical Therapy Act,
sponsored by our colleague Representative Gus Bilirakis of Florida,
would add therapists—physical, occupational, and speech—to the
list of providers allowed to transfer care for a Medicare patient in
circumstances of illness, pregnancy, or vacation;

H.R. 1934, the Cancer Care Payment Reform Act, sponsored by
the House Republican Conference chairman, Cathy McMorris Rod-
gers of Washington, establishes a national Oncology Medical Home
Demonstration Project to improve Medicare payments for cancer
care;

o))
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Thirdly, draft legislation, authored by Representative Greg Wal-
den of Oregon, would make changes to documentation and face-to-
face requirements for home health providers under the Medicare
program.

Together, these three bills continue the commitment this Con-
gress has to strengthen the Medicare program and to keep the
promise for seniors, which was started earlier this year by perma-
nently repealing and replacing the broken sustainable growth rate,
the SGR, an effort spanning several years to enactment this past
April.

I want to thank our witnesses for agreeing to testify today. They
bring real world experience regarding problems in the Medicare
program, and we welcome their views on the legislation before us
today.

[The prepared statement of Mr. Pitts follows:]

PREPARED STATEMENT OF HON. JOSEPH R. P1TTS

The subcommittee will come to order.

The chairman will recognize himself for an opening statement.

Today’s hearing will consider three bipartisan legislative bills designed to
strengthen the Medicare program.

H.R. 556, the Prevent Interruptions in Physical Therapy Act, sponsored by our
colleague Rep. Gus Bilirakis (FL) would add therapists (physical, occupational, and
speech) to the list of providers allowed to transfer care for a Medicare patient in
circumstances of illness, pregnancy, or vacation.

H.R. 1934, the Cancer Care Payment Reform Act, sponsored by the House Repub-
lican Conference chairman, Cathy McMorris Rodgers (WA), establishes a national
Oncology Medical Home Demonstration Project to improve Medicare payments for
cancer care.

Draft legislation authored by Rep. Greg Walden (OR) would make changes to doc-
umentation and face-to-face requirements for home health providers under the
Medicare program.

Together these three bills continue the commitment this Congress has to
strengthen the Medicare program and keep the promise for seniors—which was
started earlier this year by permanently repealing and replacing the broken Sus-
tainable Growth Rate (SGR)—an effort spanning several years to enactment this
past April.

I want to thank our witnesses for testifying today. They bring with them real
world experience of problems in the Medicare program and I look forward to their
testimony on these pieces of legislation.

Finally, I would like to commend the sponsors of these pieces of legislation for
their efforts in bringing these various pieces of legislation forward.

[The proposed legislation appears at the conclusion of the hear-
ing.]

Mr. PitTs. And I will yield to any of my colleagues on my side
of the aisle if they would like to make any statements. None?

All right. I yield back.

I recognize Mr. Lujan of New Mexico for 5 minutes for his open-
ing statement.

OPENING STATEMENT OF HON. BEN RAY LUJAN, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW MEX-
ICO

Mr. LUJAN. Thank you very much, Chairman Pitts. And I appre-
ciate you and the ranking member and all the members of the sub-
committee for allowing us to be here today for this important con-
versation.
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I am pleased that, today, the committee is considering H.R. 556,
the Prevent Interruptions to Physical Therapy Act. Physical ther-
apy.

Congressman Bilirakis and I introduced this bill in the previous
Congress and again at the beginning of this Congress because,
under current law, physical therapists are not allowed to enter
locum tenens agreements. The physical therapy act changes this by
allowing physical therapy practices to hire a qualified locum tenens
physical therapist to treat Medicare patients during an absence by
one of the practice’s regular physical therapists.

For many seniors, physical therapy services provide a path to re-
store mobility after an injury or a medical procedure and a way to
restore function and return to the activity level that they have long
enjoyed. With the help of their physical therapists many patients
are able to recover and continue to live independently with a high-
er quality of life.

There are times, however, when physical therapy services can be
interrupted due to the provider having an illness, taking a vaca-
tion, maternity leave, or continuing their professional education. In
other words, Mr. Chairman, you know, life moves on as well; but,
unfortunately, physical therapists aren’t able to try to bring in
some of their peers to provide coverage, like doctors, osteopathic
physicians, dental surgeons, podiatrists, optometrists, or chiroprac-
tors.

These interruptions can easily be handled by entering into what
is called a locum tenens agreement with another qualified provider.
Under these arrangements, the regular provider is able to bill and
receive payment under Medicare part B for the locum tenens pro-
vider services as if they had performed them themselves. The
locum tenens provider is compensated directly by the practice of
the regular provider.

These arrangements are common and extremely beneficial to pa-
tients and providers alike as the relationship between the patient
and the practice is continued by another licensed, qualified pro-
vider during their short-term leave. Especially in isolated rural
areas, a locum tenens provider can keep a small medical practice
open to serve patients who would otherwise have to travel long dis-
tances to another provider. By hiring a locum tenens, a provider is
able to ensure that their patient care does not lapse.

The Senate companion bill was voted out of committee in June,
and I am pleased that our bill is before the committee today; and
I look forward to the testimony and questions about this common-
sense legislation.

And, again, I want to thank Congressman Bilirakis for his lead-
ership. It has been a pleasure and an honor to work with him on
this important issue.

With that, Mr. Chairman, I yield back.

Mr. PirTs. The Chair thanks the gentleman.

In lieu of the chairman, the Chair recognizes Mr. Bilirakis of
Florida for 5 minutes for an opening statement.
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OPENING STATEMENT OF HON. GUS M. BILIRAKIS, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF FLORIDA

Mr. BILIRAKIS. Thank you, Mr. Chairman. I appreciate it very
much. Thanks for also addressing this particular bill this morning.
The Prevent Interruptions in Physical Therapy Act is a bipartisan
bill that I introduced, along with my good friend and colleague, Ben
Ray Lujan.

Currently, Medicare allows a wide range of medical providers, in-
cluding doctors of medicine, osteopathy, and chiropractors, the abil-
ity to bring in other licensed professionals under their provider
number. This allows for substitutes for when a practice is short-
staffed for a short period of time for reasons such as illness, mater-
nity or paternity leave, or vacation. Such instances are referred to
as “locum tenens arrangements.” Physical therapists currently are
excluded from employing locum tenens in their practices, forcing
seniors to either find a new physical therapist or not receive treat-
ment during the time their therapist is out.

To illustrate the problem that occurs, this is a letter from Alicia
Nixon, a physical therapist in Hillsborough County, Florida, and I
quote, “I am a private practice owner and have served mostly
Medicare patients for the last 11 years. The current Medicare rules
have been very difficult and detrimental, at times, to my practice’s
viability. Just as important, there have been times that were com-
pletely unavoidable and that the Medicare patients were not able
to be seen in order to remain in compliance with the current regu-
lations. It has been almost impossible to take a vacation or time
to attend conferences or seminars because of my need to be onsite
at the clinic. I was recommended to have surgery 6 years ago that
I still have not had because it would require me to be away from
the practice for over 6 weeks for recovery. When I received a court
summons, I had to close the clinic for 2 days, with patient visits
having to be canceled, and all staff lost wages from the necessary
closure,” end quote.

At one point, this practice lost a physical therapist. It took about
a year to fill that vacancy, and then she writes again and I quote:
“In the timeframe that I was looking to fill the vacancy here at the
practice, my biggest fear was that, if I was in an accident and
physically not able to be onsite for a period of time, it would mean
certain closure of the office. It is very sad that an office that has
provided excellent services to the Medicare community is so vulner-
able because of the current regulations.” We need to pass this bill,
Mr. Chairman. It is pro-patient and pro-physical therapist.

I yield back. Actually, I would like to yield the rest of my time
to Chairman Greg Walden. Thank you.

Mr. WALDEN. I thank the gentleman very much.

Mr. Chairman and Ranking Member, thank you for holding this
hearing. It is a very important issue. We need to explore the prob-
lems with this face-to-face regulation.

Our Nation has made a promise to seniors who rely on Medicare,
and we must keep it, and one way to keep this promise is through
home health services.

So I am happy to introduce Sarah Myers, who will be sharing her
knowledge about what is going on out there. She is the Executive
Director of the Oregon Association of Home Health Care. Sarah has
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been recognized for her outstanding contribution to the Oregon
home care community and has provided the Oregon delegation with
a wealth of information on the critical issues facing home health
providers and the patients that they serve.

In general, home health, as you know, is less expensive, more
convenient, and just as effective as care in a skilled nursing facil-
ity. Receiving care at home gives seniors more control over their
health care, and it provides a sense of comfort, familiarity, and nor-
malcy for the patient and for their loved ones.

I know this firsthand because it was the choice my parents and
I made, and, in Oregon, more than 20,000 Medicare beneficiaries
make that same choice.

However, under current documentation requirements associated
with a so-called “face-to-face requirement” have placed significant
pressures on the home health care community and the people they
serve. In order for a patient to meet the eligibility criteria for home
health, a physician must document that a face-to-face meeting oc-
curred between the patient and a physician or a nonpatient practi-
tioner—or a nonphysician practitioner.

While intended to be a way to reduce waste, fraud, and abuse by
ensuring the orders and certification of home health care are based
on actual knowledge of the patient’s condition, unclear documenta-
tion requirements from the Government have led to a slew of pay-
ment denials and additional documentation requests.

So we have a situation in which a complicated regulatory process
simply needs to be streamlined and standardized, and that is what
this election would do.

First, it requires the Secretary to develop a single standardized
form which satisfies the requirements of the home health certifi-
cation;

And second, the bill streamlines the process and eases the re-
quirements if the patient has been discharged from the hospital or
skilled nursing facility;

Third, anyone who uses this form must receive proper notifica-
tion and education on the documentation requirements;

And finally, the Secretary must implement a process to reopen
review claims which were denied solely due to the face-to-face docu-
mentation concerns and issue revised decisions if the claims were
denied because of the patient narrative—a requirement that even
CMS recently dropped because of the burden on providers.

So, Mr. Chairman, this isn’t just about a backlog of appeals and
red tape. It is about improving access to and quality care of our
seniors, and that is why this legislation has the support of the
home health providers, including the Partnership for Quality Home
Healthcare, the National Association for Home Care & Hospice,
and the Visiting Nurse Associations of America.

Mr. Chairman, I ask unanimous consent to submit their state-
ments for the record.

I also would like to submit into the record three letters to CMS
from 2011, 2013, and 2014 from the House and Senate, expressing
concerns with the face-to-face documentation request.

Mr. PrrTs. Without objection, so ordered.

[The information appears at the conclusion of the hearing.]
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Mr. WALDEN. I thank the chairman, and I appreciate his indul-
gence and your work on this legislation.

I yield back.

Mr. PirTs. The Chair thanks the gentleman and now recognizes
the ranking member of the full committee, Mr. Pallone, for 5 min-
utes for an opening statement.

OPENING STATEMENT OF HON. FRANK PALLONE, JR., A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER-
SEY

Mr. PALLONE. Thank you, Mr. Chairman.

I am always happy to come together to examine bipartisan ways
to improve the Medicare program and beneficiary access, and I
would be remiss in not mentioning that a witness from the admin-
istration would have made this hearing more informative. The ad-
ministration would have been able to speak to whether these bills
are implementable and what we could do to improve them.

The first bill under discussion today is an example of why the ad-
ministration’s input would help inform our decisionmaking. The
bill would set up a national Oncology Medical Home Demonstration
Project in the Medicare program through care coordination man-
agement fees based on performance and shared savings and ar-
rangements with oncology practices.

We laid the foundation for these types of payment reform dem-
onstrations in the Affordable Care Act through the establishment
of accountable care organizations, medical homes, and demonstra-
tions within the Centers for Medicare & Medicaid Innovation,
CMMI.

If someone from the administration were here, they would be
able to tell us about the oncology care model, a demonstration
project that the Center for Medicare & Medicaid Innovation has
initiated. The oncology care model would also pay coordination
management fees to practices and require performance and finan-
cial accountability.

I think this type of model is worthwhile. We should absolutely
be looking at ways to improve oncology care in our country; but I
am interested in learning why the legislation is necessary when
CMMI is already implementing a similar model.

The second bill we are considering is H.R. 556, the Prevent Inter-
ruption in Physical Therapy Act, which would expand the locum
tenens designation to include physical therapists.

Currently, Medicare allows physicians who are absent from their
practices for extended periods—for reasons such as illness, preg-
nancy, vacation, or continuing medical education, to retain sub-
stitute physicians to take over their practices until they return.
The ability to bring in a substitute physician is called “locum
tenens,” and this bill would allow physical therapists to enter into
these arrangements.

When there are limited options in rural or in medically under-
served areas, I understand the concerns for patients’ access when
a physical therapist needs to be absent from his or her practice;
and I look forward to working with my colleagues on this legisla-
tion to ensure it helps those who need it most.
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Last, the committee is considering a discussion draft of a bill
that would change the Medicare home health face-to-face require-
ment.

Understand that this bill is a discussion draft that has yet to be
introduced, but I have concerns with further walking back the face-
to-face requirement that we put in place in the Affordable Care
Act.

This requirement was the result of both the inspector general
and MedPAC recommendations to root out waste and fraud in the
Medicare system. CMS has been listening to industry’s concerns
about the requirement, and work with them to make it more
streamlined and easy to comply with. In fact, over the last few
years, my staff and I have advocated us for these actions; however,
we must be extremely careful when removing requirements that
shore up program integrity.

So, again, thank you, Mr. Chairman.

[The prepared statement of Mr. Pallone follows:]

PREPARED STATEMENT OF HON. FRANK PALLONE, JR.

Mr. Chairman, thank you for holding this hearing today. I am always happy to
come together to examine bipartisan ways to improve the Medicare program and
beneficiary access. I would be remiss in not mentioning that a witness from the ad-
ministration would have made this hearing more informative. The administration
would have been able to speak to whether these bills are implementable and what
we could do to improve them.

The first bill under discussion today is an example of why the administration’s
input would help inform our decision-making. The bill would set up a national On-
cology Medical Home Demonstration Project in the Medicare program through care
coordination management fees based on performance and shared savings arrange-
ments with oncology practices. We laid the foundation for these types of payment
reform demonstrations in the Affordable Care Act through the establishment of Ac-
countable Care Organizations, Medical Homes, and demonstrations within the Cen-
ters for Medicare & Medicaid Innovation (CMMI).

If someone from the administration were here, they would be able to tell us about
the Oncology Care Model, a demonstration project that the Center for Medicare and
Medicaid Innovation has initiated. The Oncology Care Model would also pay coordi-
nation management fees to practices and require performance and financial account-
ability. I think this type of model is worthwhile-we should absolutely be looking at
ways to improve oncology care in our country, but I am interested in learning why
legislation 1s necessary when CMMI is already implementing a similar model.

The second bill we are considering today is H.R. 556, the Prevent Interruptions
in Physical Therapy Act, which would expand the “locum tenens” designation to in-
clude physical therapists. Currently, Medicare allows physicians who are absent
from their practices for extended periods for reasons such as illness, pregnancy, va-
cation, or continuing medical education to retain substitute physicians to take over
their practices until they return. The ability to bring in a substitute physician is
called locums tenens, and this bill would allow physical therapists to enter into
these arrangements. When there are limited options in rural or medically under-
served areas, I understand the concerns for patient access when a physical therapist
needs to be absent from his or her practice. I look forward to working with my col-
leagues on this legislation to ensure it helps those who need it most.

Last, the committee is considering a discussion draft of a bill that would change
the Medicare home health face-to-face requirement. I understand that this bill is a
discussion draft that has not yet been introduced, but I have concerns with further
walking back the face-to-face requirement that we put in place in the Affordable
Care Act. This requirement was a result of both Inspector General and MedPAC rec-
ommendations to root out waste and fraud in the Medicare system. CMS has been
listening to industry’s concerns about the requirement and worked with them to
make it more streamlined and easy to comply with. In fact, over the last few years,
my staff and I have advocated for these actions. However, we must be extremely
careful when removing requirements that shore up program integrity.
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Again, thank you, Mr. Chairman, for holding this hearing, and I yield the rest
of my time to the Democratic sponsor of the Prevent Interruptions in Physical Ther-
apy Act, Congressman Lujan.

Mr. PALLONE. I yield the rest of my time to the ranking member,
Mr. Green.

Mr. GREEN. Thank you, Mr. Chairman, and I thank our ranking
member.

And I would like to ask unanimous consent that my full state-
ment be placed in the record.

Mr. PrrTs. Without objection, so ordered.

Mr. GREEN. I want to thank the Chair for calling this hearing
today.

This marks the 50th anniversary of Medicare, and since 1965,
the landmark program has provided affordable health insurance
coverage and access to care for our Nation’s seniors. Few programs
have improved the lives of Americans as significantly as Medicare.

Today, we have three separate bills. The first is H.R. 556, the
Prevent Interruptions in Physical Therapy Act.

It would allow physical therapists to employ locum tenens in
their practices. Under Medicare law, health care providers are per-
mitted to employ only licensed professionals under their provider
number to care if they are temporarily unable to do so. H.R. 556
would add physical therapists to the list of providers who would
enter into these agreements, known as “locum tenens agreements,”
so that patients do not see a disruption in care.

H.R. 1934, the Cancer Care Payment Reform Act, would estab-
lish a national Oncology Medical Home Demonstration Project. Re-
search has shown there is a disconnect between cost and the qual-
ity of cancer care for Medicare beneficiaries, and many have sug-
gested the fee-for-service model is inappropriate. I know, recently,
the Center for Medicare & Medicaid Innovation announced at
launch a 5-year oncology care model starting next spring. The dem-
onstration proposed in H.R. 1934 shares many of the characteris-
tics of that Center for Medicare & Medicaid Innovation.

Mr. Chairman, like I said, I would like to ask unanimous consent
for the full statement to be placed in the record.

Again, thank you for calling the hearing.

Mr. PirTs. The Chair thanks the gentleman.

[The prepared statement of Mr. Green follows:]

PREPARED STATEMENT OF HON. GENE GREEN

Good morning, and thank you all for being here today.

This hearing is titled “Examining Potential Ways to Improve the Medicare Pro-
gram.”

I want to thank the chairman for having this hearing. Before we get in to the
legislative proposals we will be discussing, I think it is important to reflect on the
Medicare program at large.

This year marks the 50th anniversary of Medicare.

Since 1965, this landmark program has provided affordable health insurance cov-
erage and access to care for our Nation’s seniors.

Few programs have improved the lives of Americans as significantly as Medicare.

Fifty years ago, almost half of elderly Americans lacked health insurance.

Today, Medicare provides lifesaving insurance to nearly 100 percent of adults over
65.

Fifty-four million elderly and individuals with disabilities have health insurance
through Medicare.
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At the anniversary of this historic law, we celebrate the successes of the Medicare
program.

We must also renew our commitment to further strengthening it, so that it re-
mains available in perpetuity for generations to come.

Today we are considering three pieces of legislation.

The first is H.R. 556, the Prevent Interruptions in Physical Therapy Act.

This bill will allow physical therapists to employ locum tenens in their practices.

Under current Medicare law, a variety of health care providers are permitted to
employ other licensed professionals under their provider number to care for their
patients if they are temporarily unable to do so.

H.R.556 will add physical therapists to the list of providers who can enter into
these agreements, known as “locum tenens arrangements,” so their patients do not
see a disruption in care.

H.R. 1934, the Cancer Care Payment Reform Act, will establish a national Oncol-
ogy Medical Home Demonstration Project to examine changing the structure of
Medicare payments for cancer care.

The intent of this bill is to test the potential of alternative payment models in
oncology.

Research has identified a disconnect between the costs and the quality of cancer
care for Medicare beneficiaries.

Many have suggested that the fee-for-service model is inappropriate, and have
suggested that Congress explore the potential of alternate models, including oncol-
ogy patient-centered medical homes, ACOs and bundled payments for oncology serv-
ices.

Recently, the Center for Medicare and Medicaid Innovation (CMMI) announced
the launch of a 5-year Oncology Care Model starting next spring.

The demonstration project proposed by H.R. 1934 shares many characteristics of
the CMMI demo.

It is important we do not waste resources by duplicating efforts, or undermine on-
going demonstrations without good reason, but I thank the bill sponsors for their
commitment to improving oncology care for Medicare beneficiaries.

I look forward to furthering the discussion on how we can continue to build on
the promise of the new provider delivery model advanced in the Medicare Access
and CHIP Reauthorization Act.

The final piece of legislation we will discuss is a draft bill to amend the Medicare
home health face-to-face documentation requirements.

Home health care is critically important to Medicare beneficiaries who are con-
fined to their homes.

While we must ensure that this service is available to individuals in need of care,
substantial concerns about spending growth and quality within the home health
benefit have been identified by the OIG, GAO and independent researchers.

Since 2001, Medicare spending on home health services has doubled.

In 2013, the cost of home health services reached almost $18 billion.

In order to address concerns about the appropriateness of some services and vul-
nerability to fraud and waste, the Affordable Care Act included Medicare home
health integrity provisions.

The ACA mandated that physicians or another provider have a face-to-face en-
counter with the patient to attest to their eligibly for the home health benefit.

CMS has implemented this requirement and simplified the certification and docu-
mentation process.

However, many home health agencies have expressed concern that the mandate
is overly burdensome.

The intent of the draft bill is to address some of these documentation concerns.

I look forward to hearing more about the implementation of the face-to-face re-
quirement, ways the process can be improved, and how we can build on program
integrity provisions of the Affordable Care Act.

It would be difficult to overstate the importance of Medicare to our Nation’s sen-
iors—both today and future generations.

I want to thank our witnesses for being here today and look forward to exploring
the proposal, and other ways we can strength this vital safety net program.

Thank you, and I yield back.

Mr. PirTs. We are voting on the floor. We have 11 V2 minutes to
go, and 400 people haven’t voted, so we are going to start the wit-
nesses.
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As usual, all members’ written opening statements will be made
a part of the record; and I'll introduce them in the order of their
testimony.

First, we have Sarah Myers, CAE, Executive Director of the Or-
egon Association of Health Care. Welcome. Dr. Bruce Gould, Presi-
dent of the Community Oncology Alliance. Welcome. And Sandra
Norby, PT, AT, owner, HomeTown Physical Therapy, LLC.

Thank you each for coming. Your written testimony will be made
a part of the record. You will be each given 5 minutes to summa-
rize.

Ms. Myers, you're recognized for 5 minutes.

STATEMENTS OF SARAH MYERS, EXECUTIVE DIRECTOR, OR-
EGON ASSOCIATION FOR HOME CARE; BRUCE GOULD, M.D.,
MEDICAL DIRECTOR, NORTHWEST GEORGIA ONCOLOGY
CENTERS, AND PRESIDENT, COMMUNITY ONCOLOGY ALLI-
ANCE; AND SANDRA NORBY, OWNER, HOMETOWN PHYSICAL
THERAPY, LLC

STATEMENT OF SARAH MYERS

Ms. MYERS. Chairman Pitts, Ranking Member Green, members
of the subcommittee, and Congressman Walden, thank you for this
opportunity to speak with you today.

My name is Sarah Myers, and I am the Executive Director of the
Oregon Association for Home Care.

Our organization represents over 58 home health agencies, em-
ploying over 2,000 professionals and providing Medicare home
health services to more than 30,000 Medicare beneficiaries who are
homebound and many of whom are rural.

As you know, home health patients are among the most vulner-
able in the Medicare program, and, in fact, Federal data shows
that they are older, sicker, poorer, and more likely to be a minority
and disabled than all other Medicare beneficiaries combined. Due
to their frail condition, these seniors have been deemed homebound
by their physicians, meaning they cannot leave their home without
help or potential injury to themselves.

That 1s where skilled home health care providers come in.

We deliver nursing, therapy, infusion, medical social worker, and
support services to patients recovering from an acute illness fol-
lowing a hospitalization. We also serve patients with severe disabil-
ities that may confine them to a wheelchair or bed. Home health
providers also care for patients whose disease state has advanced
to the degree that their health and their mobility are now com-
promised, and compromises their continued ability to maintain
independence without assistance.

Not only do our professional home health services meet the clin-
ical needs of our patients in the patient preferred home setting, but
they help our patients avoid being rehospitalized, and as a result,
they help generate significant savings from the Medicare program
and taxpayers.

Home health care is especially important to rural America. With-
out any access to hospitals, nursing homes, or other facilities, resi-
dents truly depend on home health. In fact, more than 630,000
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Medicare beneficiaries in nearly 2,000 rural counties relied on
home health services in 2013.

That is why I am here today, to speak to you and ask you to help
us continue serving the frail seniors who need our care and the
rural communities who depend on our delivery system.

One of the greatest burdens we face today is the implementation
of the face-to-face requirement; but let me be clear: We strongly
supported your action to require that no claim would be paid un-
less it was for services ordered by a physician as a result of the
face-to-face encounter with the patient. That is good medicine, and
that is good program integrity policy.

We need to keep in mind that the physician also certifies the pa-
tient’s eligibility for Medicare coverage under penalty of various
anti-fraud laws. What has created the burden on physicians and
home health providers is not the policy but how it has been imple-
mented with impossible-to-meet documentation requirements that
are not in the law enacted by Congress.

Inconsistencies in the lack of standardization have forced pro-
viders to chase physicians multiple times to address issues of se-
mantics, not to improve patient care or to improve quality perform-
ance. Documentation compliance has become a moving target, re-
sulting in countless hours of providers and physicians attempting
to meet Medicare’s unclear documentation rules, resulting in thou-
sands of denied claims. Whether it is a missing signature on a com-
pleted form or an insufficient description regarding a patient’s clin-
ical condition, the implementation has resulted in a process that
has, ultimately, created a paperwork mess of what should be
straightforward documentation. Patient care is the priority. Bur-
densome paperwork and navigating red tape should not be.

What is most alarming with the documentation demands is that
thousands of claims have been denied based on insufficient docu-
mentation even though a review of the full patient record reveals
that the patient meets Medicare coverage criteria. This is not hap-
pening in a vacuum either. It is occurring at the same time home
health providers are struggling under an unprecedented 14 per-
cent, 4-year cut. A cut which is pushing home health agencies to
the brink.

Medicare has tried to fix the documentation nightmare. However,
its efforts have fallen far short. Fortunately, there is a solution.
Congressman Walden is authoring legislation that would establish
a simple approach to documenting physicians’ face-to-face encoun-
ters with their patients. In place of confusing requirements, physi-
cians would simply record the date of the encounter and use a form
to identify the clinical condition for which home health is needed.

We need this legislation. It will preserve your good policy while
reducing unneeded paperwork and enabling us to continue serving
homebound seniors in Oregon and all across America.

In closing, I want to thank Congressman Walden and all of you
for your support of home health care and your dedication to Amer-
ica’s rural communities. Your efforts mean very, very much to us.
Thank you.

[The prepared statement of Ms. Myers follows:]
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House Committee on Energy & Commerce — Subcommittee on Health

“Examining Potential Ways to Improve the Medicare Program”

Thursday, October 1, 2015 — 2322 Rayburn House Office Building

Oral Testimony of Sarah Myers, Executive Director

Oregon Association for Home Care

Qctober 1, 2015

Good Morning Chairman Pitts, Ranking Member Green, Distinguished Members of the House Subcommittee of
Health, and Congressman Walden. My name is Sarah Myers, and I serve as Executive Director of the Oregon
Association for Home Care. 1 am grateful for this opportunity to be with you today to discuss one potential way in

which the Medicare program can be significantly improved,

By way of brief background, the Oregon Association for Home Care includes 38 home health agencies and 2,125
professionals who deliver Medicare home health services to nearly 30,000 homebound seniors, many of whom live

in rural communities.

As you know, home health patients are among the most vulnerable in the Medicare program. In fact, federal data
shows that they are older, poorer, sicker and more likely to be a minority and disabled than all other Medicare
beneficiaries — combined, The chart below provides further detail on the disproportionate vulnerability of

Medicare’s home health patients:
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. : : Medicare: Al :cherj
Avalere Health — Home Health Beneficiary Study: Key Findin‘gs1 g::;;g;:::: ‘ ng:glcci::ieés
Women 60.07% 53.9%
Beneficiaries aged 85+ 24.4% 12.1%
Beneficiaries with 4+ chronic conditions 74.7% 48.5%
Beneficiaries needing assistance with 2+ Activities of Daily Living (ADLs) 23.5% 7.6%
Beneficiaries at or below 200% of Federal Poverty Level (FPL) . 66.2% 47.9%
Beneficiaries from ethnic or racial minority population 19.3% 14.9%
Dual-eligible Medicare-Medicaid beneficiaries 26.7% 17.7%

Due to their frail condition, these seniors have been deemed homebound by their physician, meaning they cannot

leave their home without help or potential injury to themselves.

That’s where skilled home health care providers come in.

We deliver nursing, therapy, infusion, medical social worker and support services to patients recovering from an
acute illness following a hospitalization, to patients with severe disabilities that may confine them to a wheelchair or
bed, and to patients whose disease state has advanced to the degree that their health and or mobility now

compromises their continued ability to maintain independence without assistance.

Not only do our professional home health services meet the clinical needs of our patients, but they help our patients
avoid being re-hospitalized and, as a result, they help generate significant savings for the Medicare program and

taxpayers.

Home health care is especially important to rural America, Without easy access to hospitals, nursing homes, or other
facilities, rural residents depend on home health. In fact, more than 631,000 Medicare beneficiaries in nearly 2,000

rural counties relied on home health care services in 2013.
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That is why I am here today — to ask you to help us continue serving the frail seniors who need our care and the

rural communities who depend on our delivery system.

One of the greatest burdens we face today is the implementation of the face-to-face requirement.

Let me be clear: we strongly supported your action to ensure that no claim would be paid unless it was for services
ordered by a physician as a result of a face-to-face encounter with the patient. That’s good medicine, it’s good
program integrity policy, and it was an important addition to existing antifraud protections governing physician

certification of patients” Medicare eligibility.

What has created such a burden on physicians and home health providers is not the policy but how it has been
implemented. Simply put, this important safeguard has been implemented with impossible-to-meet documentation

requirements that go well beyond what was written in the law by Congress.

The problems we are encountering include rampant inconsistencies and a lack of standardization that have forced
providers to chase physicians multiple times to address issues of semantics — not to improve patient care or improve
quality performance. In addition, documentation compliance has become a moving target, resulting in countless
hours of providers and physicians attempting to meet Medicare's unclear documentation rules, resulting in thousands

of denied claims.

Whether it's a missing signature on a completed form or a description that is deemed by some reviewer to be
wanting regarding a patient’s clinical condition, the implementation has resulted in a process that has ultimately

created a paperwork mess of what should be simple — straightforward documentation of patient care.

A consequence of the regulatory demands we now face is that thousands of claims have been denied based on
“insufficient documentation™ even though a review of the full patient record reveals that the patient meets Medicare

coverage criteria.
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This is not happening in a vacuum -— it’s occurring at the same time as home health providers are struggling under

an unprecedented 14%, four-year cut — a cut which is pushing home health agencies to the brink.

Medicare has tried to fix the documentation nightmare. Unfortunately, its efforts have fallen far short.

To put this problem into perspective, the following are specific examples of claims and care delivery issues

experienced and related by Oregon home health providers as a result of this situation:

“One denial was based on the way [Veterans Affairs] VA writes their Face to Face...the MD name i$ an
electronic signature and it shows up in the area labeled “referring provider”. This was denied even though 1
had a letter from a VA representative stating this is the form they use nationwide, they do not have the

ability to change it and that it had previously been approved by CMS.”

“One referral that was on paper, not electronic, was dated at the top of the form by the MD: 1/10/14, He
completed the remainder of the form accurately. At the end of the form he put the date next to his name
1714, (the 10 was missing next to his name, although it was included on the top of the same page.) The
reviewer did not like the format denying the claim and stating that *...a date was [eft off even though the

face to face date was accurate.””

“Recently Medicare withdrew payment-on a care episode from 2014 because although all paperwork was

received and in place, the physician had not written MD behind their signature.”

"We had an 82 year old female patient that was seen for a-pre-op visit with her [primary care physician]
PCP on 4/16/15, This patient had a right [total knee amputation] TKA by orthopedic surgeon on 05/1/15.
She was recovering at home and fell at home sustaining a hyper flexion injury and ruptured extensor

mechanism. She was [wheelchair] w/c bound for 6 weeks, so was admitted to a Transitional Care Unit.
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Upon discharge from the Transitional Care Unit, she was admitted to Home Health on 07/17/15, She
followed up with orthopedic surgeon on 07/23/15. Face-to-face form was sent to this orthopedic surgeon to
complete for his 07/23/15 office visit. We did not receive face-to-face documentation back, so 2™ request
was faxed to the orthopedic surgeon on 08/07/13, followed up again on 08/17, 09/03 and 09/16/15. The
orthopedic surgeon called us on 09/23/15 and he was very upset that we had requested him to complete the
face-to-face documentation form, He stated that we ‘needed to make retribution to him for the documents

that we keep sending and the time he has put into this whole situation.”™

e “Client had a visit but the MD had put the wrong date on the face to face form. When we received [the
additional documentation request} ADR, we requested from MD office the correct face to face; we worked
long and hard on this (multiple phone calls and faxes to get the correct dates and other information) and
were finally able to obtain the correctly dated form only to find out we were outside of our appeal dates and

had to return the reimbursement for that case.”

As illustrated above, current documentation policy not only creates nonsensical scenarios at times, it is also
imposing a tremendous burden on home health agencies that threatens to impair their ability to continue providing
seniors the home health care services they need. This is, in short, an instance where sound public policy has been

undermined by an overly complicated and often counter-productive regulatory process.

Fortunately, there is a solution: Congressman Walden is authoring legislation that would establish a simple approach
to documenting physicians’ face-to-face encounter with their patients. In place of confusing requirements, this
reform would ensure the policy is clearly and logically upheld through physician recording of the date of the

encounter and use of a standardized form to identify the clinical condition for which home health is needed.

Clearly, a significant change in process is needed to alleviate the confusion and frustration of complying with face-

to-face documentation encounter rules. Simplifying the process to clarify and streamline documentation with a more
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standardized approach that is coordinated with stakeholder input and that reduces the time required for providers and

physicians to complete it is critical so that patient care can continue to be the first priority.

Congressman Walden’s proposed solution will also ensure that CMS provides education to providers, physicians,
and claims processors so that a consistent application of the program integrity requirement is achieved to ensure full
compliance. Standardizing the implementation of this program integrity requirement will make evident beneficiary
eligibility through the consistent application of the documentation process. Furthermore, targeting the circumstances
under which a face-to-face visit by a patient with their physician is required will greatly improve the continuity of
patient care, Especially for patients admitted to home care within 14 days of a discharge from a hospital or skilled
nursing facility, this will greatly improve the continuity and quality of patient care, minimize administrative
paperwork, avoid costly provider claim denials for technicalities, and reduce the Medicare program’s huge claims

processing backlog.

We need this legislation —- it will preserve your good program integrity policy while reducing unneeded paperwork

and enabling us to continue serving homebound seniors in Oregon and all across America.

In closing, T want to thank Congressman Walden and all of you for your support of home health care and your

dedication to America’s rural communities. Your efforts mean so very, very much to us all.

Thank you.

Sarah A. Myers, CAE
Executive Director
Oregon Association for Home Care

4676 Commercial St. SE, #449
Salem, OR 97302

(503) 364-2733
smyers@oahc.org
www.oahe.org



18

Mr. PrrTs. The Chair thanks the gentlelady.

We still have 5 minutes, and 374 Members haven’t voted. We
will try one more.

Dr. Gould, you're recognized for 5 minutes.

STATEMENT OF BRUCE GOULD

Dr. GouLD. Thank you. Chairman Pitts, Ranking Member Green,
and members of the committee, I thank you for the opportunity to
share my views on payment reform in oncology and specifically on
the Cancer Care Payment Reform Act, H.R. 1934.

I am a practicing medical oncologist and Medical Director of
Northwest Georgia Oncology Centers, a private community oncol-
ogy practice headquartered in Marietta, Georgia. Additionally, I
serve as President of the Community Oncology Alliance, COA, a
nonprofit organization dedicated to advocating for community on-
cology practices and, most importantly, the patients they serve.
Close to 70 percent of Americans with cancer are treated by private
practice clinics. I finally want to mention, of relevance here, that
I am the son of two parents who passed away from cancer.

Community oncology practices, such as mine, have struggled
from major cuts to reimbursement by Medicare. For example, the
decision by CMS to apply sequestration to the underlying costs of
cancer drugs has led to many drugs being reimbursed for less than
their acquisition price. As a result, over 300 practices have closed
treatment sites and, more significantly, close to 550 practices have
merged with hospital systems.

The data is clear on the consolidation of cancer care in the
United States. It is creating access to care problems for patients in
rural areas and, very significantly, increasing the costs of cancer
care for seniors in the Medicare program. This unwanted trend has
been documented by reports this year by the GAO and MedPAC.

Despite reimbursement pressures from Medicare, our practice,
years ago, made a decision to ambitiously transform ourselves into
a patient-centric Oncology Medical Home. Our goal was simple: to
better control the costs of cancer care while enhancing the quality
of the patient experience. Among other things, we improved care
coordination for our patients, established a structured triage, initi-
ated a comprehensive patient satisfaction survey, and developed
our own treatment guidelines.

One benefit of this transformation is that same-day appoint-
ments are rarely available in our nonclinics. Therefore, if our pa-
tients are ill, they can come to our clinics rather than going to the
hospital emergency room. Medicare moneys are saved by the avoid-
ance of needless emergency room visits and hospitalizations, and
the patients are happier by not being subjected to hours of waiting
in the emergency room.

Our hard work has recently been recognized by the commission
on cancer through their accreditation of our practice as one of the
first Oncology Medical Homes. Our dedication to value-based care
has led us to partnering with private payers and CMS on oncology
payment reform pilots.

One program we and several others completed with
UnitedHealthcare resulted in cancer care savings of 34 percent as
compared to a case control group. The results were published in the
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peer-review “Journal of Oncology Practice,” a copy of which I have
submitted with my remarks for the record.

We are also part of a national $19 million grant from the Centers
for Medicare & Medicaid Innovation, CMMI. The grant funded the
“COME HOME?” pilot, which was designed to be a real world test
of the oncology and medical home tenants. Findings from NORC at
the University of Chicago, the independent research entity CMMI
contracted with to measure results, were nothing short of remark-
able. They showed an overall reduction of cancer care costs due to
reduced hospitalizations, re-admissions, and emergency department
utilizations. I have included these results with my written testi-
mony.

I am here today to implore Congress to immediately pass the
Cancer Care Reform Act, H.R. 1934, a bipartisan bill, introduced
by Representatives Cathy McMorris Rodgers and Steve Israel. The
bill lays out the specific plans for a demonstration project based on
the Oncology Medical Home. It is built on successful models that
have already been tested in the oncology payment reform with both
private payers and CMS.

I commend Mrs. McMorris Rodgers for reaching out to practicing
community oncologists for crafting her bill. In addition to support
from oncologists, her legislation also has the support of patient
groups, private payers, biotech companies, and pharmaceutical dis-
tributors. I also commend Congress for passing a fix to SGR, along
with a path to meaningful payment reform. Community oncology
practices like mine want to be part of the alternative payment re-
form path that the Energy and Commerce Committee developed in
the SGR legislation. However, we need a Medicare alternative pay-
ment model in oncology for that to happen.

H.R. 1934 is a critical bridge to getting us to that point. I ask
Congress to pass this important legislation that will lower the costs
of cancer care while enhancing the quality of care for patients.

Thank you for your attention.

[The prepared statement of Dr. Gould follows:]
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President, Community Oncology Alliance
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Testimony Summary
Committee on Energy and Commerce, Subcommittee on Health
Examining Potential Ways to Improve the Medicare Program
Bruce Gould, MD
Medical Director, Northwest Georgia Oncology Centers, P.C,
President, Community Oncology Alliance
= Iimplore Congress to pass the Cancer Care Payment Reform Act (H.R. 1934), a
bipartisan bill introduced by Representatives Cathy McMorris Rodgers and Steve
Israel. This bill lays out the specific plans for a demonstration project based on
the Oncology Home Model. 1t builds upon the successful models that have
already been tested in oncology payment ;eform with both private payers and
CMS.
* Community oncology practices like ours want to be part of the alternative
payment reform path that the Energy and Commerce committee developed in the
SGR legislation; however, we need a Medicare alternative payment model in
oncology for that to happen. H.R. 1934 is a critical bridge to getting us to that
point.
= My practice has participated in several oncology payment reform pilots with both
private payers and Medicare, through a CMMI grant. These have proven very
successful in enhancing the quality of cancer care and reducing costs. Many of
the concepts in these successful programs have been incorporated into H.R. 1934
by Congresswoman McMorris Rodgers
= ask Congress to pass this important legislation that will lower the costs of cancer

care while enhancing the quality of care for patients.
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Chairman Pitts, Ranking Member Green, and members of the committee — 1 thank you
for the opportunity to share my views on payment reform in oncology and, specifically,

on the Cancer Care Payment Reform Act, HR. 1934.

I am a practicing medical oncologist and medical director of Northwest Georgia
Oncology Centets, a private community oncology practice headquartered in Marietta,
Georgia. Additionally, I serve as President of the Community Oncology Alliance (COA),
a non-profit organization dedicated to advocating for community oncology practices and,
most importantly, for the patients they serve. Close to 70% of Americans with cancer are
treated by private practice clinics. I finally want to mention, and of relevance

here, that I am the son of two parents who passed away from cancer.

Community oncology practices such as mine have been struggling from major cuts to
reimbursement by Medicare. For example, the decision by CMS to apply sequestration
to the underlying costs of cancer drugs has led to many drugs being reimbursed for less
than their acquisition price. As a result, over 300 practices have closed treatment sites
and, more significantly, close to 550 practices have merged with hospital systems. The
data is clear on the consolidation of cancer care in the United States: it is creating access
to care problems for patients in rural areas and, very significantly, increasing the cost of
cancer care for seniors and the Medicare program. This unwanted trend has been

documented by reports this year by the GAO and MedPAC.

Despite reimbursement pressures from Medicare, our practice years ago made a decision

to ambitiously transform ourselves into a patient-centric Oncology Medical Home. Our
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goal was simple — to better control the costs of cancer care while enhancing the quality
of the patient experience. Among other things, we improved care coordination for our
patients, established a structured triage, initiated a comprehensive patient satisfaction
survey, and developed our own guidelines. One benefit of this transformation is that same
day appointments are readily available in our nine clinics. Therefore, if our patients are
ill, they can come to our clinics rather than go to the hospital emergency rooms. Medicare
monies are saved by avoidance of needless emergency room visits and hospitalizations,
and patients are happier by not being subjected to hours waiting in the emergency room.
Our hard work has recently been recognized by the Commission on Cancer through their

accreditation of our practice as one of the first Oncology Medical Homes.

Our dedication to value based care has lead us to partnering with private payers and CMS
on oncology payment reform pilots. One program we and several others completed with
UnitedHealthcare resulted in cancer care savings of 34% as compared to a case control
group. The results were published in the peer-reviewed Journal of Oncology Practice, a

copy of which I have submitted with my remarks for the record.

We are also part of a national, $19 million grant from the Centers for Medicare &
Medicaid Innovation (CMMI). This grant funded the “COME HOME? pilot which was
designed to be a real world test of the Oncology Medical Home tenants. Findings from
NORC at the University of Chicago, the independent research entity CMMI contracted
with to measure results, were nothing short of remarkable. They showed an overall

reduction of cancer care costs due to reduced hospitalizations, readmissions, and
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emergency department utilizations. I have included these results with my written

testimony.

I am here today to implore the Congress to immediately pass the Cancer Care Payment
Reform Act (H.R. 1934), a bipartisan bill introduced by Representatives Cathy McMorris
Rodgers and Steve Israel. This bill lays out the specific plans for a demonstration project
based on the Oncology Medical Home. It builds upon the successful models that have
already been tested in oncology payment reform with both private payers and CMS. 1
commend Mrs. McMorris Rodgers for reaching out to practicing community oncologists
for help in crafting her bill. In addition to support from oncologists, her legislation also
has the support of patient groups, private payers, biotech companies, and pharmaceutical

distributors.

I also commend Congress for passing a fix to the SGR along with a path to meaningful
payment reform. Community oncology practices like mine want to be part of the
alternative payment reform path that the Energy and Commerce committee developed in
the SGR legislation; however, we need a Medicare alternative payment model in
oncology for that to happen. H.R. 1934 is a critical bridge to getting us to that point.

T ask Congress to pass this important legislation that will lower the costs of cancer care

while enhancing the quality of care for patients.

Thank you for your attention and I would be happy to answer any questions.
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Changing Physician Incentives for Affordable, Quality Cancer
Care: Results of an Episode Payment Model
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apy that wses the monthly mational average chomothonagy coit for
each cancer type ax the ks for the eplbode paynsens. This proe
posed systom would roquire physicans o use lower oo sgimens
ro cemain profitible, Further, it would provide an incentive for

icad fires 1o reduce the prices of any medications dhat

hold income to pay the costs of out-of-pr penscs and the
health insurance premivm for o family.! Cancer thempy s o
eomsibutor w these rising costs; it sotounts for 11% of Uniee
odHealtheare's commercial health plas budgee, and the propos-
tonate share is rising, The oxisting fee-for-service. payment
provides throretical incentives for oversse and the sclection of
expensive branded drugs racher than lower cosr generie modi-
catdons. New payment modls thar roward cose-clfeative and
high-quality meatment are needed.

Clae appmack for cost reductivn s 1o reduce die payment

evced the episods paymn badget amount.

The: Bach proposal axecks drisg costs, but it hay noetfoer in
other cast c«mg«wm for CARCEE QR Umm:!Hcskhmw davy
suggess dhe th f B Fur
shally insured patients, dzcmo:!wrayy dmgs reprosent 4% of
tosal care costs, inpationt and nmmmm iwhty scrvw A
consst for 54%, and physicien services the
2%, Ina pwvwm sriicke, Mewanmer propﬂwd a pnymm{
mu:ﬂmd that removes any adverse inceidve w use cxpcns(vc

amount for cachs service, Aficr Modicare o d the
ment feveds for drugs in 2005, an analyls of patients with hang
cancer rovested that oncologios reatcd saore patisnts with chomo-
therapy and increased the usige of expensve drugs.? Tbc cﬁim or

qmim a0t umwmi Medicu
Uy cuoms Bloe e erc
expersive &mgs o bncronseed numbers of beneficlaris.
Anather poteniial solution to sising coses Is paying for care
by the epiwade. Medicare has used this approach for hospinel
care for mere shan o desade with the Disgnods Related Grow-
s, bust the mcthod has not been tested for chronie Hlness are
in an ambulatory mﬁng Proponents argue that a fixed pay-
ment Enra échn«i time pcnod provides the tncentive to become
d
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of moncy. Bach ot ;l‘ proposcd a payment modd for cancer ther-
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deals while strmuk v creating e
ot the totsl costs of care and § xmpmvc outcomes, The pro-
grars inchuded s yualiey in that
an annual review and dlscn;smn of use .'md syuality data. This
article reports the results of 3 $-year triad of this program.

Methods

UsitedHealeh b d with five vol medicad on-
cology groups for the pilor. The program changed four che
ments of the previots fee-forservice contract relationship.
Firse, the medical groups proscrively registered aff pasenrs with
breast, colon, and lung cancer and provided dinicad dita to the
payer. Second, ¢ single episade payment was made st the inftial
visit, The mothod for caleulsring this payment Is doseribed
Below. Third, alf drugs were paid using the avemge sales price ram
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s 31 oy for the soquisidan wost of dhe drag, All other phiysician
services consinued to be rebmbrirsed using, the exiscing fooformse
viee congrace with the payer. Fourth, the medical grosips et ans
nually to revicw data o cost and quality outcomes,

The program began in Cetober 2009, and i is described 5
deradl i another articde? Oae group dropped sut of the pro-
grams after jwas acquired by an acsdersic medicad cenver in
June 203 i was eeplaced by s new madical group from an-
other ciry. Nincteon cliniesl episodes were creared for patienes
with broase, w!on, and lung cancor {Tsble 1). Each medical

fected s single ok py segimen for exch adjuvany
dn:npy ep«wd: on dw b.nx*i af dmr interpretation of the aed-
igat i Prodeh WG 08 S0
Jected for cpbodes wreating retatatic discass.

Using the existing foe schedule for cach group, Unireds
Healthcare w.!culzwcd the drug margln for each adjuvant regi-
men, care by g the
avetage sales pm,c frocm the contraceed sate for the drugy, Aver-
age saber prive was used as @ proxy for acqulsition cost in this
seudy. UniredHeakheare alo added a small case masagemens
fee that included physician hospital care to cach episade. The
payer had previeusly croated a registry of more than 63,000
patients with breast, colon, and lung cancer with sufficient clin-
iead and clalass data to asign them to the same sptsode catego-
sivs. The sadonal average drug margln for cach ephode in this
eegisory was cal the gave avorsge sales
price from ¢he zggregm: amonng paid for chemotherpy drigs
asnet dividing by the weal sumber of patients in each episode, 1
any episode payments were Joss than the national average, the:
farger amuunt was substituted. & specific treatment regimen
was mmot sebocted for pativars with metastatie sancons, so the
repbiry mational average seas wad a5 the eplsode paymens
amount for episodes 10, 11, 14, 18 and 19 (Table i An
asbisrary sebmbursement was n:gptmkd &:r the two «pumfc
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Table 1. Episotie Paymen Categores and Duration

wategories thar did net we any g
and 121 The time period for an xd;uv.mupymdc was the tme
1o complore the therapy plos 3 monchs, & roonesing domond
tisne period was selected for metastitic cptsm-lvx
The madical groups sub ofi at the dime:
of inislal patient presensacion so determine the comet episode.
These dura Included the histology, cliniod stage. relevans genedc
infarmation, and intent of teaement {oinive or paltiative), The
wphsode fov was paid inmedisndy. All sorvioos weee billed se Unie
ecHalthoare wing wandsed fe-for-service formarn Tabke 2 sum-
mmarizes the payment methods for the serviors provided.

The medical groups were free o changs their prefersed drig
regimen at any thme aew stadics and new drug eoleases did
change the prefesred regioens dusing thie study, Pationts could
ator be envalled onie cliniol wiab, The sow drag subsd
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Al anadytic work was comphored by Uniedbaldare, The
scinty design wsed a vermaspective abservations! mathod that com-
pared the operationat and conurol oobiors during the prepilos and
pilot time periods, Controls were obtained from the repistzy.

Table 2, Surwngry of Payrment Mathood Used in Pee-for-Service
ST e Episoie Moo for Vanous Service Typas
Paymnt Methad

Episods Madal
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were paid ax averigs sales price, but there were no changes in the
episods foe. By comractusl sgroomont, cpisode Feer would be
changed only if the groups lowered the total cost of care or
improved the survival for the cpisode.
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Table 3. Gually ang Use Messires From the Eplsods Pay-
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any medicat sost in the analyric time window tn = 33, or had s
wocde assi (o = 1), Any in the
patientasix, as well 35 sin basctine were
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Mambers of both cohorts had the semc acceal period for waich
repios and pilor period. The bascline pericd for the seady began
with epirodex starting Chcrober 2006 through July 2009, sud dhe
pibe poriond Inchaded spisades bepnning Orvrober 2009 through
Dromber 201 The aoir of monsurcment for the pillos ws o
unique episod.

The pnm.uy mmm af v [Nk\t s vogal mr:dsml cost per q.!h
sode of care, it - T
sarnprbe shee to ol HiHpok < Fhe
secondary messi, ammhmm» drug cost (COC, mvas:urul dhe
cost of fons wing the avesage sakes price for
all absrvarions. The msulis for body momss weee dercemined
sty she aggrogare of alt of the 19 episade caregories.

The ot medical com was modebed as a2 fancdon of the
episode payment condition, age, and sex using a linear regres-
ston rechoique, The model inchaded rermes dhat inabioared
whether the observations were from the episade medical groups
or controls and whether the sbsesvations were from the prepilor
period or the pilor period. An lnsersccion serm berwesn treat-
ment group and thme period was included and was the key teem
d to inserpeet che swecess of the program. The savings cti
mate of the piles program was derived from the log-transformed
regression model of sotal medial cout per episede.

s

Results

There were 1024 patients cnvolied i thie episode progrion
through the end of 2012, OF these, 830 patients wore used in
e analysis. Pavienss were incligible i chey had nor comphreed
trenumans cpisade by year end 2012 {n = 210), did nor incur
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Thiy predicied :cefwsmm totat cost For the episods-co-
fromt veas $98,1 2LIRE, buc the avsoad tovsl medict cost far this
cobort was SCATEILIG, ecprosenting o mee sevings of
$33,361.272. The predicred CDE was $7,519,504, and the

scrual CIC was $20,97%,417, with  net increase in spensding

of $13,459.913. In & subsce analysis, the conwol group was
st 60 50 wedical growps shar vonuibured s feass 70 pa-
siers to the reghstry-—the minimal nusmber conibused by each
ephsode medieal group, Theie was oo difference by the resbs
wsing thiz smaller conwol pupulation.

The veudy was net powered to debesmine the expenses that
drove the differcnces i ol medical eosn, A subset sradysis did
demonstrate & seavisticatly valid decrause in hospitalization and
therapeudic mdiclogy wsage far (hc c:plmdc aren.

Most qualizy o boes for staris-
tieal anatystse. Kaplan-Meior sundval curves were monirored for
all patienss with mesasearic discase, Lung cancer survivars were
ithe anly evahuable subgroup, and thore was no significan surs
vival difference between the episeds and rogistry patienes. Hos.

pitalization nites showed that one medical group was an eulier

for alt cancer types. The geonp learncd that followsup appoine
ments to their clinke wore scheduled for several wecks after the
initial hosphal discharge, cansing Froquent readmissiony for e
mme problem. The group now evalustes paddents within 48
hours of h and thele b sares have de-
srcased to posr bevels. Overtl, muttiple quality measires were
monitored. and sene of them provided an vardy signal thae
apaatiny of cane was different than conseods,

Discussion

This prograny hed swo hjcorives The primary objccsive was m
decroase the wtal medical cose by using ahgmi Hrancial Incens
tives sy by st b e arned ton. Thiy
goal was miet, as demansteated by a 34% roduction of the pre-
dicred vord medical cost. The secondary objecrive was w m
move the liokage berween drug sekeetion and medical encology
incosme. Withour this Hrkage, itwas expocind thae (IR mendi
wonild decrease. Parclovisatiy, the pilor reealind in 179% moe
LD dhan predicrod when compared with the contels. Dee
spite the additionst $13 millien for chemasherapy drgs, the
el medival costs were reduced by $33 miltion,

The sourur of die cast sevings b enigmade. The prieay ond
point of the sudy was detection of & 10% change in the ol
meidical coms for the aggregare group. Subscr smdyses confirmed

it valid g i hospizatizach 1 4

¥ ¥ g A
e raddiology, but it is noc powible w make o satistically valid
guandfication of the savings. The srdy wsed oo incerventions—
{imncmi <4 behavion hisnot
e thisis

g
o thie eclative offocs of ench
an imporetnt qusstian to answer in fitre studics,

The: frve: groups st twice during the smady perfod w0 roview
and analyre more than 6 measures of coss, qualicy, and use,
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They hud not heon oxposed oo performence dars showt heir
practice from any sowrce befre joining this projecs, Thils mes-
surgtient may have been the stimulus m nprove eslés, This
phcnomena, knawn as the Hawthoras cffoc, is defined us, “the
stimdation 1 output or sccomplishment that results from the

28

sume reason. The work Toad reguired dedicared vime and o
sourees for Both payer and wedical groups, However, ammnm

vty of d chaier pays

s possible add
o fun}:cx geseralizasion,

mete fact of belng under wh«cnf\!mﬁ e D:mng v
she group feadors d for

and they laes shared the data with their peactice pastsiers, The
regubine scssssecs for this payment sodel may have stimuatoed
ifforeny case decisions by the pardaiparing physicins,

Larges mesdisal wacology groups B thore in diis study g
have more sophisticsred internal sesources thae semaller groups.

For example, larger groups could allow their plysicians 1o focus:

on specific cancers or they can augment theis clectronic medical
vecond systems with decision support tools, However, when the
comparison growp in the registry was restricred 1o latger medical
groups, the resutts did not changs.

projects by the I medical groups wers
o sracked by the study team, Anccdorally, the ability to improve
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COME HOME ‘fﬁ

Innovative Oncology Business Solutions, Inc

The COME HOME Program - External Evaluation,
Evolving Outcomes
September 2018
Barbara McAneny, MD

W comehomeprogram.com

Pre-Post Difference-in-Differences Analysis

* Comparing utilization and
cost outcomes for patients

at COME HOME practices : trstchon of
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introduction of the new 5
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How COME HOME Practices Compare
to Controls, pre- and post-intervention

Pa n

&b i
Patients

ACS Hospitalizationsper . CHpatlents CHpatientshave3 .
LOOU Patients 0 approxin : r than controls

“*p=0.01; *p<0,05; *p<0.1 e Oncolagy Busi e

Conclusions

+ COME HOME patients show a statistically significant
reduction in 30 day readmissions, compared with
matched controls.

*+ COME HOME patients show trends toward reduction
across all other reported utilization measures,
including:

- Hospitalization Rate
~ ED Visit Rate
- ACS Hospitalization Rate

— Total Cost of Care
COME HOMER
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Mr. Prrrs. Thank you.

Sorry to rush you here. We are going to do one more opening
statement. No time left, but 290 people still haven’t voted.

So, Ms. Norby, youre recognized for 5 minutes for your opening
statement.

STATEMENT OF SANDRA NORBY

Ms. NoOrBY. Chairman Pitts, Ranking Member Green, and mem-
bers of the committee, thank you for holding today’s hearing high-
lighting these important legislative issues.

My name is Sandra Norby, and I appreciate the opportunity to
discuss my strong support for H.R. 556, the Prevent Interruptions
in Physical Therapy Act of 2015.

I would like to especially thank Congressmen Bilirakis and Lujan
for their sponsorship of this legislation.

I am a physical therapist and a member of the American Phys-
ical Therapy Association and its private practice section. My small
business consists of five clinics in Iowa in communities with popu-
lations ranging from 500 to 9,000.

One of APTA’s policy priorities is to improve access to care by
physical therapists through the elimination of regulatory, legal,
and payment policy barriers that impede patient care. Physical
therapy is part of the comprehensive care model; therefore, it is
high time that access to PT also receives the same protections
against unavoidable absences by the therapy provider.

H.R. 556 would improve access to care by providing needed regu-
latory relief with a simple technical fix. This bill would allow PTs
to enter into locum tenens arrangements with other qualified
therapists on a temporary basis in cases such as illness, pregnancy,
or jury duty. This arrangement is available to numerous Medicare
providers, but physical therapists were overlooked and are not in-
cluded in the law that permits locum tenens.

This means PTs in private practice are unable to be absent from
the clinic, even in an emergency, without interrupting a Medicare
patient’s episode of care. Such interruption results in potential re-
gression in the patient’s condition. When care is resumed, the
Medicare patient is likely to require more visits to achieve the
original therapy goals, than what would have been realized sooner,
had a locum tenens therapist been allowed. Thus, not allowing a
locum tenens for PTs has the potential to increase costs to the
Medicare program.

It is currently possible to hire a substitute for a planned leave
by arranging for a PT to be added to the practice’s Medicare certifi-
cation. However, such an arrangement is not realistic for emer-
gencies or a short-term option. The certification process is com-
plicated and time consuming, taking 2 to 3 months under the best
of circumstances, and includes an on-site visit. This cumbersome
time requirement is certainly a reason that numerous other Medi-
care providers are permitted to use locum tenens arrangements. It
only makes sense that PTs are afforded the same options.

Practicing in rural communities, as I do, my colleagues and I are
often the only physical therapists in town. When we have to be
gone from our clinic, our practice must turn away our Medicare pa-
tients or take extraordinary measures for them to continue their
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care. During a recent maternity leave for one of my therapists, I
spent 12 weeks driving from my home 3 hours away, sleeping at
the clinic most nights, in order for our Medicare patients to receive
their care.

Under locum tenens, a clinic like mine would be allowed to bill
and receive payment for the replacement therapist services. Built-
in safeguards control fraud and abuse as all locum tenens arrange-
ments must meet regulatory standards that includes identification
of services on the Medicare claim form and a 60-day limit to use
the provider.

Senator Charles Grassley recently received a letter stating quote:
“CMS does not have evidence indicating that locum tenens, as used
by physicians under current law, has led to a general increase in
utilization of services; or that industry practices generally lead to
the provision of unnecessary services related to the use of locum
tenens; or that the use of locum tenens under current law in the
Medicare program is generally inappropriate, wasteful, or fraudu-
lent” close quote. Preventing the disruption of Medicare patients’
therapy, as this bill will do, would likely result in lower costs to
the Medicare program.

I truly appreciate the committee’s interest in addressing this reg-
ulatory burden that impacts access to care. I am hoping that this
simple technical correction can be achieved and that Medicare pa-
tients will be allowed to continue to access medically necessary PT
services without disruption.

I look forward to working with the committee, and I am happy
to answer any questions you may have.

[The prepared statement of Ms. Norby follows:]
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Chairman Pitts, Ranking Member Green, and Members of the Committee:

Thank you for holding today’s hearing highlighting these important legislative issues. My
name is Sandra Norby, and 1 appreciate the opportunity to discuss my strong support for
H.R. 556, the Prevent Interruptions in Physical Therapy Act of 2015. I would like to
especially thank Congressman Bilirakis and Congressman Lujan for their sponsorship of
this legislation. I'm a physical therapist and a member of the American Physical Therapy
Association (APTA) and its Private Practice Section. I own 5 clinics in Northwest and
North Central lowa, located in towns with populations fewer than 10,000 and serving
members of the community from children to senior adults. We are part of the rural health
network of providers that ensure access to care and keep our communities healthy and
economically viable. As physical therapists in these communities we diagnose and
manage the health of individuals who have conditions that limit their ability to move or
function in their daily lives. We also work with patients to prevent the loss of mobility

before it occurs so they can enjoy healthier and more active lifestyles.
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One of APTA’s policy priorities is to improve access to care by physical therapists
through the elimination of regulatory, legal, and payment policy barriers that impede
patient care. Recognizing the value of access to care, the locum tenens program has been
around since the early days of Medicare. Now that medicine has evolved to fully
recognize physical therapy as part of a comprehensive care model, it is high time that
access to physical therapy also receive the same protections against delays due to
unavoidable absences by their standard provider. H.R. 556, the Prevent Interruptions in
Physical Therapy Act of 2015, would improve access to care by providing needed
regulatory relief from an impediment caused by a simple technical issue. This fix will
keep clinics open to provide our communities with medically necessary services. H.R.
556 would amend section 1842(b)(6) of the Social Security Act (42 U.S.C. 1395u(b)(6))
by adding a section that would allow physical therapists to enter into locum tenens
agreements with other qualified physical therapists. This arrangement, common in
medical practice, allows a health care provider to bring in another qualified provider on a
temporary basis in cases of vacancy, illness, pregnancy, jury duty, or other temporary
lack of adequate staffing in the clinic. This arrangement is available to other Medicare
providers, but physical therapists in private practice are not included in the law that

permits locum tenens.

The process currently works as follows: the patient’s regular physician may submit a
claim and, if the assignment is accepted, would receive the Part B payment for covered

visit of a locum tenens physician who is not an employee of the regular physician and
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whose services for patients of the regular physician are not restricted to the regular

physician’s offices, if:

o the regular physician is unavailable to provide the visit services,

» the Medicare beneficiary has arranged or seeks to receive the visit services from the
regular physician,

o the regular physician pays the locum tenens for his services on a per diem or similar fee-
for-time basis,

¢ the substitute physician does not provide the visit services to Medicare patients over a
continuous period of more than 60 days, and

o the regular physician identifies the services as substitute physician services by entering
the HCPCS modifier Q6 (service furnished by a locum tenens physician) after the

procedure code in Item 24d on the CMS-1500 claim form or electronic equivalent.

The regular physician must keep a record of each service provided by the substitute
physician on file, with the substitute physician’s UPIN/NPI, and it must be available to

Medicare upon request.

For many physical therapists in private practice, this means we are unable to be absent
frox;1 the clinic, even in an emergency, without interrupting a Medicare patient’s care.
Such an interruption in a Medicare beneficiary’s care results in gaps in treatment and
potential regression in the patient’s condition. When care is resumed, the Medicare
patient is likely to require more care to achieve the therapeutic goals than would have

been required had a locum tenens therapist been allowed to step in and continue the
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treatment plan. Not allowing locum tenens arrangements for PTs has the potential to

increase costs to the Medicare program, and delay the patient’s full recovery.

It is currently possible to hire a substitute for planned leave by arranging in advance for a
Medicare-enrolled physical therapist to be added to the practice’s CMS

certification. However, such an arrangement is not realistic for emergencies or a short-
term option. The process is lengthy, complicated, and time-consuming, taking 2 to 3
months under the best of circumstances and requires an onsite visit, typically duplicating
a visit the practice already would have received. Further, the process must be repeated for
every provider absence, since Medicare certification lapses after a physical therapist has
no associated billing with a practice for a certain period of time. This unwieldy time
requirement is certainly a reason the majority of other Medicare providers are permitted
to use locum tenens arrangements; it only makes sense that physical therapists are

afforded the same option.

This limitation has real-world impact. Practicing in small rural communities, my
colleagues and [ are often the only physical therapists in the local area. When we are
pulled away from the clinic for health reasons, which can range from caring for children
or parents to personal health issues, the clinic has to shut down or take extraordinary
measures to ensure patients maintain access to care. During a recent maternity leave, of
one of my partners, I spent 12 weeks driving from my home, 3 hours away, sleeping at
the clinic most nights, in order to help maintain patient loads at that clinic. This not only

challenges the clinic operations but also begins to disrupt care. Locum tenens would
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allow us to bring in licensed, qualified physical therapists to help meet these short-term

needs and provide uninterrupted health care services in our communities.

This is an issue all across the country, but rural areas where I work are disproportionately
impacted since there are shortages of other physical therapists in these areas. A locum
tenens provider would be able to keep a small practice like mine open to serve rural
patients who otherwise would have to travel long distances or forgo care. Locum tenens
arrangements ensure that patient care does not lapse and that appointments continue as

designated in the Medicare plan of care.

Under locum tenens, a clinic like mine would be allowed to bill and receive payment for
the replacement therapist’s services. This arrangement saves considerable time compared
with hiring a new employee for the practice, especially for absences that are unexpected.
Built-in safeguards control fraud and abuse as all locum tenens agreements must meet
regulatory standards, including the identification of these services on the Medicare claim
form and a 60-day limitation on the use of the provider. A substitute provider would
likely be safer than bringing in an enrolled therapist. An enrolled therapist would bill
under his or her own supplier number, and thus have access to all patient information.
This information could, feasibly, be used for fraudulent payments in the future. A
substitute therapist would simply see the patient and provide services without access to
any payment information. Furthermore, a recent letter from the Centers for Medicare and
Medicaid Services to Senator Charles Grassley highlighted that locum tenens as used by

physicians under current law does not lead to an increase in utilization of services or to
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unnecessary services, nor is the use of locum tenens generally inappropriate, wasteful, or

fraudulent.

A 2015 survey shows how healthcare executives, physicians, and other health care
professionals are using locum teneﬁs arrangements at greater frequencies every year. The
2015 survey of Temporary Physician Staffing Trends’, issued by Staff Care, suggests that
the physician shortage is one major reason there is robust use of locum tenens providers.
The top reasons for using locum tenens providers were filling in until a permanent doctor
was hired, to fill in for someone that left, or to fill in for doctors that are on vacation or
pursuing medical education. With the Bureau of Labor Statistics estimating that the
employment of physical therapists projected to grow at 36 percent between 2012 and
2022 it is essential that current physical therapists can not only continue to cover patient
load, but also to bring in help to bridge the gap that every clinic faces during the hiring

process, just as our physician counterparts are able to do.

Having been involved in APTA’s policy committee for several years, I am acutely aware
of the scrutiny placed on legislation and its impact on the budget. In my experience, 1
cannot see how this would cost money; if anything, it should reduce costs in the long run.
These are the same patients who would receive the same services regardless of which
provider they see, and so utilization should be consistent. Moreover, preventing
disruption of a Medicare patient’s care should result in lower costs to the Medicare

program.
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I truly appreciate the committee’s interest in addressing this regulatory burden that
impacts access to care. I am hopeful this simple technical correction can be achieved, and
that Medicare beneficiaries will be allowed to continue to access medically necessary
physical therapist services without disruption. I look forward to working with the

committee, and I am happy to answer any questions you may have.

i Staff (,arc, 2015 Survey of Temporary Physician Staffing Trends. Locum tenens. Staff Care,
iles /20

trends.pdf., Acccsch Scptember 28, 2015.

* Bureau of Labor Statistics. Oceupational Outlook Handbook, 2014-15 Edition. Physical
Therapists. US Department of Labor; 2014, hup:/ /www.bls.gov/ooh/healthcare/physical-
therapists.htm. Accessed September 28, 2015,
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Mr. PrrTs. Thank you very much.

I appreciate your patience due to the votes on the floor. We are
going to have to take a brief recess. We will reconvene immediately
after the votes. There are still 160 people who haven’t voted, so we
have time.

So, without objection, the subcommittee stands in recess.

[Recess.]

Mr. Pirrs. The time for the recess having expired, the sub-
committee will come to order. I will begin the questioning and rec-
ognize myself for 5 minutes for that purpose. Can I get staff to
come over here and operate this clock? One of you. I am sorry, that
is OK.

We will start with you, Dr. Gould. One thing this committee fo-
cused on during the SGR debate, the sustainable growth rate—you
are familiar with that I am sure

Dr. GouLbD. Yes.

Mr. PITTS [continuing]. Was creating a new framework for alter-
native payment models, and the goal was to encourage specialties
to develop their own best practices that could ultimately lead to
more coordinated care and better patient outcomes. How do you see
H.R. 1934 conforming to this goal?

Dr. GouLDp. Well, I see H.R. 1934 fitting like a hand in a glove
with that mandate. As medical specialists, we all want to be judged
on the quality of our work, and we want to be judged on measures
that are relevant to our specialty, and we want to be judged on how
satisfied patients are with the care they receive from us.

In addition, we understand in these days that costs are impor-
tant, and we also want to take responsibility for our part of the ris-
ing health care costs. So the alternative payment model, H.R. 1934,
meets all those needs in terms of payment reform, in which I ap-
plaud Medicare in terms of their moving from paying for the vol-
ume of services utilized to the quality of the services rendered to
the patient.

Mr. Prrrs. Thank you. Ms. Norby, what safeguards and fraud
and abuse controls, if any, are built into locum tenens agreements?

Ms. NORBY. As I indicated in my testimony, we have to identify
who the provider was on the claim form by reporting their NPI
number, and also, there is the 60-day limit that they can be uti-
lized as a locum tenens as well.

As the letter from CMS had indicated, that these were physi-
cians, they have not seen any problems with any kind of fraud or
abuse when the locum tenens physician is in, so we assume the
same would happen with physical therapists.

Mr. PrrTs. Thank you. Ms. Myers, in your testimony you discuss
how vulnerable a population the home health beneficiaries are.
Can you elaborate on that a little bit?

Ms. MYERS. Absolutely. In a number of cases that we provide
services to Medicare homebound beneficiaries, some of them are
wheelchair bound, many of them are in very rural areas with very
little access to community and/or family support systems. There are
certainly a number of patients that we serve that are severely
homebound, and without assistance, truly cannot get out of the
home, even to simply get to a physician’s office for a visit. So there
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are many cases where we are dealing with highly functionally im-
paired individuals.

Mr. PITTS. So it is very important in a rural setting?

Ms. MYERS. Absolutely. Most specifically, we have a lot of pa-
tients in Congressman Walden’s district who have very little access
to care. They may live 60 miles, 100 miles from the nearest hos-
pital, and it is very difficult, not only for clinicians to reach them
due to the rural conditions and the areas in which they live, but
also, certainly, very difficult for those patients to get out to basic
health care so that they may continue to be independent.

Mr. PrrTs. Ms. Norby, how long does it take to hire a substitute
provider for planned leave by arranging in advance for a Medicare-
enrolled physician therapist to be added to the practice’s CMS cer-
tification?

Ms. NORBY. As I understand, you are asking how long it would
take for me to hire someone to replace the therapist? In the case
of my story where I covered a maternity leave for a therapist that
was leaving, I did reach out to some traveling companies to see if
I could hire someone to fulfill that role. They could not guarantee
me that I would know who the provider was more than 30 days in
advance. And with Medicare’s requirement for the certification en-
rollment, that can take 2 to 3 months or longer. So if I had brought
that person in, I would not be able to actually bill for their services
for a significant duration of time, which then would put a financial
hardship on our clinic because we still have payrolls to pay and
those types of things as well.

Mr. PrrTs. I have just one more question for you, how does Medi-
care save money if PTs in private practice are allowed to enter into
locum tenens arrangements?

Ms. NorBy. That is a great question. So right now, without
locum tenens, if I had to be gone from my clinic, my Medicare pa-
tients are not receiving the care they need. And if someone had, for
instance, a total knee replacement, any interruption in physical
therapy to regain, for instance, their knee range of motion, is going
to be very, very detrimental to the progress of their care. And so
what would happen is they are going to create joint stiffness, and
so then when I come back and they can get physical therapy, they
are literally going to have to have more visits to achieve that goal
that we set up in the first place, because they were put behind be-
cause of the absence.

Mr. Prrrs. All right, my time has expired. The Chair recognizes
Mr. Schrader for 5 minutes for questions.

Mr. SCHRADER. Thank you very much, Mr. Chairman. A couple
of questions for Ms. Myers, if I could. You said that the current
home health documentation requirements aren’t working as need-
ed. There have been a lot of denials that seem odd or problematic,
to put it nicely. Could you give us some real-world examples of
sonlls of the ridiculous things you have incurred from CMS in de-
nial’

Ms. MYERS. Absolutely, and I thank you for the question. A lot
of the examples that we are seeing on claims and denials and re-
quests for additional documentation from the reviewers include
things such as a missing date, a missing signature. One denial, in
particular, was due to the fact that the reviewer could not read the
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handwriting of the physician, and in particular, could not read the
physician’s signature itself, which I find to be terribly odd because
the record requires us to provide an NPI number to validate that
the physician is actively billing Medicare and the system. And so
it is a little bit of an oddity.

The other denials that we do see are related to the status of the
clinical condition of the patient and the homebound status. Some
of the denials we have seen involve the description by the physi-
cian and how he or she may describe the patient’s condition. For
example, one physician described the patient and their need for
skilled care as a double leg amputee. To me, that is pretty clear
that that patient is not going to be able to get out of bed, into a
wheelchair and to do the general things that we take for granted
every day. But certainly, that particular instance did require some
additional documentation on the part of the physician.

Mr. SCHRADER. Very good. And as a veterinarian whose signa-
ture also is very illegible on a regular basis, yes, I think most peo-
ple should assume that is the case.

CMS has apparently recently released a draft form, a little dif-
ferent new form documenting patient eligibility. I wonder how that
compares to what the current form is and if you think that is a
step forward?

Ms. MYERS. Well, we have certainly have been working exten-
sively as a stakeholder in that group, and with our national asso-
ciation through that process. And I think that we are seeing some
movement forward, but I think that, to the extent that it goes far
enough in order to avoid the thousands of denials we are seeing,
we don’t believe that it currently does. I think there are sections
in the proposal for that new form that still require such docu-
mentation that could be subjectively denied by a reviewer and de-
termined to be insufficient.

Mr. SCHRADER. Very good, very good. Thank you for your testi-
mony, and thank you for making the trip.

Ms. MYERS. Thank you.

Mr. PrrTs. The Chair thanks the gentleman, and now recognizes
the gentleman from Texas, Dr. Burgess, for 5 minutes for ques-
tioning.

Mr. BURGESS. Thank you, Mr. Chairman. And thank you for the
bills that we have got under consideration today. They are cer-
tainly worthy of discussion and certainly provide, I hope, some
commonsense relief to people who are having difficulty with the
agencies in trying to deliver care for their patients.

I am a cosponsor of H.R. 556, which is to prevent interruptions
in physical therapy. This does seem like a commonsense approach
to allow physical therapists providing outpatient physical therapy
services to use specified locum tenens arrangements.

I have a constituent who wrote me, and this was a quote, “I am
a contract therapist, and this bill directly affects my business and
the therapists for whom I work. One private practice owner asked
me 5 months in advance to cover her vacation. Although I am fully
credentialed with Medicare, I have to submit paperwork to the
Center for Medicare & Medicaid Services for reassignment of bene-
fits to the clinic. By the time of the vacation, the paperwork was
still not finalized.
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In lieu of denying the patient’s care for the week, the business
owner opted to have me proceed with providing the care her pa-
tients needed. I worked an entire week and she was not able to bill
Medicare for the services I provided during that time. A significant
loss of revenue for what is, after all, a small business.”

So Mrs. Norby, for the record, can you explain why physical
therapists weren’t included in the first place? And why can’t the
payer, the agency, Center for Medicare & Medicaid Services, just
simply pay the physical therapists through regulation?

Ms. NorBY. That is a great question. The language that included
the physicians is over 40 years old. And at that time, there was not
a prevalence of physical therapists in private practice, and so that
is one of the reasons that they were overlooked, because there was
not a need. The landscape today is completely different.

In our State of Iowa alone, we have numerous physical therapists
in small communities. In three of my clinics, we have one PT, in-
cluding the clinic that I am currently practicing out of as well.

We understand CMS has been approached many times by our as-
sociation and asked can we correct this, and they have said that
it requires legislation to correct the technical fix for it.

Mr. BURGESS. So it requires an act of Congress. Well, Mr. Chair-
man, I am grateful that we are stepping up to that challenge. Not
that there aren’t other challenges out there, but this is one that
needs to be fixed.

The face-to-face issue, man, oh, man, I have got a situation simi-
lar to what we just heard from Dr. Schrader, but we all agree it
is important to combat fraud, we want to ensure patients are get-
ting the care from the physician that was ordered. But then to
deny them the care or delay it because the contractor, not anyone
else in the equation, but a contractor, determined that the physi-
cian didn’t do enough to meet the requirement; of course that bur-
dens the doctor, of course it burdens the person who is the provider
of the home health service, and I guess the main thing is it really
does hurt the patient.

Now, again, my question is going to be very similar to Dr.
Schrader’s, but in the answer to his question, you said that some-
times handwriting was hard to read. I am a physician, guilty as
charged, but everybody has electronic health records now, so why
is handwriting even an issue any longer?

Ms. MYERS. Well, I would argue that most of the documentation
is done by hand. There are so many different electronic health
record systems out there, they don’t speak to each other, at least
not as consistently as they could.

Mr. BURGESS. So with all of these billions of dollars we paid for
electronic health records, we are now disrupting every private prac-
tice across the country with ICD-10 starting today, the system still
doesn’t work?

Ms. MYERS. And home health agencies, for the most part, do
have some form of electronic record, but in rural communities,
there is no capital funding for that. So, for example, in some of the
areas where we have experienced issues with, for example, Vet-
erans Administration, and a lot of our rural providers who provide
care to patients who are serviced through the VA across the border,
they are finding that the VA electronic records are not even being
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accepted by the contractors and reviewers, and they were pre-
viously approved. So there are some problems.

Mr. BURGESS. Let me just share with you, I asked a provider
back home, Do you have any thoughts on this? And her quote to
me is, “This policy, as implemented, has cost my business almost
$1 million. I have no issue with the requirement for a physician to
visit in 99 percent of the cases, and there are great and respectable
physicians across the country. Not all the time do they have time
to hand documents over and over and over again for Medicare con-
tractor employees, who, themselves, have little or no medical exper-
tise to determine whether they have adequately described, accord-
ing to very loosely fitting terms.”

And I suspect this is something that people all over the country
are encountering. Mr. Chairman, I hope today we are finally going
to get that fixed. I will yield back the balance of my time.

Mr. PitTs. The Chair thanks the gentleman. The Chair now rec-
ognizes the ranking member of the subcommittee, Mr. Green, for
5 minutes for questioning.

Mr. GREEN. Thank you, Mr. Chairman. I want to thank our wit-
nesses for joining us today. I know that home health care services
are critically important for Medicare beneficiaries who are confined
to their homes. I have a very urban area that it is important for.
However, over the last two decades, a variety of the Office of In-
spector General reports have found high levels of improper pay-
ments in Medicare reimbursement for home health care.

Ms. Myers, can you describe any recent fraud reduction efforts,
or any proposals underway at your agency or across the country?

Ms. MYERS. With respect to fraud reduction efforts, I might want
to consult one of my national colleagues about that. Certainly with
the Oregon Association for Home Care, we work with all of our pro-
viders to make sure they are knowledgeable about the laws and
regulations, and to make sure that they understand what the guid-
ance is relative to implementing that, those laws. And certainly,
the physicians are subject to many antifraud laws, and so it is im-
portant—a critical piece of the process.

Mr. GREEN. OK. Dr. Gould, thank you for your testimony. I think
your testimony helped confirm something we in the committee have
long thought, traditional fee-for-service has not done a great job of
incentivizing care coordination. That is why we started moving to-
wards alternative payment models in the Affordable Care Act, and
then we built upon the reforms of the ACA in the recently passed
Medicare Access and CHIP Reauthorization Act of 2015 for its re-
peal of the flawed sustainable growth rate formula, and replaced
it with incentives that switched alternative payment models that
put value and quality care over volume.

Alternative payment models in cancer care have a lot of poten-
tial, both to improving care, coordination, and quality and reduced
cost. It sounds like you are doing some of the work in cancer care,
both through public and private partnerships to test payment re-
forms. Specifically, you testified you have successfully been able to
reduce costs through alternative payment models. Can you talk a
little bit about how you were able to achieve these lower costs?

Dr. GouLD. Yes, sir. I fully agree with your remarks. Basically,
it comes down to the physicians within a practice making the com-
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mitment that they want to transform their practice from the old
way of doing things to the new way of doing things, which is not
only taking care of the patient medically, but being more thought-
ful in terms of the resources utilized to take care of that patient
in making sure that whatever we do for that patient is going to
have a meaningful impact on their health. And our national soci-
eties have put out the Choosing Wisely program, which outlines
things that physicians calmly do that do not add value to the care
of the patients, and there are certainly many more examples than
what is put out by our national societies. So in our practice, for in-
stance, as I mentioned, one of the things that we did was to imple-
ment treatment guidelines to make sure that all patients got state-
of-the-art care that was appropriate.

Secondly, we talk at length about end-of-life care to make sure
that the patient gets the appropriate end-of-life care, sometimes
doing less is better than doing more.

Thirdly, we have made a big investment in the infrastructure of
our practice by hiring almost a 1-to-1 ratio of physician extenders
to physicians so that we have plenty of room in the office schedule
to take in patients who need to be seen urgently as opposed to
sending them to the emergency room.

A lot of times when patients get to the emergency room, they are
seen by an ER doctor who doesn’t have the level of comfort that
we do in terms of treating these patients as an outpatient, and
then these patients automatically get admitted.

And then, finally, in the development of our treatment guide-
lines, we always put the interests of the patient first in terms of
what is the most effective treatment and the least toxic, and we do
not take economics into the equation. So, all of those practice proc-
esses have made us a leader in the oncology medical home. And
then, I have been a leader, personally, in terms of helping educate
and in disseminating this model across the country.

Mr. GREEN. Well, obviously, I appreciate it and I know it is dif-
ficult for physicians to go between paper and electronic medical
records, but also, with a lot of the things that are changing in the
practice of medicine, and it affects Members of Congress, too. My
staff finally told me I can’t get a new—my old BlackBerry back be-
cause they don’t have screens anymore, so I have to go to a new
model. You know, change is tough for folks, how they do it. But
again, electronic medical records and the coordination, and they
need to talk to each other from practices. And it sounds like what
you all have done has been able to do that, because I have a very
urban district, but I have a group of physicians in the area that
all go to one hospital, and they were able to do that and with their
practices, and so, they could share, because they share their pa-
tients all the time with each other.

Thank you, Mr. Chairman.

Mr. PirTs. The Chair thanks the gentleman. Mr. Bucshon, you
don’t want to question?

The Chair recognizes the vice chair, Mr. Guthrie, for 5 minutes
of questions.

Mr. GUTHRIE. Thank you, Mr. Chairman. Thank you for yielding.

Dr. Gould, my first question is, we are talking about the pay-
ment model established in the bill. How large is your practice? And
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I guess my question is, do you think this payment model would
work for different-size practices and would hospitals be able to par-
ticipate in the demonstration project created by the bill?

Dr. GouLD. Yes, sir. So, my practice has 21 physicians, and we
have a pretty sophisticated management team. But at the end of
the day, as I mentioned in my earlier remarks, it really takes the
commitment of the physicians to want to change and do a better
job in controlling costs.

We all recognize that healthcare costs are spiraling out of con-
trol, and for us to get a handle on things is going to require that
each stakeholder that has a hand in rising healthcare costs take
responsibility. And the oncology medical home is the attempt by
the community oncologists to control those things that they can,
such as hospital utilization, making sure drug therapy is being
used appropriately, doing a better job at the end of life where a lot
of times treatments are not impactful in terms of the patient’s
quality and quantity of life.

So obviously, it is going to be a little easier for larger practices
to make the transformation, but there are a lot of well-run, smaller
practices that should be able to make the transition as well.

Mr. GUTHRIE. I believe you understand, or know, that CMS is in
the process of developing an oncology care payment model. How
does the model established in this bill, H.R. 1934, different to what
CMS is trying to accomplish, and why is the bill better?

Dr. GouLD. So it is not like one is better than the other. First
of all, both programs have, as their heart and soul, the oncology
medical home. I, personally, along with a lot of my community on-
cology colleagues, gave input to the Brookings Institute which
helped craft the oncology care model. But the big difference be-
tween the two programs, and I can say we applied for the oncology
care model, by the way, is the number of physicians that the pro-
grams touch. In the oncology care model, it is only open to 100
practices, whereas the H.R. 1934, that opens this new payment, al-
ternative payment model, to up to 1,500 physicians. So, the impact
of H.R. 1934 potentially is going to be much larger than the OCM.

Mr. GUTHRIE. We always appreciate when groups come forward,
and this is an opportunity for us to help you save money within
our field, because if it is bottom up, or driven up and brought to
us and people are invested in it, and so they really make it work.
So, I guess the question is, we all focus on saving money in the spi-
raling health care costs. But how does this benefit—how would the
medical home benefit patients specifically?

Dr. GouLD. Sure. Great, great point. Obviously, in my work as
the chairman of the co-oncology medical steering committee, the
first group that we interviewed to get their perspective on what is
quality and value in terms of cancer care was the patients and the
patients’ advocacy groups. We interviewed a slew of patients and
patient advocacy groups, and basically, kind of consolidated their
needs, so to speak. And then, along with other providers we helped
develop processes to make sure that those patient stakeholder
needs are met. And as part of H.R. 1934, the oncology practices are
not only required to report on quality measures that are driven by
medical good care, but as part of that program, there is a patient
satisfaction survey.
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Mr. GUTHRIE. I just have about a minute, and I want to ask one
more question. I appreciate your—I think we got what we needed.

Dr. GouLD. So anyway, there is a patient satisfaction survey
built into——

Mr. GUTHRIE. So Ms. Norby, in the piece of legislation that you
are here to testify, if it is passed, how would this legislation affect
your business and businesses of other small PT clinic owners.

Ms. NORBY. It is critical for the continued longevity of our busi-
nesses, and really, critical for the Medicare patients in those com-
munities. As I said, three of our five clinics have only one physical
therapist in that clinic. When I go back to the maternity leave that
I personally covered for—our only options were to either hire a sub-
stitute to come in, or to close the clinic for that length of time.
Closing the clinic was not an option. We had a commitment to the
community to bring our practice there and to treat the patients and
provide them access to care that was local and convenient for them.
So that was our first and foremost.

To hire a substitute, as I indicated, we would have to enroll them
in Medicare provider, and that can take up to 3 months, which
then we can’t bill Medicare. Now, granted, we have had to do that
when we hire new therapists, and we always bank locally in the
communities that we do, and they have been very gracious to offer
me a short-term line of credit to cover salaries and pay rent while
we are waiting for Medicare enrollment, but this is a clinic in a
town of 500, small margins, that was not an option either.

Mr. GUTHRIE. Thanks, my time has expired. I appreciate the an-
swer. My time has expired. I yield back, Mr. Chairman.

Mr. PrrTS. The Chair thanks the gentleman. I now recognize the
gentleman from New Mexico, Mr. Lujan, for 5 minutes for ques-
tions.

Mr. LuJAN. Thank you, Mr. Chairman. Mr. Chairman, in June,
the Congressional Budget Office provided a score to the Senate
companion of the Prevent Interruptions to Physical Therapy Act as
amended by the Senate Finance Committee. In determining the
cost for the bill, CBO raised questions about increased utilization
and suggested that locum tenens would result in a cottage indus-
try. Fortunately, Senators Grassley and Casey, who are the lead
sponsors of the Senate bill, wrote a letter to the Centers for Medi-
care & Medicaid Services asking if there was data to support
CBO’s assumptions.

CBO responded, “CMS does not have evidence indicating that
locum tenens, as used by physicians under current law, has led to
a general increase in utilization of services, or that the industry
practices generally lead to provision of unnecessary services relat-
ing to the use of locum tenens, or that the use of locum tenens
under current law in the Medicare program is generally inappro-
priate, wasteful or fraudulent.” I would like to ask unanimous con-
sent to enter into the record the letter from Senators Grassley and
Casey to the Secretary of Health and Human Services and the re-
sponse from HHS to both Senators Grassley and Casey.

Mr. PirTs. Without objection, so ordered.

[The information appears at the conclusion of the hearing.]

Mr. LuJAN. Thank you very much, Mr. Chairman.
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Ms. Norby, you know, I had the honor, I guess you could call it,
of getting to see firsthand the work of physical therapists and the
benefit of therapy. In the early 1990s, I was sadly the victim in a
head-on car accident with a drunk driver, and it was physical
therapists who once the docs on the other side gave me the release
that really put me back together, if you will, from being able to
move, and being able to just walk around. So I just want to say
thank you to you and to everyone we had the honor of working
with.

As you know, the locum tenens agreement is a longstanding and
widespread practice for physicians to retain substitute positions in
the professional practices when they are absent due to illness,
pregnancy, maternity or paternity leave, jury duty, vacation or
working to continue their medical education. This makes it accept-
able for the regular physician to bill and receive payment for the
substitute physician services as if they performed themselves.
Physical therapist practices are similar to physician practices and
like physicians, there are times when a physical therapist practice
owner must be away for a short period of time. Under current law,
physicians, osteopaths, dental surgeons, podiatrists, optometrists,
and chiropractors can navigate these circumstances easily by enter-
ing into a locum tenens agreement with a qualified substitute pro-
vider.

What options do physical therapy private practitioners currently
have when they need a physical therapist to fill in? And I think
you went over this quite substantially. You have already addressed
the timeframe that it takes. Do you feel there is an opportunity for
fraud and abuse if physical therapists in private practice are in-
cluded as providers at locum tenens?

Ms. NORBY. No, I don’t feel that there is a potential for fraud and
abuse. The locum tenens physical therapist would be seeing the pa-
tient that I would have been seeing if I was in the clinic. And we
would be reporting their services on the claim form by utilizing
their NPI number reporting who provided that care. I feel very
strongly that they don’t have the access to their Medicare provider
enrollment number to take after they leave, they are just being
paid for services that they are providing at that time.

Mr. LuJAN. I appreciate that. You addressed the other questions
that I had which are, what are the potential setbacks to patients
and clients? I can attest that if there was an interruption of me
being able to go to the therapist at that time, I can’t imagine what
would have occurred. So when we are talking about our parents,
our grandparents, loved ones, constituents, it is important that
they have the continuity of care. So thank you for being here today.

Dr. Gould, I want to thank you for sharing a little bit of the un-
fortunate loss of your parents to cancer. I sadly lost my father to
cancer a few years ago, but what you are testifying to today is very
important, the legislation that both Congressman McMorris Rod-
gers and Congressman Israel have put forth is something that I am
definitely very interested in. And I appreciate what you said when
asked the question about the two programs: One is not necessarily
better than the other, they both have different trajectories, dif-
ferent projects, different approaches, to making sure that we can
provide the best care.
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Is there, in your mind, a professional opinion, sir, that maybe
both programs could operate parallel to one another because of the
focuses that they would both bring?

Dr. GouLD. Yes. I mean, I think they are designed to do exactly
that. A lot of practices did not apply for the OCM because they just
felt that the application was a bit onerous and opted not to apply,
and if every practice in the country applied to OCM, it is only lim-
ited to 100 practices. So there has got to be another pathway, so
to speak, that runs parallel to the OCM, and that is what H.R.
1934 is designed to fulfill.

Mr. LuJAN. I appreciate that, sir. And Mr. Chairman, I know my
time has expired, but Ms. Myers, for traveling all the way from Or-
egon, thank you so much for taking the time. New Mexico, like Or-
egon, is a very rural State. It takes 8 72 hours to drive across my
congressional district. And so it is not just a matter of the testi-
mony that you are bringing today of the information being on
paper, it is the sheer geography with physicians driving 2 and 3
hours to get into some of these communities. So thank you very
much for what you are doing. I appreciate the work of Mr. Walden
in this area, and I look forward to working with him and yourself,
Mr. Chairman, and our members on this issue. Thank you very
much for the time, sir

Mr. PrrTs. The Chair thanks the gentleman and agrees with his
last statement. Thank you very much for coming.

The Chair now recognizes Mr. Bilirakis from Florida 5 minutes
for questioning.

Mr. BILIRAKIS. Thank you very much, Mr. Chairman.

Ms. Norby, in your testimony, you very briefly talked about the
challenge your practice faced when one of the therapists was away.
So, again, it is the geography, but also, the small practice that has
difficulties. Can you elaborate more on what happened with your
business? What problems this created? And how badly this incon-
venienced both patients and physical therapists, please? Thank
you.

Ms. NORBY. Yes, I sure will. Thank you for the question. So, like
I had indicated, we have made our mission to provide physical
therapy care in communities that don’t have access to care. And so
when a therapist has to be gone for any type of reason, the Medi-
care patients within that community have been afforded to have
local convenient care, and they are happy about that—physical
therapists, we develop our relationship with our patients. They
don’t necessarily want to see anybody else.

In the particular instance that I had, the next closest physical
therapy clinic was 45 miles away, and it was winter. And so the
Medicare patients, they were not going to drive to those clinics to
be able to receive their care. So it was imperative and our commit-
ment was to provide that. So that is why I went in and covered
that maternity leave.

When we set up a clinic, I have the flexibility at that time to be
a substitute provider, and so I was an enrolled Medicare provider
for that clinic. That situation has changed now, and I am currently
practicing full-time in one of our clinics as the solo PT.

So in the future, if this happens again, which it will, they will
have more children, we do not have the opportunity for me to actu-
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ally be the one to physically go there. So this is extremely impor-
tant for the communities that we serve, and for our small business
as well. As I had indicated, because we have to wait, we have to
hold claims before we get the Medicare provider enrollment, that
puts a significant hardship on our small business financially. And
we have had local bankers that have been very generous to literally
offer us a short-term line of credit to be able to continue to pay sal-
aries, and pay rent and that type of thing. That is not an ideal sit-
uation, so locum tenens is crucial.

Mr. BILIRAKIS. Thank you so much. Ms. Norby, will giving phys-
ical therapists the ability to use locum tenens arrangements in-
crease waste, fraud and abuse in the system or cause excess utili-
zation of services? Is there any evidence that locum tenens ar-
rangements leads to these problems? I know that Ben and others
have touched on this, but I want to give you the opportunity, and
I have something to submit for the record as well.

Ms. NorBY. OK, awesome. No, the therapist would see my pa-
tients in my absence, and so that would be indicated on the Medi-
care claim form by their NPI number, so the visits that would have
been scheduled for the patients to see me are now just rescheduled
to see the substitute therapist.

Mr. BiLirRAKIS. Thank you. Mr. Chairman, I ask unanimous con-
sent to submit this letter from CMS which states that CMS doesn’t
have evidence locum tenens leading to increased utilization, or that
locum tenens leads to fraud.

Mr. PrrTs. Without objection so ordered.

[The information appears at the conclusion of the hearing.]

Mr. BILIRAKIS. Thank you. If a physical therapist is out for an
extended period of time, their patients may have to cancel or re-
schedule or may forget to reschedule future appointments. Can you
talk about how important it is for seniors to maintain their phys-
ical therapy regimen?

Ms. NoORBY. It is very important. Physical therapists, we are
movement specialists, and we help people be able to stay functional
in their homes, and to stay longer in their homes as well. And so
when a patient, a Medicare patient accesses physical therapy, they
have a problem with their movement. And when we determine our
plan of care and start to treat that patient, we are progressing
them through to be able to get their goals to move better, or to re-
gain function.

Postsurgical care is very, very critical to be able to have con-
sistent physical therapy. Otherwise, stiffness of the joint can occur
that then becomes very painful to try to regain that motion, and
it does take longer for them to do that. I know two patients, in par-
ticular, that they had to interrupt their care because one had a gall
bladder attack in surgery, the other their spouse died unexpectedly.
And they came back after those incidences with very stiff joints,
and it literally doubled the amount of visits that they needed to
have to get to their original goal, because they were without care
for a period of time. And so if I had to be absent and I couldn’t
have a substitute come in, that would be bad as well.

Mr. BILIRAKIS. Thank you. I guess I have 3 seconds. Can I ask
one more question, Mr. Chairman—actually, I am over.

Mr. PrrTs. You may proceed. Go ahead.
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Mr. BILIRAKIS. One more? Thank you.

Can you describe how locum tenens works, and why a physical
therapist can’t just pick up a substitute for a physical therapist
during staffing shortages? Does private insurance also allow for
locum tenens? I just want you to have an opportunity to elaborate.

Ms. NORBY. No. A great question. Private payers do offer locum
tenens, all of our commercial payers in Iowa do, and across the
country. But in order, in a private practice setting, to be able to
see a Medicare patient, as a physical therapist, I have to be pro-
vider-enrolled under that tax I.D. Number and that location. So I
cannot just have another substitute come in and see my patients
legally, because I cannot locum tenens without them going through
that process.

Mr. BILIRAKIS. I thank you very much. I yield back, Mr. Chair-
man.

Mr. PitTs. The Chair thanks the gentleman and recognizes the
gentlelady from Illinois, Ms. Schakowsky, for 5 minutes of ques-
tioning.

Ms. SCHAKOWSKY. Thank you, Mr. Chairman. I want to apologize
to the panel for missing your testimony, but I did have an impor-
tant question to ask. But first, I just wanted to say, Ms. Norby, I
am a happy user of physical therapy. I have very weird feet that
I would like to keep working for another couple of decades, who
knows, and so I am, right now, taking physical therapy and can see
its results. So I just wanted to tell you that.

So I wanted to talk about the staggering cost of prescription drug
prices in this country and the burden this places on patients and
families. Sadly, I am well aware of that. My precious daughter-in-
law passed away from cancer, but it put a tremendous strain on
the family financially, in terms of having a 5-year-old and a 3-year-
old also left to my son.

So it is an issue that I think we really have to be discussing
more, and I know a majority of Americans agree. In fact, 73 per-
cent of the public think that the cost of prescription drugs is unrea-
sonable. Cancer treatments, in particular, are increasingly bank-
rupting patients. The average cost of new cancer drugs and other
specialty drugs continue to increase each year at an unsustainable
rate. We saw this dramatic example of the $13.50 pill that the hope
of the owner of the company was to raise it to $750 a pill. But even
less dramatic, a recent study from the American Economic Associa-
tion’s Journal of Economic Perspectives showed that cancer drug
prices increased 10 percent every year from 1995 to 2013. And Mr.
Chairman, I would like unanimous consent to place that study in
the record.

Mr. PrrTs. Without objection, so ordered.!

Ms. SCHAKOWSKY. So while the average American family makes
about $52,000 a year, there are cancer drugs on the market that
cost more than $100,000 per year. Even those fortunate enough to
have insurance can face out-of-pocket expenses that add up to more
than half of the family’s income.

1The information has been retained in committee files and also is available at hitp://
docs.house.gov / meetings | IF [ 1F14/20151001/ 104006 | HHRG-114-1F14-20151001-SD006.pdf.


http://docs.house.gov/meetings/IF/IF14/20151001/104006/HHRG-114-IF14-20151001-SD006.pdf
http://docs.house.gov/meetings/IF/IF14/20151001/104006/HHRG-114-IF14-20151001-SD006.pdf
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I think we can all agree that drugs only work if patients can ac-
tually afford to take them. And I worry that if we don’t act soon,
these skyrocketing prices will leave the majority of Americans lit-
erally priced out of a cure.

So, Dr. Gould, I am sure you have seen firsthand how difficult
it can be for a patient to pay for their treatment. I am wondering
if you have any experiences as to how the rising drug costs have
affected the patients that you are treating?

Dr. GouLD. What you are describing is a new concept in medical
oncology that we hadn’t talked about until a few years ago, and
that is called the financial toxicities of our therapies, and not just
the medical toxicities. Clearly, that is a concern to us at the Com-
munity Oncology Alliance, and we meet regularly with the pharma-
ceutical companies, and we make the points that you just made
loud and clear.

Unfortunately, at this point, we have got limited ability to influ-
ence how the manufacturers price.

Ms. SCHAKOWSKY. Let me ask you this: I am wondering if you
can discuss how the alternative payment methods, such as the
Center for Medicare Medicaid Innovation, Oncology Care model,
might address this issue?

Dr. GouLD. Yes, that is exactly where I was going.

Ms. ScCHAKOWSKY. Thank you.

Dr. GouLD. So as I was saying, to contrast, we don’t have a lot
of control over how the manufacturers price their drugs, but what
we do have control over is, one, how we utilize those drugs and
making sure that those drugs are being utilized with the right pa-
tients at the right time for the right disease.

Secondly, we do control a large part of the healthcare dollars
such as hospital utilization, emergency room utilization, and radi-
ation therapies and radiology therapies. As community oncologists,
we are imploring our colleagues to take more ownership of the
health dollars that we do control, and the alternative payment
models, such as the oncology care model and H.R. 1934, really not
only give extra incentives to the practices to do a better job in con-
trolling those dollars, because if they do a good job controlling the
dollars, then there is a financial reward associated with that better
utilization of the healthcare dollar, only if the quality of care is
maintained.

Ms. SCHAKOWSKY. Thank you so much. I just wanted to point out
the oncology care model was part of, and CMMI, part of the Afford-
able Care Act that I think can help us all deliver better care, and
do it at a better price. So thank you and I yield back.

Mr. PrrTs. The Chair thanks the gentlelady. I now recognize the
gentleman from New York, Mr. Collins, 5 minutes for questions.

Mr. CoLLINS. Thank you, Mr. Chairman. I am very happy that
we are having this hearing today on ways to improve our Medicare
program. In a couple of the bills that are up for discussion are very
important, including H.R. 556, the Prevent Interruptions in Phys-
ical Therapy Act, which was introduced by my good friend, Mr.
Bilirakis, and I am a proud cosponsor of that bill. That bill came
to my attention because of the significant number of physical
therapists in my district, western New York, very rural, who
reached out to my office, and pretty much articulated the same
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problem we have heard discussed already, finding someone else to
take care of their patients if the PT needs to go out of town for any
variety of reasons.

Mark Howard, the owner and chief therapist of a very small pri-
vate PT practice in Depew, New York, western New York again, re-
cently wrote to me, and he said when he goes out of town, either
to attend a seminar or perhaps getting the continuing education
units that he would need to stay compliant with our State regula-
tions, his wife, who is also a PT, takes over for him. So in that
case, he doesn’t have a problem. But he said there are times he and
his wife travel together, and at that point, there is a problem. That
is when they have to find a replacement therapist, assign their
payments, which can take several weeks, and a lot of advanced
planning, as you very well already discussed. If they didn’t do this,
the elderly patient care would be interrupted, obviously, as you
again explain, setting back their treatment schedules.

So I really think, Ms. Norby, you handle that very well, and Mr.
Bilirakis covered that in a lot of detail which we, I suppose, could
go back over, but I think that has been discussed. So I would like
to maybe switch, and even though today, while we are primarily
talking about patient payment plans, Dr. Gould, I would like to
also talk about patient access, because they are kind of related. But
in particular, in reading through your testimony, I noticed you ref-
erence that there is a large number of community oncology prac-
tices that have closed or have been forced or have chosen to merge
with various hospitals. And certainly my concern in this regard is
on the access piece.

I just wondered if you could discuss any of the reasons, perhaps
unintended or otherwise, but some of the reasons that have caused
so many, especially oncology practices, to merge under hospitals?

Dr. GouLbD. Yes, sir. I would say that there are two forces in play
here, we have what I like to call a push, then we have the pull.
The push forces I would characterize as four major forces. We have
increase in cost of doing business. Our costs go up just like every-
body else, including for health care.

Secondly, we have had declining reimbursement, particularly
from Medicare. And I mentioned one example, which was the se-
questration cut.

Thirdly, we have the increased cost of doing business, particu-
larly with the increasing regulatory environment. And then
fourthly, we have the uncertainty of future Government programs
?ndhhow that is going to impact Medicare reimbursement and so

orth.

So on the other hand is the other force that I call the pull, which
is that many hospitals have access to the 340B program, and for
those hospitals to be able to access that program, they have to have
contracted physicians, either directly employed or contracted
through what we call a physician service agreement, or a PSA. And
so, you know, with the increasing challenges in trying to run a
practice, a lot of physicians are saying heck with it, I don’t want
to be bothered with all of this, I just want to be able to take care
of my patients. And so the hospitals are singing a siren song, and
these physicians are going to work for the hospitals and not wor-
rying about the management of a practice.
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Mr. CoLLINS. So let me interrupt there, because I heard this be-
fore. Is it safe to say a private oncology practice would not have
340B pricing?

Dr. GouLD. That is correct, sir.

Mr. COLLINS. So in this case, if I have this right, a 340B hospital,
and we are talking about very expensive oncology drugs, I mean,
these could be $100,000-type drugs. So in the 340B setting, there
is a private oncology practice, they treat a patient, there is a
$100,000 pharmaceutical, they are covered by Blue Cross/Blue
Shield, it is prescribed, Blue Cross/Blue Shield pays it and we
move on. But now, if the same practice merges under a hospital,
the same drug is given, the same reimbursement is made by Blue
Cross/Blue Shield, to give an example, but then that hospital turns
around and gets a discount from the drug company and get that
drug for $20,000.

Dr. GouLD. That is correct, Il mean——

Mr. CoLLINS. In which case that $80,000 goes to the bottom line
of the hospital, which actually, in a profit-motivating world, would
allow them to pay a lot of money for private oncology practice. The
primary financial driver of that is nothing more than telling the
pharmaceutical companies they are going to take it on the chin,
have to pass this discount on because it a 340B situation, but noth-
ing else has changed. I know my time has expired, but is my un-
derstanding of that fairly accurate?

Dr. GouLD. Yes, sir. And what happens is, those hospital prac-
tices now have more monies to compete for employees and doctors
than what I have in private practice, and so, I go out of business
and have to partner with hospitals as well.

Mr. CorLLINS. I know my time has expired, but that goes back to
picking winners and losers, and we are not supposed to be doing
that. With that, Mr. Chairman, I yield back.

Mr. Prrrs. The Chair thanks the gentleman. I now recognize
Mrs. Brooks from Indiana for 5 minutes of questions.

Mrs. BROOKS. Thank you, Mr. Chairman. I want to commend the
chairman on continuing to tackle this complex and important issue
by bringing up these bipartisan bills today and ensure that we
keep moving forward to ensure that seniors get the access to the
care that they need. And I think the bills before us today will
strengthen existing programs and build upon the momentum that
we started in the field with SGR reform.

I am particularly happy and want to focus on Mr. Walden’s bill
before us today addressing the issue with CMS’s current face-to-
face rule. I have long said that these rules initially put forward by
CMS are imposing crushing burdens on home health agencies rules
and impair their ability to provide seniors the home health services
that they deserve.

Complicated, confusing, inconsistently enforced, the current face-
to-face regulations have exceeded the intent of the law, and I be-
lieve has hindered the work of caregivers at home health agencies.
And it is having three real-world implications for three home
healthcare agencies operating within my district.

The survey actually found that 52 percent of face-to-face claim
denials resulted mainly from Medicare’s determination that physi-
cian’s documentation was insufficient, even though medically nec-
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essary care was provided. I believe this is creating an access-to-
care crisis, particularly in rural parts, not only in my district, but
across the country. And it is preventing providers from delivering
vital services to those most in need. Speaking of, home health pa-
tients are more likely to be women, more likely to be older, more
likely to be sicker, poorer, and minorities. And I think Mr. Wal-
den’s bill makes commonsense reforms to bring the CMS rule into
the scope of the intent of the law.

So I would like to just ask you, Ms. Myers, a few questions. Can
you give us any real-world examples of issues about the current
documentation requirements that aren’t working as intended?

Ms. MYERS. Absolutely. Thank you for that question. We have
spoken a little bit about some of the examples of claim denials. In
one additional example that I have, an orthopedic surgeon was
treating an 82-year-old patient and referred them to home health
care following a total knee arthroplasty, which had to do with the
knee itself. Certainly this woman was wheelchair bound.

It took five attempts from the home health agency in working
with the physician’s office to get confirmation and documentation
back from the physician. So that is one example where the physi-
cians are extremely fed up with the documentation requirements
and the difficulty.

We have talked also about the fact that there are other issues
related to things like signatures, dates, missing documentation, or
descriptions of documentation that have fallen under that insuffi-
cient and subjective mode from the reviewers.

Mrs. BROOKS. Can you tell me whether or not the impact of these
denials, or the problems with the documentation, how is it affecting
the small and the rural agencies?

Ms. MYERS. Well, certainly, we have a number of small and rural
agencies on the east side of Oregon, which comprises most of Con-
gressman Walden’s district. In those cases, there are certainly less
staff, less ability to be competitive, to hire good clinical nurses and
physical therapists to provide the care for the patients that is need-
ed at home. So it has both an impact on the agency in terms of
attempting to spend less time on paperwork, and chasing docu-
mentation, and more time in patient care.

Mrs. BROOKS. Do you have to, what I suspect, the agencies have
to often hire extra administrative staff to take care of all of the
documentation? Is that what you are seeing? Or is it actually the
providers that are trying to do what is administrative work?

Ms. MYERS. It is a little of both. In the case of smaller and rural
agencies, they have less of an ability to hire additional staff. I have
one particular example of a provider in Wheeler County, and the
agency is the only provider in that county, and faced closure this
year. She is a nurse, she provides care in the community, she is
traveling 60 miles to treat farmers, ranchers all over the county.
And her inability to manage both patient care and handle denials
and paperwork related to all of this documentation are really mak-
ing that agency struggle significantly.

Mrs. BROOKS. Do you have any idea roughly how many patients
she cares for?

Ms. MYERS. I think it is between 5 and 10 in the entire county.
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Mrs. BROOKS. Can you talk to me a little bit more about the
issues between how is the face-to-face requirement straining the re-
lationship between the physicians and the home health providers?
What is happening with that?

Ms. MYERS. It has created a relationship of almost antagonism,
and it is as if the home health agency is the antagonizer, but cer-
tainly, we are just the bearer of the regulation and the rule and
the requirement. So it is straining that relationship in ways that
it normally wouldn’t be.

Mrs. BROOKS. Thank you. My time is up.

Mr. PrrTs. The Chair thanks the gentlelady, and now recognizes
the gentleman from Oregon, Mr. Walden, for 5 minutes of ques-
tioning.

Mr. WALDEN. I thank the Chair for this hearing, and our wit-
nesses for their testimony. I am going to follow up on what Ms.
Myers said, Ms. Brooks, because when she talks about four or five
patients being served in Wheeler County, there are only about
1,700 people in the entire county. And if you drove from Fossil, Or-
egon, the county seat to the nearest hospital, it would be 142 miles
each way. These are enormous areas, and my colleague from New
Mexico, Mr. Lujan, talked about the size of his district and every-
body kind of gasped. His is 47,271 square miles. Mine is 69,341.

So when we are talking about providing basic services in these
remote areas, this is life and death, literally life and death. That
is why this matters so much that when some contractors, some bu-
reaucrats, some rule writer comes up with one of these things back
here in Washington, they don’t have a clue what they are doing in
real life out on the ground, and that needs to change, and it needs
to change now.

Let me go to Ms. Myers. The original requirements for a physi-
cian face-to-face encounter were intended as a program integrity
measure to protect waste, fraud and abuse. Do you think this bill
that we have before us eliminates or dilutes that protection against
fraud and abuse?

Ms. MYERS. Absolutely not. The requirement for the face-to-face
encounter with the patient is still fully maintained with the pro-
posed bill. And it further is required, and a condition for payment
under the Medicare home health benefit. The physicians still must
certify the patient’s eligibility for coverage, and the bill provides for
a cleaner, more standardized process by which we would be able to
operate and be able to focus more on patient care rather than chas-
ing paperwork.

Mr. WALDEN. I had a very positive discussion with Mr. Lujan
during the break, when we went to vote on the House floor and
come back, and he and I intend to work closely on this legislation.

Mr. Griffith and I had a very good conversation. I imagine he
won’t talk about this, I won’t steal his thunder, but I will give him
full credit that is, perhaps, within the context of this legislation, we
should allow face-to-face to qualify over electronic devices.

Again, if I could take my phone into the home and have the doc-
tor on the other side, which we all know can be done today, why
should we have to transport a patient 142 miles over icy, foggy
roads for a face-to-face so they can go back home?
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Ms. MYERS. Absolutely, and in the case of my father, right before
he passed away, I was attempting to get home care for him, but
he couldn’t stand up, literally, or make it to the car and have my
mother help him to get into the car to make it into a physician’s
office. So it is very challenging, and that may present an oppor-
tunity.

Mr. WALDEN. We went through the same sort of event with my
mother-in-law, who had severe rheumatoid arthritis, who was in
very bad shape, and they would have to transport her by ambu-
lance or the equivalent, and they’d have to do the blood pressure
test before she left, which drove excruciating pain throughout her
body, and then as soon as she got to the hospital or whatever, they
had to do it again.

I mean, there are so many stupid things in delivery of care right
now, driven by either litigation or regulation that we need to get
past so we put the patients first.

I ask unanimous consent, Mr. Chairman, to enter into the record
a statement written by Jeffrey Weil, who is Division Vice President
for Operations in the northwest for LHC Group. Jeff is responsible
for the operations of Three Rivers Home Care in Grants Pass, in
Medford, Oregon.

He says that, just for 2014 and 2015, his company has had more
than 393 claims denied for inadequate face-to-face documentation.
Each and every one of these claims had documentation signed by
a physician. However, in most cases, the Medicare administrative
contractors denied the claims because they deemed the physician’s
narrative to be inadequate. Many of these denials were reversed,
but they currently have more than $1.5 million of denied face-to-
face encountered claims tied up in appeals at various stages.

Mr. PrrTs. Without objection, so ordered.

[The information appears at the conclusion of the hearing.]

Mr. WALDEN. Oh, thank you, Mr. Chairman.

Ms. Myers, can you describe in more detail the impact that claim
denials and the subsequent appeals associated with the home
health face-to-face requirement has on patient care and home
healt}; agency operations, particularly in these small and rural
areas?

Ms. MYERS. Absolutely, and as Jeffrey Weil indicated, you know,
many of the agencies across the State are experiencing very similar
situations with thousands of dollars pending.

Certainly, the impact to patients occurs where the physicians
these days are getting, you know, arguably, very fed up with the
documentation requirements and that they simply have said to
some of our providers, “Forget it.” The documentation is too much.
It takes too much time and too much time away from patient care.
And unfortunately, in some cases where the physician is struggling
with this documentation to make a referral for home health care,
thecf’dlare just simply saying no. So the patient gets caught in the
middle.

And, as I have said previously, the denials are, you know, plenti-
ful on a lot of technicalities and semantic issues, and, certainly,
that needs to be fixed, and we think that this bill would help tre-
mendously to do that.

Mr. WALDEN. Thank you, Mr. Chairman.
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Mr. PrrTs. The Chair thanks the gentleman.

I now recognize the gentlelady from North Carolina, Mrs.
Ellmers, for 5 minutes for questions.

Mrs. ELLMERS. Thank you, Mr. Chairman. I didn’t realize I was
next, but I am very happy.

Thank you to our panel for being here and for this particular
subcommittee hearing. It is so important. I would like to associate
myself with the gentleman from Oregon and his comments about
the importance of us moving forward with good legislation so that
we can take care of these patients in the way they need to be taken
care of and stop having to jump through the hoops and put these
patients and their families through this.

I do want to ask a couple of questions. As far as, you know, the
beneficiaries of Medicare—I mean, I know you have probably an-
swered this a million times, but isn’t that the effect—and it is real-
ly a “yes” or “no” answer for all three of you. The impact will be
tremendous if we can change the legislation and move forward with
much more—giving our physicians, our physical therapists much
more control over this situation and payment and reimbursement.
I mean, this will move mountains, do you agree?

OK. You are all indicating “yes.” I agree with that as well. It is
definitely something we have needed.

And physical therapists in our rural communities, especially, are
just vital, absolutely vital. Whether we are talking about physi-
cians or whether we are talking about physical therapists in a
home health setting, it is incredibly important to be able to allow
the individuals to stay in their homes. We know that that has an
impact on their health care.

As far as locum tenens, how would this affect reimbursement or
payment for locum tenens when—I know you were discussing how
you would have had to have closed if you didn’t have someone that
could take that space and keep your operation going. What would
you like to say about that, Ms. Norby?

Ms. NoORBY. That is a great question. So, it affects payment be-
cause I would be able to bring in, under locum tenens, a licensed,
qualified physical therapist to continue the care with my patients,
and then we would submit the claims under my Medicare provider
enrollment number to Medicare, so

Mrs. ELLMERS. And it would all, basically, go under your Medi-
care number——

Ms. NORBY. Right.

Mrs. ELLMERS [continuing]. But that person would be fully quali-
fied, able to do it, all checked out ahead of time

Ms. NORBY. Yes.

Mrs. ELLMERS [continuing]. And would just fit into that space.

So that is a very convenient and sensible way of dealing with
that issue and is definitely something that I think is so important.
Because, seriously, what are you doing? I mean, you really have no
alternative right now the way the system is set up.

Ms. NORBY. That is correct. I am gone from my clinic 2 days this
week to be here

Mrs. ELLMERS. Yes.
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Ms. NORBY [continuing]. With you, and it took creative sched-
uling. Now, my Medicare patients know I am very much an advo-
cate for this, and they all know about this bill.

Mrs. ELLMERS. Good.

Ms. NORBY. So they were very supportive and willing to come at
7:00 at night or at 10:00 on Saturday morning.

Mrs. ELLMERS. To accommodate so you could be here.

Ms. NORBY. Yes, so I could be here, so——

Mrs. ELLMERS. Oh, that is awesome.

See, this is what our health care providers do. I mean, the com-
mitment that our health care providers have for their patients, for
their families, and the role—that is why, I mean, I am so pas-
sionate about health care, being a nurse and being in that space
and knowing what goes on behind the scenes that people are com-
pletely unaware of; and so, I am there with you.

I do want to ask a little bit about the cumbersome nature of the
paperwork, the documentation that our health care professionals—
right now, especially, is the most difficult time; and I am probably
making more of a comment than I am asking a question, but I
think you are going to agree with me, so I am going to assume
that, and I will ask if you agree.

Right now, our health care professionals are dealing with elec-
tronic health records, meaning meaningful use. They are moving
forward with stage three, which I think is a big mistake. We have
a very important letter with, gosh, well over 120 cosponsors—bipar-
tisan—asking them to step back from moving forward; and now we
have ICD-10 that is added into the mix on top of the difficulties
that are being experienced, especially in the home health setting.
One “1” that isn’t dotted, one “t” that isn’t crossed can mean the
difference between reimbursement for a health care professional or
not.

Do you agree that right now is just an incredibly difficult time
for any health care provider when it comes to the documentation?
And, mind you, we are all supposed to be going paperless. I will
just throw that in there. Do you agree?

Ms. NORBY. And regulatory burden, too.

Mrs. ELLMERS. Yes, and the regulatory burdens.

And that is what this legislation is about. We are trying to make
things better. We are really trying to work behind the scenes, and
I am just excited to be a part of it because I have been out in the
real world. I know what it is like, and I know the commitment that
our health care providers have. I know the dedication that the fam-
ilies of those patients have and the meanings. They will never for-
get the things that you have done for them ever, and any way we
can make that better is exactly what we need to do.

So, again, I thank you for your time. Thank you for really taking
away from your back-home patients and care and families of your
own to be here for this important, important subcommittee hear-
ing. Thank you so much.

And thank you, Mr. Chairman. I yield back.

Mr. PirTs. The Chair thanks the gentlelady. That concludes the
questions from the members present. We will have written ques-
tions and follow-up from other members who weren’t able to attend
sent to you. We ask that you please respond promptly.
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Ms. MYERS. Absolutely.

Mr. PrrTs. Thank you. And I will remind members that they
have 10 business days to submit the questions for the record, so
they should submit those questions by the close of business on
Thursday, October 15.

A very informative, excellent hearing. Thank you for coming all
the way to this hearing. We really appreciate it. Thank you for
your expert testimony. These are very important, bipartisan, non-
controversial bills. We expect them to move very soon, and you
have had a great part in that. So thank you very much.

Without objection, the subcommittee stands adjourned.

[Whereupon, at 11:59 a.m., the subcommittee was adjourned.]

[Material submitted for inclusion in the record follows:]

PREPARED STATEMENT OF HON. FRED UPTON

For years we have been warned of the looming insolvency of Medicare. Those
alarm bells cannot be ignored. To allow the program to fall into bankruptcy would
be to abandon the solemn promise we have made to seniors in Michigan and across
the Nation. As the committee of primary jurisdiction over much of the Medicare pro-
gram, we cannot, and we will not let that happen. As the population ages with Baby
Boomers entering retirement and the potential for provider shortages to increase in
the near future, it is our duty to identify opportunities to improve the program.
Today, we will examine bipartisan solutions to help put us back on track.

H.R. 556, the Prevent Interruptions in Physical Therapy Act of 2015, introduced
by Representatives Bilirakis and Lujan, would ensure that Medicare patients receiv-
ing therapy services do not have to delay care in the event their treating provider
gets sick or married.

H.R. 1934, the Cancer Care Payment Reform Act of 2015, is sponsored by Rep-
resentatives McMorris Rodgers and Steve Israel. The legislation would build off of
the promise in the SGR repeal legislation—also known as MACRA—by promoting
innovative payment reforms designed to increase the quality of care delivered to
Medicare seniors and reduce costs to the program.

Finally, we will examine a discussion draft authored by Representative Greg Wal-
den that would streamline documentation requirements related to home healthcare
delivery.

We will continue our work to keep the promise to seniors and improve the Medi-
care program.
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To amend title XVIII of the Social Security Act to add physical therapists
to the list of providers allowed to utilize locum tenens arrangements
under Medicare, and for other purposes.

IN THE HOUSE OF REPRESENTATIVES

JANUARY 27, 2015
Mr. Brumeaxis (for himself, Mr, BEN RaY LUJAN of New Mexico, Mr. TONKO,
Mr. KerpLy of Pennsylvania, Mr. Pompro, Mr. King of Iowa, and Mr.
MEEHAN) introduced the following bill; which was referred to the Com-
mittee on Energy and Commerce, and in addition to the Committee on
Ways and Means, for a period to be subsequently determined by the
Speaker, in each case for consideration of such provisions as fall within

the jurisdiction of the committee concerned

A BILL

To amend title XVIII of the Social Security Act to add
physical therapists to the list of providers allowed to
utilize locum tenens arrangements under Medicare, and
for other purposes.

1 Be it enacted by the Senate and House of Representa-
tives of the United Stales of America in Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the “Prevent Interruptions

[ T S ]

in Physical Therapy Aect of 20157,
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1 SEC. 2. ALLOWING PHYSICAL THERAPISTS TO UTILIZE

2 LOCUM TENENS ARRANGEMENTS UNDER
3 MEDICARE.
4 (a) IN GENERAL—The first sentence of seetion
5 1842(h)(6) of the Social Security Act (42 U.S.C.
6 1395u(b)(6)) is amended—

(1) by striking “and” before “(H)”; and
8 (2) by inserting before the period at the end the
9 following: *‘, and (I) in the ease of outpatient phys-
10 ical therapy services furnished by physical thera-
11 pists; subparagraph (D) of this sentence shall apply
12 to such services and therapists in the same manner
13 as such subparagraph applies to physicians’ services
14 furnished by physicians”.
15 (b) ErrECTIVE DATE.—The amendments made by

16 subsection (a) shall apply to services furnished after the

17 date of the enactment of this Act.

O

sHR 556 IH
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To amend title XVIII of the Social Security Act to establish a national
Oncology Medical Home Demonstration Project under the Medicare pro-
gram for the purpose of changing the Medicare payment for cancer

care in order to enhance the quality of care and to improve cost effi-
cieney, and for other purposes.

IN THE HOUSE OF REPRESENTATIVES

AprIL 22, 2015
Mrs. MOMoORRIS RODGERS (for herself and Mr. ISRAEL) introduced the fol-
lowing bill; which was referred to the Committee on Energy and Com-
merce, and in addition to the Committee on Ways and Means, for a pe-
riod to be subsequently determined by the Speaker, in each case for con-

sideration of such provisions as fall within the jurisdiction of the eom-
mittee coneerned

A BILL

To amend title XVIII of the Social Security Act to establish

a mnational Onecology Medical - Home Demonstration

Project under the Medicare program for the purpose
of changing the Medicare payment for cancer care in
order to enhance the quality of care and to improve

cost efficiency, and for other purposes.

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,
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SECTION 1. SHORT TITLE.

This Act may be cited as the “Cancer Care Payment
Reform Act of 20157,

SEC. 2. ESTABLISHING AN ONCOLOGY MEDICAL HOME
DEMONSTRATION PROJECT UNDER THE
MEDICARE PROGRAM TO IMPROVE QUALITY
OF CARE AND COST EFFICIENCY.

Title XVIII of the Social Security Act is amended by
inserting after section 1866E (42 U.S.C. 1395cc-5) the
following new section:

“SEC. 1866F. ONCOLOGY MEDICAL HOME DEMONSTRATION
PROJECT.

“(a) ESTABLISHMENT OF  DEMONSTRATION
ProJecT.—Not later than six months after the date of
the enactment of this seetion, the Secretary shall establish
an Oncology Medical Home Demonstration Projeet (in
this section referred to as the ‘demonstration project’) to
make payments in the amounts specified in subsection (f)
to each participating oncology practice (as defined in sub-
section (b)).

“(b) DERINITION OF PARTICIPATING ONCOLOGY
PracticE—For parposes of this section, the term ‘par-
ticipating oncology practice’ means an ouncology practice

that—

«HR 1934 IH
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3

“(1) submits to the Secretary an application to
participate in the demonstration program in accord-
ance with subsection (c);

“(2) is selected by the Secretary, in accordance
with subsection (d), to participate in the demonstra-
tion program; and

“(3) is owned by a physician, or is owned by or
affiliated with a hospital, that submitted a claim for
reimbursement in the prior year for an item or serv-

ice for which payment may be made under part B.

“(e) APPLICATION TO PARTICIPATE.—An application

by an oncology practice to participate in the demonstra-
tion program shall include an attestation to the Secretary

that the practice—

“(1) furnishes physicians’ services for which
payment may be made under part B;

“(2) eoordinates oncology services furnished to
an individual by the practice with services that are
related to such oncology services and that are fur-
nished to such individual by medical professionals
(including oncology nurses) inside or outside the
practice in order to ensure that each such individual
receives coordinated care;

“(3) meaningfully wuses electronic  hehlth

records;

*HR 1934 TH
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“(4) will, not later than one year after the date
on which the practice commences its participation in
the demonstration project, be accredited as an On-
cology Medical Home by the Commission on Cancer,
the National Committee for Quality Assarance, or
such other entity as the Secretary determines appro-
priate;

“(5) will repay all amounts paid by the Sec-
retary to the practice under subsection (f)(1)(A) in
the case that the practice does not, on a date that
is not later than 60 days after the date on which the
practice submits an appleation to the Secretary
under subsection (b){1), submit an application to an
entity deseribed in paragraph (4) for acereditation
as an Oncology Medical Home in aceordance with
such paragraph;

“(6) will, for each year in which demonstration
project is conducted, report to the Secretary, in such
form and manner as is specified by the Secretary,
on—

“(A) the performance of the practice with
respect to not less than ten of the measures de-
scribed in subsection (e), as selected by the

practice; and

«HR 1934 IH
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“(B) the level of satisfaction of individuals
who are provided with oncology services by the
practice for which payment may be made under
part I3, as measured by a patient satisfaction
survey based on the Consumer Assessment of
Healthcare Providers and Systems survey or by
such similar survey as the Secretary determines
appropriate;

“(7) agrees not to reeeive the payments de-
seribed in subclauses (I) and (II) of subseetion
(£)(1)(B)(ii) in the case that the practice does not
report to the Secretary in accordance with para-
graph (6) with respect to performance of the prac-
tice during the 12-month period beginning on the
date on which the practice submits the application
described in this subsection to the Secretary;

“(8) will, for each year of the demonstration
project, meet the minimum performance require-
ments developed under subsection (e){4)(13) with re-
spect to each of the measures on which the practice
has agreed to report under paragraph (6)(A); and

“(9) has the capacity to utilize shared decision-
making tools that facilitate the incorporation of the
patient needs, preferences, and circumstances of an

individual into the medical plan of the individual and

*HR 1934 IH
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6
that maintain provider flexibility to tailor care of the
individual based on the full range of test and treat-
ment options available to the individual.

“(d) SELECTION OF PARTICIPATING PRACTICES.

“(1) INn GENERAL.—The Secretary shall, not
later than six months after the date of the enact-
ment of this section, select oncology practices that
submit applieations to the Secretary in aceordance
with subsection (¢) to participate in the demonstra-
tion program.

“(2) MAXIMUM NUMBER OF PRACTICES.—In se-
lecting an oncology practice to participate in the
demonstration program under paragraph (1), the
Secretary shall ensure that the participation of such
practice in the demonstration project does not, on
the date on which the practice commences its par-
ticipation in the demonstration project, increase the
total number of oncologists who participate in the
demonstration program to a number that is greater
than 1,500 onecologists.

“(3) DIVERSITY OF PRACTICES.

In selecting
oncology practices to participate in the demonstra-
tion project under paragraph (1), the Secretary
shall, to the extent practicable, include in such selee-

tion—

*HR 1934 IH
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7
“(A) small-, medium-, and large-sized
practices; and
“(B) practices located in different geo-
graphic areas.

“(4) NO PENALTY FOR CERTAIN OPT-OUTS BY
PRACTICES.—In the case that the Secretary selects
an oncology practice to partieipaﬁte in the demonstra-
tion project under paragraph (1) that has agreed to
participate in another model, under section 1115A
or otherwise, for payment under this title for oneol-
ogy services, such practice may not be assessed a
penalty for electing not to participate in such other
payment model if such practice makes such elec-
tion—

“(A) prior to the receipt by the practice of
any payment under such model; and
“(B) in order to participate in such dem-
onstration project.
“(e¢) MEASURES.—

(1) DEVELOPMENT.—The Secretary shall use
measures deseribed in paragraph (2), and may use
measures developed under paragraph (3), to assess
the performance of each participating oncology prac-
tice, as compared to other participating oncology

practices.

*HR 1934 TH
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MEASURES DESCRIBED.—The measures

deseribed in this paragraph, with respect to individ-

uals who receive treatment for canecer from a partici-

pating oncology practice, are the following:

*HR 1934 IH

“(A) PATIENT CARE MEASURES.

“(i) The percentage of such individ-
unals that receives documented clinical or
pathologic staging prior to initiation of a
first course of cancer treatment.

“(ii) The percentage of such individ-
uals that is undergoing advanced imaging
and has been diagnosed with stage I or II
breast cancer.

“(iii) The percentage of such individ-
nals that is undergoing advanced imaging
and has been diagnosed with stage I or II
prostate cancer.

“(iv) The percentage of such individ-
uals that, prior to receiving cancer treat-
ment, had its performance status assessed
by the practice.

“(v) The percentage of such individ-

nals that—
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“(I) is undergoing treatment with
a chemotherapy regimen provided by
the practice;

“(II) has at least a 20-percent
risk of developing febrile neutropenia
due to a combination of regimen risk
and patient risk factors; and

“(TIII)  has  received from the
practice either GUSE or white cell
growth factor.

“(vi) With respect to such individuals
who receive chemotherapy treatment from
the practice, the percentage of such indi-
viduals so treated that receives a treatment
plan prior to the administration of such
chemotherapy.

“{vil) With respect to chemotherapy
treatments administered to such individ-
uals by the practice, the percentage of such
treatments that adhere to guidelines pub-
lished by the National Comprehensive Can-
cer Network or such other entity as the
Secretary determines appropriate.

“(vii) With respeet to antiemetic

drugs dispensed by the practice to individ-
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uals as part of moderately or highly
emetogenic chemotherapy regimens for
such individuals, the extent to which such
drugs are administered in accordance with
evidence-based guidelines or pathways that
are compliant with guidelines published by
the National Comprehensive Cancer Net-
work or such other entity as the Secretary
determines appropriate.

“(B) RESOURCE UTILIZATION  MEAS-

URES.—

*HR 1934 IH

“(i) With respect to emergency room
vigits in a year by such individuals who are
receiving active chemotherapy treatment
administered by the practice as of the date
of such visits, the percentage of such visits
that is associated with qualified cancer di-
agnoses of the individuals.

“(ii) With respect to hospital admis-
sions in a year by such individuals who are
receiving active chemotherapy treatment
administered by the practice as of the date
of such visits, the percentage of such ad-
missions that is associated with qualified

cancer diagnoses of the individuals.
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“(C) SURVIVORSHIP MEASURES.

“(i) Survival rates for such individuals
who have been diagnosed with stage I
through IV breast cancer.

“(i1) Survival rates for such individ-
uals who have been diagnosed with stage 1
through IV colorectal cancer.

“(ii) Survival rates for such individ-
nals who have been diagnosed with stage I
through IV lung cancer.

“(iv) With respect to such individuals
who receive chemotherapy treatment from
the practice, the percentage of such indi-
viduals so treated that receives a survivor-
ship plan not later than 45 days after the
completion of the administration of such
chemotherapy to such individuals.

“{v) With respect to such individuals
who receive chemotherapy treatment from
the praetice, the percentage of such indi-
viduals that receives psychological sereen-

ing.

“(D) END-OF-LIFE CARE MEASURES.
“(1) The number of times that such

an individual receives chemotherapy treat-
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ment from the practice not later than 30
days prior to the death of the individual.

“(i1) With respect to such individuals
who have a stage IV disease and have ve-
ceived treatment for such disease from the
practice, the percentage of such individuals
so treated who have had a doecumented
end-of-life care conversation with a physi-
cian in the practice or another health care
provider who is a member of the cancer
care team of the practice.

“(iil) With respeet to such an mdi-
vidual who is referred to hospice care by a
physician in the practice or a health care
provider who is a member of the cancer
care team of the practice, regardless of the
setting in which such care is provided, the
average mamber of days that the individual
receives hospice care prior to the death of
the individual.

“(iv) With respeet to such individuals
who die while receiving care from the prac-
tice, the percentage of such deceased indi-
viduals whose death occurred in an acute

care setting.
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“(3) MODIFICATION OR ADDITION OF MEAS-

“{A) IN GENERAL.—The Secretary may, in
conjunction with appropriate stakeholders, mod-
ify or add to the measures described in para-
graph (2).

“(B) APPROPRIATE STAKEHOLDERS DE-
SCRIBED.—For purposes of subparagraph (A),
the term ‘appropriate stakeholders’ includes on-
cology societies, oncologists who provide oncol-
ogy services to one or more individuals for
which payment may be made under part B, al-
lied health professionals, health insurance
issuers that have implemented alternative pay-
ment models for oncologists, patients and orga-
nizations that represent patients, and bio-
pharmaceutical and other medical technology
manufacturers,

“(4) ASSESSMENT .~

“(A) In aeNErRAL—The Secretary shall,
for each year in which the demonstration
project is conducted, assess—

“(i) the performance of each partici-
pating oncology practice for such year with

respect to the measures on which the prae-

«HR 1934 TH
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tice has agreed to report to the Secretary
under subsection (¢)(6)(A), as compared to
the performance of other participating on-
cology practices with respect to such meas-
ures; and

“(i1) the extent to which the practice
has, during such year, used breakthrough
or other best-in-class therapies.
“(B) MINIMUM PERFORMANCE REQUIRE-

MENTS.

The Secretary shall, in conjunction
with the appropriate stakeholders deseribed in
paragraph (3)(B), develop minimum perform-
ance requirements with respect to—

“(i) each of the measures developed
under this subsection; and
“(i1) the level of satisfaction on which
practices agree to report to the Secretary
under subsection (¢)(6)(B).
) PAYMENTS FOR PARTICIPATING
ONCOLOGISTS. —

“(1) CARE  COORDINATION  MANAGEMENT

FEE.
“(A) IN GENERAL.—Subject to subpara-
graphs (D) and (E), the Seeretary shall, in ad-

dition to any other payments made by the See-

*HR 1934 TH
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retary under this title to a participating oncol-
ogy practice, make payment of a care coordina-

tion management fee to each such practice.

“(B) TIMING OF PAYMENTS.—The care co-
ordination management fee deseribed in sub-
paragraph (A) shall be paid to a participating
oncology practice at the end of each of the fol-
lowing periods:

“(i) The period that ends 6 months
after the date on which the practice sub-
mits the application deseribed n sub-
section (¢) to the Seeretary under sub-
section (b)(1).

“(i1) The period that ends 12 months
after the date on which the practice sub-
mits such application to the Secretary.

“(iit) Subject to subseection (¢)(7)—

“(I) the period that ends 18
months after the date on which the
practice submits such application to
the Seecretary; and

“(I1) the period that ends 24
months after the date on which the
practice submits such application to

the Secretary.

*HR 1934 H
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“(C) AMOUNT OF PAYMENT.—The amount
of the care coordination management fee de-
seribed in subparagraph (A) shall be deter-
mined by the Secretary in conjunction with
oncologists who provide oncology services for

which payment may be made under part B.

“(2) PAYMENT IN SUBSEQUENT YEARS.

“(A) IN GENERAL.—Subject to subpara-
graphs (C) and (D), the Secretary shall make
payments of an ongoing management fee to

each participating oncology practice.

“(B) TIMING OF PAYMENTS.—The ongoing
management fee described in subparagraph (A)
shall be paid to a participating oncology prac-
tice at the end of the third, fourth, and fifth
years of the demonstration project.

“(C)  AGOREGATE AMOUNT OF PAY-
MENTS.—With respect to each of the dates of
payment described in subparagraph (B), the ag-
gregate amount of payments to participating
oncology practices on such date shall be deter-
mined by——

“(1) determining the amount by which
the aggregate expenditures that would

have been expended for the previous year

«HR 1934 TH
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under this title if the demonstration
project had not been implemented exceeds
the aggregate expenditures under this title
for such previous year;

“(i1) caleulating the amount that is
half of the amount determined under
clause (i); and

“(iil) subtracting from the amount
caleculated under clause (i) the total
amount of payments made under para-
graph (1) that have not, in a prior applica-
tion of this clause, previously been so sub-
tracted from a payment determination
made under this subparagraph.

“D) AMOUNT OF PAYMENTS TO INDI-

“(1) MINIMUM PERFORMANCE RE-
QUIREMENTS.—The Secretary may not
make payments to a practice under sub-
paragraph (A) at the end of a year of the
demonstration project described in sub-
paragraph (B) unless the pmctieé meets or
exceeds the minimum performance require-
ments  developed  under  subsection

(e)(4)(B) for such vear with respeet to—
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“(I) the measures on which the
practice has agreed to report to the

Secretary under subsection {(¢)(6)(A);

and

“(II) the level of satisfaction on
which the practice has agreed to re-
port to the Secretary under subsection

(e)(6)(B).

‘(i) CONSIDERATION OF PERFORM-
ANCE ASSESSMENT.—The Secretary shall,
in conjunction with the appropriate stake-
holders deseribed in subsection (e)(3)(B),
determine the amount of a payment to an
individual oneology practice under subpara-
graph (A) for a year. In making a deter-
mination under the preceding sentence, the
Secretary shall take into aecount the per-
formance assessment of the practice under
subsection (e)(4)(A) for the previous year,
as compared to the performance assess-
ment of other participating oncology prac-
tices under such subsection for such pre-
vious year.

Not later than

the date that is six months after the date of the en-
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actment of this section, the Secretary shall issue
guidance detailing the methodology that the Sec-
retary will use to implement subparagraphs (C) and
(D) of paragraph (2).

“(g) SECRETARY REPORTS TO PARTICIPATING ON-

COLOGY PRACTICES.—The Secretary shall inform each

participating oncology practice, on a quarterly basis, of—

“(1) the performance of the practice during the

prior quarter with respect to the measures on which

the practice has agreed to report to the Secretary
under subsection (¢){6)(A); and

“(2) the amount by which the expenditures that

would have been expended for the prior quarter

under this title by a typical oncology practice if the

demonstration project had not been implemented ex-

ceeds the actual expenditures by the participating

oncology practice under this fitle for such quarter.

“(h) AprrLicaATIONS FFrROM ENTITIES TO PROVIDE

ACCREDITATIONS.—Not later than the date that is six

months after the date of the enactment of this section,
the Secretary shall establish a process for the acceptance
and consideration of applications from entities for pur-
poses of determining which entities may provide aceredita-
tion to practices under subsection (¢)(4) in addition to the

entities deseribed in such subsection.

*HR 1934 TH
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“(i) GAO RgeproORT.—Not later than June 1, 2019,
the Comptroller General of the United States shall submit
a report to Congress evaluating the success of the dem-
onstration projeet that inclades an assessment of the im-
pact of the project upon the quality and cost-efficiency of
oncology services furnished to individuals under this title,
including an assessment of the satisfaction of such individ-
uals with respect to such services that were furnished
under such project. Such report shall include ree-
ommendations regarding the possible expansion of the
demonstration project, as well as any possible reforms that
are based on the demonstration project that can be made
to the program under this title with respect to payment

for caneer care.”.

sHR 1934 IH
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[DISCUSSION DRAFT]

11411 CONGRESS
18T SESSION H R
® ®

To amend title XVIII of the Social Security Act to make changes to the

To

[, B - VS R

Medicare home health face-to-face encounter requirements.

IN THE HOUSE OF REPRESENTATIVES

Mr. WALDEN introduced the following bill; which was referred to the

Committee on

A BILL

amend title XVIII of the Social Security Act to make
changes to the Medicare home health face-to-face encoun-
ter requirements.

Be il enacted by the Senate and House of Representa-
tives of the United States of America in Congress assembled,
SECTION 1. SHORT TITLE.

This Act may be cited as the “Home Health Docu-

mentation and Program Improvement Act of 20157,

FAVHLC\062415\082415.195.xmi (61321814)
September 24, 2015 {4:47 p.m.}
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1 SEC. 2. DEVELOPMENT OF A SINGLE FORM OR DOCUMENT

2
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(a) PaRT A.

(42 U.8.C. 13951) is amended—

TO SATISFY THE HOME HEALTH CERTIFI-

CATION REQUIREMENT.

Section 1814 of the Social Security Act

(1) in subsection (a)(2)—

(A) by inserting “(in the case of home
health services, in the manner deseribed in sub-
section (m)(4))” before “‘(and recertifies”; and

(B) in subparagraph (C), by striking “has
had a face-to-face encounter” and inserting
“has, subject to subsection (m)(5), had a face-
to-face encounter”; and

(2) by adding at the end the following new sub-

section:

“(m) IMPLEMENTATION OF REQUIREMENT FOR CER-

17 TIFICATION FOR HOME HEALTH SERVICES.—

18 “(1) IN GENERAL.—The Secretary shall develop
19 a single form or document to be used by a physician
20 to satisfy the documentation requirements necessary
21 to fulfill the requirement of a face-to-face encounter
22 and other criteria for home health eligibility under
23 subsection (a)}(2)(C) (otherwise known as the certifi-
24 cation for home health services).

25 “(2) STAKEHOLDER INPUT.—In developing the
26 form or document under paragraph (1), the See-

FAVHLC\0824151092415.195.xml
September 24, 2015 (4:47 p.m.)

(61321814)
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3
1 retary shall seek input from stakeholders, including

2 physicians and other non-physician providers (such
3 as nurse practitioners or clinical nurse specialists (as
4 those terms are defined in section 1861(aa)(5))),
5 home health agencies, hospitals, patients or rep-
6 resentatives of patients, and other entities (such as
7 electronic medical record vendors) the Secretary de-
8 termines appropriate. The Secretary shall provide
9 the opportunity for such stakeholders to offer input
10 on the form or document during its initial develop-
11 ment as well as the opportunity to make comments
12 on a proposed version prior to its finalization. The
13 Seeretary shall also set up a process to educate phy-
14 sicians and non-physicians on how to appropriately
15 fulfill the requirements related to the form or docu-
16 ment in this section prior to implementation.

17 “(3) CoNTENT OF PORM.—The Secretary shall
18 accept the following content as documentation of an
19 individual’s eligibility for home health services:
20 “(A) With respeet to the face-to-face en-
21 counter requirement, the date of the encounter.
22 “(B) With respect to the need for skilled
23 services, a selection, via checkbox, of the types
24 of skilled services required by the individual and

TAVHLC\092415\092415.195.xml {61321814)

September 24, 2015 (4:47 p.m.)



88

FAMIAWALDEN\WALDEN_010.XML [Discussion Draft]
4

1 a statement with the clinical basis for each type
2 of skilled service ordered.

3 “(4) DEEMED SATISFACTION OF REQUIRE-
4 MENTS.—The requirements for documentation of a
5 face-to-face encounter and other criteria for certifi-
6 cation of home health eligibility under subsection
7 (a)(2)(C), [section 1815, and section 18331 [re-
8 wview: sections 1815 and 1833 are broad payment pro-
9 vistons that don’t go inlo specifics of cevtifications,
10 ete. Is the Secretary is using that broad authority to
11 wmplement certifications? Or are other references per-
12 haps intended here?] shall be deemed satisfied with
13 respect to an individual if a home health agency
14 completes the form or document under paragraph
15 (1) and the ordering physician signs or attests to the
16 contents of the form or document.

17 “(5) EXCEPTION TO FACE-TO-FACE ENCOUN-
18 TER REQUIREMENT.—The Secretary shall waive the
19 requirement for a face-to-face encounter under sub-
20 section (a)}(2)(C) related to home health services
21 provided to an individual if the individual has been
22 discharged from a hospital (including from the emer-
23 gency department) or skilled nursing facility on a
24 date that is not greater than 14 days prior to the

FWVHLCI092415\092415.195.xmi (61321814)

September 24, 2015 {4:47 p.m.)
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1 date on which such home health services are initi-
2 ated.

3 “(6) GUIDANCE.

4 “(A) IN GENERAL.—The Secretary shall
5 provide notification, guidance, and education re-
6 garding the application of the form or docu-
7 ment under paragraph (1) as it pertains to sat-
8 isfying the documentation requirements for
9 home health services under subsection (a)(2)(C)
10 to the following:

11 “(i) CONTRACTORS.~—Medicare admin-
12 istrative eontractors (as defined in section
13 1874A) and recovery audit contractors (as
14 defined in section 1893(h)).

15 “(i1) HeanTH CARE PRACTI-
16 TIONERS.—Physicians, [praectitioners (as
17 described in section 1842(h)(18)(C)], and
18 home health agencies.

19 “{iii) OTHER ENTITIES.—Any other
20 entity which the Secretary determines ap-
21 propriate.
22 “(B) NATIONAL  APPLICABILITY.—The
23 Secretary shall ensure that all medicare admin-
24 istrative contractors, recovery audit contractors,
25 and any other entity which the Secretary deter-

FVHLOWG2415\092415.195.0ml  (61321814)

September 24, 2015 (4:47 p.m.)
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1 mines appropriate apply the gunidance under
2 this paragraph in a nationally consistent and
3 uniform manner and that all audit activities,
4 policies, and practices regarding documentation
5 for home health services are likewise applied in
6 a nationally consistent and uniform manner.

7 “0) Stupy.—Not later than 18 months
8 after the date of the enactment of this para-
9 graph, the Secretary shall submit to Congress a
10 report on—

11 “(i) the adherence of medicare admin-
12 istrative contractors, recovery audit con-
13 tractors, and any other entity which the
14 Secretary determines appropriate to na-
15 tionally consistent and uniform audit ac-
16 tivities, policies, and practices as deseribed
17 in subparagraph (B); and

18 “(it) the rate of appeals for denial of
19 payment based solely on the face-to-face
20 encounter requirements for home health
21 services under this section and the rate of
22 such appeals that are ultimately success-
23 ful.”.
24 (b} PART B.—Section 1835 of the Social Security Act

25 (42 U.8.C.1395n) is amended—

EAVHLC\082415\082415.195.xmi (61321814)
September 24, 2015 (4:47 p.m.}
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1 (1) in subsection (a)(2)—

2 {A) by inserting “(in the case of home
3 health services, in a manner consistent with the
4 requirements of subsection (f))” before “(and
5 recertifies”; and

6 (B) m subparagraph (A), by striking “has
7 had a face-to-face encounter” and inserting
8 “has, suhject to subsection (f), had a face-to-
9 face encounter”; and

10 {2) by adding at the end the following new sub-
11 section:

12 “(f) APPLICATION OF DOCUMENTATION, GUIDANCE,
13 AND TrREATMENT OF CErRrtaIN Home Hravrtn CrLaiMs
14 ProvisioNns UNDER PART A.—The provisions of section
15 1814(m) shall apply with respect to the application of doc-
16 umentation requirements for home health services under
17 subsection (a)(2)(A) in the same manner as such provi-
18 sions apply with respeet to the application of the docu-
19 mentation requirements for home health services under
20 section 1814(a)(2)(C).”.
21 SEC. 3. EFFECTIVE DATE; TREATMENT OF CERTAIN HOME
22 HEALTH CLAIMS.
23 (a) ErrrcTiveE DATE.
24 (1) IN GENERAL.~—Subject to paragraph (2),
25 the amendments made by section 2 shall apply with

EAVHLCW92415\082415.195.xmi {61321814)

September 24, 2015 (4:47 p.m.)
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1 respect to home health services furnished on or after
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13 Crams.

October 1, 2016.

(2) [EXCEPTION TO FACE-TO-FACE ENCOUN-
TER REQUIREMENT].—Subsection (m)(d) of section
1814 of the Social Security Act (42 U.S.C. 1395f),
as added by section 2, shall apply with respect to
home health services furnished Lor or after the date
of the enactment of this Act.] Notwithstanding any
other provision of law, the Secretary may implement
such subsection {m)(5) by program instruction or
otherwise.

(b) TreATMENT OF CErRTAIN HoME HEALTH

14 (1) DENIED CLAIMS.—

15 (A) IN GENERAL.~Not later than 12
16 months after the date of the enactment of this
17 Act, the Secretary of Health and Human Serv-
18 ices shall—

19 (1) through guidance, develop and im-
20 plement processes to reopen and review
21 claims that were denied on or after Janu-
22 ary 1, 2011, and before the date of the en-
23 actment of this Aet, due solely to the face-
24 to-face documentation requirements under
25 section 1814(a)(2)(C) of the Social Secu-

FAWVHLCW092415\082415.195.xmi {6813218i4)

September 24, 2015 (4:47 p.m.)
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i rity Aet (42 U.S.C. 13951(a)(2)(C)) or sec-

2 tion 1835(a)(2)(A) of such Act (42 U.S.C.

3 1395f(a)(2)(A)); and

4 (i1) issue revised decisions of such de-

5 pials as if the narrative requirements of

6 section 424.22(v) of title 42, Code of Fed-

7 eral Regulations, did not apply at the time

8 such services were furnished.

9 (B) SETTLEMENT AGREEMENTS FOR DE-
10 NIED CLAIMS.~—In addition to the processes
11 under subparagraph (A), not later than 60 days
12 after the date of the enactment of this Act, the
13 Secretary shall establish a voluntary process for
14 home health agencies to enter into a settlement
15 agreement with the Secretary of Health and
16 Human Services in lieu of reprocessing claims
17 for payment which are required to be paid by
18 reason of subparagraph (A)(ii).

19 (2) OTHER CLAIMS.—In the case of a claim for
20 home health services furnished on or after January
21 1, 2011, and before October 1, 2016, that is not de-
22 scribed in paragraph (1)(A), such claim shall be de-
23 termined and processed as if the explanation or nar-
24 rative requirements of seetion 424.22(a)(1)(v) and
25 the documentation requirements of 424.22(c) of title
FVHLOW0024151092415.:1960ml (61321814)

September 24, 2015 (4:47 p.m.)
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| 42, Code of Federal Regulations, did not apply at

2 the time such services were furnished.

fAVHLC\092415Y092415.195 xml (61321814}
September 24, 2015 (4:47 p.m.)
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October 1, 2015 703-548-0019

Partnership for Quality Home Healthcare Applauds Lawmakers
for Exploring Ways to Improve the Medicare Program
Home health leaders strongly support enactment of commaon-sense Improvements to preserve
patient access and strengthen program integrity by improving face-to-face documentation rules

WASHINGTON — The Partnership for Quality Home. Healthcare - a. coalition of home health providers dedicated to
improving the integrity, quality, and efficiency of home healthcare for our nation's senjors — today Joined other home
healthcare advocates in thanking the House Energy & Conmerce Subcommittee on Heaith for hosting.a Congressional
hearing to examine potential ways to improve the Medicare program, including legisiation that would streamline current
“face-to-face” documentation requirements in order to secure patient access to clinically advanced, cost effective, and
patient preferred Medicare home healthcare services.

Under current Medicare policy, home health agencies are forced to contend with inconsistently administered Medicare
documentation rules in order to meet Centers for Medicare & Medicaid Services™ {CMS} requirements and receive
appropriate reimbursement for physician-prescribied ‘home healthcare services, Too often; this overly complicated
process leads to delays in patient care and denial of coverage for skilled home healthcare.

Legislative reform now under consideration would resolve these problems by updating face-to-face (F2F) documentation
rules, reducing the paperwork burden on physicians and home health agencies, and minimizing the tisk of inappropriste
denials of care. The legislation achisves these iniportant outcomes by directing CMS to utilize a: standardized form,
developed in consultation with stakeholders, to'docurment beneficiaries” eligibility for home health'services. Importantly,
this reform will also eliminate the burden on physicians by enabling home health agencies to prepare the documentation
for their review and by eliminating duplicative documerntation for beneficiaries who have been discharged from a hospital
or skilled nursing facility within 14 days prior to the initiation of home healtheare. This.common-sense reform would also
establish a process for review of inappropriately denied tlaims; ensure educational outreach to key players, and provide
for a study and report to Congress on the effectiveness of this streamlined process.

“We proudly support the efforts of Representative Walden and the U.S. Congress to reform overly burdensome
documentation requirements that are putting patient access at risk,” said Eric Berger, CEO of the Partnership for Quality
Home Healthcare. “This legislation will significantly improve a flawed process that is unworkable, administratively
burdensome, and resulting in coverage delays and denlals

Current policy is endangering access to care for the most vulnerable patient population inthe Medicare program. ‘Indeed,
Medicare's home health beneficiaries are documented as older, sicker, poorer and are more likely to' be female, a
minority, and disabled than all other beneficiaries in the Medicare program combined.

The Partnership previously expressed support for the Home Heoith Documentation ond Program improvement Act of
2015 {5, 1650} ~ introduced by Senators Robert Menendez {D-N.1.} and Pat Roberts (R-Kan.} — which would similarly help
to ensure that hiomebound Medicare beneficiaries have access to tlinically-necessary home healtheare serfvices,

Today, nearly 3.5 million homebound Medicare beneficiaries receive skilled home healthcare to treat illnesses related to
acute, chronic or rehabilitative needs.

Runi

The Partrership for Quality Home Healt wirs i o ossist officials in ensuring aceess o skitled home helthcare seriices for
senlors and disobled Americons. Representing more thon 2,000 community- ond hospitei-based home healthcore agencies gcross the U5, the
Partnership is dedicated to developing innavdtive reforms to improve the quality, efficlency and integrity of home bealthcare, To learn more, visit
wwwhomeheoithdamerica.org. To foin the home healthcare policy conversation, connert with us on Facebook, Twitter and our blog,
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NATIONAL ASSOCIATION FOR HOME CARE & HOSPICE
Denise Schrader, RN MSN NEA-BC 228 Sevench Steeer, SE, Washingron, DC 20003 » 202/547-7424 » 202/547-3540 fax Val J. Halamandaris, |
Cluirnuea of ehe Board Presicdens

STATEMENT OF
THE NATIONAL ASSOCIATION FOR HOME CARE & HOSPICE
TO THE
HOUSE ENERGY AND COMMERCE COMMITTEE
SUBCOMMITTEE ON HEALTH

OCTOBER 1, 2015

The National Association for Home Care & Hospice (NAHC) submits this statement for
consideration by the Health Subcommittee of the House Committee on Energy and
Commerce regarding a legislative proposal to reform the Medicare requirement that Medicare
beneficiaries have a face-to-face encounter with a physician to qualify for coverage under the
home health services benefit. NAHC is the largest national trade association representing the
interests of home health agencies, including rural and urban providers, non-profit and for
profit companies, government-based entities, health system integrated providers, and private
and publicly-held companies of all sizes. NAHC strongly supports the proposed reforms as

needed to address the unmanageable rules that have been instituted by the Centers for
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Medicare and Medicaid Services requiring extensive and unnecessary paperwork from
physicians.

Medicare law since 2011 requires that a patient have a face-to-face encounter (F2F) with
the physician who certifies the need for Medicare home health services. While the intention
behind that law was to gain greater physician involvement in ordering home health services,
the implementation of the face-to-face encounter rule has led to great confusion among
physicians, home health agencies, and other parties involved. Medicare has tried to mitigate
the confusion through various modifications, but the requirements remain difficult to
understand and apply. As a result, the rule is creating a barrier to access to care and poses the
high risk that patients who are, in fact, homebound and in need of skilled care will be denied
Medicare coverage.

NAHC has advocated that Congress repeal the face-to-face physician encounter provision.
After 5 years of application of the implementing rules, it is apparent that the administration of
the face-to-face requirements presents unnecessary and unintended obstacles to access to care
as well as costly paperwork obligations that do not achieve any useful purpose. Nevertheless,
the reforms proposed in the legislation are a significant improvement over the current
requirements and present a manageable middle-ground that maintains the core requirement of
a physician face-to-face encounter with the patient while addressing the daunting paperwork
burdens that lead to unnecessary problems for qualified Medicare beneficiaries, physicians,

home health agencies, and the Medicare program.
NAHC believes that full scale reform of the face-to-face requirements should:

1. Limit the physician documentation requirement to demonstrating that a timely
encounter occurred, consistent with the original intent.

2
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2. Narrow the circumstances where a face-to-face encounter is required by excluding
patients transferred from a hospital or SNF where physician encounters are virtually
guaranteed.

3. Provide an exception in areas where physicians are scarce.

4, Permit a waiver in a case-specific situation where a face-to-face encounter is not
feasible.

5. Permit face-to-face encounters by way of an expanded telehealth definition as the
standard in the current law is useless as a patient must leave her home to have a
telehealth visit with a physician.

The bill would specifically address the two most important reforms that are needed: the
documentation requirements and the unnecessary application of the requirements to patients
admitted to home health services following an inpatient stay where multiple physician/patient
encounters occur. NAHC strongly supports this measure. In addition, it would address the
past claim denials that were issued through application of a documentation standard that no
one could understand, a standard later abandoned by CMS. NAHC supports each of these

necessary reforms.

The administration of the face-to-face encounter requirement has led to unintended
confusion, burdensome paperwork for physicians, increased costs for home health agencies
without any material improvement in program integrity, and an endless paper-chase. The
requirement has not been effective in targeting any waste or abuse in the Medicare program.
An abusive provider has an easier time showing compliance with the requirements through
falsified documentation than a home health agency that wants to be fully compliant. Notably,
the face-to-face encounter requirements often lead to Medicare rejecting claims for patients

who are truly in need of the physician-prescribed skilled care and who meet the benefit’s

3
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“homebound” requirement because of a subjective standard of what face-to-face encounter
documentation is “sufficient” as that limited documentation supersedes the complete patient
record. The reforms set out in the bill will eliminate unnecessary paperwork, refocus the
requirement on patients who may not have a strong relationship with their physician, and
prevent unwarranted claim denials for patients where the overall record demonstrates that the

patient meets Medicare coverage standards.

BACKGROUND

The origins of the physician face-to-face encounter requirement are found in section 6407
of the Patient Protection and Affordable Care Act (hereinafter “ACA”). Section 6407
requires a Medicare beneficiary receiving home health services to have a face-to-face
encounter with a physician in order to qualify for Medicare coverage of home health services.
That provision requires that “the physician must document that the physician himself or
herself.... has had a face-to-face encounter with the individual within a reasonable timeframe
as determined by the Secretary.”

Medicare implemented this simple statutory requirement by adding a complex,
unnecessary, and unauthorized requirement. Under the original 42 CFR 424.22(a)(1)(v)
issued in 2010, Medicare also required that the physician provide an “explanation of why the
clinical findings of such encounter support that the patient is homebound and in need of either
intermittent skilled nursing services or therapy services.” That explanation became known as
the “physician narrative.” If a claim for home health services payment did not have a

“sufficient” narrative, the claim was denied payment by Medicare. A claim may include a
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narrative, but if it is “insufficient” a full claim denial is issued irrespective of whether the
entire patient care record supports a grant of coverage.

The narrative requirement triggered tens of thousands of claim denials as it was
administered in a manner that was wholly confusing to physicians, home health agencies, and
patients along with Medicare administrative contractors. This has led the contractors to
evaluate claims in a manner that was inconsistent, arbitrary, and inaccurate. Ultimately, the
unauthorized and confusing narrative requirement has resulted in retroactive claim denials
where the overall health care record of the patient establishes that the patient is, in fact,
homebound and in need of skilled care.

One example highlights the absurdity of the narrative requirement. The patient’s physician
supplied a narrative that stated:

“The veteran never leaves his home or his bed. He is a total care patient who is dependent

in all ADLs [Activities of Daily Living] and IADLs [Instrumental Activities of Daily

Living].”

The Medicare contractor, in reviewing the whole record of the patient, concluded that,
“The skilled nursing visits were warranted based on the submitted documentation. The
patient met homebound criteria and the skilled nursing visits were reasonable and
necessary...However, the provided documentation does not support that a complete
Face-to-Face evaluation was performed as the homebound eligibility was an
insufficient description of how the patient’s clinical condition warranted homebound
status.”

This Medicare decision can be simply summarized: subjective concerns with the words

and grammar chosen by the patient’s physician trump the reality of the patient’s condition and
care needs. In this situation, the Medicare contractor admits that the patient clearly meets the

homebound status requirements for coverage, but still issues a claim denial because of

perceived flaws in the physician narrative. Such an outcome is wholly irrational.
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Unfortunately, this is not an isolated case. It is an example of the common outcome of a
policy that permits perceived insufficiency in the physician narrative to preempt reality of a
patient’s clinical condition, homebound status, and skilled care needs when determining
Medicare coverage. The full facts about a patient should control the outcome, not partial

information in the form of a narrative composed under ambiguous and incomplete guidance.

On July 7, 2014, Medicare issued a Notice of Proposed Rulemaking that addressed many,
but not all, of the concerns expressed by the home health community. 79 Fed. Reg. 38366
(July 7, 2014). Among other changes, Medicare proposed to eliminate the physician narrative,
explaining that:

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 HHAs face in meeting the face-to-face encounter documentation
requirements regarding the required narrative, 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. 79 Fed. Reg. at 38376.

As a result Medicare stated:

“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
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unintentionally fail to comply with certification requirements,” ...”[t} he narrative requirement
in regulation at 424.22(a)(1)(v) would be eliminated.”

Medicare later issued a Final Rule eliminating the physician narrative requirement
effective January 1, 2015. 79 Fed. Reg. 66032 (November 6, 2014). However, in its place
Medicare established a new and equally impossible standard of compliance requiring
physicians to maintain sufficient documentation within their own patient records to support
their certification of the patient as homebound and in need of skilled care. With that new
standard, the home health agency is liable for any physician record shortcoming in that a
home health agency’s claim for home health services payment will be denied if the
physician’s record is deemed insufficient.

As with the former requirement of a physician narrative, the current standard is
unmanageable by all concerned, the physician, the home health agency and Medicare itself. It
remains totally unclear what constitutes a sufficient supporting physician record. In addition,
the content of the record is within the physician’s control while the impact of an insufficient
record is suffered by the home health agency. Further, patients can still be denied Medicare
coverage because of the inadequacy of the physician record even when the full record

demonstrates that all Medicare coverage standards are met.

Claim Denials Have Reached Unprecedented Levels as a Result of an

Unmanageable Documentation Standard

Data from Medicare contractors illuminates the state of confusion rampant

within the home health services community. One Medicare contractor, PGBA, reported that in
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the period January to December 2013, it reviewed 28,703 claims and denied 9676 on the basis
of the face-to-face requirements, an astounding 33.7% denial rate for a paperwork
requirement. PGBA is the largest Medicare contractor processing home health claims,
predominately covering southern and southwestern states. The same Medicare contractor
reported that of the 5,283 denials issued in October to December 2014, 72.1% were based on
the face-to-face requirements. Even a year later, the paperwork standards remained so
confusing and ambiguous that nearly three-quarters of the claim denials were related.

The Medicare contractor responsible for most providers in the New England states
recently released data showing the impact of the face-to-face encounter documentation

requirements in that part of the country. It shows the following for Calendar Year 2014:

STATE Percent of Reviewed Claims | Total Charges Denied
Denied Based on Face-to- Based on Face-to-Face
Face Requirements Requirements

Connecticut 57% $5,951,561

Maine 60% $1,909,635

Massachusetts 58% $12,228,170

New Hampshire 37% $2,079,487

Rhode Island 63% $1,472,901

Vermont 52% $1,183,360
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It is inconceivable that the highly experienced home health agencies throughout New
England could have such a high level of noncompliance with a documentation requirement if
that requirement were capable of understanding and application. These retroactive claim
denials are not based on a full record review on the patients’ homebound status and need for
skilled health care services. Instead, they are based on a limited record review, confined to the
statements of treating physicians who actually had a face-to-face encounter with the patient,
prescribed a plan of treatment, and certified the patients® eligibility for Medicare coverage. In
other words, the physicians failed the undefined paperwork test of grammar, sentence

structure, and verbiage subjectively applied by Medicare contractors.

Program Integrity Is Preserved with the Reforms Proposed

The central feature of the physician face-to-face encounter requirement is preserved in
its entirety in the proposed legislation. A physician must still have a face-to-face encounter
with the patient as a condition of payment under the Medicare home health benefit. The
primary change coming from this bill relates to what documentation is needed to demonstrate
compliance with that condition. Medicare retains the authority to deny a claim for a patient
who is not homebound, not in need of skilled care, or otherwise does not meet the conditions
for payment. A physician must still certify under penalty of law that the patient meets
Medicare payment requirements.

The face-to-face encounter documentation change actually prevents an erroneous

denial of coverage to patients who are homebound and in need of skilled care. Today, a
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patient who is homebound can be denied coverage simply because it is determined that a part
of the overall patient record-- what is in the physician file--is insufficient to establish the
patient is homebound. That happens even when the whole patient record demonstrates that the
patient is homebound.

The reforms set out in the bill do not weaken other existing and effective program
integrity measures. Medicare law requires that physicians must certify the patient meets
Medicare coverage standards “under penalty of law,” with penalties including imprisonment,
civil fines, and disbarment from participating in Medicare. There are many other laws already
on the books that can be used to prevent program abuses.

It is notable that Medicare spending is under control more than any other Medicare
sector. In 1997, Medicare spending for serving 3.5 million beneficiaries was $17 billion, in
1997 doliars. In 2014, CBO estimates that spending for serving 3.5 million beneficiaries was
only $18 billion, but that is in 2014 dollars. Further, actual spending is down in recent years
with spending previously at $19 billion in 2012 and 2013.

The documentation requirements in the current face-to-face rules actually favor the
bad operator who has an easier time falsifying physician documentation than the reputable
home health agency has in getting doctors to produce overwhelming paperwork while caring

for patients.

Other Program Integrity Measures to Consider

Participation in the Medicare is a privilege for providers of services. It represents a

fiduciary duty to uphold the standards of participation every day and fully stay in compliance

10
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with all rules and regulations. Unfortunately, Medicare has been harmed by a few providers in
all Medicare sectors that abuse that privilege and wrongfully drain limited Medicare
resources, NAHC has maintained a zero tolerance approach to such providers since its
inception in 1983. Over the years, NAHC has contributed new and constructive approaches to
program integrity in Medicare home health services. For example, it was NAHC’s concept of
a provider cap on outlier payments, instituted by CMS and codified into law in the ACA, that
closed down the fraudulent operations in South Florida where more than half of the nation’s
home health outlier payments went between 2008 and 2010. NAHC also advocated for the
institution of a targeted new provider moratorium. CMS has now implemented such moratoria
in several geographic areas that had evidence of abusive practices.

NAHC believes that the best program integrity measures are those that prevent fraud,
waste and abuse in the first instance and stop it as quickly as possible when it exists. Most of
the offending home health agencies involve new entrants into Medicare. As such, the best
anti-fraud measures stop those behind those criminal schemes from getting into Medicare at
all. In that regard, NAHC has proposed the following program integrity improvements:

1. Requiring owners and administrators of home health agencies to undergo criminal
background checks. Service staff currently is subject to such checks, but not the
individuals who employ them and control the financial relationship with Medicare.

2. Subject new providers to a probationary period in their Medicare participation that
allows Medicare to terminate that provider easily if evidence of noncompliance
surfaces during that probation.

3. Require that claims for new providers be subject to pre-payment review during the

first 6-12 months of Medicare participation.

11
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4. Establishing a credentialing standard for owners and administrators that validates
whether they possess sufficient competencies to manage compliant Medicare
participation.

5. Require corporate compliance plans consistent with the OIG model for all home
health agencies.

These are among the constructive program integrity proposals that NAHC has advocated for
many years. We are ready, willing, and able to discuss these in-depth with the Committee.

NAHC sincerely appreciates the Subcommittee’s evaluation of proposed reforms to

the physician face-to-face encounter law. We also greatly appreciate the opportunity to submit
this statement.

If you have any questions on this statement or the issues and concerns with the

Medicare face-to-face physician encounter requirements, please contact William A. Dombi,

Vice President for Law at wad@nahc.org or 202-547-7424.

12
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Vistting Nurse Associations of America

/(-:.——"-
Statement for the Record
Submitted to
U.S. House of Representatives Committee on Eneérgy and Commerce
Subcommittes on Health
Hearing on Examining Potential Ways to Improve the Medicare Program
Thursday, October 1, 2015
By
Tracey Moorhead, President and CEO
Visiting Nurse Associations of America

The Visiting Nurse Associations of America appreciates the opportunity to submit this statement on
examining potential ways to improve the Medicare program to the Subcommittee on Health of the U.S.
House of Representatives Committee on Energy and Commerce.

The Visiting Nurse Associations of America (VNAA} Is a national organization that supports; promotes:
and advances mission-driven, nonprofit providers of home and cormmunity-based health care, hospice
and health promotion services. VNAA represents over 140 home care agencles in over 40 states: As
safety net providers, VNAA members provide care toall patients regardless of theirability to pay or the
severity of their iliness and serve a mixture of Medicare, Medicaid, privately insured; and uninsured
patients.

VNAA members provide high-quality patient-centered care at home as well as offersupport for family
caregivers. Qur members serve the most clinically complex and vulnerable patients who will benefit
from care delivered in the home, and play a critical role in coordinating medical and social services for
patients. VNAA members are also active participants in new care delivery models that aim to improve
accountability and improve patient outcomes; including accountable care organizations {ACOs) and
bundling programs, among others.

VNAA members are champions of efforts to reduce waste; fraud and abuse in both the Medicare home
health and hospice programs. Our members support Medicare rules and regulations that reward and
encourage high-quality care and penalize inappropriate or unnecessary care. They specifically support
fraud reduction efforts that are effectively targeted to increase program integrity and efficiently
implemented to prevent against unnecessary administrative burden for participating Medicare
providers.

We appreciate the opportunity to comment on draft legislation authored by Congressman Greg Walden
{D-OR-02). This legislation woukl make important modifications to face-to-face Medicare
documentation requirements for home health services: VNAA thanks the Commiittee for highlighting this
crucial issue that impacts home health agencies and the patients they serve.

Home health agencies are frequently denled payment due to poorly designed and frequently
misunderstood Medicare documentation requirements. Current law requires a physician to document

Visiting Nurse Associations of America

Tek 571-527-1520 | Fax: 571-527-1521 | 2121 Crystal Drive, Suite 750, Ardington, VA 22202 | www.vnaa.org
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that a face-to-face encounter between an authorized provider and a beneficiary occurred in order to
certify eligibility for home health services. This provision is intended to ensure that beneficiaries are

being referred to the most appropriate care setting and to reduce the potential for waste, fraud and
abuse within the home health benefit,

Unfortunately, the rules arcund what information physicians must document have been unclear and
auditors who review the information have applied inconsistent and often conflicting standards on what
is deemed "satisfactory.” This has resulted in negative unintended consequences for providers and
beneficiaries and an unprecedented leve! of home health claim denials.

CMS reported that in 2014, 51.4 percent of home health claims were “improperly paid.” In other words,
while the clalms were paid, CMS estimates that there was a problem with the claim that could warrant
payment denial. Documentation problems were cited as the reason for 89.5 percent of these “improper
payments.” These home health claims accounted for 19 percent of all Medicare improper payments.
This is a significant Increase over the 2010 improper payment rate for home health claims of less than 5
percent. In 2010, only 27.5 percent of the clalms had problems with improper documentation. The
increase in the improper payment rate from 5 percent to 51.4 percent between 2010 and 2014 was due
to implementation of the face-to-face documentation requirement.

VNAA estimates that tens of thousands home health claims have been inappropriately denied due to the
current unclear and unworkable Medicare face-to-face documentation rules. Face-to-face claim denials
are often overturned on appeal; however a significant backlog of appeals remains. Continued unpaid
and unresolved claims — for care that is otherwise medically necessary and appropriate — are making it
hard for hame health agencies to keep thelr doors open, particularly in underserved and rural
communities.

VNAA members have provided the following examples that iflustrate the impact:

An agency In Michigan reported $544,559.45 of claim denlals in 2014 due to the face-to-face
documentation requirement. This number equals 53 percent of the agency’s total Medicare
reimbursement for that year. The agency reported inconsistencies among auditors: for example,
two different auditors reviewed the same documentation for a patient who had two episodes of
care. One auditor accepted the documentation, the other denied the claim. The agency reports
that these problems have strained relationships with physician partners who are frustrated by
Inconsistent documentation standards.

An agency in Connecticut reported spending $175,000 in 2013 and 2014 on staff time and other
resources to manage the face-to-face documentation process.

Another agency in Connecticut reported that auditors denied $190,489 in claims due to face-to-
face in 2014. This agency dedicated two full-time clerical employees and one manager to comply
with the documentation requirements.

An agency in Massachusetts reported that auditors denied $630,000 in claims due to the face-
to-face requirements in 2014, CMS subsequently sent notices to patients that the services were
denied, creating confusion and concern. The agency had to reassure patients and families that
they were not financially liable due to the denjals.
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An agency in Georgia reported $350,000 in claim denials due to lack of consistent and uniform
audit rules. As a result, the agency decided not to file over $5 million in claims because they
were not confident that the physician paperwork would not hold up to audits being conducted
at the time.

The home care community, patient groups and Congress have expressed many of these concerns to the
Centers for Medicare & Medicaid Services {CMS} and yet there Is still no meaningful or workable
resolution. To address this problem, VNAA supports draft legislation authored by Congressman Walden
that would significantly improve the implementation of the Medicare face-to-face documentation
requirements.

The draft legislation clarifies and streamlines the face-to-face documentation rules in order to reduce
the paperwork burden on physicians and home health agencies and reduce the risk of inappropriate
denials of care. It directs CMS to develop a standardized form in consultation with stakeholders to
collect evidence demonstrating that a beneficiary is eligible for home health services. it also provides a
mechanism for home health agencies to resubmit claims that were denied solely due to the current
documentation rules,

A worthy goal of this legislation is to reduce the time physicians must spend on fulfilling the paperwork
reguirements. The legislation will enable physicians to review and approve documentation prepared by
a home health agency, resulting in a more efficient and effective documentation pracess.

Increased education for all parties involved In ordering and managing the home health benefit is
another key component of the legislative draft. The draft legislation would require a new focus on
educating Medicare audit contractors, physicians, and home health agencles to ensure a fair and
uniform application of the streamlined documentation policy. Auditors have been inconsistent with the
application of documentation requirements across the country and education is needed to reduce
inappropriate denials.

VNAA believes the draft legistation will make common-sense improvements to today's unworkable and
administratively burdensome Medicare face-to-face documentation requirements and will ensure
Medicare patients can continue to have access to high-quality Medicare home health services. We
appreciate the opportunity the Subcommittee on Health has given us to share our thoughts on
examining potential ways to improve the Medicare program. If Committee Members or other interested
parties wish to learn more information about face-to-face Medicare documentation requirements,
contact Sarah Bogdan, Director, Legislative Affairs, at $71-527-1533 or shogdan@vnaa.ore.
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PAnited States Denate

WASHINGTON, DC 20510

May 17,2011

Donald Berwick, M.D.

Administrator

Centers for Medicare and Medicaid Services
200 Independence Ave, SW

Washington, DC 20201

Dear Dr. Berwick,

This letter is in follow up to the December 17, 2010 bipartisan Senate letter urging the Centers
for Medicare and Medicaid Services (CMS) to delay implementation of the final rule for section
6407 of the Patient Protection and Affordable Care Act (P.L. 111-148), requiring documentation
of face-to-face encounters prior to certification for home health services. Thank you for your
recognition of the burden that the January 1, 2011, implenientation of this provision would have
created both for providers and Medicare home health recipients, -especially those in rural and
underserved areas. CMS subsequently set an implementation date of April 1, 2011, for this
provision.

We write in follow up to implementation of this provision to express concerns about burdens
these rules impose, especially the documentation requirements; and the potential negative impact
of these rules on access to home health services for Medicare recipients. The documentation
requirements imposed by these rules go beyond the certification requirement in section 6407 of
the Affordable Care Act.

Specifically, we are concerned about the documentation requirements in the rule placed upon
ordering physicians, which are burdensome, duplicative, and impractical for many. doctors,
especially those in rural and undersérved areas. For instance, CMS requires that physicians
complete narvatives describing how the patient’s clinical condition observed during the
encounter supports the patient’s qualification for Medicare-covered home health services, The
physician who conducts the encounter and certifies the patient’s. eligibility for home health
services must record and sign a detailed face-to-face narrative directly on the home health
certification or review and sign required encounter information extracted. from his or her record
by his or her own staff. Furthermore, only the physician may document the required narrative
for face-to-face encounters made by non-physician. practitioners. Failure to complete this
narrative results in non-payment for the home health services. Physicians with multiple potential

home health patients would be especially burdened by this requirement, which is also time
consuming.
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In addition, this documentation requirement is duplicative. Physicians record patient’s
homebound status and condition on multiple forms, including the patient’s medical records as
well as the patient plan of care. While we understand that CMS allows the physician fo attach
existing documentation to the certification, this approach still inordinately increases paperwork
burdens for already overstretched physicians.

I consideration of the burden this requirement places upon physicians, we ask that you consider
climinating the narrative requirement and accept the physician’s sworn certification. of the
patient’s need for home health services in Heu of this, or alternatively, permitting the use of the
model Physician Certification and Plan of Care (formerly Form 485) to meet the documentation
requirements in lieu of the narrative.  Alternatively, we ask for your consideration that non-
physician practitioners and home health agency health professionals be allowed to complete the
form for patient history and need for services, provided the physician acknowledges the clinical
finding and certifies the need for home health services with his or her signature,

CMS allows physician staff, hospital staff; nursing home personnel, and virtually everyone else
to transpose physician assessments and other clinical information for the physician 1o sign off on.
Further, in all other care settings there is no requirement that prohibits a professional health care
provider such as a nurse or therapist from working in collaboration with the doctor on patient
care and documientation, These professionals put their licenses on the line if ‘they improperly
document. There is no evidence that these professionals breach their responsibilities to a degree
that warrants prohibiting them from the same allowances afforded to other providers.

Without the easing of these documentation réquirements, there will be a regative impact. on
home health recipients’ access to home health providers and home health care. Physicians. will
be discouraged from accepting home health patients, and therefore, hospital discharges will be
delayed and/or patients will be sent to post-acute institutions, which entail higher costs for the
patients and Medicare. Some patients in rural and underserved areas may be unable to access
providers to certify their eligibility for home health services, thercfore, going without the needed
home health services that several surveys have shown that the majority of seniors prefer over
institutional care.  In addition, small home health agencies and non-profits will be
disproportionately impacted by these requirements. According fo a recent survey, home health
agencies report that after educating physicians on the requirement, 46 percent have indicated that
they. will refer patients to other care settings instead of home health care. This means patients
wiil be steered to more costly institutional care that would result in poorer clinical outcomes for
the patients.

These requirements place a disproportionate impact on vulnerable patients and perpetuate the
bias towards institutional care. We ask that CMS consider the above-mentioned alternatives to
the burdensome and duplicative requirements of section 6407 and encourage continued access to
home health services for Medicare recipients. Thank you for your consideration.

it s tollic

Maria Cantwell Susan Collins
U.S. Senator 1).8. Senator
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@uongress of the United States
Washington, BE 20515

September 17, 2013

Ms. Marilyn Tavenner
Administrator

Centers for Medicare and Medicaid
7500 Security Boulevard
Baltimore, MD 21244

Dear Administrator Tavenner;

On behalf of the home health provider community in our respeciive states, and the
millions of elderly and disabled individuals that receive vital home health services from these
mission-driven providers, we write to ask for your involvement as we address an expensive and
unnecessary regulatory burden that is a barrier to patients receiving home care services.

As you know, under the Affordable Care Act (ACA), Congress included a provision
aimed at increasing collaboration between home health agencies and physicians. This provision,
implemented by the Centers for Medicare and Medicaid Services (CMS), is known as the Face-
to-Face (F2F) Encounter Requirement. While we support the need for direct encounters between
patients and physicians to occur, the current regulations contain complicated, confusing, and
overlapping documentation requirements that exceed the intent of the law passed by
Congress. These requirements have imposed a significant burden on home health providers and
physicians in our districts.

As implemented by CMS, physicians are now required to document, sign and date an
additional form with a narrative of the patient’s condition in order to justify home care services.
Home health agencies must obtain this signed form prior to billing for Medicare home health
services. We are uncertain why this method for implementing the F2F requirement was chosen.
Prior to billing for Medicare home health services, home health agencies already must obtain a
signed and dated form from the physician which outlines the full plan of care for the
patient. This comprehensive form, known as the 485 form, includes the complete plan of care
outlined by the physician (for nursing, therapy, aide and all other services needed by the patient),
which will be delivered by the home bealth agency. We have heard from home health agencies
that believe as a consequence, these new forms are counterproductive to the underlying F2F
intent.

Across the country providers are reporting that the net effect of the current regulatory
scheme has been to increase the paperwork burden and cost to home health agencies which are
struggling to- comply with this regulation; possibly even adding a disincentive for physicians to
recommend home health services,

Within all relevant rules and regulations we ask that CMS consider modifying this
requirement to allow that the F2F mandate is met through the completion and collection of the

PANTED ON RECYCLED PAPER
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separately signed and perhaps modified 485 form. Given the importance of this issue, and our
shared commitment to fostering the increased use of cost-effective Medicare home health
services, we Jook forward to working with you on this.

Sincerely, )
om Reed Paul Tonko
Member of Congress Member of Congress
Robert Andrews

Mermber of Congress

S

Jim Gerlac

Membeg of Congress

Member of Congr
Ralph Hall Aﬂy Schwa
Member of Congress Member oRCgngress
eter King Kathy Cas r

Member of Congresy)

“Glenn Thompson ‘ Ben Ray Lujé%

Member of Congress Member of Congress

Member of Congress
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Todd Rokita
Member of Congress

Mémber of Congress

Doug Lambdmn
Member of Congress

g{Walter Jone.s'A

Member of Conggess

~

of Congress

Bill Shuster
Member of Congress

-

Kevin Cramer

Michael Fitzpatrick
Member of Congress

% //}wawlew

nnelee
Member of Congress .

&v‘v& 35

Brian Higgins
Member of Congress

Joe Courtney !
Member of Congress

ﬁfs Clarke

Member of Congress

Julia Brownley
Member of Congress

EW:M&MA:%

Michelle Lujan Grisham
Member of Congress

G4t

Meinber of Congress

Tim Bzzzop’g
Megber of Congress

bef of Congress

Nick Rahall
Member of Congress
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Lou Barletta Ann M, Kuster ¥
Member of Congress Member of Congress
lown

“Jerrold Nadler
Member of Congress

Tom Cotton
Member of Congress

rald Connolly
Member of Congress

Mike MelIntyre

Member of Congress Member of Congress
Qe Fe
atrick Mechan John Tierney g
Member of Congress Member ofgongress
Charles W. Dent Colleen Hadabusa
Member of Congress Member of Congress

Niki Tsongas ‘ L//ﬁ'ibio Sires
Member of Congress Member of Congress

st

Joseph Kennkdy
Member of Congress

y arc Veey /
Member of Congresd

Meniber of Congress
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Coitp el o,

Carotyn McCarthy Rau! n_]alva
Member of Congress ber o Congres

roly| aloney
Member of Ccngres@

Lynn Jenkins Susan Brooks
Member of Congress Membet of Congress

%A/{%

Richard Hudson ¥ Ty

Emtber of Congress Member of Congress
Peter Weich Tim Murphy
Member of Congress Member of Congress
Eliot Engel ’ E Steve Womack
Member of Congress Member of Congress

LB, M?&L\
& McKinley
atthew Cartwright

Member of Congress -

Grace Meng

Thomas Massie
Member of Congress Member of Congress
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; Frank Logiondo

Member of Congress
Leonard Lance Elij{o’E. Cummings
Member of Congress Member of Congress

oA it

Robert Pittenger
Member of Congress
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@ongress of the Mnited Slales
Haslington, BE 20515

August 11,2014

The Honorable Marilyn Tavenner
Administrator

Centers for Medicare & Medicaid Services
Department of Health & Human Services
200 Independence Avenue, SW
Washington, D.C. 20201

Dear Administrator Tavenuer:

The availability of home heslthcare sérvices is important to millions of frail elderly and disabled
patients across our nation. It is important that laws set by Congress and rules and regulations administered
by the executive branch take proper care of the issues which affect the access to care for this community.
As such, we write to express our comments on the 2015 proposed Home Health Prospective Payment
System (HIHPPS) rule by the Centers for Medicare and Medicaid Services (CMS) which will be finalized
in the coming months and teke effect on January 1, 2015,

We acknowledge that progress was made towards eliminating the required physician narrative as
part of the Face-to-Face (F2F) requirement in the 2015 proposed HHPPS rule and support the inclusion of
this provision in the final rule, However, concemns remain over the providers and patients whose claims
are still being denied due to an insufficient physician narrative while they wait for the iule to be finalized.
CMS signaled with the proposed rule that it intends to no longer enforce the physician narrative
requirement. Therefore, we urge CMS to suspend audits related to the physician narrative begiming with
the date that the 2015 proposed HHPSS rule went on display (July 1, 2014). Similarly, in light of the
changes announced in the proposed rule, we urge CMS to establish a process that would alfow providers
to receive full reimbursement if a claim was previously denied for an “insufficient physician narrative.*

As Representatives concerned about the impact that the final 2015 HHPPS rule from CMS will
have on the ability of the elderly and disabled to receive proper care and treatment through home
healtheare services, we appreciate your attention to this matter.

. Sincerely,
Paul Tonko
Member of Congress
| R o
Greg Wal hn B. Larson
Member of Congress ember of Congress
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ovts 0. Matwy,:

NI, Deoris Matsui
Member of Congress Member of Congress

T Prawnplig

Tim Murphy
Member of Congress

i iy
Lynn Jenkjhis B!HPascxel Jr. %/

Member of Congress Member of Ccmgn ess

Diane Black ityson Y. Schwartz

Mermber of Congress Member of Congress /\

]

Q& ,

Mike Kelly [cte Hastings

Member of Congress " Member of Congress

L]
Tim Griffin
Member of Congress Member of Congress
M St Brww Hes
il Shuster Brian Higgins

Member of Congress Member of Congress
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Chris Giison
Member of Congress

harles W, Dent

Member of Congress

Peter King ;
Mermber of Congress

(SO A

Patrick Meehan
Moember of Congress

Ll BT o

Glenn ‘GT’ Thempson
Member of Congress

Steve Womack
Member of Congress

Mike Coffiman
Member of Congress

Gerald B, Connolly
Member of Congress

vtk ©. Uonke.

veite D, Clarke
Member of Congress

Janies P. McGovefn
Member of Congress
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Wnited Dtates Senate

WASHINGTON, DC 20510

June 25, 2015

Andrew Slavitt, Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MD 212441850

Dear Mr. Slavitt:

The locum tenens arrangement is a longstanding and widespread practice for physicians to retain
substitute physicians in their professional practices when they are absent due to iliness,
pregnancy, vacation or continuing medical education. It is also acceptable for the regular
physician to bill and receive payment for the substitute physician's services as if he/she
performed them him/herself.

Under locum tenens, the patient's régular physician may submit a claim and (if assignment is
accepted) receive the Part B payment for a covered visit of a locum tenens physician who is not
an employee of the regular physician and whose services for patients of the regular physician are
not restricted to the regular physician's offices, if:

. the regular physician is unavailable to provide the visit services,

. the Medicare beneficiary has arranged or seeks to receive the visit services from the
regular physician,

. the regular physician pays the locum tenens for his services on a per diem or similar
fee-for-time basis,

. the substitute physician does not provide the visit services to Medicare patients over a
continuous period of more than 60 days, and

. the regular physician identifies the services as substitute physician services by

entering the HCPCS modifier Q6 (service furnished by a locum tenens physician)
after the procedure code in Item 24d on the CMS-1500 claim form or electronic
equivalent.

Section 1842(b)(6) of the Sacial Security Act allows locum tenens for practitioners identified as
“physicians” under Medicare. Specifically, the following providers may utilize locum tenens
arrangements (when all other conditions are met and within their same authorized scope of
practice):
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. Doctors of Medicine

. Doctors of Osteopathy

. Doctors of Dental Surgery (or of dental medicine legally authorized by the state)
. Doctors of Podiatric Medicine

. Doctors of Optometry

. Doctors of Chiropractic

Physical therapists in private practice, especially those who are in small rural practices throngh
America, have considerable difficulty arranging for substitute care when they need to be away
from the office for health, family matters, or other reasons. Extending the locum tenens
authorization to physical therapists may alleviate this difficulty and enable improved patient
access to therapy services. We introduced a bill, $.313, to allow physical therapists who furnish
outpatient physical therapy services to use locum tenens arrangements for payment purposes in
the same manner as such arrangements are used for physicians.

In the process of determining the cost for the bill, the Congressional Budget Office raised
questions about the utilization of the arrangement under current law. Further, questions were
raised about the development of a ‘cottage industry’ in locum tenens under current law. So
given the importance of the issues raised, we would like to ask you the following:

1. Given that all participating Medicare practitioners are required to have a National
Provider Identifier (NPI), does CMS have any evidence that locum tenens as used by
participating Medicare practitioners under current law have led to an increase in utilization of
services?

2. Does CMS have any evidence of the development of a ‘cottage industry’ relating to the
use of locum tenens under current law by participating Medicare practitioners? If so, does CMS
have any evidence that this is leading to the provision of unnecessary services?

3. Does CMS have any evidence that the use of locum tenens under current law by
participating Medicare practitioners is in any way inappropriate, wasteful or fraudulent?

4. Does CMS lack the authority to properly respond to the use of locum tenens under
current law by participating Medicare practitioners if such utilization was found in any way to be
inappropriate, wasteful or fraudulent?

5. Does CMS have any evidence of currently covered physical therapy services under
Medicare that are not being accessed by beneficiaries because locum tenens arrangements are not
authorized physical therapists?
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Thank you for your attention to this request. Please provide a response no later than Thursday,
July 2. Should you need any further information, please contact Rodney Whitlock (Grassley) at
202 224 3744 or Gillian Mueller (Casey)-at 202 224 6324.

Sincerely,

United States Senator United States Senator

%séﬁ. aM Ro;ert P. éascy, Jr, 3 § 9‘ A
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N C DEPARTMENT OF HE ALTH & HUMAN SERVICES Centers for Medicare & Medicald Services

: JUHMNS ‘~ " Administrator

Washington, DC. 20201

The Honorable Charles Grassley
United States Senate
Washington, D.C. 20510

Dear Senator Grassley,

Thank you for your recesit letter tegarding the use of locum tenens arrangements in the Medicare
program and the focus of S. 313 to extend such arrangements to physical therapists to improve
outpatient access and add flexibility to physical therapy provider arrangements.

We appreciate your questions about the use of locum tenens arrangements, the provision of
unnecessary services, the potential for fraudulent or wasteful behaviors and CMS’s authority to
address inappropriate utilization,

CMS does not have evidence indicating that locum tenens as used by physicians under current
law has led to a general increase in utilization of services or that industry practices generally lead
to the provision of unnecessary services relating to the use of locum tenens, or that the use of
locum tenens under current law in the Medicare program is generally inappropriate, wasteful, or
fraudulent.

We appreciate your interest in assuring CMS maintains the proper authority to respond to any
abuses of locum tenens. To further that, CMS has solicited comments on the policy for
substitute physician billing arrangements in the 2015 Physician Fee Schedule proposed rule, and
we are still in the process of considering comments received on some specific issues.

Thank you again for your letier and please contact me should have you have any additional

questions. I will also provide this response to the cosigner of your letter.

Sincerely,

Andrew M. Slavitt
Acting Administrator
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September 30, 2015

The Affordable Care Act included a provision which simply required that a physician document
that the physician or a non-physician practitioner had a face-to-face encounter with a patient in
order for the patient to qualify for Medicare home health services. The Centers for Medicare and
Medicaid Services greatly expanded the face to face encounter requirements in its
implementation of the regulations, and imposed an additional requirement that the physician also
include a narrative of the face to face encounter in the documentation explaining why the patient
is homebound and why skilled services are necessary to treat a patient's clinical condition. CMS
also required that the physician’s documentation be a separate and distinct section of the
physician’s certification for home health services. CMS changed this regulation in 2015 to
remove the narrative requirement but now requires that the physician’s records contain enough
evidence that the patient is homebound and in need of skilled services.

The face to face requirement has been a challenge since its inception in 2011. Despite recent
changes which alleviated the narrative portion by physicians it continues to create a hardship for
home health agencies but also for patient care. Absolute profit margins in home health are razor
thin and likely going down again in 2016. The administrative burden associated with obtaining a
valid face to face document stretches even the most efficient of home health providers. The
burden falls almost exclusively on the home health agency to educate the physicians and
navigate i.e. chase this paperwork.

Nowhere is this more challenging, administratively burdensome and potentially catastrophic than
in the post acute care discharge arena. As originally conceived, the face to face requirement was
meant to reduce fraud in the billing of home health episodes; so to require this documentation
when the patient has been in the hospital clearly runs counter to the original concept. When the
patient is seen in an acute facility by many health care providers, none of them are likely have a
post-acute role in that patient’s care and are less inclined to assist an agency obtain the face to
face document. Often these patients are not only the most vulnerable but they are the least likely
to be able to obtain the necessary visit with a physician.

We see patients in their home and one of the primary conditions of participation is that the
patient has to be “homebound”. While there is absolutely an allowance for medical visits to that
rule often these patients are unable to make that physician visit. To therefore require them to go
out of the home to obtain a face to face visit makes no logical sense and in too many cases is
impossible, so that patient suffers at home with no care because of a paperwork burden that
benefits no one.

We have examples of this burden daily in our agencies across the west coast and here are a few
short stories.

Salem Oregon: Patient is referred to us as she is discharging from a nursing home. The facility
MD writes the order for home health but is not willing to sign the face to face documentation nor
is he willing to “follow” the patient. The patient has no primary care provider but we find one
willing to accept the patient. The patient is willing to try this new doctor as well and we set an
appointment. Based on the plan we accept the referral and start to see the patient based on the
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original order and plan of care. In this case the patient does not make it to the MD appointment
inside of the 30 day window for various reasons that generally boil down to no clinical reason to
go and the functional and physical burden to go is too much. Our only choice then is to continue
to see this patient pro bono or discharge based on the fact that we do not have a face to face thus
cannot bill the episode.

Alamosa Colorado: Patient is referred to home health but has not seen his doctor in many
months. The patient has agoraphobia and simply cannot get out comfortably. He agrees to make
an MD appointment but is simply unable to keep and make that appointment. The result is he is
not able to get home health because the face to face document cannot be obtained. In this case
he had significant lower extremity pain and needed nursing and therapy guidance but was not
able to obtain it. This is a very rural town and there are no home visits MDs.

Moses Lake Washington: Patient is in a great deal of pain and is generally not mobile. The
patient’s family who has an established relationship with a primary care doctor visits the doctor
and obtains a Home Health referral. We start care based on that referral but need a face to face
document signed. No face to face exists. The patient is not able to go to the doctor without
ambulance transport which he cannot afford and simply cannot agree to. We tried for some
weeks to get this but ultimately the result once again is we have to discharge this patient. In this
case there are home visiting Nurse practitioners in this very rural town here again we face a
barrier because NPs cannot independently write for home health and complete the face to face.

In 2014 and 2015 our company has had over 393 claims denied for inadequate face to face
documentation. Each and every one of these claims had face to face encounter documentation
that was signed by a physician. In most cases, the Medicare Administrative Contractors denied
the claim because they deemed the physician’s narrative inadequate under the regulations. We
have appealed each of these denials and have had many of the denials reversed. To date we have
had only one denied claim upheld at the Administrative Law Judge level of appeal. At present
we have over $1.5 million tied up in appeals of denied face to face encounter claims in various
stages of appeal, many of which are at the Administrative Law Judge level of appeal.

These unfortunate examples take place on a near daily basis in the seven states that | oversee and
across the country. 1 appreciate you reading my stories and would be happy to have any further
conversation on the topic.

Regards,

Jeff Weil, PT

Division VP

LHC group - Western states
Based in Portland, Oregon
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