
 
 

 

 
August 16, 2022 
   
Ms. Chiquita Brooks-LaSure 
Administrator    
Centers for Medicare & Medicaid Services  
Department of Health and Human Services  
Attention: CMS-1766-P 
 
Submitted electronically to: http://www.regulations.gov  
 
Re: CMS-1766-P, Medicare and Medicaid Programs; Calendar Year (CY) 2023 Home Health 
Prospective Payment System Rate Update; Home Health Quality Reporting Requirements; Home 
Health Value-Based Purchasing Expanded Model Requirements; and Home Infusion Therapy 
Services Requirements 
 
Dear Administrator Brooks-LaSure: 
 
On behalf of the Premier healthcare alliance uniting more than 4,400 U.S. hospitals and health systems 
and approximately 250,000 other providers and organizations, we appreciate the opportunity to submit 
comments on the “Medicare and Medicaid Programs; Calendar Year (CY) 2023 Home Health Prospective 
Payment System Rate Update; Home Health Quality Reporting Requirements; Home Health Value-Based 
Purchasing Expanded Model Requirements; and Home Infusion Therapy Services Requirements (CMS-
1766-P)” proposed rule, which was published in the June 23, 2022 Federal Register.  
 
With integrated data and analytics, collaboratives, supply chain solutions, and consulting and other 
services, Premier enables better care and outcomes at a lower cost. Premier plays a critical role in the 
rapidly evolving healthcare industry, collaborating with members to co-develop long-term innovations that 
reinvent and improve the way care is delivered to patients nationwide. Through its Continuum of Care 
division, Premier serves more than 10,000 home health providers and 2,200 infusion providers around the 
country. Below, the Premier healthcare alliance provides detailed comments with suggested modifications 
to the policies proposed by CMS. 
 

HOME HEALTH PROSPECTIVE PAYMENT SYSTEM 
 
In the proposed rule, CMS estimates that Medicare payments to Home Health Agencies (HHAs) in Calendar 
Year (CY) 2023 under the Home Health Prospective Payment System (HH PPS) would decrease in the 
aggregate by -4.2 percent (-$810 million) compared to CY 2022. This decrease reflects the effects of the 
proposed 2.9% home health payment update percentage ($560 million increase), an estimated 6.9 percent 
decrease that reflects the effects of the proposed prospective, permanent behavioral assumption 
adjustment of -7.69 percent ($1.33 billion decrease), and an estimated 0.2 percent decrease that reflects 
the effects of a proposed update to the fixed-dollar loss ratio (FDL) used in determining outlier payments 
($40 million decrease). CMS also proposes a permanent 5 percent cap on negative wage index changes 
(regardless of the underlying reason for the decrease). CMS proposes the repricing method it proposed in 
the CY 2022 home health rule, which calculates what the Medicare program would have spent had the 
Patient-Driven Groupings Model (PDGM) not been implemented in CYs 2020 and 2021 compared to what 
actual home health expenditures were under the PDGM in CY 2020 and CY 2021. Using this method, CMS 
proposes a -7.69 percent permanent adjustment to the 30-day payment rate in CY 2023 to ensure that 
aggregate expenditures under the PDGM would be equal to what they would have been under the old 
payment system. CMS is not proposing a temporary payment adjustment in CY 2023 to retrospectively 
offset for such increases or decreases in estimated aggregate expenditures at this time.  
 
Premier shares the concerns of CMS and many other stakeholders regarding the fiscal instability of HHAs 
resulting from the combined effects of the COVID-19 public health emergency (PHE) and the new PDGM 
that was implemented in CY 2020, just weeks before the PHE began. Given the historic nature of the 
ongoing PHE and its fiscal effects on HHAs, reliable analysis to inform updates to the HH PPS appears to 
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be unattainable at this juncture. In addition to PHE disruptions, Premier is also concerned about the 
negative effects of labor costs and overall inflation on HHAs. Any disruption in payment to home care 
providers is likely to have unintended consequences on direct patient care as HHAs and other ancillary 
providers, such as home infusion providers, are impacted by payment reductions.  
 
We are concerned that the data CMS uses to predict real inflation and labor costs does not reflect current 
landscape realities and will result in a third consecutive year where the payment update is not reflective of 
the actual cost increases HHAs are experiencing now and into the future. These payment cuts come at a 
time when many HHAs are struggling to stay afloat after years of COVID-related financial losses. Premier 
firmly believes increased labor costs are not transitory. Long before the pandemic, many staff were in short 
supply and growing closer to retirement age. For example, according to pre-pandemic research published 
in 2018, healthcare was projected to be short more than one million nurses by 2020 as a result of nurse 
retirements, an aging U.S. population and a stagnant talent pipeline.1 Since that time, the pandemic has 
only exacerbated matters, with more than 500,0000 nurse retirements expected in 2022.2 As talent 
shortages become more severe, providers are paying more to attract and retain scarce staff. These wage 
increases cannot be taken back and have set a new floor.  
 
At the same time, increased costs for supplies, medication, testing, and protective equipment have placed 
additional strains on finances for home health providers. Inflation is being driven by a number of factors, 
including increased costs of raw materials; lockdowns and labor shortages; port closures and product 
backlogs; and increased transportation costs, particularly fuel as a result of the ongoing conflict in Ukraine. 
While inflation affects all industries, the problem is particularly challenging in healthcare. This is because 
healthcare providers operate on fixed reimbursement, with no ability to shift costs to either payers or 
consumers. For instance, Medicare and Medicaid payments, which make up the majority of most providers’ 
payer mix, are only updated once per year. In the meantime, providers must absorb the added costs out of 
existing budgets, which are already strained. 
 
The combined effects of the PHE, increased labor costs, and inflation lead Premier to urge CMS to 
advance a final rule that results in home health payment increases, not decreases, for CY 2023. 
While we applaud CMS for not proposing a temporary payment adjustment for CY 2023 to retrospectively 
offset for increases or decreases in estimated aggregate expenditures, we urge CMS to not finalize the -
7.69 percent permanent adjustment to the 30-day payment rate in CY 2023. Should CMS decide to 
proceed with HH PPS recalibration without further methodological validation, it should advance mitigation 
strategies designed to prevent significant disruptions to patient care and HHA operations. Premier 
recognizes that statutory constraints may limit the actions CMS may take and therefore, we urge CMS to 
continue to monitor the PDGM and make no negative adjustment for CY 2023. Further, CMS should 
not implement any permanent or temporary adjustment until the next calendar year after the PHE 
ends and with at least six months’ notice. At that time, the adjustment should be phased in with a 
limit of no more than 1 percent per year. As CMS has done in the past with historic disruptions to 
providers, we urge CMS to use its discretion to ensure reimbursement predictability so that HHAs can 
continue to care for patients both during and after the COVID-19 PHE. 
 
 

MEDICARE COVERAGE OF HOME INFUSION THERAPY SERVICES 
 

In previous comments on CMS’ home infusion rules (CMS-1689-P, RIN 0938-AT29, CMS-1689-FC, RIN 

0938-AT29, CMS-1711-P, 0938-AT68, CMS-1730-P, RIN 0938-AT-06, CMS-1474-P), Premier has raised 

serious concerns that CMS adopted a narrow and inappropriate definition of “infusion drug administration 

 
1 Zhang, Ziaoming, et al., “United States Registered Nurse Workforce Report Card and Shortage 
Forecast: A Revisit,” American Journal of Medical Quality, 2018, Vol. 33(3) 229–236, 
https://edsource.org/wp-content/uploads/2019/02/Zhang-Daniel-Pforsich-Lin-2017-United-StatesRegistered-Nurse-
Workforce-Report-Card-and-Shortage-Forecast_-A-Revisit.pdf 
2 American Nurses Association, “Nurses in the Workforce,” https://www.nursingworld.org/practicepolicy/workforce/ 
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calendar day” that only reimburses when a skilled professional is present in a patient’s home. The definition 

oversteps Congressional intent in passing the services payment structure in section 50401 of the Bipartisan 

Budget Act of 2018 (BBA) (Pub. L. 115-123) and section 5012 of the 21st Century Cures Act of 2016 

(CURES) (Pub. L. 114-255). It is concerning that CMS continues to move forward with a home infusion 

therapy (HIT) policy that runs counter to the government’s overall goals of moving high quality patient care 

to the most clinically appropriate and less expensive care settings.  

 

Premier is concerned that CMS is making no changes to the home infusion services benefit despite its own 

data, released in January 2022, showing that the HIT benefit has failed to attract a sufficient number of 

providers to ensure equitable access to HIT services and that a shockingly low number of beneficiaries are 

accessing this important benefit.3 The CMS report finds that only 40 providers billed for HIT services in the 

first quarter of 2021, despite that there are almost 1,000 home infusion pharmacies; 11,000 home health 

agencies and a significant number of other providers that have the ability to provide these services. 

Similarly, with the large number of patients who can benefit from HIT, the report showed that fewer than 

1,300 patients were billed for HIT services in each quarter that the data was collected. Further, no other 

payors – commercial, Medicare Advantage or the Veterans Administration – require a professional to be 

physically present in the home to reimburse for a patient’s HIT services. Clearly, the Medicare HIT benefit 

must be revised to ensure patient access and to conform with Congressional intent.  

 

Premier repeats its call for CMS to revise its existing definition of infusion drug administration 

calendar day to allow for reimbursement of home infusion professional services each day that an 

infusion drug physically enters the patient’s body, irrespective of whether a skilled professional is 

in the individual’s home.  

 
EXPANDED HOME HEALTH VALUE BASED PURCHASING MODEL 
 
In the rule, CMS proposes changes to the Expanded Home Health Value-Based Purchasing (HHVBP-E) 

model that would revise certain time period definitions, revise the HHA baseline year, and change the 

model baseline year. Premier commends CMS for advancing the HHVBP-E which establishes 2023 as 

the initial performance year for all HHAs. A critical component to improving quality and reducing 

healthcare costs for all Americans is to allow providers to develop innovative approaches for delivering 

care in value-based arrangements. The coronavirus pandemic has showcased that a fee-for-service 

system (FFS) is unable to adjust to meet healthcare demands, with provider viability tied to 

volume rather than value and severe limitations on the ability to innovate care. According to a 

Premier survey, leading health systems and providers operating in value-based models had a head start 

over other providers in adapting care.4 Moreover, providers in the most advanced value-based 

arrangements (i.e., global budgets and capitation) were able to avoid financial challenges that many other 

providers faced.  

 

We are now at a critical juncture in which we must rapidly scale alternative payment approaches that 

allow providers to be in the driver’s seat of care transformation. Providers with their local roots 

and direct role in care delivery are best situated to design population health solutions that are 

targeted to the needs in their communities, including addressing health equity. Moreover, moving 

from fee-for-service to value shifts the fundamental incentives from reactive, sickness-based care to 

 
3 CMS and Abt Associates. Home Infusion Therapy Monitoring Report. January 2022. 
https://www.cms.gov/files/document/hit-monitoring-report-january-2022.pdf 
4 Premier Inc. Survey: Clinically Integrated Networks in Alternative Payment Models Expanded Value-Based Care 
Capabilities to Manage COVID-19 Surge. May 2020.  https://www.premierinc.com/newsroom/press-releases/premier-
inc-survey-clinically-integrated-networks-in-alternative-payment-models-expanded-value-based-care-capabilities-to-
manage-covid-19-surge 
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proactive, wellness-based care.  Without this change, the incentive to achieve health equity is significantly 

undermined. 

 

This will require new partnerships between payers and providers that incent providers to be responsible 

for the quality and cost of care. We request that the Administration articulate a vision for the movement to 

value. When providers have a clear plan for moving to new models, they work aggressively to succeed in 

the model and more rapidly advance to the risk-bearing model. We provide the following 

recommendations that are central to a vision for accelerating the movement to value: 

 

• Ensure a level playing field. We must recognize that the market forces in each region will define 

which types of entities are best suited for various functions such as financial risk management, 

benefit design and care management. A truly competitive environment is one in which providers 

can form unique arrangements and partnerships to best serve their populations. We must avoid 

approaches that advantage one provider type or risk-assuming entity over another. Moreover, we 

must unleash potential for providers to truly innovate care by providing flexibilities and incentives 

that are equivalent to those that plans in Medicare Advantage (MA) receive. Innovating care 

requires flexibility beyond what is currently allowable in FFS, yet current models have provided 

minimal flexibility. Providers are well suited to design unique care approaches for their population. 

When managing total cost of care, the FFS program integrity concerns are mitigated.  

 

• Provide adequate reimbursement in APMs. Current approaches in alternative payment models 

(APMs) create a race to the bottom where providers must achieve year-over-year savings. A new 

paradigm is needed where benchmarking approaches are sustainable long-term (e.g., designing 

benchmarks that reduce spending trend rather than year-over-year savings), address unique 

population challenges (e.g., approaches specific to rural health providers) and incorporate non-

medical costs that can address social determinants of health.  Moreover, there must be 

comparability between MA and risk adjustment in Medicare alternative payment models. 

 

• Continue incenting providers to adopt risk-based arrangements. The bipartisan Medicare 

Access and CHIP Reauthorization Act of 2015 (MACRA) established incentives for clinicians to 

adopt APMs.  While MACRA spurred APM adoption, we have not achieved the movement to 

value we once hoped due to a slow rollout of new models, slow uptick by private payers, and a 

shift in focus to the pandemic. Because of the pandemic, CMS cancelled application opportunities 

and delayed the start of several models. The bonuses should be extended, and other incentives 

should be put in place to encourage APM adoption. For example, the ACA and MACRA 

established programs that precipitated tremendous gains in quality and patient safety by holding 

providers accountable. As we renew focus on quality and patient safety with progress towards 

more interoperable data, we must shift incentives in those programs to encourage APM adoption. 

Additionally, we should consider other FFS incentives such as exempting providers participating 

in models from new FFS-centric payment cuts and incenting other providers to adopt APMs. For 

these reasons, we urge CMS to work with Congress to implement the Value in Health Care Act of 

2021 (H.R.4587), which would make needed reforms to strengthen Medicare’s value-based care 

models and Accountable Care Organizations (ACOs). 

 

• Encourage payers to offer risk-based arrangements. Medicare has been a leader in 

advancing new payment approaches, with some payers following suit. To truly innovate care, we 

must rethink the roles and responsibilities of payers and providers. Payers have critical functions 

(e.g., claims processing, marketing) but are unable to innovate the care delivery process. We 

must give providers tools to change care delivery through new payment arrangements. The 

federal government should work with states and the private sector to spread the movement to 
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APMs. For example, HHS could support states in incentivizing state Medicaid managed care 

programs to enter into more APM arrangements with providers, rather than remaining on a FFS 

chassis.  Moreover, CMMI must scale some models to create direction and permanence for 

providers and for private insurers to also scale, creating uniformity across the healthcare 

landscape. Also, while we applaud CMS and the Office of Inspector General (OIG) for making 

strides to reform regulations governing Stark Laws and the Anti-Kickback provisions to better 

support our changing healthcare system, the rules are still constrained within the confines of a 

statutory framework that was designed to address vulnerabilities in a fee-for-service system. We 

encourage CMS to work with Congress to pass needed legislation that will provide the regulatory 

flexibility needed to support greater participation in value-based care models.  

 
 
HEALTH EQUITY IN THE HOME HEALTH QUALITY REPORTING PROGRAM (HH QRP) 
 

CMS continues to seek input on addressing disparities across the CMS quality programs. In the proposed 

rule, CMS seeks input about approaches to identifying healthcare disparities in quality reporting and value-

based purchasing programs, including the HH QRP. In response, Premier provides the following principles 

that are stratified into five key categories. 

 

We recommend that all efforts to stratify measures by race, ethnicity and social factors begin with 

confidential reporting and appropriate risk adjustment to account for factors associated with 

outcomes that cannot be addressed by providers. We must avoid a perverse cycle, wherein certain 

policies – such as public reporting of stratified quality data – discourages beneficiaries from visiting 

providers that care for patients in marginalized communities, subsequently leading to unequal care for those 

patients due to lack of equal resources to treat them. It is critical that information publicly shared on 

disparities in care is accurate and can be understood by consumers. Moreover, while stratification and 

comparing providers with similar populations helps identify opportunities for improvement, it does not 

provide providers with all the tools necessary to address any underlying factors contributing to health 

inequities. These efforts must be combined with a broader set of supports to enable providers to 

respond to disparities in care, such as learning networks and data on available community support 

services. Finally, we must recognize the challenges of stratifying measures that do not have adequate 

sample size. CMS must recognize the need for increased patient-level data and the associated burden to 

collect and report that information. Overall, we support the principles outlined for stratifying measure 

results and offer additional perspectives on each principle below. 

 

Goals and Approaches for Measuring Disparities using Stratification. CMS has discussed the within- and 

between- provider methodological approaches for comparing measures results. We support using both 

approaches, which has also been recommended by the Assistant Secretary for Planning and Evaluation. 

 

Selecting and Prioritizing Measures for Disparity Reporting. CMS has discussed measures that could be 

prioritized including existing measures; measures with identified disparities; measures with reliable and 

representative comparisons; and outcome, access and appropriateness measures. We agree with these 

principles and encourage CMS to be transparent about why certain measures were selected for disparity 

reporting. CMS should use its existing processes (e.g., NQF endorsement, Measures Applications 

Partnership, and Notice of Proposed Rule Making) to seek stakeholder input before measures are stratified. 

Additionally, as we note above, CMS should first employ confidential reporting and seek additional feedback 

prior to public reporting. 

 

Social Risk Factors and Demographic Data Collection. CMS notes that patient reported data is the gold 

standard and discusses other potential data sources, including billing and administrative data, area-based 
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indicators of social risk and demographics, and imputed sources of social risk and patient demographics.  

Health systems are currently capturing sociodemographic data, but this information is not easily translatable 

for CMS purposes. For example, despite an available framework for mapping the more than 900 race 

ethnicity codes provided by the CDC to the OMB, race and ethnicity codes captured in the electronic health 

record (EHR) cannot be consistently mapped. This is a result of lack of use of standard taxonomies—in 

part by the EHRs and in part by the providers to allow the category selections to align with how their 

populations would like to report information. Similarly, there are an abundance of tools to screen for social 

determinants of health (SDOH) with underlying definitions for certain social risk factors (e.g., food insecurity) 

significantly varying even when the same tool is used by different providers. Further, we encourage CMS 

to develop capabilities to distinguish and reconcile data from different sources, including those from provider 

and payer records.  

 

The Agency for Healthcare Research and Quality (AHRQ) has found that one of the biggest barriers most 

health systems face in improving quality and reducing disparities within their own walls is systematically 

identifying the populations they serve, addressing the needs of these populations, and monitoring 

improvements over time. AHRQ further found that the principal challenges in obtaining race, ethnicity, and 

language data for use in quality improvement assessments include a lack of standardization and 

understanding of why the data are being collected. 

 

We ask that CMS make a concerted effort to advance standards for the collection of socio-

demographic information, using existing tools such as the United States Core Data for 

Interoperability (USCDI), Z-codes, HL7 and Fast Healthcare Interoperability Resources (FHIR) 

standards. As we note above, CMS needs a coordinated approach for using sociodemographic data for 

numerous purposes including payment and quality. This coordinated approach requires significant input 

from providers across the continuum, vendors, payers, and suppliers. We recommend that CMS convene 

a dedicated Task Force or Expert Panel of stakeholders to support advancing standards and 

collection of socio-demographic factors. 

 

We do not support the use of indirect estimation techniques due to data inaccuracy. Health systems 

are currently collecting self-reported sociodemographic data from their populations through a variety of 

methods. Inaccurate measure stratification can disrupt ongoing efforts to improve disparities in care. 

Instead, we urge CMS to rapidly and meaningfully pursue efforts to improve access to directly 

collected race and ethnicity data from self-reported sources. 

 

Finally, we support using area-based indicators of social risk as an initial step in communicating 

confidential feedback to providers. As noted above, health systems are currently working to identify 

disparities in their populations. Having measure rates using area indices will allow providers to compare 

their own stratified results to stratified results based on the area indices. This provides valuable information 

on how provider population or performance may vary from the region. 

 

Identification of Meaningful Performance Differences. CMS notes several approaches for detecting 

meaningful differences in stratified results. As we note above, we encourage CMS to approach stratification 

of measures results similar to approaches used for collection and reporting of all measure results. CMS 

should convene a Technical Expert Panel. 

 

Reporting Disparity Results. CMS states a goal of confidential reporting to providers for new programs and 

measures. We agree with this approach and reiterate that CMS should seek stakeholder input prior 

to public reporting. 
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CONCLUSION  
 

In closing, the Premier healthcare alliance appreciates the opportunity to submit these comments on the 
“Medicare and Medicaid Programs; Calendar Year (CY) 2023 Home Health Prospective Payment System 
Rate Update; Home Health Quality Reporting Requirements; Home Health Value-Based Purchasing 
Expanded Model Requirements; and Home Infusion Therapy Services Requirements (CMS-1766-P)” 
proposed rule. Premier looks forward to working with CMS and other stakeholders to develop reforms that 
meet the agency’s goals and are appropriate for beneficiaries and providers. 
 
If you have any questions regarding our comments or need more information, please contact Shara Siegel, 
Director of Government Affairs, at shara_siegel@premierinc.com or 646.484.0905. 
 
Sincerely,  
    

 
 
Soumi Saha, PharmD, JD 
Senior Vice President of Government Affairs  
Premier Inc.  
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