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June 3, 2021 

Chiquita Brooks-LaSure 

Administrator 

Centers for Medicare and Medicaid Services  

7500 Security Boulevard, Baltimore, MD 21244 

Re: AHCA Response to Notice of Proposed Rulemaking -- Medicare Program; Prospective 

Payment System and Consolidated Billing for Skilled Nursing Facilities; Updates to the 

Quality Reporting Program and Value-Based Purchasing Program for Federal Fiscal Year 

2022. CMS–1746–P 

Dear Administrator Brooks-LaSure: 

The American Health Care Association and National Center for Assisted Living (AHCA/NCAL) 

represents more than 14,000 long term and post-acute care facilities, or 1.07 million skilled 

nursing facility (SNF) beds and more than 280,000 assisted living beds. With such a membership 

base, the Association represents the majority of SNFs and a rapidly growing number of assisted 

living communities.  We appreciate the opportunity to provide comments on the “Prospective 

Payment System and Consolidated Billing for Skilled Nursing Facilities; Updates to the Quality 

Reporting Program and Value-Based Purchasing Program for Federal Fiscal Year 2022” (SNF 

Proposed Rule, CMS-1746-P).   

We would like to thank you and the CMS team for the Patient-Driven Payment Model’s (PDPM) 

patient-centered focus.  Without PDPM’s focus on patient characteristics and related shift away 

from service-based metrics, specifically therapy minutes, we believe delivering care in the 

COVID-19 crisis would have been almost impossible.   

Additionally, we greatly appreciate your significant efforts and the CMS team’s hard work to 

free up resources and provide flexibility to SNFs during the COVID-19 pandemic.  Specifically, 

we have appreciated the Section 1812(f) and Section 1135 waivers and related flexibilities.  

CMS also has provided waivers for IMPACT Act Quality Reporting Program measures and SNF 

Value-Based Purchasing (SNF VBP) data and we appreciate this flexibility, as well.  While 

AHCA and our members remain focused on maintaining high quality of care for patients, we 

encourage CMS to maintain these flexibilities through the end of Public Health Emergency 

(PHE).   
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While all NPRM provisions are important to the profession as we transition out of the pandemic 
and into post-pandemic recover, we heavily focus on the proposed party adjustment.  We 
appreciate CMS’ thoughtful approach to analysis of a possible parity adjustment as well as the 
proposed glide path options to implement a possible parity adjustment.  In brief, the 

Association’s approach to assessing COVID-19 impacts on PDPM found more far-reaching 
COVID-related implications on PDPM compared to CMS’ approach.  We also offer more 
detailed comments on Market Basket Revising and Rebasing with particular focus on both in -
house and contracted labor as well as proposed additions to the SNF Value-Based Purchasing 

Program.  
 

 

Conclusion 

We offer these comments constructively and collegially. AHCA stands ready to work CMS and 
other SNF stakeholders on COVID-19 as well as other SNF payment and quality efforts.  AHCA 
is eager to schedule time for our members, staff, and researchers to speak with CMS staff to 
provide in-depth explanations of our work and to discuss how we collectively can achieve CMS’ 

goals associated with a new SNF payment system.  Please contact Mike Cheek at 
mcheek@ahca.org with questions or requests for additional information. 

 

 

 

 

 

 

 

Sincerely,  
 

 
 

Mark Parkinson 

CEO/President  

 

CC:  Cheri Rice, Acting Deputy Administrator and Director, Center for Medicare 

Ing-Jye  Cheng 

Jeanette Kranacs 

Todd Smith 

John Kane

mailto:mcheek@ahca.org


Comment Summary 

Advancing Health Information Exchange (HIE):  AHCA continues its support for CMS’ 

ongoing work on HIE both as an overarching effort among all health care providers and among 

post-acute care providers, specifically the IMPACT Act interoperability provisions.   

Comment/Recommendation:  AHCA supports such efforts and calls on CMS to support AHCA 

in its work with Congress on technology funding possibly included in the in-development 

Infrastructure legislation.  Detailed comments on the SNF QRP interoperability RFI may be 

found on page 22.

Future of the Forecast Error:  This year, the forecast error adjustment had a significant negative 

impact on the SNF market basket.  However, in the past, the forecast error adjustment has been 

helpful to the profession.  Comment/Recommendation:  In response to CMS’ queries, AHCA 

recommends continuing the forecast error.  Additionally, we propose a specific approach to 

moving the threshold to 1.0 from 0.5.  If our proposed approach to moving to 1.0 is problematic, 

the Association supports leaving the threshold at 0.5.  Detailed comments may be found on page 

4.

Market Basket Revise and Rebase – CMS is proposing to revise and rebase the SNF Market 

Basket following is standard schedule using 2018 data.  Comment/Recommendation:  AHCA 

appreciates and supports CMS’ heightened monitoring for more frequent Market Basket Revise 

and Base efforts to reflect notable changes in SNF operating costs such as those associated with 

COVID-19.  The Association supports CMS’ addition of a price proxy which reflects the cost 

personal protective equipment.  We also urge CMS to explore temporary more heavily weighted 

Market Basket adjustments to account for significant COVID-driven cost increases for both in-

house and contract labor costs as well as capital costs in the short term and to revise and rebase in 

FY23 to assess ongoing increased labor costs – both in-house and contract labor. Detailed 

comments may be found on page 6.

Wage Index, Consolidated Billing and Case Mix Adjustment: CMS discusses is approach to 
Wage Index and explains change to Consolidated Billing and related changes to Case Mis 
Adjustment in response to federal law, CMS is removing Blood Clotting Factors from the Part A

bundle.  Comments/Recommendations:  Regarding Wage Index and Consolidated Billing, AHCA is 
requesting information and a dialogue with CMS on these topics.  Regarding Case Mix, when removing the

costs associated with Blood Clotting Factors from the Part A bundle, CMS used a methodology 

resulting in a negative payment adjustment of 0.00352.  This adjustment resulted in a total 

reduction in spending of $1.2 million.  CMS could have used an adjustment of 0.004551 resulting 

a reduction of $1.5 million in payments under the Nursing and Non-Therapy Ancillary (NTA) 

components.  AHCA appreciates and supports the methodology that resulted in the 0.00352 

adjustment. Detailed comments may be found on page 7 -9.

Parity Adjustment.   CMS believes its budget neutrality factor may not have been adequate to 

ensure a budget neutral transition from RUG IV to PDPM.  To account for COVID impacts, 

CMS used claims data to remove patients with a COVID diagnosis and/or patients with a PHE-

related waiver code on claims.  Comment/Recommendations:  AHCA analysis resulted in 

identification of what the Association believes are far broader COVID impacts on PDPM than  
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those framed in CMS’ claims-based analysis.  We offer two observations.  First, without a 

COVID-19 specific diagnosis code available before April 2020, CMS methodology may be 

missing COVID cases from the January – March 2020 timeframe.  When analyzing year-over-

year trends in MDS diagnoses, AHCA observed a substantial increase in the percentage of 

assessments with a non-specific respiratory diagnosis for January, February, and March 2020 

when compared to those months in 2018 and 2019. These early pandemic months were also 

significantly higher in respiratory diagnoses when compared to the rest of FY 2020.  Second, a 

claims-based analysis likely further undercount COVID diagnoses.  Based on claims diagnoses, 

CMS estimated that 9.8% of FY 2020 SNF cases had a COVID diagnosis. MDS data suggests 

this value to be slightly higher, around 10.3%.   

AHCA research also found that the CMS analysis does not account for the impact of COVID-19 

on overall patient mix.  First, the Association suggests that CMS did not adequately account for 

the pandemic’s impact on overall SNF case mix and acuity .  In analyzing average CMIs across 

FY 2020, we observed a notable increase in acuity beginning in April– mainly for SLP and 

nursing components – in patients with and without a COVID diagnosis, suggesting an impact on 

broader patient mix and levels of required care throughout SNFs during this time. Second, a 

smaller than average census year impacts CMI averages.  Finally, the Association observed a 

falling and below average census in SNFs broadly during the pandemic. Smaller volumes will 

impact average CMI calculations and will not be representative of an “average” SNF yea rly 

census.  For these reasons, we believe the necessity of a parity adjust is questionable.  Or should a 

parity adjustment be needed AHCA urges CMS to proposed glide path policy approach outlined 

in the SNF Proposed Rule to combine a delay of at least one year (to FY23) and a phased in 

implementation of the adjustment at no more than one percent per year. Detailed comments may 

be found on page 10 as well as an in depth discussion of our methodology is located in a 
Appendix located on page 38.

SNF QRP. AHCA continues to be a dedicated supporter of approaches to improve quality of care 

and has been and remains a strong supporter of the SNF QRP program. We also have been very 

vocal advocates to CMS and CDC about the need for transparency about infection control and 

COVID-19 vaccination coverage among healthcare personnel (HCP). We agree this information 

is essential for the health and welfare of our residents. Comment/Recommendation:  We have 

identified several concerns with the proposed measures and the statute authorizing the SNF QRP 

program and offer recommendations for next steps.  Detailed comments may be found on page 

17.

SNF VBP. AHCA supports the purpose behind SNF VBP to align reimbursement with quality. 

We appreciate CMS considering the addition of measures that meaningfully represent what 

residents’ value in the care they receive, such as CoreQ customer satisfaction. 

Comment/Recommendations:  We recommend CMS only add a couple of measures to create a 

clear signal and direction for what providers can do to improve patient outcomes. While we are 

optimistic about SNF VBP in future years, we are concerned about the accommodations being 

proposed for FY 2022 because of the impact of COVID-19. For the reasons outlined in the SNF 

Proposed Rule, such as a severe drop in census and rapidly changing clinical guidelines, we  
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agree calculating readmission rates in FY 2020 is not reasonable. We are concerned about the 

proposal to apply essentially a flat 0.8 percent cut across all providers, who do not meet the low 

volume threshold, because of the inability to calculate FY 2020 readmission rates. While this 

seems like a reasonable approach, we think this proposal violates two statutory requirements for 

SNF VBP. The first requirement being SNF performance scores must be ranked from low to 

high. The second being that SNFs ranked in the lowest 40 percent receive a payment rate less 

than  otherwise. It is not clear how the proposed approach is consistent with these statutory 

requirements.  We appreciate that CMS recognized the need to address the impact of the 

pandemic on the measure and provide alternative methods for doing so in the detailed comments 

section, below.  Detailed comments may be found on page 33.
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Detailed Comments 

1. Forecast Error

CMS has asked for comments regarding the possibility of eliminating the forecast error or raising the 

threshold to 1.0 percent from 0.5 percent.  AHCA appreciates the opportunity to comment on these 

options.  AHCA also recommends that these questions above regarding forecast error be revisited in three 

fiscal years and on a regular schedule going forward to ensure the forecast error continues to serve its 

purpose of accounting for macro-economic changes by comparing projected versus actual market basket 

updates. 

Comments and Recommendations 

a. Forecast Error Elimination

AHCA recommends retaining the forecast error adjustment to reflect macroeconomic trends and ensure 

those trends are accounted for in SNF’s net market basket update percentage.  AHCA suggests this 

decision point be revisited in three fiscal years.  

b. Raising the Forecast Error Threshold from 0.5 Percent to 1.0 Percent

AHCA offers two possible approaches to CMS’ proposed threshold change.  The Association proposes a 

preferred more nuanced approach to moving to a 1.0 percent threshold as well as an alternative proposal 

to retain 0.5 should our preferred approach prove problematic.   

i. In regard to our nuanced approach aimed at moving to 1.0, AHCA proposes a two-step test

for applying a forecast error:

- Step 1:  Apply the existing 0.5 percent threshold based upon the most recently available

fiscal year for which there is final data. As under the current policy, CMS then would

apply the difference between the forecasted and actual change in the market basket which

the difference exceeds a specified threshold.  If a forecast error is triggered in Step 1, the

adjustment would be applied the and the threshold  would return to zero; and

- Step 2: If a forecast error is not triggered in Step 1, CMS then would apply a second step

using rolling cumulative data for the projected market basket and a threshold of 1.0

percent.  Under this proposed step, the projected market basket would be a rolling

cumulative figure.  The projected rolling, cumulative market basket would be compared

to the actual market basket.  If a forecast error is not triggered, the cumulative rolling

projected forecast calculations would continue until a forecast error is triggered once a

1.0 threshold is hit.  When a forecast error of 1.0 percent is triggered, a market basket

adjustment of 1.0 percent would be applied and the starting point for the rolling

cumulative projected market basket under, would be reset to 0.0 percent.

ii. In direct response to CMS’ proposed change should the approach above not be feasible,

AHCA recommends CMS retain the current threshold amount for the following reasons: a)



5 
CMS–1746–P 

reduces the array of payment changes and possible payment volatility for SNFs; and b) 

retains sensitivity to macroeconomic factors.   
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2. Market Basket Revise and Rebase

The Association appreciates: a) CMS’ indication that it will monitor the need for more frequent Market 

Basket revising and rebasing based upon unusual circumstances such as the pandemic. AHCA also 

appreciates CMS’ plans to modify the Medical Instruments and Supplies proxy for personal protective 

equipment (PPE).  CMS’ price proxy would include, but not be limited to, face shields and protective 

clothing.   

AHCA is working with its membership on any capital improvement efforts.  As noted below, 

approximately 26% of buildings are 40 years or older and 88% are 15 years or older.  One-time infusions 

from other funding sources, such as the Provider Relief and state decisions on State and Local 

Coronavirus Fund, may help with addressing long-standing capital improvement needs associated in 

addressing COVID and modernization.  However, ongoing funding is needed to maintain and 

continuously update facilities.  We respectfully ask that CMS consider these critical challenges and the 

need up update how our market basket is revised and rebased to aid with these ongoing update funding 

needs.   

Comments and Recommendations 

i. Revise and Rebase Frequency.  AHCA supports CMS’ plans to monitor and revise and rebase

more frequently.

ii. Market Basket Cost Categories, Proxies and Updates.  COVID-19 required SNFs to make

significant changes in operations and resulted in much higher operating costs.  The Association

believes these new cost levels are permanent and are not reflected in the FY18 data or

adequately addressed in the proposed update methodologies.  For FY20, and to-date in

FY21, Provider Relief Fund (PRF) dollars have helped offset some of these health care-related

expenses and lost revenue.  However, the PRF is time limited. At the same time, AHCA

believes COVID-19 will require permanent changes to SNF operations and higher costs which,

after FY21, no longer will be offset by PRF dollars.  Specifically, because of ongoing COVID

challenges associated with variants and unvaccinated persons (e.g., patients, residents, staff,

state and local officials and visitors, COVID mitigation will be an ongoing SNF cost.  To

account for these changes, AHCA recommends that CMS inflate: a) wages and salaries as

well as contract labor; and b) an array of Capital Costs using available FY20 data or

other data sources.  In FY23 or FY24, CMS could update and right size FY22 updates

when new cost levels become clearer.  For FY22, AHCA recommends that CMS:

• Address Higher Wages and Salaries as well as Contract Labor.  We suggest that as a short-

term solution, CMS use available FY20 cost report data to address significantly increased

costs in Wages and Salaries (e.g., in-house labor) and Contract Labor which, due to COVID-

19 were considerably higher in FY20 and 21 and are expected to remain higher in the years to

come. These significantly higher costs are not reflected in the 2018 data.  CMS could adjust

its labor–related price proxy to account for the increase in Agency utilization by using

Payroll-Based Journal (PBJ) data to compare Agency use in 2018 to 2021 to-date (e.g., CMS

terminated the PBJ reporting waiver in June 2020).  CMS then could examine at the wage

rate differential between Agency and Employed Nurses/Aides using the labor data reported
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on Schedule S-3 Part V of the SNF Medicare cost reports.  The greater proportion of Agency 

staff in the PBJ data when  combined with the price differential between Employed vs 

Agency staff would result in an increase in the price proxy for labor (with labor being 

roughly 70% of our cost and the market basket). 

• Capital Costs.  AHCA recommends that CMS also explore inflating an array of Capital

Costs.  Below we offer an array of examples where COVID-19 has resulted in new, ongoing

costs which will not be captured in 2018 data and CMS’ proposed methodology.  Adjustment

for these ongoing costs for the foreseeable future is critical.

a. Electricity and Other Non-Fuel Utilities:  CMS is proposing to include water and

sewerage costs within this cost category and to no longer use the CPI All Urban for

Water and Sewerage Maintenance as was done in the 2014 update to the small size of the

estimated update (less than 0.1 percent).  Due to COVID-19 and monitoring for possible

future surges as non-vaccinated patients are admitted, many AHCA members are

investing in waste-water monitoring systems.  These systems offer early notification of
COVID-19 in a building.  CDC operates maintains a National Wastewater Surveillance

System (NWSS) resource center offering guidance on this monitoring approach.1 AHCA

research found the following costs for a 100-bed facility:

Cost Waste Water Costs for Year 1 – Equipment & Start-Up 

$3,200 Sampling unit 

$1,500 Installation 

$17,000 Weekly testing of C. diff., norovirus, SARS-COV-2, Legionella, and 
(possibly seasonal influenza) 

$500 Alerting 

$1,500 Governmental reporting 

$23,700 Total Year 1 Cost 

Annual costs going forward are estimated at $19,000. 

b. Other Capital, Building and Fixed Equipment – COVID also has created new and
ongoing costs associated with building features all aimed at reducing spread of virus

including air purification and fresh air intake.  The Environmental Protection Agency and

the CDC both areas are highlighted as important tools for combating the virus. 2  Of

importance related to costs, the table below provides an over of average building age,

nationally.

1 https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/wastewater-surveillance.html 
2 https://www.epa.gov/coronavirus/ventilation-and-coronavirus-covid-19 
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Older buildings are far more likely to need upgrades to best address COVID and better 

protect patients, residents, and employees.  In particular, buildings 40 years and older 

(approximately 26%) of buildings are cinderblock increasing costs of making updates and 

improving building safety.  That said, we offer the following observations:  

i. Newer buildings are between 0 and 15 years of age, and we assume the facilities 

have outdoor air, humidity control, and sufficient air balance;  
ii. Intermediate buildings are between 15 and 40 years of age, and we assume some 

but not all of the outdoor air, humidity control, and are balanced but may need 

some replacement or maintenance; and 

iii. Older buildings are over 40 years of age, and we assume most aspects of their 

systems will likely need replacement and/or maintenance.   

 

All costs assume a typical building is a SNF with 100 beds and 100,000 sq ft. These 

estimates are as of May, 2021, but we expect costs to increase by up to 12% over the 

remainder of 2021.   

Indoor Air Quality Update Cost Range  

Humidification $60,000 -- $150,000 
Fresh Air In-take $100,000 -- $180,000 
New HVAC  $1.9 – 2.6 Million  

 

Technology also is critical capital expense.  AHCA supports interoperability and health 

information exchange.  Additionally, AHCA appreciates CMS’ Section 1135 telehealth 

waivers and movement towards making some of these waivers permanent.  Our members 

report notably reduced patient care challenges associated with eliminating the need to 

transport a patient to, for example, a specialist, when telehealth is an option.  

Additionally, broadband also is important for patient connectedness to family members 

and the community via social media enabled in-room devices to mitigate isolation issues 

when infections occur.   

However, costs to improve technology, specifically broadband and wifi capacity, are 

notable.  Broadband installation ranges between $100,000 -- $200,000 pending on the age 

of the building.  Wifi, which is critical for telemedicine is approximately $45,000 for a 

100 bed building.  This cost includes both wifi equipment as well as HIPAA compliant 

telehealth capabilities.  Ongoing costs are estimated at $5,000 per year for equipment 

replacement, software upgrades, etc.   

c. Moveable Equipment – COVID-19 also has resulted in the need for movable equipment 

aimed at sanitization.  Examples include Ultraviolet (UV) light products such as UV 
towers, UV shoe sanitizers, and UV robots.  Costs range from $20,000 to $120,000.   

 

 

State Facility Count 40+ Years  15-40 0-15 Years 

US 15,311 26% 62% 12% 
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3. Consolidated Billing & Unadjusted Per Diems  

AHCA recognizes CMS’ consolidated billing statutory limitations and would like to explore ways to 

address rapidly evolving medical technology, pharmaceuticals, and other goods and services.  

 

Comments and Recommendations  

AHCA appreciates CMS’ swift action removing Blood Clotting Factors (BCF) from the Part A bundle to 

consolidated billing as per the Consolidated Appropriations Act of 2021.  AHCA also appreciated CMS 

use of the methodology resulting in the 0.00352 adjustment rather than the methodology resulting in a 

0.004551 adjustment.  Going forward, AHCA would like to learn from CMS what sorts of advancements 

in medical technology, pharmaceuticals, and other goods and services the agency believes might be 

appropriate for addition to Consolidated Billing.  CMS could collect such information using a Request for 

Information (RFI).  Based on such information, possibly based upon CMS release of RFI responses, 

forums regarding what should be added beyond the Basic Medicare Coverage Criteria.   

 

 

4. Wage Index and Labor Portion 

AHCA respects CMS’ view that the agency does not have the capacity to audit SNF Medicare Cost 

Reports using the same methodology as it uses to audit hospital labor data for purposes of a SNF-specific 

wage index.  Understanding these limitations, AHCA would like to explore the possibility of securing 

additional data and information from CMS so the Association may be helpful with refining the current 

methodology to better target funds in a manner that better reflects the occupational mix and employee 

benefits of the SNF workforce.  This is particularly important because of the increasing challenges 

associated with attracting and retaining clinical professionals, persons who deliver direct care and other 

important SNF workers.   

 

 

Comments and Recommendations  

 

AHCA would like to aid CMS by comparing hospital cost report wage, hour, occupational mix as well as  

employee benefit labor data. We would like to assess the hospital variability to SNF cost report labor 

wage, hour, occupational mix and employee benefit data variability.  We request access to CMS’s 

analytic approach and  access to needed data to conduct such an analysis. This information would enable 

the Association to offer ideas for refining approaches to enhancing the accuracy of SNF Medicare labor 

related payments approach to analyzing SNF costs.  For such an analysis AHCA also respectfully 

requests information on CMS methodology and statistical methods used to analyze SNF costs and apply 

hospital labor related data.  Following AHCA analysis, the Association will request a meeting to discuss 

possible approaches which are feasible for CMS implementation within current statutory requirements.    

for refining SNF approach to analyzing SNF costs.   

 

. 
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5. Recalibrating the PDPM Parity Adjustment (Section V.C) 
 

Key AHCA PDPM Parity Adjustment Recommendations 

• AHCA supports the general CMS approach to exclude claims data from the PDPM 

parity adjustment analysis for: 1) beneficiaries with confirmed COVID-19 ICD-10 

diagnoses, and 2) for patient stays that resulted from use of the COVID-19 QHS or 

benefit period waivers. 

• AHCA believes further refinements to the PDPM parity adjustment approach are 

necessary.   

o AHCA recommends that CMS also use MDS 5-day and interim payment 

assessments (IPAs) during FY 2020 to identify unique beneficiaries not 

otherwise identified on claims data to also exclude them from the parity 

adjustment analysis of claims data. 

o AHCA recommends that CMS further evaluate whether the use of the 

B97.29 ICD-10 code adequately captured all residents with COVID-19 prior 

to April 2020 or if other MDS data can inform data to exclude additional 

claims associated with likely COVID-19 patients from the CMS PDPM parity 

adjustment analysis.   

o AHCA recommends that CMS evaluate the month-to-month component 

CMI trends to identify additional claims that should be removed from the 

PDPM parity adjustment analysis due to COVID-19 factors not currently 

accounted for in the proposed PDPM parity adjustment approach.    

o AHCA recommends that CMS exclude beneficiaries claims impacted by the 

one-time transitional IPA policy from the PDPM parity adjustment analysis 

for stays that initiated prior to October 1, 2019 and continued uninterrupted 

into October. 

• Should any parity adjustment be implemented, Regarding implementing any, AHCA 

urges CMS to use the proposed glide path policy approach outlined in the SNF Proposed 

Rule which would delay of at least one year (to FY23) and phased  implementation of the 

adjustment at no more than one percent per year. 

 

Background 

In the NPRM CMS acknowledges that “FY 2020 was a year if significant change under the SNF 

PPS.  In addition to implementing PDPM, a National PHE for Covid-19 was declared (86 FR 

19986)”.  With this in mind, CMS discusses a methodology for recalibrating the PDPM parity 

adjustment that considers whether any observed case-mix distribution differences from what was 

expected were directly related to the PHE, or whether the observed differences would have been 

present even if the COVID-19 pandemic had not occurred.  In other words, were the PDPM case-

mix weights calibrated correctly in the first place?  CMS solicited comment on whether the PHE 

of COVID-19 impacted the distribution of patient case-mix as well as the Agency’s assumptions 

and approaches to determine whether a parity adjustment is necessary, and if so, by how much. 
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In Table 23 of the NPRM CMS provides evidence that upon the Agency’s analysis of FY 2020 

claim HIPPS codes, the expected and actual observed CMI for each of the five PDPM case-mix 

adjustment components: physical therapy (PT), occupational therapy (OT), speech-language 

pathology (SLP), Nursing, and non-therapy ancillary (NTA) services.  Because of concerns that 

the PHE may have introduced variables not anticipated in the PDPM design, CMS additionally 

analyzed a subset of beneficiary claims not obviously impacted by the COVID-19 PHE.  

Specifically, CMS reports the observed average component CMI for the subset of claims that did 

not contain a COVID-19 diagnosis code (B97.29 or U07.1) or did not have a COVID-19 

qualifying hospital stay (QHS) or benefit period waiver DR condition code.   

Based upon the Agency’s analysis discussed in the NPRM, CMS performed calculations to 

estimate the total payments expected versus actual in FY 2020.  CMS reported that the average 

aggregate spend increased by 5.3 percent for all stays, but that the spend increased only 5.0 

percent after removing claims with COVID-19 diagnoses or reflected stays that occurred because 

of the COVID-19 QHS or benefit period waivers.  CMS suggests that the 5.0 percent figure best 

represents increased payment rates above expected that can be attributed solely to the 

implementation of PDPM and proposes that only these claims would be included in the CMS 

parity adjustment data set.  CMS estimated that this 5.0 percent figure reflects a need for a $1.7 

billion parity adjustment to achieve desired budget neutrality. 

 

AHCA Comments: 

AHCA agrees with CMS that FY 2020 was an extraordinary year of change for SNF providers 

and the beneficiaries they serve both with the implementation of PDPM and the onset of the 

devastating COVID-19 pandemic.  As the agency is aware, AHCA and our members worked 

tirelessly leading up to the October 1, 2019 PDPM implementation to assure the transition was as 

seamless as possible, that providers continued to deliver appropriate care, and patient assessment 

and MDS coding accurately reflected the beneficiary’s clinical conditions so that the appropriate 

PDPM case mix and associated payment rates were identified and paid.    

In early 2020 as the first signs of the COVID-19 pandemic started emerging in SNFs, our AHCA 

member providers started reporting that overall admissions dropped significantly, and the 

patients that remained, including those without COVID-19 were sicker and frailer than the 

“typical” SNF case mix and had more complex care needs.  Specifically, they noted that they no 

longer were seeing post-surgical admissions, and that with many family members now working 

at home during the PHE and able to provide in-home social support not possible before the 

pandemic, more beneficiaries with less complex needs were able to be discharged home directly 

from the hospital.  In addition, an ever-changing array of guidance associated with infection 

control, COVID-19 diagnosis testing, and coding of MDS assessments and claims created much 

uncertainty and volatility in care delivery and coding and billing practices.       
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With this in mind, AHCA appreciates that CMS has made an extraordinary effort at attempting 

to mitigate for the impact of COVID-19 in the Agency’s proposed PDPM parity adjustment 

methodology, particularly with the proposed exclusion of any claims containing a COVID-19 

ICD-10 code as well as exclusion of any claims containing the COVID-19 PHE 5-day QHS and 

benefit period waiver DR condition codes.   

However, we are concerned that additional factors need to be evaluated by the Agency to assure 

that the CMS PDPM parity adjustment methodology truly identifies differences in observed FY 

2020 payments from expected that can be attributed solely to the PDPM design and calibration, 

and not the onset of the COVID-19 PHE or other one-time factors unrelated to the structure of 

PDPM.   

In the attached Appendix we provide an extensive technical analysis and recommendations 

regarding the CMS proposed approach to recalibrating the PDPM parity adjustment.  Below we 

provide a summary of our technical analysis including: 1) our technical analytic approach, 2) key 

observations that support why we believe the CMS efforts at mitigating for COVID-specific 

factors appears to be incomplete, and 3) why we are requesting CMS to take a deeper look at 

specific data that suggests that additional beneficiary claims should be excluded from the 

proposed PDPM parity adjustment analysis before establishing a final determination on whether 

a parity adjustment is necessary, and if so, by how much.            

AHCA Analytic Approach 

Our analysis included attempts at independently replicating the described CMS claims-based 

approach.  Specifically, we reviewed the CMS furnished parity adjustment PDPM Calculator,  

analyzed SNF Minimum Data Set (MDS) data for the entire fiscal year (FY 2020) available from 

the CMS Limited Data Set (LDS) files, and analyzed available CMS LDS SNF claims data from 

the first 3 quarters of FY 2020.  Specifically, the Association explored whether all patients 

impacted by the COVID-19 public health emergency (PHE) or otherwise may have had claim 

rates affected by other one-time factors that were unrelated to the design of the PDPM case-mix 

model.  This included an assessment of the validity of using MDS assessment data to inform 

further modifications of the PDPM parity adjustment approach.   

• We concluded that evaluating MDS data at a more granular level is a valid 

approach to identify data aberrations that require further investigation by CMS 

before finalizing a potential PDPM parity adjustment amount.      

     

Key Observations That Support Why AHCA Believes the CMS Efforts at Mitigating for 

COVID-Specific Factors Appears to be Incomplete 

• AHCA research found that the FY 2020 SNF PPS 5-day and IPA assessments of 10.3 
percent of unique SNF Medicare beneficiaries contained the confirmed COVID-19 ICD-

10 diagnosis codes B97.29 or U07.1, which is higher than the CMS reported 9.8 percen t 

rate obtained from claims.  This may have occurred because the MDS, and not claims  

 

https://www.cms.gov/files/zip/pdpm-parity-adjustment-fy-2022.zip
https://resdac.org/#find-cms-data-file
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diagnosis determine the beneficiary PDPM case-mix group (CMG) and its component-

specific case mix index (CMI), and our analysis of the MDS data indicates that many  

 

SNF residents became confirmed COVID-19 positive during their Part A stay which 

appears to have been reported on IPA assessments, and not necessarily on all claims.   

• AHCA research identified an aberrant spike in the reporting of the nonspecific pulmonary 
diagnoses in MDS items I6200 and I6300 from January through March 2020 that did not 

follow patterns observed in 2018 or 2019, and appears to correlate with: 1) the inability 

of providers to obtain timely COVID-19 diagnostic testing during the early pandemic, 

and 2) restrictive diagnostic coding requirements prior to April 1, 2020 that did not allow 

SNFs to use the B97.29 confirmed COVID-19 diagnosis code, resulting in undercounting 

of COVID-19 cases in early 2020.    

• AHCA research identified an aberrant spike in IPA assessment use in early 2020 prior to 

April 1 that align with the observed aberrant spike in the reporting of the nonspecific 

pulmonary diagnoses in MDS items I6200 and I6300 again suggesting the undercounting 

of COVID-19 cases in early 2020. 

• AHCA research supports the CMS observation that 87 percent of SNF stays during the 

PHE continued to be preceded by a 3-day qualifying hospital stay (QHS), specifically our 

analysis of the FY 2020 MDS admission source item A1800 indicates that SNF 

admissions directly from the community or resulting from “skilling in place” only 

increased by about 16,000 per quarter beginning April 2020.  This suggests that SNF 

providers were extremely judicious in their use of these waivers, and that considering 

these responsible actions, and to best meet Medicare beneficiary needs as the pandemic 

subsides, CMS should extend the QHS and benefit period waivers as long as is statutorily 

possible, and to also seek legislative actions to extend these waivers.     

• AHCA research comparing month-to-month changes in average CMI per PDPM 

component has identified that the average PDPM component CMIs for all admissions 

beginning March 2020 are skewed for the remainder of FY 2020 and that the distortion is 

directly attributed to COVID-19 factors. Additionally, this distortion appears to be 

present in the CMS proposed PDPM parity adjustment claims data set even after 

confirmed COVID-19 diagnosis claims and claims containing the DR condition code 

indicating 3-day QHS or benefit period waiver use were removed.  We believe this is the 

result of CMS assessing annual average component CMIs and not considering month-to-

month CMI changes, which has inflated the CMS estimated PDPM-specific differences 

in expected versus observed component CMIs in FY 2020.  Our results suggest that CMS 

should consider all claims starting March 2020 to be tarnished by the impact of the 

COVID-19 pandemic and be removed from the PDPM parity adjustment analysis.    

 

o AHCA research of the month-to-month MDS item response trends for the 
presence of resident depression in FY 2020 demonstrated a clear COVID-19 

pandemic impact on beneficiaries increasing dramatically starting in March-April 

2020.  This is a likely expected COVID impact regardless of whether a patient  
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had COVID-19 or not given the psychological impacts of fear of the disease as 

infection and death rates grew and increased social isolation became much more 

prevalent due to stringent CMS and CSC infection control requirements and 

family visitation prohibitions.  The elevated rates of depression identified by 

MDS items D0300 and D0600 on the 5-day PPS assessments correlates with 16-

22 percent elevations in the Nursing component rates for these beneficiaries.    

 

o AHCA research of month-to month comparing the four major PDPM clinical 
categories derived from the primary reason for SNF stay diagnosis item I0020B of 

the 5-day PPS assessments between March and April 2020 revealed the following 

that represents a significant shift in SNF case mix at admission distorting CMIs 

from expected under ordinary pre-COVID times that can be directly linked to the 

PDPM pandemic.  

▪ a 63.6 percent decline in Major Joint Replacement or Spinal Surgery 

admissions,  

▪ a 34.9 percent decline in Other Orthopedic conditions, and  

▪ a 20.7 percent decline in Non-Orthopedic Surgery and Acute Neurologic 

conditions. 

▪ In contrast, admissions for the Medical Management condition category 

declined only 0.1 percent. 

 

o AHCA research of overall Medicare unique SNF resident admission trends in FY 
2020 based on SNF PPS 5-day assessments demonstrates a significant census 

drop from 168,490 Medicare residents in March to 148,610 Medicare residents in 

April 2020, or an instantaneous 11.8 percent census cliff corresponding with the 

first major wave of the COVID-19 pandemic.  This admission rate remained 

significantly suppressed for the remainder of the year.  We believe that smaller 

volumes of admissions are more sensitive to case mix fluctuations and are more 

likely to skew average annual CMI calculations.  In other words, they may not be 

representative of an “average” SNF yearly census if not accounted for.  

 

• AHCA research of month-to-month changes in PDPM Nursing component CMIs during 
FY 2020 for patients with a confirmed COVID-19 diagnosis code B97.29 or U07.1 
demonstrated a bizarre pattern with the onset of the COVID-19 pandemic in SNFs, 
revealing a serious design flaw in the MDS isolation coding guidance and PDPM Nursing 

and NTA case-mix component construction to be able to account for the realities an 
infectious disease pandemic.  Specifically, the average Nursing component CMI for 
COVID-positive patients counterintuitively dropped significantly from 2.37 in March 
2020 to a low of 2.15 as the pandemic exploded beginning in April 2020, and the CMIs 

remained suppressed for the remainder of FY 2020.  In contrast, the PDPM payment 
model CMI for patients that had a confirmed COVID-19 diagnosis and were eligible to 
use the MDS O0100M Isolation code qualifying for the ES1 Nursing CMG would have 
been 2.93.  The design flaw is the inability of SNFs to be able to take credit for providing  
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an isolation level of nursing care for confirmed COVID-positive patients during a 
pandemic when a provider is following CMS and CDC infection control cohorting 

guidance in situations where a single-occupancy room is unavailable.  This resulted in a 
perverse payment rate disconnect at the height of the pandemic.  Specifically, our 
analysis suggests that payments for some of the sickest and most complex patients, those 
with confirmed COVID-19 were suppressed and declined to a level much lower than 

would have been expected under normal circumstances at the peak of the pandemic, 
particularly in “hot spots”.  
 

• AHCA research of quarterly trends in the amount of concurrent and group therapy 

services furnished during FY 2020 as a percentage of total therapy minutes furnished 
during the stay was nominal with SLP peaking before April 2020 at 2.35 percent, PT at 
5.62 percent, and OT and 5.59 percent.  This, combined with the CMS reported 

observation that before the PHE about 70 percent of beneficiaries received one-on-one 
therapy throughout their entire stay suggests that there is a finite population of SNF 
residents who would benefit from concurrent or group therapy approaches and that as 
PDPM was implemented, providers appeared to have been judicious in selecting those 

residents that would benefit from this more socialized treatment approach, as well as in 
the amount of concurrent or group therapy furnished during a stay without negatively 
impacting outcomes.      

 

We hope this discussion has been helpful to CMS in determining next steps in the Agency’s 
proposed approach to determining whether a PDPM parity adjustment is necessary, and if so, by 
how much.  For a more detailed analysis of the AHCA analytic approach to respond to the CMS 

Parity adjustment approach proposal, it is in the attached Appendix (see page 35).   

Regarding implementing any, parity adjustment if determined necessary,  AHCA supports 
the CMS proposed glide path policy approach outlined in the SNF Proposed Rule to combine a 
delay of at least one year (to FY23) and a phased in implementation of the adjustment at no more 

than one percent per year. 
 
This approach recognizes the dire financial situation our members and other SNF providers 
continue to face as a result of the ongoing pandemic. Providers are expected to lose $94 billion 

over a two-year period (2020-2021) due to the skyrocketing costs to fight the pandemic. In 2020, 
nursing homes spent roughly $30 billion on personal protective equipment (PPE) and additional 
staffing alone. Declining occupancy has compounded financial challenges. Nursing home 
occupancy declined by 16.5 percent between January 2020 and January 2021. As you have 

shared with us, these universal expenses applicable to caring for all patients are not adequately 
accounted for in the PDPM.  Many providers faced financial struggles even before the pandemic,  
but the situation is becoming more dire, with the industry anticipating record closures. The 
American Health Care Association and National Center for Assisted Living (AHCA/NCAL) 

conducted an analysis that estimated that more than 1,600 SNFs could close in 2021 unless they  
receive additional financial assistance.   
 
 

https://app.bitdam.com/api/v1.0/links/rewrite_click/?rewrite_token=eyJ0eXAiOiJKV1QiLCJhbGciOiJIUzI1NiJ9.eyJyZXdyaXRlX2lkIjoiNjA0YTI2NWUwZWI1MTIzYzg0OTQ3NjcwIiwidXJsIjoiIiwib3JnYW5pemF0aW9uX2lkIjo0NzAwfQ.QcGtLSK6H-RGoCji7SuwyA_o8qGSjQI51uhpvUvDwXA&url=http%3A//links.ahca.org/u/click%3F_t%3D3abc5280edfa42b5905fbea7c0fff5c2%26_m%3D9ea7ef33f77447b1bdbf909c31259102%26_e%3DPZp3O7xtd1QaEj3XJNoP_DbAb3ycsyG-URh7Zc-6QQAPt34T6owd0FvEz5_cVNtg3UsmTzUtHF47Ay0NQhb2wLXdc_ceMN8RIyJvY21xFWHJsBr2oXWcofw5oCcVbZCN4UQeUxyGxSgWN-cUtIv1Im7noes7At7EP4GMWvwy4QEBjdiPYODFk3G0po0Qd0TVa8DUn_4338QrnBq7VueFozQlMY0_Gut5F5gBRC-8Vh3YGAgbz0iYOsAWNJmhbKWESJkqJXw4xtm0_mWDGVHu5cfTDts4BrXc7kPGmAuMVTsg8RzCYcewCjo9FW5oQW9JSgNIHvHHGBeVzjwmxYLfvLE6EAEosZdRYoNpc1X8C12wzvhXdLA91zGMXP6LWbFB
https://app.bitdam.com/api/v1.0/links/rewrite_click/?rewrite_token=eyJ0eXAiOiJKV1QiLCJhbGciOiJIUzI1NiJ9.eyJyZXdyaXRlX2lkIjoiNjA0YTI2NWU2NWU0ZjdmYzU4MDZmYTE2IiwidXJsIjoiIiwib3JnYW5pemF0aW9uX2lkIjo0NzAwfQ.S7XjoUcG_6g6S9ZKxD7CiShV-28pV82lZLPyy_3iPLc&url=http%3A//links.ahca.org/u/click%3F_t%3D3abc5280edfa42b5905fbea7c0fff5c2%26_m%3D9ea7ef33f77447b1bdbf909c31259102%26_e%3DPZp3O7xtd1QaEj3XJNoP_DbAb3ycsyG-URh7Zc-6QQAPt34T6owd0FvEz5_cVNtg3UsmTzUtHF47Ay0NQhb2wLXdc_ceMN8RIyJvY21xFWHJsBr2oXWcofw5oCcVbZCN4UQeUxyGxSgWN-cUtIv1Im7noes7At7EP4GMWvwy4QHM56y0j6fHCsKj2pq6AhcaejP2oIxrl0zjYpFfMfNXF28qc3NLr7tQJVvllPQQo4LED59HJ9IrXOF7hxpKpB1ZESVpusMtOzzumwNpTPySqrV84KbZY2S71158YyLlqZ0rGVJnHbZ-Cw6OvZGEONHnaH4oINinulUC1CHuXmK4-GyTfCL1MRdXwYe2h_X5kVXeV2l2H0WpaXxFhJ81i8pw
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The Association appreciates that CMS is seeking comment on the method used to determine the 
parity adjustment, the amount of that adjustment, and how it could be phased in over time.  We 

look forward to an ongoing open and constructive dialogue you and the team with the aim of 
continuing to address COVID-19 and successful PDPM-based operations. 
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6. FY 2020 SNF PPS NPRM – SNF QRP Section  
 

The SNF QRP applies to post-acute patients and is part of the IMPACT act that requires 
standardized measures across post-acute providers and levies a two-percentage point reduction in 
their annual update for SNFs that do not meet assessment-based reporting requirements. CMS is 
proposing to adopt two new measures and update the specifications for another measure. In 

addition, CMS is proposing a modification to the public reporting of SNF quality measures, as 
well as seeking comment on three Requests for Information (RFI) for possible future SNF QRP 
updates.   
 

C.1. Skilled Nursing Facility (SNF) Healthcare-Associated Infections (HAI) Requiring 

Hospitalization Measure - 86 FR 19991   
 
 CMS is proposing the adoption of a new SNF HAI claims-based measure to the SNF QRP, 

beginning with the FY 2023 SNF QRP. The proposed SNF HAI measure uses Medicare fee-for-
service (FFS) claims data to estimate the risk-standardized rate of HAIs that are acquired during 
SNF care and result in hospitalization. This measure also compares SNFs to their peers to 
statistically separate those that perform better than or worse than each other in infection 

prevention and management. CMS states that peer comparison would encourage SNFs to 
improve the quality of care they deliver. Some of the HAIs identified in this measure include 
sepsis, urinary tract infection, and pneumonia. The proposed measure estimates the risk-
standardized rate of HAIs that are acquired during SNF care and result in hospitalization using 1 

year of Medicare FFS claims data. Both the proposed measure numerator and denominator are 
risk-adjusted. The measure’s adjusted numerator is the estimated number of SNF stays predicted 
to have an HAI that results in hospitalization. The adjusted denominator is calculated by risk -
adjusting the total number of eligible SNF stays for resident characteristics excluding the SNF 

effect. The proposed measure is calculated using a standardized risk ratio (SRR) in which 
the predicted number of HAIs for SNF stays per provider is divided by the expected number of    
HAIs. The measure is risk-adjusted for age and gender characteristics, original reason for 
Medicare Entitlement, principal diagnosis during the prior proximal inpatient (IP) stay, types of 

surgery or procedure from the prior proximal IP stay, length of stay and ICU/CCU utilization 
from the prior proximal IP stay, dialysis treatment from the prior proximal IP stay, and HCC 
comorbidities and number of prior IP stays within 1 year preceding the SNF stay. If this measure 
is finalized, CMS intends to publicly report this measure using four quarters of claims data.    

 
AHCA Comment:  

• If the SNF HAI measure is adopted, AHCA recommends that CMS furnish patient-

level data in confidential feedback reports available via the CASPER system.   

 
The recent challenges faced nationwide and worldwide with controlling the spread of the deadly 
COVID-19 virus have highlighted the importance of a systemic approach to 
implementing infection control measures both within the SNF as well as beyond the SNF walls.  

AHCA recognizes and supports the use of effective measures to prevent as well as control the 
spread of infections, especially those that have the most detrimental impact on the health of 
patients and at times, as in the case of communicable diseases, their caregivers.     
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Several years ago, AHCA/NCAL launched a Quality Initiative program that included measures 
to reduce hospital readmissions with current goals by 2021 of a reduction of readmissions by ten 

percent compared to Q1 2017 rates, or to maintain a rate of ten percent or less compared to the 
baseline period1.  In addition, AHCA/NCAL offers an Infection Prevention Control Officer 
(IPCO) training certification course specially designed for healthcare professionals who desire to 
serve as Infection Preventionists (IPs) as established in the CMS Reform of Requirements of 

Participation for Long Term Care Facilities (required by November 2019)2.  Most recently, 
AHCA/NCAL offers extensive infection control resources to help prevent the spread of COVID-
19 during the current public health emergency3.    
 

We believe that well-developed measures should provide accurate reflections of a provider’s 
quality of care delivery for factors within their control.  For example, the current worldwide 
COVID-19 pandemic has exposed just how critical the infection-specific incubation period can 
be before the onset of symptoms or positive infection test result is observed, and that in many 

cases, the patient was exposed to COVID-19 prior to the SNF admission.  The measures should 
include mitigation approaches to prevent inappropriate attribution of a HAI to the SNF in such 
cases.  Additionally, the measures should have meaningful and traceable information necessary 
to permit root-cause analysis and other quality improvement activities by the provider for 

identified areas of suboptimal performance.       
 
On October 14, 2020 we submitted extensive comments to the QM-Public-
Comment@acumenllc.com mailbox in response to a CMS public comment solicitation on the 

draft measure specifications.  We commented on the target population, risk adjustment variables 
and approach for risk adjustment including numerator, denominator and risk adjustment model 
and variables.  We agreed that a SNF HAI measure is important but were not convinced about 
usability.  For example, our member review of the Confidential Dry Run Reports for the SNF 

HAI measure for the FY 2018 and FY 2019 performance years that were made available on their 
Certification and Survey Provider Enhanced Reports (CASPER) provider shared folders lacked 
patient-level data which significantly reduced the usability and usefulness of the reports for 
quality improvement activities.     

 
We have also reviewed the December 2020 CMS Public Comment Summary Report prepared by 
Acumen, LLC. as well as the February 2021 CMS Technical Report for this proposed measure, 
also prepared by Acumen, LLC. and note that while the Public Comment Summary Report 

acknowledged our comments, it does not appear that any of our recommendations were acted on 
other than general statements indicating that our comments will be considered in future 
measure refinement activities.  If this measure is adopted as proposed, we request that CMS 
follow-through with the promise of revisiting our prior recommendations to improve upon the 

measure.    
 
Additionally, our request for patient-level data in confidential feedback reports available via the 
CASPER system was dismissed on page 20 of the Public Comment Summary Report as follows:  

 
 
 

mailto:QM-Public-Comment@acumenllc.com
mailto:QM-Public-Comment@acumenllc.com
https://www.cms.gov/files/document/snf-hai-public-comment-summary-report.pdf-0
https://www.cms.gov/files/document/snf-hai-technical-report.pdf
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    “The measure is designed as a facility-level risk-adjusted score, not a patient-level 
score. Therefore, reporting of the SNF HAI measure will be provided at the facility-level. 

The quality measure score is intended to provide a summary picture of overall 
performance in HAI prevention and control. We believe that reporting a facility-level 
score is valuable because it informs SNFs of their overall HAI rates and allows them to 
compare these rates to their peers, which will enable SNFs to track their performance 

and improve their quality of care.”  
 

Reporting only facility level data does not achieve the stated goal.  CMS needs to furnish 
providers with information on discharged patients that subsequently were admitted to a hospital 

with an infection used in this measure.  Not doing so lacks transparency and deny the provider 
the opportunity to learn any actionable information necessary to investigate the source(s) of 
infection rates reportedly higher than their peers so they may develop targeted performance 
improvement strategies. Many of the infections are not diagnosed until after hospitalization. 

The lack of patient level data to the nursing home about the infectious causes and 
hospitalizations makes this measure opaque and unhelpful to reduce infections.   
 
C.2. COVID-19 Vaccination Coverage among Healthcare Personnel (HCP) Measure – 86 

FR 19994  
 
CMS is proposing the adoption of the COVID-19 Vaccination Coverage among Healthcare 
Personnel (HCP) Measure beginning with the FY 2023 SNF QRP. Under this proposal, SNFs 

would report the vaccination data through the Centers for Disease Control and Prevention 
National Healthcare Safety Network beginning October 1, 2021. The measure is based on the 
proportion of any staff who worked for at least one day during the week who have achieved full 
vaccination status. The measure will use one week’s data each month averaged over a quarter 

initially but eventually expand to an average over 12 months.    
 
AHCA Comment:  
AHCA/NCAL strongly supports the reporting of vaccine uptake requirements in skilled nursing 

facilities. Since the first COVID-19 vaccine was authorized by FDA in December, 
AHCA/NCAL has placed great emphasis on helping providers encourage staff to get vaccinated 
against COVID-19. We launched our #GetVaccinated campaign to provide resources and tools 
to support providers in encouraging vaccine uptake among their staff and residents, and 

developed communication strategies to reach staff directly with information to encourage 
vaccination. AHCA/NCAL has also supported the Centers for Disease Control and Prevention 
(CDC)’s efforts to encourage providers to report vaccine uptake via the National Health and 
Safety Network (NHSN), including both broad and individual outreach to members on the 

importance of reporting via NHSN. AHCA/NCAL strongly supports public reporting of 
vaccine requirements as it allows for benchmarking between providers, and we believe that will 
help increase vaccine coverage across the country.   
 

 
 
 

https://getvaccinated.us/
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However, AHCA/NCAL does not support this measure being part of the SNF Quality Reporting 
Program as included in this rule for two reasons:   

 
1. We do not believe this measure is consistent with the statutory authority cited to justify 

its inclusion in the SNF QRP; and 
2. It conflicts with the CMS interim Final Rule published on May 11 th, 2021 that specifies a 

similar measure using similar data sources.   
 

We do not believe the statutory authority (section 1899B(a)(1)(B) of the IMPACT Act) cited 
supports the inclusion of a staff vaccination measure in the SNF QRP. The IMPACT act was 

specifically drafted to support interoperable patient care measures to compare outcomes across 
post-acute provider settings. It was not drafted to support non-patient care measures. This 
proposed staff vaccination measure is not a patient care measure. While the section of 
the IMPACT act cited to justify this measure does specify that the secretary can select “other 

measures”, the statute goes onto only specify clinical patient domains.  4  Nowhere does 
the IMPACT act discuss non-patient care measures. Also, CMS to date, has restricted all 
measures developed under this statutory authority to include only Medicare beneficiaries 
accessing their post-acute care benefit to align with the other post-acute care settings. The 

proposed staffing measure is not restricted to staff providing care to post-acute care residents and 
would be nearly impossible to collect.   
 

• Therefore, we recommend dropping this measure from the SNF QRP. We do 

support the inclusion of this measure as specified in the IFR, because it is 

supported by statutory authority under the Medicare requirements of 

participation5.  

  
Under the IMPACT act all measures must be developed and rolled out through a phased 
approach6.  The second phase of feedback reports is not specified nor included in the 
timeline specified in the rule, which is inconsistent with the statute used to cite the specification 

of this measure. If CMS moves forward with this measure as part of the SNF QRP program, then 
the timeline for feedback reports prior to public reporting should be included.   
  

• CMS should add the provision of feedback reports to PAC providers, in accordance 

with subsection (f) of the statute.   
  
The proposed measure inclusion in the SNF QRP conflicts with the May 11, 2021 Interim Final 
Rule (IFR) on COVID-19 Vaccine Requirements that mandates SNF’s to educate, offer and 

report vaccination rates among both staff and residents starting on May 21, 2021. The IFR 
requires providers to report staff and resident vaccination rates weekly via NHSN’s Weekly HCP 
and Resident COVID-19 Vaccination Module. The reporting process via CDC NHSN for staff 
vaccination specified in the IFR is the same as in this rule but specifies different reporting 

frequency, measure specifications and carries a separate penalty for non-compliance, making it 
unclear which rule providers must follow.   
 
 

https://www.federalregister.gov/documents/2021/05/13/2021-10122/medicare-and-medicaid-programs-covid-19-vaccine-requirements-for-long-term-care-ltc-facilities-and
https://www.federalregister.gov/documents/2021/05/13/2021-10122/medicare-and-medicaid-programs-covid-19-vaccine-requirements-for-long-term-care-ltc-facilities-and
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The proposed rule specifies the staffing vaccination measure is being implemented as part of the 
IMPACT act in the SNF QRP. The IMPACT act requires that CMS reduce Medicare payment 

rates by 2% for failure to submit data7 which applies to resource and other measures.  The 
SNF QRP requires data be submitted at least monthly to the CDC NHSN.  Failure to report per 
the proposed rule, will result in a financial penalty by cutting the Medicare rates by 2 percent. 
The IFR specifies that SNFs are subject to an escalating CMP for every week data is not 

submitted to the CDC NHSN.8 This appears to represent “double jeopardy”, in that SNFs will be 
subject to two separate financial penalties, for the same inaction.   
  

• Remove the staffing measure from the SNF QRP program to avoid double jeopardy for 

the same inaction – failure to report data as required.   
  

If CMS chooses to proceed with this measure, AHCA/NCAL strongly recommends CMS 

consider the following recommendations:  
 

• Exclude individuals from the denominator who cannot receive this vaccine due to any 

medical contraindications.   

 
There are several contraindications or exclusions that go beyond allergies to the ingredients of 
the vaccine. We ask that CMS ensure that these individuals are and continue to be excluded from 
the denominator of this measure. Per CMS, CDC or FDA guidance a number of additional 

medical contraindications exist including individuals who have been vaccinated within the last 
two weeks per CMS guidance, individuals who have received monoclonal antibody or another 
COVID-19 therapy and individuals with an active COVID-19 infection.  We also anticipate 
further changes in guidance on who should or should not receive the vaccine and the regulatory 

language needs to provide the flexibility to accommodate these changes.  Currently, CDC 
recommends withholding the COVID-19 vaccine for at least two weeks for anyone who has 
recently received another vaccine.  As this measure is intended to also capture vaccination state 
of new hires of staff eligible to work in the past week, these new hires who have received other 

mandatory vaccines, will not be eligible to be vaccinated but count in the proposed measure as 
being unvaccinated. But this recommendation recently was modified by the ACIP to allow co -
administration of the COVID-19 vaccine with the influenza vaccine but no changes with other 
vaccines. However, such changes may occur. This highlights the importance of providing 

flexibility in the measure exclusions per our next recommendation.   
  

• Allow for the flexibility to update specifications for this measure as the definition of 

contraindications, exclusions and other factors will change over time.    

 
Since the beginning of the pandemic, CDC guidance has evolved and changed significantly as 
more information is learned about COVID-19.  This applies to the vaccine as well, as CDC is 
still monitoring duration of effectiveness, effectiveness against new strains of COVID-19, 

adverse events attributed to medical contraindications, the effectiveness of the vaccine against 
individuals with specific underlying health conditions, etc. It is extremely important that CMS 
establish this measure in a way that allows it to be updated as new evidence is introduced. For 
example, new evidence is emerging that individuals who have recovered from COVID-19 have a  
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strong immune response after just one shot of the vaccine. This could lead to changes in 
vaccination recommendations for these individuals. Another example would be the potential 

introduction of booster shots, and the range in which they are obtained and how this impacts the 
definition of fully vaccinated.   

  

• Align the reporting frequency requirement in this rule with the requirement in the 

Interim Final Rule. 
   
This rule requires providers to report via the weekly COVID-19 vaccine module in NHSN 

but goes on to say that “SNFs would submit COVID–19 vaccination data for at least 1 week 

each month” and that only the most recent reporting week would be used in the measure 
calculation. We support the requirement in this rule to report monthly because while it is 
appropriate to report weekly during the Public Health Emergency, once that is lifted, it is overly 

burdensome to ask providers to report every week. This rule allows that flexibility, and we 
would strongly recommend that CMS align the IFR to require only monthly reporting. If CMS 
does not change the language in the IFR, we would ask that they respond and explain they 
manage competing requirements in different rules.  

  

• Calculate the measure monthly rather than on a 12-month rolling average.  
  

This rule states that the measure will be calculated as follows: “Each quarter, the CDC would 

calculate a summary measure of COVID-19 vaccination coverage from the 3 monthly modules of 
data reported for the quarter. After the first refresh, one additional quarter of data would be 
added to the measure calculation during each advancing refresh, until the point four full 
quarters of data is reached. Thereafter, the measure would be reported using four 

rolling quarters of data on Care Compare.” We do not understand the benefit of calculating this 
measure on a 12-month average. The purpose of publicly reporting this measure, as we 
understand it, is to provide information to consumers to help them make decisions, and to 
encourage quality improvement efforts among providers. Averaging over 12 months causes you 

to lose the most recent information and dampens meaningful information. It is both misleading 
for the consumer and disadvantages providers who make improvements. This may lead to a 
disincentive to encourage higher uptake rates if it will not change their performance on this 
measure, or cause states to develop duplicate reporting systems to allow for more sensitive 

measurement. Our strong suggestion is to update the information monthly with only the most 
recent data.   
  
C.3. Transfer of Health (TOH) Information to the Patient-PAC Quality Measure – 86 FR 

19998  
CMS is proposing to update the denominator for the Transfer of Health (TOH) Information to 
the Patient-Post Acute Care (PAC) quality measure related to the timely transfer of a medication 
list. Specifically, CMS is proposing to remove redundant and confusing content in the definition 

of the denominator for the TOH Information Patient–PAC measure. Currently, the measure 
denominators for both the TOH-Patient and the TOH-Provider measure assess the number of 
residents discharged home under the care of an organized home health service organization or 
hospice. To align the measure with the IRF QRP, LTCH QRP and HH QRP and avoid counting  
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the resident in both TOH measures in the SNF QRP, CMS is proposing to remove this location 
from the definition of the denominator for the TOH-Patient measure. Therefore, CMS 

is proposing to update the denominator for the TOH-Patient measure to only discharges to a 
private home/apartment, board and care home, assisted living, group home, or transitional 
living.   
  

AHCA Comment(s):  

• AHCA supports the proposed denominator revisions to the Transfer of Health (TOH) 

Information to the Patient-Post Acute Care (PAC) quality measure; and  

• AHCA recommends that CMS revise the proposed FY 2023 SNF QRP date for both the 

TOH-Provider and the TOH-Patient measures until the earliest feasible date after the 

necessary SPADES MDS A2105 - Discharge Status item is made available to permit 

submission of the data elements necessary to calculate performance on this 

measure.      
 

AHCA appreciates that CMS is attempting to reduce denominator redundancy in this proposal to 
update the Transfer of Health Information to the Patient—Post-Acute Care (PAC) measure 

denominator to exclude residents discharged home under the care of an organized home health 
service or hospice.  We support the denominator revision as proposed.   
 
However, while we support this TOH-Patient, and the parallel TOH-Provider measure, we 

believe they will be impossible for CMS to implement for the FY 2023 SNF QRP.  Specifically, 
per the finalized measure specifications referenced by CMS is the NPRM, the denominator 
data for both TOH-Provider and TOH-Patient measures are to be derived from MDS item A2105 
– Discharge status which contains the necessary data elements of subsequent provider settings, 

home/community, and home under care of organized home health service organization.  MDS 
item A2105 was intended to replace existing item A2100 on October 1, 2020 (see below).   

  
 
  

 
 
 
 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/Final-Specifications-for-SNF-QRP-Quality-Measures-and-SPADEs.pdf


 

24 
CMS–1746–P 

 
 
 

 
 
 
 

 
 
However, due to the COVID-19 PHE and other factors the introduction of this item did not 
occur.  This resulted from the COVID-19 rulemaking on May 8, 2020, (CMS-5531-IFC) in which 

CMS stated “Therefore, we will require SNFs to begin collecting data on the two TOH 
Information Measures beginning with discharges on October 1st of the year that is at least 2 full 
fiscal years after the end of the COVID–19 PHE (85FR 27596).” Therefore, AHCA believes that 
is not feasible to introduce this measure in the FY 23 SNF QRP program year as the assessment 

data will not be available to calculate performance. CMS should propose a later date.     
 
D. SNF QRP Quality Measures Under Consideration for Future Years: Request for 

Information (RFI) – 86 FR 19998   

CMS is seeking input on the importance, relevance, appropriateness, and applicability of each of 
the measures and concepts under consideration listed in Table 27 of the NPRM for future years 
in the SNF QRP (listed below).  While CMS will not be responding to specific comments 
submitted in response to this Request for Information (RFI) in the FY 2022 SNF PPS final 

rule, the Agency intends to use this input to inform our future measure development efforts.   
  

Assessment-Based Quality Measures and Measure Concepts  Under Consideration 
  

1. Frailty.   
2. Patient reported outcomes.   
3. Shared decision making process.   
4. Appropriate pain assessment and pain management processes.   

5. Health equity.  
 

AHCA Comment:  
 

• AHCA members have long supported the IMPACT Act intent of adopting standardized 

post-acute quality measures across all provider settings that are meaningful and that 

supports ongoing improvement in providing cost-effective care and achieving patient 

satisfaction.  We recognize the complex challenges in identifying meaningful quality 

measures to address gaps unaccounted for in existing measures that may impact 

beneficiary access and responsiveness to care and resultant costs and outcomes.    
• AHCA recommends that CMS retire the Application of Functional Assessment/Care 

Plan measure (NQF #2631) process measure as it is obsolete. 
• AHCA recommends that CMS retire two of the four mobility measures (NQF #2633 - 

NQF # 2636) to eliminate redundancies of duplicate measures addressing the same 

domain.     
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• AHCA supports the timely development of the appropriate pain assessment and pain 

management processes measure under consideration. 
• AHCA is uncertain about what CMS is intending with the term “Patient reported 

outcomes” and we seek further detail, however we do support the advancement and use 

of the AHCA/NCAL-developed CoreQ short-stay measures that have been recently re-

endorsed by the National Quality Forum (NQF) 

• AHCA suggests that CMS provide more detail and definition related to the other 

measure concepts under consideration: frailty, shared decision making process, and 

health equity as these concepts are multi-dimensional and will require complex risk-

adjustment approaches to mitigate for factors beyond the SNFs ability to influence.  

 

AHCA has been an avid proponent of advancing quality care and improving outcomes of care 

and resident satisfaction and over the past decade has developed numerous quality and resident 
satisfaction measures in domains of care that are the most meaningful and impactful to the 
individual under our member’s care and to permit meaningful comparisons of care across 
providers.  We have also worked with CMS over the past several years to establish national SNF 

quality measure improvement targets in the following domains in our Quality Initiative: 
Hospitalizations, Customer Satisfaction, Functional Outcomes, and Antipsychotics.  Since the 
onset of the AHCA Quality Initiative in 2012, our members have made significant measurable 
improvements in quality including successfully preventing over 203,000 individuals from 

returning to the hospital within 30 days from 19.1% in Q4 2011 to 16.9% in Q3 2018 and 
reducing the average rate of antipsychotic use from 23.6% in Q4 2011 to 14.3% in Q1 2019.  
 
We believe that quality measures that are well-considered and well-designed can be used by 

providers in quality improvement program efforts, consumers in selecting the most appropriate 
provider to meet a patient’s care needs, and policymakers in identifying areas for policy 
improvements.  However, poorly designed measures with vague definitions, broad scope, that 
overlap other measures, that may be influenced significantly by factors beyond the provider’s 
control would add burden and could potentially be harmful.   

 
We urge caution in proceeding with these quality measure concepts without addressing these 
concerns as there are already multiple SNF QRP assessment-based measures that providers are 
held accountable to. Our members, particularly during the COVID-19 pandemic, are reporting 

serious measure fatigue.  While we appreciated the flexibilities that CMS provided in relaxing 
reporting requirements between January and June 2020, the resumption of these requirements 
since then as the pandemic raged on, and became even worse in late 2020 before vaccines were 
available, has been extremely challenging.  

 
Before proceeding to add new quality measures CMS must first consider and propose the 
elimination of existing obsolete or redundant measures listed in able 26 of the NPRM (86 FR 
19991).  For example, the Application of Functional Assessment/Care Plan measure (NQF 

#2631) is a process measure implemented prior to the adoption of four functional outcomes 
measures (NQF #2633 - NQF # 2636) that we believe should be removed.  It is a burdensome 
MDS checkbox requirement that was intended as a reminder for providers to think to address a  
 

https://www.ahcancal.org/Quality/Quality-Initiative/Pages/default.aspx
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Medicare resident’s functional needs in the care plan and not to measure quality of care.  This 

process measure is redundant for two reasons:  
 

1. Medicare coverage requirements already mandate that all resident needs (including 
function) are addressed in the care plan, or the provider would be subject to claim 
denials, and 

2. The four risk-adjusted functional outcomes measures related to resident mobility and 
self-care (NQF #2633 - NQF # 2636) predicted change in function or predicted discharge 
function measures address the same domain and perform almost identically, therefore 
they are redundant and having duplicative measures for self-care and for mobility is 

unnecessary to achieve the objectives of the CMS SNF QRP program.      
 
A significant plurality of AHCA members surveyed support the timely development of an 
appropriate pain assessment and pain management processes measure because this is a clinically 

challenging domain that requires much more attention.  For example, pain is an extremely 
different clinical area to assess and develop appropriate interventions for due to patient clinical 
issues including delirium and dementia, and cultural issues associated with pain behaviors and 
social inequities.  Improper pain management can lead to other issues related to opiate and 

antipsychotic use.  However, exactly due to these complexities and the plethora of pain 
assessment tools available, identifying an appropriate tool for the diverse SNF Medicare 
population will be minimally burdensome and effective will require a thorough discussion. 
 

AHCA members surveyed were uncertain about what CMS is intending with the term “Patient 
reported outcomes” and we seek further detail.  However, the Association does support the 
advancement and use of the AHCA/NCAL-developed CoreQ short-stay measures to assess 

satisfaction among patients, residents, and their families that have been recently re-endorsed by the 

National Quality Forum (NQF).  Please refer to the CoreQ discussion in our SNF VBP 
comments in Section 7 below  
 

AHCA suggests that CMS provide more detail and definition related to the other measure 

concepts under consideration: frailty, shared decision making process, and health equity as these 
concepts are multi-dimensional and will require complex risk-adjustment approaches to mitigate 
for factors beyond the SNFs ability to influence.  In particular, we believe that a potential health 
equity quality measure would first need to have valid and meaningful standardized SPADES 

items to analyze whether developing such a measure is feasible.  We refer CMS to our extensive 
discussion in response to the Closing the Health Equity Gap RFI in Section F below.    
  
In the FY22 proposed rule, CMS includes two additional requests for information (RFIs) that 
may impact future rulemaking:   
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E. Fast Healthcare Interoperability Resources (FHIR) in support of Digital Quality 

Measurement in Quality Reporting Programs – RFI – 86 FR 19998  

 
CMS is issuing this RFI towards working to further the mission to improve the quality of 
healthcare for beneficiaries through measurement, transparency, and public reporting of data. 
The SNF QRP and CMS’ other quality programs are foundational for contributing to 

improvements in health care, enhancing patient outcomes, and informing consumer choice. CMS 
states a belief that that advancing their work with use of the FHIR standard offers the potential 
for supporting quality improvement and reporting which will improving care for 
beneficiaries. CMS is seeking feedback on the Agency’s future plans to define digital quality 

measures (dQMs) for the SNF QRP. CMS is also seeking feedback on the potential use of FHIR 
for dQMs within the SNF QRP aligning where possible with other quality programs.    
  
AHCA Comment:  

 
Conceptually, AHCA members support the described CMS approach to define digital quality 
measures (dQMs) for the SNF QRP, including the use of Fast Healthcare Interoperability 
Resources (FHIR)-based standards to exchange clinical information through application 

programming interfaces (APIs) and align with other programs where possible, to allow clinicians 
to digitally submit quality information one time that can then be used in many ways. We believe 
that in the future proposing such a standard within the SNF QRP could potentially enable 
collaboration and information sharing, which is essential for delivering high-quality care and 

better outcomes at a lower cost. We agree that Accessing data in this manner could help in: 
 

1. Sequential care coordination transitions of care between providers (i.e. transitions from 
hospitals to SNFs and transitions from SNF to home health or outpatient providers), as 
well as 

2. Parallel care coordination between providers. 
 

Such efforts would help further increase the value of EHR investments across the healthcare 
continuum. 
 
While we appreciate the CMS efforts to date in improving quality data standardization, our 

AHCA members are concerned about the CMS statement “We are committed to using policy 
levers and working with stakeholders to achieve interoperable data exchange and to transition to 
full digital quality measurement in our quality programs.” While they support the direction CMS 
is heading, with this overall FHIR approach strategy, they have anxiety that CMS may utilize 

“policy levers” via unfunded mandates to force providers to transition to new dQMs-compliant 
EHR platforms or be subject to the federally mandated 2 percent payment adjustment cuts 
required under the SNF QRP program.  SNF providers have cited for years the following three 
significant barriers to adopting interoperable health data platforms that would need to be 

addressed for CMS to achieve its vision outlined in the RFI. 
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Lack of Federal Funding Support:  The Health Information Technology for Economic and 
Clinical Health (HITECH) Act of the American Recovery and Reinvestment Act of 2009 

(ARRA) allocated $19.2 billion to promote the adoption of use of health IT by eligible providers 
who serve patients covered by Medicare and Medicaid.  Unfortunately, these funds were only 
directed at hospital and physician office providers and no resources were offered to SNF 
providers.  One of the best ways to facilitate SNF provider adoption of standardized 

interoperable health IT is for CMS to secure and provide financial incentives for SNF providers 
to acquire such technology, not implement punitive “policy levers” to force compliance that may 
require significant investments of funds that would be taken away from their patient care efforts.        
 

Technology Bias:  Related to the lack of federal funding is the fact that for over a decade, most 
of the private health IT vendors have developed an entire data framework around the 
interoperability needs specific to the types of providers that had the resources to purchase the 
technology – hospitals and physicians funded by the HITECH Act. As a result, many SNF 

provider health IT systems are often not compatible with the other provider types, in part due to 
significant differences in data needs. We appreciate that the CMS direction outlined in this RFI 
will generate significant advancements in reducing this gap if successful.  However, the 
transition to standardization will require significant resources being spent by health IT vendors to 

modernize SNF provider health IT software. Those increased vendor costs will be passed 
through to the SNF providers that purchase the software, and therefore providers will be back 
where they began – with a lack of federal funding support. It is imperative that CMS recognize 
that SNF providers have been historically financially and technologically handicapped in efforts 

at achieving levels of health IT interoperability comparable to hospital and physician providers, 
and that, financial incentives - not penalties should be considered as a vital component of this 
CMS effort. 
 

Lack of Universal High-Speed Internet Access:  The COVID-19 pandemic, and abilities of 
providers to utilize telehealth waivers or for clinicians to use interactive real-time interactive 
technology to perform non-face-to-face services to patients in separate parts of the healthcare 
facility to maintain infection control protocols has highlighted technology infrastructure 

disparities that will need to be addressed for CMS to achieve its vision with this RFI.  
Specifically, many SNF providers in rural and underserved urban locations in the United States 
do not currently have access to reliable broadband technology. As CMS considers advancing the 
proposals in this Fast Healthcare Interoperability Resources (FHIR) in support of Digital Quality 

Measurement in Quality Reporting Programs RFI, AHCA requests that the Agency include a 
discussion of the current lack of universal broadband access, and propose strategies to 
incentivize the investments necessary to permit providers in these currently underserved areas to 
reap the benefits of improved health IT interoperability that this CMS effort seeks to achieve.          

 
F. Closing the Health Equity Gap – RFI – 86 FR 20000  
CMS is issuing a request for information (RFI) that is Consistent with Executive Order 13985 on 
Advancing Racial Equity and Support for Underserved Communities Through the Federal 

Government. CMS states they are committed to addressing the significant and persistent 
inequities in health outcomes in the United States through improving data collection to better 
measure and analyze disparities across programs and policies. In an effort to make health care  
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quality more transparent to consumers and providers, enabling them to make better choices, as 
well as promoting provider accountability around health equity, CMS is seeking feedback in this 

RFI on ways to attain health equity for all patients through policy solutions. CMS notes that the 
Agency’s ongoing commitment to closing the health equity gap in SNFs has been demonstrated 
by the adoption of standardized patient assessment data elements (SPADEs), which include 
several social determinants of health (SDOH) that were finalized in the FY 2020 SNF PPS final 

rule for the SNF QRP (84 FR 38805 through 38817). With this RFI, CMS is also seeking 
comment on the possibility of expanding measure development and the collection of other 
SPADEs that address gaps in health equity in the SNF QRP.   
  

AHCA Comment:  

• AHCA members have long supported the IMPACT Act intent of collecting 

standardized data elements across all provider settings that is meaningful and that 

supports ongoing improvement in providing cost-effective care and achieving patient 

satisfaction.  We recognize the complex challenges in furnishing high quality care to 

beneficiaries that possess currently unaccounted for characteristics that may impact 

their access and responsiveness to care and resultant costs and outcomes.   Such factors 

require further evaluation prior to any consideration of revising payment, quality 

measurement, or value-based incentive programs to avoid potential perverse incentives 

or public misrepresentation of a provider’s quality of care that could perpetuate, rather 

than reduce health disparities.  Below is a summary of feedback from the AHCA 

provider membership.  
 
Need to Collect Better Social Risk, Racial, and Ethnic Data  
AHCA is aware that numerous research studies have identified that social risk, racial, and ethnic 

factors appear to play a role in access to care and in the outcomes of care.  Collecting better data 
may help to determine where and what are the health inequities that need to be addressed.   If so, 
segmenting quality data by social risk, race, and ethnicity may help provide direction to drive 
targeted quality improvement efforts.  

 
Racial and ethnic data should be collected through current standardized resident assessment 
processes such as in item A1000 in Section A of the MDS assessment that addresses 
Race/Ethnicity.  Revision of this item to be standardized across all settings would limit new staff 

burden as changes would be incorporated into an existing workflow and could easily be captured 
and automated by EHR systems.    
 
Some social risk and social determinants of health factors that research studies have 

demonstrated to impact beneficiary equity and provider quality of care measurements,  including 
dual eligibility to Medicare and Medicaid, may be readily available or made readily available via 
standardized information entered on the MDS  However, revising or adding data elements of 
more detailed standardized demographic and language data as well as items describing detailed 

beneficiary socioeconomic, cultural, and environmental determinants of health may be more 
challenging to obtain from beneficiaries or their representatives as well as be more burdensome 
should the volume of new items become excessive.  We encourage CMS to be mindful of these  
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concerns and assure that any proposed new items be thoroughly vetted via technical 
expert panels as well as transparent public comment opportunities. CMS should consider 

revising gender identification options in MDS item A0800 – Gender, which currently only 
includes binary Male/Female options.   To further minimize burden, any such items revised or 
added should only be required to be reported upon admission as they are unlikely to change 
during the resident stay.  

 
Incorporating Social Risk, Racial, and Ethnic Data in the SNF QRP Measures  
AHCA members have suggested to a conceptually, several existing measures could possibly be 
considered for careful evaluation.  These include:  Successful discharge to 

community, potentially preventable rehospitalization, future proposed measures such as shared 
decision making, patient experience, transfer of health information to patient, and Medicare 
spend per beneficiary (MSPB) measures.  
  

The MSPB measure may be the most appropriate measure to consider evaluating these factors as 
the beneficiary’s personal and social supports situation often influence the SNF plan of care, 
length of stay, and likelihood of successful discharge to community as much if not more than the 
clinical presentation.  Providers should not be incentivized to stint on care for a clinically similar 

but otherwise disadvantaged population to boost their MSPB measure results.                 
  
However, incorporating any of these factors into SNF QRP measures cannot be done until such 
standardized data elements are available across all provider settings and such data is analyzed.     

  
Social risk, racial and ethnic data should only be incorporated for SNF QRP measures where 
such data have been shown through research/studies to have an impact on those specific 
QRPs.  For example, considering the impact of such factors in beneficiaries with each outcome 

measure would help identify potential disparity issues. However, this could become 
muddy very quickly without well researched and defined specifications as 
ethnic beliefs, health literacy, and nutrition could all sway outcomes.    
  

Simply identifying discrepancies across different populations may not directly translate into 
inequity in SNF care.  While we are concerned that under current SNF QRP measures, research 
suggests that providers furnishing services to certain apparently disadvantaged beneficiary 
populations appear to have lower quality scores, we are also concerned that adjusting the risk -

adjustment criteria to reduce the provider quality score discrepancy could have an unintended 
consequence of disincentivizing currently lower scoring providers to improve care.    
  
Additionally, these factors would be difficult to measure and risk-adjust since inequities will 

vary across the country depending on regional populations based on such factors as income, 
education, religion, culture, and others.  Finally, these factors impact care across all PAC and 
other provider types and are typically outside of the SNF’s influence and therefore should not be 
disproportionally weighted compared to factors within the SNFs ability to develop quality 

improvement strategies.      
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G. Form, Manner, and Timing of Data Submission Under the SNF QRP – 86 FR 20001  
 

CMS discusses and proposes specific details associated with the form, manner and timing of the 
submission of data elements necessary for the generation of the proposed SNF HAI measure and 
proposed COVID–19 Vaccination Coverage Among Healthcare Personnel Measure discussed in 
Sections 6.C.1 and 6.C.2 of these comments.  

 
AHCA Comment:  

• If CMS adopts the proposed SNF HAI measure, AHCA supports the proposed schedule 

for data submission of the SNF HAI measure.  

• We refer CMS to our detailed comments on the proposed COVID–19 Vaccination 

Coverage Among Healthcare Personnel Measure in Section 6.C.2 above related to our 

position on the proposed method of data submission and proposed schedule for data 

submission for this measure.  
 
H. Proposed Policies Regarding Public Display of Measure Data for the SNF QRP – 86 FR 

20002  

In March 2020, due to the COVID-19 PHE, CMS granted an exception to the SNF QRP 
reporting requirements from Q1 2020 (January 1, 2020–March 31, 2020) and Q2 2020 (April 1, 
2020–June 30, 2020). CMS also stated that it would not publicly report any SNF QRP data that 
might be greatly impacted by the exceptions from Q1 and Q2 of 2020. This exception affected 

the standard number of quarters that CMS currently uses to display SNF QRP data.     
   
CMS is proposing to update the number of quarters used for public reporting to account for this 
exception. Specifically, CMS is proposing a new COVID-19 Affected Reporting (CAR) Scenario 

to calculate SNF QRP performance. CMS states its proposal of the CAR approach for the 
affected refreshes would allow it to begin displaying more recent data in January 2022, rather 
than continue displaying October 2020 data (Q1 2019 through Q4 2019 for assessment-based 
measures, Q4 2017 through Q3 2019 for claims-based measures). CMS believes that resuming 

public reporting starting in January 2022 with fewer quarters of data can assist consumers by 
providing more recent quality data, as well as more actionable data for SNF providers. Table 
29 of the NPRM summarizes the revised schedule (that is, frozen data) and the proposed 
schedule (that is, using fewer quarters in the affected refreshes) for assessment-based 

measures. Tables 30 and 31 in the NPRM summarize the revised schedule (that is, frozen data) 
and the proposed schedule (using fewer quarters in the affected refreshes) for claims-based 
measures.   
   

AHCA Comment:  
  

• AHCA recommends that if CMS proceeds with adopting the proposed revised schedule 

for refreshes affected by the COVID-19 PHE exemptions for the SNF MDS 

assessment- and claims-based QMs (excluding the SNF HAI measure), then:  

• AHCA opposes the proposed revised schedule for public reporting as it 

applies to the proposed revised TOH measure as we do not believe this 

measure can be calculated due to the absence of the necessary MDS  
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assessment item A2015 (as discussed above), and that an alternate timeline 

be proposed in future rulemaking when such data becomes available.   

• AHCA requests that the CMS public reporting website place an asterisk or 

other similar easily identifiable indicator on any quarterly refresh measure 

(claims- or assessment-based) that contains any data from Q3 2020 through 

Q1 2021, and that CMS clearly explains that a portion of the results may 

have been skewed by the COVID-19 PHE and that consumers should also 

rely on other more current information about the facility, including survey 

results and visiting the facility in person (following appropriate infection 

control protocols).     

• AHCA believes that CMS should not penalize providers under the 5-Star 

rating system for measure performance ratings derived during Q3 

2020 through Q1 2021 as this information may be unstable and unreliable 

to reflect quality of care during the COVID-19 PHE.     
  
AHCA appreciates the flexibility that CMS offered to SNF providers during the early months of 
the unprecedented COVID-19 pandemic in granting an exception to the SNF QRP reporting 

requirements from Q1 2020 (January 1, 2020–March 31, 2020) and Q2 2020 (April 1, 2020–June 
30, 2020).  We also understand the CMS concern that ongoing public reporting of SNF quality 
measures data submitted via claims and assessments no later than 2019 may not reflect current 
SNF performance.    

 
However, we are concerned that the proposed public reporting of measures derived from data 
submitted during the COVID-19 pandemic, particularly during the proposed Q3 2020 through 
Q1 2021 timeframes may not reflect “normal” SNF performance and results both at the facility, 

and geographically may have been skewed significantly as the pandemic community infection 
rate surged repeatedly across different regions of the country, at different times, and did not 
begin to become under control until Q1 2020 after the first wave of COVID-19 vaccine was 
disseminated to SNF residents and staff.  Additionally, CDC and CMS mandated COVID-19 

infection control requirements directly and artificially impacted specific MDS items used for 
some measures (i.e., mobility and self-care) further skewing the results during this period.  We 
also note that none of these quality measures were designed to account for or risk -adjust for the 
influence of a worldwide airborne viral pandemic to which no effective vaccine began to be 

distributed until late December 2020.     
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7. FY 2020 SNF PPS NPRM – SNF VBP Section  

B.1. Proposed Flexibilities for the SNF VBP Program in Response to the Public Health 

Emergency Due to COVID–19 - 86 FR 20006   

CMS proposes establishing a measure suppression policy for the SNF VBP Program for the 

duration of the public health emergency (PHE) for COVID-19. CMS is also considering adopting 
this policy for future national PHE. 

AHCA Comment: 

AHCA/NCAL members support establishing a measure suppression policy for SNF VBP during 

the current PHE for COVID-19, as well as future national PHEs. The four proposed Measure 
Suppression Factors are appropriate and comprehensive. The factors try to utilize objective data 
when feasible, such as analyzing measure deviations from historical trends. The factors also 
accommodate front-line care experiences, such as changing clinical guidelines and protocols and 

availability of health care personnel and medical supplies and equipment. Utilizing various data 
sources and types will be critical in effectively implementing any measure suppression policy. 
AHCA/NCAL also appreciates the intent to standardize the policy across settings and payment 
programs, to include the Hospital VBP Program.  

B.2. Proposal To Suppress the SNFRM for the FY 2022 SNF VBP Program Year - 86 FR 

20008   

CMS proposes suppressing SNFRM readmission rates for the FY 2022 SNF VBP Program Year 
due to significant changes in patient case volumes or facility-level case-mix. Under the proposed 

measure suppression, all participating SNFs would receive an identical performance score, as 
well as an identical incentive payment multiplier. Under the Low-Volume Adjustment policy 
previously established, SNFs with fewer than 25 eligible stays will receive a net neutral payment 
in FY 2022 SNF VBP. All other SNFs will receive a 60 percent return of their 2 percent 

withhold, resulting in a 1.2 percent payback or 0.8 percent cut for the FY 2022 SNF VBP. 

AHCA Comment: 

• AHCA/NCAL recommends eliminating all FY 2022 SNF VBP payment cuts because 

the program cannot be reasonably implemented in accordance with all statutory 

requirements. 

o  If CMS determines a payment cut must be applied, AHCA/NCAL 

recommends using a 70 percent return of the 2 percent withhold, which is 

allowed in statute.  

AHCA/NCAL appreciates and agrees with the analyses concluding that readmission 
performance rates representing some or all portions of FY 2020 during the peak of the COVID-

19 PHE cannot be accurately or reasonably calculated due to significant change in patient 
volume, case-mix, availability of staff, and clinical guidelines.  
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AHCA/NCAL does not agree nor understand how the proposal of applying a flat 0.8 percent cut 
to all eligible SNFs aligns with all the statutory requirement for the SNF VBP Program and the 
intent behind it to reimburse providers based on value and quality. In the proposed rule, CMS 
notes they believe the cut is required under Section 1888(h)(5)(C)(ii)(III). After reviewing the 

statute in full, we believe the proposed plan runs afoul of two statutory requirements, and it is 
unclear why CMS believes they need to adhere to one statutory requirement but not others.  

The first statutory conflict we see with the proposed plan is not complying with the ranking 
requirement of Section 1888(h)(4)(B), which states that “[t]he Secretary shall, for the 
performance period for each fiscal year, rank the SNF performance scores . . . from low to high.” 
The requirement to “rank” performance scores arguably carries with it the obligation not to 

artificially give every eligible SNF the same score so that they rank equally. 

The second statutory conflict we see is compliance with Section 1888(h)(5)(C)(ii)(II)(cc), which 

requires that in specifying the value-based incentive payment percentage, the Secretary shall 

ensure that the payment rate for SNFs in the lowest 40 percent of the performance score rankings 

must be less than the adjusted Federal per diem rate that would otherwise apply under Section 

1888(e)(4)(G). In other words, CMS cannot identify the SNFs in the lowest 40 percent of the 

performance score rankings, and thus cannot ensure that those SNFs would receive a payment 

rate less than that which they would otherwise receive.  

Because the FY 2022 SNF VBP Program cannot be implemented in full compliance with 
statutory requirements, we believe it is important to look at the intent of the program. The 
program was created and designed with a primary purpose to improve patient outcomes by 
reducing avoidable hospitalizations that can have debilitating effects on vulnerable populations, 
such as the elderly. The program’s purpose is not to cut reimbursements rates based solely on 

whether they had 25 or more eligible stays, which is current criteria of the Low-Volume 
Adjustment Policy. Thus, we think it is appropriate and justifiable given the impact of COVID-
19 on SNF residents and staff to eliminate all payment cuts for FY 2022 SNF VBP. 

If CMS insists a payment cut occur for FY 2022, we would encourage CMS to adjust their 
method and return closer to 70 percent of the 2 percent withhold. Under the proposed plan, an 
estimated 62.9 percent of the withhold is returned after accounting for the Low-Volume 

Adjustment policy. Thus, the flat cut can be lowered from 0.8 percent and still abide to the 
statutory requirements related to returning a portion of the 2 percent withhold.  

B.3. Proposed Revision to the SNFRM Risk Adjustment Look-Back Period for the FY 2023 

SNF VBP Program - 86 FR 20009 

CMS proposes utilizing a 90-day look-back period for risk-adjustment, as opposed to 365-days, 
when calculating next program year’s (FY 2023) performance period due to effects of COVID-
19. 
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AHCA Comment: 

AHCA/NCAL recommends continued testing of  a 90-day look-back period. It is promising that 

this solution worked well when analyzing FY 2019 performance data. Further testing using FY 
2020 data and breaking out effects by regions based on the timing of their COVID-19 case 
surges would be helpful to see before committing to an approach. 

4. Request for Comments on Potential Future Measures for the SNF VBP Program - 86 FR 

20009 

CMS requests comments on potential measures to add to the SNF VBP Program in FY 2024 
under new authorities given to the Secretary by Congressional legislation passed in December 
2020. 

AHCA Comment: 

• AHCA/NCAL recommends using criteria to add measures that focuses on providing 

value to residents, aligning payment programs, and giving providers clear tangible 

goals. 

o AHCA/NCAL recommends adding only a couple of measures, as opposed to 

the max of nine measures, during the first year of when measures can be 

added the VBP program.  

What does and does not work well with the current SNF VBP Program can help guide the 
evolution of the Program. There are two positives of the current SNF VBP Program that 

AHCA/NCAL members recommend building on in any future program iteration. The first is 
rewarding improvement, as well as performance. A concern and flaw of many VBP Programs is 
a never-ending downward spiral of poor performance. A facility does poorly one year, and the 
consequence puts them in a position to perform poorly the next year and so on. Rewarding 

improvement can help break this cycle. The current SNF VBP Program scores providers on 
whether their improvement over time or the latest achievement performance is better. There are 
however opportunities to reward improvement more. For example, currently improvement scores 
are capped at 90 points, while achievement scores can achieve 100 points. Improvement can be 

incentivized more with rewarding it with a full 100 points.  

The second positive of the current SNF VBP Program is the clear focus it has on readmissions 

and one measure. SNF providers understood decreasing readmissions will improve 
reimbursement rates under SNF VBP. This focus will be diluted if too many measures are added. 
It will be unclear to providers what is driving their performance and reimbursement rates under 
SNF VBP. Thus, one of our core recommendations is to not add the max of nine measures to the 

program in the first year. Organizational change is more likely to happen and stick when only 
three to four process improvements are being tested. A limited scope also helps ensure there is 
bandwidth to make the necessary systematic changes to allow for sustainability.   
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The current SNF VBP Program has three weaknesses that should be addressed in the next 
program iteration. The first weakness is a lack of alignment with other existing federal initiatives 
and programs. For example, the readmission measure used in the current SNF VBP Program 
(SNF RM) is different than the readmission measure used in Five-Star on Care Compare and 

within the SNF QRP Program. These measures should be aligned to reduce confusion and 
measurement burden. 

The second weakness of the current program is the dissonance between the population measured 
and the population treated. The current SNF VBP Program only measures readmissions among 
Medicare Fee-For-Service (FFS) resident. Meanwhile, enrollment in Medicare Advantage has 
nearly doubled over the past decade. In 2020, nearly four in ten (39%) of all Medicare 

beneficiaries are enrolled in Medicare Advantage plans according to Kaiser Family Foundation 
and yet the care provided to these individuals is not factored into the SNF VBP Program at all. 
Similarly, the current SNF VBP Program only reflects care provided to short-stay residents, and 
thus the quality of care provided to long-stay residents has no influence on performance. As 

mentioned in the proposed rule, one possible solution to this issue is to utilize measures that 
apply to more than Medicare FFS Part A beneficiaries. AHCA/NCAL would support this 
solution if it is consistently applied across programs, such as Five-Star and SNF QRP, and 
providers are given time and guidance to adapt their MDS submission processes accordingly to 

collect data on all residents in the facility, regardless of payer. 

The third weakness of the current program is the emphasis on value for the payer, rather than the 

value for the customer or resident. The current SNF VBP Program aims to only return 60 percent 
of the 2 percent withhold. Therefore, Medicare, as the payer, is getting more benefits and value 
out of the SNF VBP program than SNF residents and their families.  

AHCA/NCAL believes the SNF VBP program should prioritize improving meaningful resident 
outcomes, which can be done in two ways. The first is through increased incentives through a 
higher return of the withhold. The second is through measures that more directly measure 

outcomes important to residents. Such measures include CoreQ Patient Experience and 
Discharge to Community, which were included as measures being considered by CMS in the 
proposed rule. These two measures reflect what residents and families want in their care. On the 
contrary, the Medicare Spending per Beneficiary (MSPB) measure does not reflect the 

immediate needs or interests of residents and families. Instead, it reflects value to payers, like 
managed care insurance companies.  

Our final recommendation on measure criteria is that the measures should provide clear and 
actionable targets for improving patient-centered outcomes. This includes measures being tested 
for reliability and validity, which can be shown through endorsement by the National Quality 
Forum (NQF).. For example, CoreQ is NQF-endorsed and provides clear and actional guidance 

on improvements providers can make because it is based on four questions to residents. 
Providers can readily identify what drives their performance and begin to take actions to directly 
improve patient experience. The same is not true for other measures, like MSPB, which is not 
NQF-endorsed. The current measurement window for MSPB in SNF QRP is eight quarters, so it  
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is difficult to evaluate tests of change in real-time. MSPB measure performance uses a 
complicated risk-adjustment no provider can understand beyond they should aim to  perform less 
than one. If they perform greater than one, it is not clear what actions they should take to make 
improvements or whether measure improvement would impact patient outcomes. Similarly, the 

long-stay antipsychotic measure is not NQF-endorsed and should be modified to better account 
for appropriate clinical use. The possible unintended consequences of stopping or altering care 
that patients and their families want needs to be considered and factored into the SNF VBP 
measure selection process to ensure patient-centered care.  
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AHCA Technical Analysis and Recommendations  

 

CMS Proposed Approach to Recalibrating the PDPM Parity Adjustment  

Section V.C – 86 FR 19985 

1 - CMS Argument for the Need of a Parity Adjustment 

In the NPRM CMS acknowledges that “FY 2020 was a year if significant change under the SNF 
PPS.  In addition to implementing PDPM, a National PHE for Covid-19 was declared (86 FR 

19986)”.  With this in mind, CMS discusses a methodology for recalibrating the PDPM parity 
adjustment that considers whether any observed case-mix distribution differences from what was 
expected were directly related to the PHE, or whether the observed differences would have been 
present even if the COVID-19 pandemic had not occurred.  In other words, were the PDPM case-

mix weights calibrated correctly in the first place?  CMS solicited comment on whether the PHE 
of COVID-19 impacted the distribution of patient case-mix as well as the Agency’s assumptions 
and approaches to determine whether a parity adjustment is necessary, and if so, by how much. 

In Table 23 of the NPRM CMS provides evidence that upon their analysis of FY 2020 claim 
HIPPS codes, the expected and actual observed CMI for each of the five PDPM case-mix 
adjustment components: physical therapy (PT), occupational therapy (OT), speech-language 

pathology (SLP), Nursing, and non-therapy ancillary (NTA) services.  Because of concerns that 
the PHE may have introduced variables not anticipated in the PDPM design, CMS additionally 
analyzed a subset of beneficiary claims not obviously impacted by the COVID-19 PHE.  
Specifically, CMS reports the observed average CMI for the subset of claims that did not contain 

a COVID-19 diagnosis code (B97.29 or U07.1) or did not have a COVID-19 qualifying hospital 
stay (QHS) or benefit period waiver DR condition code (Table 1).   

Table 1. CMS Reported FY 2020 Average Claims PDPM CMI 

FY 2020 PT OT SLP Nursing NTA 

Average CMI Expected  

(Based on FY 2019 Estimate) 

1.53 1.52 1.39 1.43 1.14 

Average CMI Observed 

(All Claims) 

1.50 1.51 1.71 1.67 1.20 

Average CMI Observed 

(Excluding DR or COVID Claims) 

1.52 1.52 1.67 1.62 1.21 
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Based upon the above observations, CMS performed calculations to estimate the total payments 
expected versus actual in FY 2020.  CMS reported that the average aggregate spend increased by 
5.3 percent for all stays, but that the spend increased only 5.0 percent after removing claims with 
COVID-19 diagnoses or reflected stays that occurred because of the COVID-19 QHS or benefit 

period waivers.  CMS suggests that the 5.0 percent figure best represents increased payment rates 
above expected that can be attributed solely to the implementation of PDPM and proposes that 
only these claims would be included in the CMS parity adjustment data set.  CMS estimated that 
this 5.0 percent figure reflects a need for a $1.7 billion parity adjustment to achieve desired 

budget neutrality. 

1.1 - CMS Parity Adjustment Analytic Approach and Assumptions 

CMS discussed the analytic approach taken to arrive at the proposed 5.0 percent parity 
adjustment figure which includes observations of changes in the SNF case mix utilization in FY 

2020 and the Agency’s rationale for including or excluding claims from the parity adjustment 
analytic file.  These include the following seven CMS assumptions and proposed analytic 
approaches in the order as they were sequentially presented in the NPRM, as well as one key 
PDPM transition policy impact not addressed in the NPRM that AHCA will be providing 

detailed comments on throughout our parity adjustment discussion in Section 3, particularly 
Sections 3.1 through 3.8:  

1. CMS observed that approximately 9.8 percent of SNF stays in FY 2020 included the 
COVID-19 ICD-10 diagnosis code, and that these claims would not be included in the parity 
adjustment file because these patients would have skewed the expected case mix distribution 
had it not been for COVID-19. 

2. CMS observed that 15.6 percent of SNF stays in FY 2020 utilized a COVID-19 QHS or 
benefit period waiver, and that these claims would not be included in the parity adjustment 
file because these patients would have skewed the expected case mix distribution had it not 
been for COVID-19.  CMS also notes that 87 percent of SNF stays were preceded by a 

qualifying 3-day hospital stay in FY 2020. 
3. CMS assumes that the nominal observed 0.3 percent difference in payment increases above 

expected in FY 2020 between the entire population of claims versus the proposed PDPM 
parity adjustment data set selected justifies the proposed 5.0 percent parity adjustment figure 

as the bulk of the observed payment increase above expected can be attributed solely to the 
implementation of PDPM and not COVID-19 or other impacts. 

4. CMS indicates that the implementation of PDPM resulted in immediate changes in therapy 
utilization but not therapy-related outcomes to date, while acknowledging that the significant 

difference in how the previous resource utilization groups (RUG-IV) and PDPM design 
prevent traditional recalibration methodologies used in prior payment model transitions.       

5. CMS notes that the observed PT and OT component CMIs for the entirety of FY 2020 
performed as expected.  In contract, CMS asserts that the SLP, Nursing and NTA component 

CMIs increased 22.6 percent, 16.8 percent, and 5.6 percent respectively for the entire FY 
2020 population, and postulates that these increases only declined slightly when the COVID-
19 and waiver claims were excluded is another justification that the increases in CMIs for  
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these three components are “primarily responsible for the inadvertent increase in spending 
under PDPM. (86 FR 19987)” 

6. CMS utilized SNF claims for the parity adjustment analysis and accounted for the HIV/AIDs 
add-on derived from the claim diagnosis as well as accounted for the provider’s urban versus 
rural designation. 

7. CMS proposes to apply any parity adjustment equally across all five PDPM case mix 

components (PT, OT, SLP, Nursing, and NTA) since the initial RUG-IV to PDPM parity 
adjustment applied equally.   

8. CMS did not discuss the implications of a sub-regulatory claims processing policy 
implemented to permit a hard-cut from the RUG-IV to PDPM payment model on October 1, 

2019, that resulted in artificial one-time claim underpayments in September 2019 and claim 
overpayments for subsequent claims beginning in October 2019 for beneficiaries who had 
stays overlapping the payment model transition.        

2 - AHCA Analytic Approach to Validating CMS Parity Adjustment Proposals     

AHCA agrees with the directionality of the CMS approach to establishing whether a PDPM 
parity adjustment is needed, and if so, by how much.  Specifically, we appreciate that due to the 
COVID-19 pandemic, certain beneficiary claims are proposed to be excluded from the analysis 
as they would have skewed the case mix and payment distribution that would have occurred had 

it not been for the PHE.  Specifically, CMS proposes to exclude the following claims: 

• Claims containing a novel COVID-19 clinical condition diagnosis not contemplated in 

the design of PDPM that was present for a significant percentage (CMS estimates 9.8 
percent) of FY 2020 admissions, and 

• Claims for a significant number of beneficiaries accessing SNF benefits via the QHS and 

benefit period waivers that may not have otherwise been able to (CMS estimates 15.6%).   

Additionally, AHCA appreciates that, in recognition of the significant difference in the design of 

the prior RUG-IV payment model and PDPM, the Agency has determined that a nontraditional 
approach is necessary to compare “total FY 2020 payments under PDPM to what FY 2020 
payments would have been under RUG-IV if PDPM were not implemented (86 FR 19988).”  We 
agree that the percentage of stays approach using the subset of FY 2020 SNF stays not impacted 

by the COVID-19 PHE or other factors not related to the PDPM payment model design to 
compare expected versus actual payments in FY 2020 is the right strategy.  We also do not 
dispute the estimated payment differences CMS observed when using only the parity adjustment 
data exclusion methodology described in the NPRM.  However, we are concerned that CMS 

has not adequately identified all resident stay data that is skewed and should also be 

removed from the file used to determine the parity adjustment amount that CMS currently 

estimates in the NPRM to be 5.0 percent.       
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2.1 - AHCA Data Sources 

AHCA has conducted certain analytics to understand better the proposed PDPM parity 

adjustment amount proposed by CMS.  Our analysis included attempts at independently 
replicating the described CMS claims-based approach.  Specifically, we reviewed the CMS 
furnished parity adjustment PDPM Calculator,  analyzed SNF Minimum Data Set (MDS) data 
for the entire fiscal year (FY 2020) available from the CMS Limited Data Set (LDS) files, and 

analyzed available CMS LDS SNF claims data from the first 3 quarters of FY 2020.  
Specifically, the Association explored whether all patients impacted by the COVID-19 public 
health emergency (PHE) or otherwise may have had claim rates affected by other one-time 
factors that were unrelated to the design of the PDPM case-mix model.  If so, then we would 

ask that CMS ensure all such patient data are removed from the calculation before 

finalizing the parity adjustment amount.   

AHCA was unable to independently replicate the overall CMS analytic approach due to four 
significant limitations:   

• First, at the time of our analysis we were not able to obtain FY 2020 SNF claims for the 
fourth quarter (July-September 2020) as the CMS LDS files for that quarter were not 
available.  This prevented an independent validation of the claim CMI differences from 

expected for the entire population as compared to the selected parity adjustment 
population reported in Table 23 of the NPRM that were ultimately used by CMS to 
justify the proposed 5.0 percent parity adjustment.   

• Second, the CMS-provided PDPM Calculator only contained claims or CMI information 

for the patient population included in the proposed PDPM parity adjustment analysis and 
did not include information on excluded claims containing COVID-19 diagnoses or that 
had DR condition codes indicating a QHS or benefit period waiver was applied.  This 
prevented an independent evaluation to explore deviations in the excluded data from 

expected that could suggest underpayments for such patients could have contributed to 
the observed small 0.3 percent difference in cost increases between the selected parity 
adjustment data set and the entire FY 2020 claims data set.    

• Third, the CMS-provided PDPM Calculator only contained CMI and claims information 

for the patient population in the PDPM parity adjustment analysis aggregated on an 
annual basis.  This prevented any evaluation of month-to-month claim CMI trends for 
these remaining patients during FY 2020 to validate the CMS assertion that the proposed 
PDPM parity adjustment file patient CMIs were not impacted by the COVID-19 PHE.  

Specifically, this prevented an independent evaluation of whether patient claims in the 
CMS proposed parity adjustment file did not reflect month-to-month component CMI 
changes which could suggest that there was a COVID-19 impact which AHCA believes 
happened, or whether they are actually similar to the clinical population distribution that 

would have been present in FY 2020 had it not been for the COVID-19 pandemic as 
CMS asserts. 

 

https://www.cms.gov/files/zip/pdpm-parity-adjustment-fy-2022.zip
https://resdac.org/#find-cms-data-file
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• Fourth, the CMS provided parity adjustment PDPM Calculator file as well as MDS and 
Claims LDS files available for FY 2020 do not have sufficient patient-specific detail to 
permit matching individual beneficiary claims to their MDS data. This prevents 

investigation of sources of certain aberrations observed.    

2.2 - AHCA Assessment of the Validity of Using MDS Assessment Data to Inform Parity 

Adjustment Approach 

What AHCA was able to do with the available claims and MDS LDS files was replicate portions 

of the CMS claims analysis and to determine if the available full year FY 2020 MDS data could 
be used to identify whether additional patient data was impacted by the COVID-19 PHE or other 
factors unrelated to the implementation of the PDPM payment model.  Most importantly, our 
analysis included quarterly and monthly trend analyses to permit a more nuanced evaluation of 

the impact of the COVID-19 PHE on PDPM component CMIs.  

For example, we compared the monthly average CMI for each of the five PDPM case-mix 

adjusted components (PT, OT, SLP, Nursing, and NTA) obtained from claims and MDS 
assessments as both contain the necessary HIPPS codes used to determine payment.  As can be 
seen in Figure 1, the average PT component CMI for urban providers is nearly identical, with the 
largest variation in April 2020 of a nominal 1.3 percent.         
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Figure 1. FY 2020 Average PT Component CMI Trend: Claims vs. MDS (Urban) 

 

 

In another example, Figure 2 reflecting the monthly average urban provider Nursing component 
CMI trends for FY 2020 were also nearly identical when comparing claim and MDS HIPPS 

codes, the largest variation being 3.8% in April 2020.  

 

Figure 2. FY 2020 Average Nursing Component CMI Trend: Claims vs. MDS (Urban) 
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We have identified similar patterns for all five PDPM case-mix adjusted components for both 
urban (82,8 percent of unique beneficiaries) and rural providers in which the average CMI are 
nearly identical.  We conclude that in the absence of available FY 2020 Q4 claims data for 

analysis, AHCA can confidently assume that the Q4 claim average monthly HIPPS code 

trends likely parallel the MDS trends we have observed.   

Because the proposed CMS approach in analyzing the parity adjustment file (after excluding 

beneficiary data that was influenced by other factors other than the introduction of the PDPM 
payment case mix model) relies on the average individual component CMI, we also conclude 

that evaluating MDS data at a more granular level is a valid approach to identify data 

aberrations that require further investigation by CMS before finalizing a potential PDPM 

parity adjustment amount.          

3 - AHCA Detailed Comments on CMS Analytic Approach and Assumptions 

We believe that our analysis has identified that while the proposed CMS parity adjustment 
approach is directionally appropriate, the Agency may have overlooked key factors and data 

trends, or other factors not related to the PDPM design that may require the removal of 
additional claims from the CMS PDPM parity adjustment file.  We discuss our analysis in detail 
in the following Sections 3.1 through 3.8 where we respond to the eight specified CMS Analytic 
Approach and Assumptions listed in Section 1.1.      

3.1 - CMS observed that approximately 9.8 percent of SNF stays in FY 2020 included the 

COVID-19 ICD-10 diagnosis code, and that these claims would not be included in the parity 

adjustment file because these patients would have skewed the expected case mix distribution 

had it not been for COVID-19. 

AHCA Comment: 

• AHCA supports the general CMS approach to exclude claims data from 

beneficiaries with confirmed COVID-19 ICD-10 diagnoses from the PDPM parity 

adjustment analysis but believes further refinements are necessary.   

• AHCA recommends that CMS should also use MDS 5-day and interim payment 

assessments (IPAs) during FY 2020 to identify unique beneficiaries not otherwise 

identified on claims data to also exclude them from the parity adjustment analysis of 

claims data. 

• AHCA recommends that CMS further evaluate whether the use of the B97.29 ICD-

10 code adequately captured all residents with COVID-19 prior to April 2020 or if 

other MDS data can inform data to exclude additional claims associated with likely 

COVID-19 patients from the CMS PDPM parity adjustment analysis.   

The use of claims data in the CMS analysis may not have captured all beneficiaries with 
COVID-19 ICD-10 codes or even all those with COVID-19.  This is because the MDS, and not 
claims diagnosis determine the PDPM case-mix groups (CMGs) and its component-specific case  
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mix indices (CMIs) and our analysis of the MDS data indicates that many SNF residents became 
confirmed COVID-19 positive during their Part A stay which appears to have been reported on 
IPA assessments, and not necessarily on all claims. 

Specifically, AHCA analyzed FY 2020 SNF PPS 5-day assessments and Interim Payment 
Assessments (IPAs) for all residents with an assessment reference date (ARD) during each 
month to identify any unique beneficiaries that had the same ICD-10 codes CMS used to exclude 

patient claims from the PDPM parity adjustment file.  We identified beneficiary MDS 
assessments with the B97.29 ICD-10 code used before April 2020, and the presence of ICD-10 
code U07.1 for ARDs starting April 1, 2020.  If any MDS I0020B or I8000 A-J field contained 
either of these two diagnosis codes, we identified these individuals as having a COVID-19 

diagnosis.  The unique residents per month with a confirmed COVID-19 diagnosis on the MDS 
are displayed in Figure 3 with nominal confirmed cases reported through March 2020 then an 
explosion to 34,229 in April and 41,927 in May before stabilizing somewhat averaging about 
23,000 per month from June through September. 

Figure 3. Unique Residents with a MDS COVID-19 Diagnosis by Month     

 

Based on the results this analysis we have concluded that a claims-based analysis may 

undercount confirmed COVID-19 diagnoses.  We note CMS estimated that 9.8 percent of FY 
2020 SNF cases had a specified confirmed COVID-19 diagnosis. Our MDS data analysis 
suggests this value to be slightly higher, around 10.3 percent.   

However, we believe that even the 10.3 percent rate of confirmed COVID-19 diagnoses 

reflected in Figure 3 significantly undercounts the actual cases.   We raise the three following 
points justifying this position that we discuss further in Sections 3.1.3 through 3.1.3: 

• CDC coding guidance restricted COVID-19 diagnosis coding to confirmed cases only. 



 

47 
CMS–1746–P 

 

• MDS data demonstrated an aberrant spike in nonspecific pulmonary diagnoses prior to 
the revised CDC COVID-19 coding guidance. 

• Interim Payment Assessment (IPA) use during Medicare Part A stays spiked as the 

pandemic took hold in SNFs.     

3.1.1 - CDC coding guidance restricted COVID-19 diagnosis coding to confirmed cases only. 

We note that the CDC interim ICD-10 coding guidance for COVID 193 explicitly states “If the 
provider documents “suspected”, “possible” or “probable” COVID-19, do not assign code 

B97.29.”  Additionally, the CDC coding guidance for April through September 20204 states 
“Code only a confirmed diagnosis of the 2019 novel coronavirus disease (COVID-19) as 
documented by the provider, documentation of a positive COVID-19 test result, or a presumptive 
positive COVID-19 test result.”   

We also note that prior to April 2020 (as well as for April and several months into the pandemic) 
there was little or no effective or timely COVID-19 diagnosis testing available, and when 

available, results may not have been returned in a timely basis permitting the use of the B97.29 
ICD-10 code prior to April, or the use of U07.1 beginning April 1 on any MDS or claim prior to 
discharge.  There is well documented evidence in the press early in the pandemic related to the 
lack of availability of COVID-19 testing in SNFs, and wait time for results that extended for up 

to one to two weeks.  

Additionally, the CDC guidance for ICD-10 coding2 beginning April 2020 states “Presumptive 

positive COVID-19 test results should be coded as confirmed. A presumptive positive test result 
means an individual has tested positive for the virus at a local or state level, but it has not yet 
been confirmed by the Centers for Disease Control and Prevention (CDC). CDC confirmation of 
local and state tests for COVID-19 is no longer required.  In other words, even if a SNF received 

a presumptive positive test result at a local or state level prior to April 2020, any use of the 
available B97.29 ICD-10 code was prohibited for coding on the SNF claim or MDS until such 
time later that the CDC evaluated and confirmed the local or state test result.    

Therefore, we believe that the Figure 3 numbers are deflated from the actual presence of 
COVID-19 in SNF Medicare residents, particularly prior to COVID-19 testing being readily 
available and with rapid results, and with the delayed onset of the availability to code of COVID-

19 with a presumptive positive test result.  

3.1.2 - MDS data demonstrated an aberrant spike in nonspecific pulmonary diagnoses prior to 

the revised CDC COVID-19 coding guidance. 

 

 
3 CDC ICD-10-CM Official Coding Guidelines – Supplement Coding encounters related to COVID-19 Coronavirus 
Outbreak Effective: February 20, 2020 
4 CDC ICD-10-CM Official Coding and Reporting Guidelines April 1, 2020 through September 30, 2020 

https://www.cdc.gov/nchs/data/icd/ICD-10-CM-Official-Coding-Gudance-Interim-Advice-coronavirus-feb-20-2020.pdf
https://www.cdc.gov/nchs/data/icd/COVID-19-guidelines-final.pdf
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AHCA research identified an important trend within FY 2020 MDS assessment data that 
highlights the significant impact of the severe absence of public health and scientific 
understanding of the COVID-19 pandemic in early 2020 and the significant COVID-19 coding 
restrictions placed on providers during the same timeframe as discussed in Section 3.1.1.  

Specifically, we compared the monthly trends of SNF 5-day PPS MDS coding for the presence 
of assessments with nonspecific pulmonary diagnoses (MDS items I6200 and I6300) in FY 2020 
on admission and compared the use of these codes to FY 2018 and FY 2019 5 -day assessments.  
The results, summarized in Figure 4 provide compelling evidence that something vary atypical 

happened from January to March 2020 that we believe CMS needs to evaluate further.     

Figure 4. Percent of PPS 5-Day Assessments with Nonspecific Pulmonary Diagnoses  

 

The pattern of use of the nonspecific pulmonary diagnosis coding on the MDS suggests the 
following: 

• There does appear to be some increase in the use of the MDS nonspecific pulmonary 
codes I6200 and I6300 of about 9-10 percent beginning with the onset of the PDPM 
payment model in October 2020 compared to prior years, and this apparent PDPM 

specific trend appears throughout FY 2020. 

• However, from January through March 2020 there is a marked 19 percent increase in 
the use of the MDS nonspecific pulmonary codes I6200 and I6300 compared to the 
month-to-month trends in FY 2018 and FY 2019.   

• The use of the MDS nonspecific pulmonary codes I6200 and I6300 dropped 
dramatically in FY 2020 beginning in April and returned to the pre-COVID PDPM 
baseline of about 9-10 percent above FY 2018 and FY 2019. 
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We believe these trends support our assertion that the CMS proposed PDPM parity adjustment 
methodology does not adequately capture all beneficiaries that had COVID-19.  For example, we 
do not believe that the sharp increase in reported nonspecific pulmonary codes on the MDS can 
be attributed to a bad flu season or other pulmonary factors.  If so, there would be no rationale 

for the corresponding immediate decline beginning in April 2020 other than many patients 
during early 2020 had COVID-19 but could not be coded as a confirmed case of COVID-19 
prior to MDS completion, claims submission, or discharge.  We believe that due to the novel 
nature of COVID-19 and the fact that there were severe coding restrictions on the use of the 

B97.29 ICD-10 code prior to April 2020 as well as the general lack of available or timely 
COVID-19 tests during this period to confirm a COVID-19 diagnosis as discussed in Section 
3.1.1, SNF providers had absolutely no option but to code the MDS for many patients with 
COVID-19 with the nonspecific pulmonary codes in items I6200 and I6300, especially during 

January through March 2020. 

3.1.3 - Interim Payment Assessment (IPA) use during Medicare Part A stays spiked as the 

pandemic took hold in SNFs.     

Further supporting our contention that MDS assessment data is more likely to identify 

beneficiaries with COVID-19, and that use of the use of the B97.29 ICD-10 code as the only 
indicator of the presence of COVID-19 prior to April 2020 is an insufficient approach for the 
PDPM parity adjustment, is the following AHCA analysis of the monthly trend of the use of 
voluntary IPA assessments performed to represent a change in clinical status.  As Figure 5 

demonstrates,  

• In November and December 2019, prior to the COVID-19 PHE, IPA assessments were 

routinely used for about 3,500 beneficiaries per month.  

• In January and February 2020, as COVID-19 was breaking out primarily in Asia and 
Europe, and an awareness in SNFs to be on the lookout for new pulmonary symptoms 

there was a significant increase in the use of IPA assessments to about 4,200 per month.  

• In March 2020, when the first major wave of the COVID-19 pandemic started exploding 
in SNFs in pockets in the Pacific Northwest and Northeastern states the use of IPAs 
increased to over 4,800 per month.     

• During April and May 2020, the use of IPAs leaped to 8,489 and 7,234 respectively as 
the COVID-19 pandemic hit SNFs nationwide indicting infections confirmed or 
contracted after admission, then tapered down to a higher than pre-COVID threshold of 

about 5,000-6,000 per month through September as the first major wave abated 
somewhat but existing SNF residents continued to develop pulmonary conditions during 
local COVID outbreaks.      
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Figure 5. MDS Interim Payment Assessment (IPA) Use Per Month Trend  

 

In other words, the IPA assessment trends indicate that beginning January 2020 SNFs started 
seeing clinical changes in residents enough to start using IPA assessments to change a resident’s 
SNF PPS case mix. This occurred at a much higher rate than was observed in the early months of 

the PDPM implementation, and prior to an understanding by public health officials that COVID-
19 had already infiltrated the United States.  The IPA use elevation in early 2000 closely aligns 
with the use of the non-specific pulmonary diagnosis code pattern on admission discussed in 
Section 3.1.2.  Once the COVID-19 testing became available and more residents were able to 

coded as having a COVID-19 diagnosis beginning in April 2020, then the IPA assessment use 
pattern began to parallel the confirmed diagnosis coding pattern discussed in Section 3.1.1.   

Therefore, we believe the three MDS data trends for: 1) confirmed COVID-19 ICD-10 code use 
on 5-day and IPA assessments, 2) reporting of 5-day MDS assessment nonspecific pulmonary 
diagnosis codes I6200 or I6300, and 3) IPA use during FY 2020 all lead to a conclusion that the 
CMS reported 9.8 percent prevalence of COVID-19 in FY 2020 significantly undercounts the 

likely actual presence of COVID-19, and that additional analytic strategies are likely necessary 
to exclude additional beneficiaries from the CMS PDPM parity adjustment analysis.           

3.2 - CMS observed that only 15.6 percent of SNF stays in FY 2020 utilized a COVID-19 QHS 

or benefit period waiver, and that these claims would not be included in the parity adjustment 

file because these patients would have skewed the expected case mix distribution had it not 

been for COVID-19.  CMS also notes that 87 percent of SNF stays were preceded by a 

qualifying hospital stay in FY 2020. 
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AHCA Comment: 

• AHCA supports the CMS proposed approach to exclude patient stay data that 

resulted from use of the COVID-19 QHS or benefit period waivers. 

To start with, AHCA greatly appreciates the significant CMS efforts free up resources and 
provide flexibility to streamline beneficiary access to care during the COVID-19 pandemic.  
Specifically, we have appreciated the Section 1812(f) and Section 1135 waivers and related 
flexibilities that, to minimize beneficiary exposure to COVID-19, permitted beneficiaries 

requiring skilled care to be admitted without a 3-day QHS, as well as to access a one-time 
renewal of a SNF benefit period without completing a 60-day break in spell of illness when 
impacted by COVID-19. 

In our analysis of FY 2020 MDS 5-day assessments, we also noted that the overwhelming 
majority of SNF admissions in FY 2020 continued to occur after a 3-day QHS, even after the 
pandemic had its greatest impact in the second half of the fiscal year.  We were particularly 

interested in the number of Medicare admissions to SNFs occurred when there was no preceding 
hospital stay.  Such admissions would reflect direct admissions from the community, or in some 
cases, based on physician judgment and certification, by initiating a skilled level of care without 
leaving the SNF for long-stay residents (commonly referred to as “skilling-in-place”).  Such 

admissions serve a twofold purpose during the PHE of either freeing up hospital beds during 
local surges of community cases of COVID-19, or as a preventive measure to avoid 
unnecessarily exposing beneficiaries to COVID by relocating them to a hospital when their 
emergent needs could be addressed adequately in the SNF.       

Figure 6 indicates the results of our analysis of item A1800 of the SNF PPS 5-day assessment 
that contains information in the admission source.  We counted all non-hospital admissions by 

quarter comparing FY 2020 admission counts to those in FY 2019.  Admissions from acute care 
hospitals, critical access hospitals, inpatient rehabilitation facilities, and long, term care hospitals 
were excluded from these counts.      
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Figure 6. Number of Non-Hospital Admissions Based on MDS Item A1800 

 

Figure 6 demonstrates that about 22,000 beneficiaries accessed SNF services per quarter during 
FY 2019 without an immediately preceding hospital stay, and that pattern was similar for the 

first two quarters of FY 2020.  Beginning April 2020, the number of SNF admissions without an 
immediately preceding stay increased by over 16,000 for each of the last two quarters of FY 
2020.  We note that although the Secretary of Health and Human Services issued blanket 
waivers5 permitting SNF coverage under the QHS and benefit period waivers retroactive to 

March 1, 2020, these blanket waivers were not issued until late March, meaning that for all 
practical purposes, these waivers were not utilized to any extent in until Q3 began in April.     

We assume that these non-hospital SNF admissions the FY 2019 and first two quarters of FY 
2020 represent consistent historical patterns of accountable care organization (ACO) QHS 
waiver use as well as cases where a beneficiary may have returned home af ter a QHS but entered 
the SNF within 30 days of the qualifying hospital stay as is permitted as a condition for SNF 

coverage.  We believe that the roughly 16,000 additional SNF admissions observed per quarter 
during the latter half of FY 2020 are directly attributable to the COVID-19 QHS and benefit 
period waiver use.          

Due to the unavailability of July through September 2020 SNF claims for our analysis we were 
not able to replicate the CMS assertion that 15.6 percent of SNF stays on FY 2020 utilized  a 
QHS or benefit period waiver.  What we were able to determine from the available claims data 

what that the clinical characteristics of the claims containing the DR condition code (as indicated 
by the PDPM resident classification HIPPS code) were clinically different than claims without 
the COVID-19 diagnosis codes or DR condition code.  Therefore, we agree completely with the  

 
5 CMS COVID-19 Emergency Declaration Blanket Waivers for Health Care Providers 

https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf
https://www.cms.gov/files/document/summary-covid-19-emergency-declaration-waivers.pdf


 

53 
CMS–1746–P 

 

CMS proposed approach to exclude patient stay data that resulted from use of the COVID-19 
QHS or benefit period waivers.    

We offer one final note on the use of the COVID-19 QHS and benefit period waivers.  We 
believe it is significant that the unique beneficiary count trends indicated in our MDS analysis 
depicted in Figure 6 and the CMS assertion that over 87 percent of SNF stays in FY 2020 both 
confirm that SNF providers were extremely judicious in their use of these waivers, and that in 

light of these responsible actions, and to best meet Medicare beneficiary needs as the pandemic 
subsides, CMS should extend the QHS and benefit period waivers as long as is statutorily 

possible, and to also seek legislative actions to extend these waivers.    

3.3 - CMS assumes that the nominal observed 0.3 percent difference in payment increases 

above expected in FY 2020 between the entire population of claims versus the proposed parity 

adjustment data set selected justifies the proposed 5.0 percent parity adjustment figure as the 

bulk of the payment increase above expected can be attributed solely to the implementation of 

PDPM and not COVID-19 or other impacts. 

AHCA Comment: 

• AHCA does not agree with the CMS assumption that the observed 0.3 percent 

difference in payment increase between the entire FY 2020 SNF population, and the 

claims included in the proposed PDPM parity adjustment file is accurate, and 

further exclusions are necessary due to the following three factors: 

o AHCA believes that the number of beneficiaries with COVID-19 were 

undercounted for the reasons described in Sections 3.1 through 3.1.3.  

o AHCA believes that claims data in the CMS proposed PDPM parity 

adjustment file clearly was skewed by the onset of the COVID-19 pandemic, 

particularly beginning in March to April 2020. 

o AHCA believes that the antiquated definition of the MDS Isolation item and 

absence of a waiver to permit SNFs to obtain appropriate reimbursement for 

COVID-positive patients when following CMS and CDC cohorting guidance 

suppressed payments for confirmed COVID-positive patients from what 

would have been observed if not for the magnitude of the pandemic, 

particularly for SNFs located in COVID-19 “hot spots” that had no option 

but to cohort COVID patients following CMS and CDC guidance.      

3.3.1 - AHCA believes that the number of beneficiaries with COVID-19 were undercounted 

for the reasons described in Sections 3.1 through 3.1.3. 

To summarize what we discussed in Sections 3.1 through 3.1.3, Section 3.1 notes that MDS 
diagnosis data and not claims diagnosis establishes the PDPM case-mix HIPPS payment codes 

and therefore MDS PPS 5-day assessment and IPA COVID diagnosis data should be included in 
the CMS PDPM parity adjustment analysis.  Per the AHCA research evidence discussed, this  
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would increase the percentage of beneficiaries with a confirmed COVID-19 diagnosis from the 
CMS figure of 9.8 percent to at least 10.3 percent. 

In Section 3.1.1 we also discuss that many COVID-19 cases are likely included in the CMS 
PDPM parity adjustment file do severe restrictions in the ability to use the available B97.29 ICD-
10 code prior until March 31, 2020, and the U07.1 code beginning April 1.  We note that early in 
the pandemic there was an absence and then severe shortage of available diagnostic COVID-19 

tests, and then when available, the results were often delayed for up to one to two weeks.  As a 
result, many resident MDS and claims did not contain a permissible COVID-19 code prior to 
completion/submission or resident discharge.  Additionally, the ICD-10 coding guidance did not 
permit use of the B97.29 code based on state or local results, but only if CDC confirmed the 

diagnosis, which further prevented SNFs to use the code in many cases prior to April 1, 2020 .    

In Section 3.1.2 we discussed how AHCA research identified an important trend within FY 2020 

MDS assessment data that supports our contention that COVID-19 cases are undercounted if 
CMS only relies on the B97.29 and U07.1 ICD-10 codes, particularly prior to April 1, 2020.  
Specifically, we noted a significant aberrant spike in the reporting of nonspecific pulmonary 
conditions in MDS diagnosis items I6200 and I6300 from January through March 2020.  This is 

significant because this pattern was not present during the same time periods in FY 2018 or FY 
2019   We believe tht this trend is a direct result of the fact that SNFs were only permitted to use 
the B97.29 diagnosis code for a CDC confirmed diagnostic test until March 31, 2020 and that it 
was nearly impossible for SNFs to report this code due to the lack of available or timely 

diagnostic tests and the fact that until April 1, 2020, local and state test results were not 
acceptable to use unless also confirmed by CDC.  

Finally, Section 3.1.3 we presented additional MDS IPA assessment use evidence that supports 
our nonspecific pulmonary diagnosis trend argument and undermines the appropriateness for 
CMS to use only the B97.29 and U07.1 ICD-10 codes to identify beneficiaries having COVID-
19.  Most notably there was a significant spike in IPA assessments observed during the January 

through March 2020 timeframe indicating that SNFs were observing something different in the 
patient population, particularly with a marked increase in significant pulmonary conditions that 
were not able to receive a definitive diagnosis.  Given the absence and then shortage of timely 
diagnostic testing for the novel COVID-19 virus, and the severe restrictions on the use of the 

B97.29 diagnosis prior to March 31, 2020, SNFs had no option but to code the MDS using the 
nonspecific MDS pulmonary diagnosis items I6200 and I6300 from January through March 
2020.        

3.3.2 - AHCA believes that claims data in the CMS proposed PDPM parity adjustment file 

clearly was skewed by the onset of the COVID-19 pandemic, particularly beginning in 

March to April 2000. 

In the NPRM and the furnished parity adjustment PDPM Calculator file, CMS describes the 
average annual CMI for each of the five PDPM case-mix adjusted components (PT, OT, SLP, 

Nursing, and NTA) for all claims not excluded from the analysis because they contained the  

https://www.cms.gov/files/zip/pdpm-parity-adjustment-fy-2022.zip
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COVID-19 diagnosis codes B97.29 or U07.1 or they contained the DR condition code indicating 
a 3-day QHS or benefit period waiver was applied.  CMS provided no data related to the month-
to-month trends in the average CMI for each of these components to help ascertain whether there 
were any notable case-mix changes observed with the onset of the first wave of the COVID-19 

pandemic that would suggest that the SNF patient population was markedly different than prior 
to the pandemic as well as markedly different than the FY 2019 SNF population used as part of 
the PDPM parity adjustment analysis.   

In the absence of such data in the NPRM and supporting files, and the unavailability of FY 2020 
Q4 claims data for analysis, AHCA research conducted analyses of the month-to-month trends in 
the average CMI for each PDPM case-mix adjusted component based upon the HIPPS code 

submitted on MDS SNF PPS 5-day assessments and IPAs in FY 2020.  We were unable to 
analyze month-to-month CMI changes for beneficiaries to whom the 3-day QHS or benefit 
period waiver was applied as MDS data does not contain the claim DR condition code or other 
comparable code.  

Despite these limitations our findings strongly suggest that CMS should not use any claims data 
for dates of service beginning no later than March 1, or at the latest April 1, 2020, for any 

beneficiaries in the PDPM parity adjustment analysis.  This is because our analysis of the MDS 
HIPPS data clearly indicates that the patient acuity for patients without a confirmed COVID-19 
diagnosis changed significantly particularly beginning March 1, 2020, and that the shift in 
patient acuity persisted at a higher level throughout the remainder of FY 2020. 

For example, as depicted in Figure 7, we observed a notable increase in patient acuity reflected 
by atypical average monthly CMI elevations beginning in March to April 2020, mainly f or SLP 

and Nursing components.   

This occurred in patients with and without a COVID diagnosis suggesting a COVID-specific 

impact on the broader patient mix for the remainder of FY 2020.  

In other words, something happened with the average clinical characteristics of SNF patients 

without a confirmed COVID-19 diagnosis starting in March 2020 unrelated to the PDPM 
payment model design that significantly shifted the SLP and Nursing component average CMIs 
to a higher level, which persisted at an elevated threshold even after the initial wave of the 
COVID-19 hitting SNF settings.   
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Figure 7. Average Urban SLP and Nursing Component CMIs for Patients Without 

Confirmed COVID-19 Diagnosis in FY 2020         

 

We further note that the increase in CMI from March-April 2020 corresponds with the height of 
the pandemic. These CMIs remained higher throughout FY 2020 when compared with pre -
pandemic months (Oct-Feb) during which these CMIs averaged 1.63 (SLP) and 1.57 (Nursing). 
These average monthly CMI values observed on MDS HIPPS code trends for the SLP and 

Nursing before the full impact of the pandemic are lower than the respective 1.67 (SLP) and 1.62 
(Nursing) component average annual CMIs CMS proposes to use in the PDPM parity adjustment 
calculations.    

A less dramatic increase in monthly average CMI was noted in the NTA component which had 
an average monthly CMI of 1.18 prior to March 2020 and an average monthly CMI of 1.21 from 
March to September.  In contrast, the average monthly component CMIs for PT and OT were 

1.53 and 1.52 respectively for the October 2019 through February 2020 timeframe, then dropped 
to 1.51 for both components during the March-September 2020 period.       

We note that similar trends were also present in our analysis of rural provider MDS PDPM 
HIPPS codes.  

One example of atypical changes in the pattern of reporting MDS items that corresponded with 
the first wave of the COVID-19 pandemic and beyond that not only reflects a COVID impact on 
resident health, but also impacts PDPM component rates for residents without a confirmed 
COVID-19 diagnosis are the MDS depression item D0300 (based on a standardized resident 

interview), or item D0600 (based on staff assessment when an interview cannot be completed).  
Seven PDPM Nursing component case mix groups have significantly higher CMI rates if the 
resident presents with symptoms of depression significant enough to trigger the presence of  
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depression.  Table 2 reflects the impact on Nursing component CMIs based solely on the 
presence of resident depression.  

Table 2. Comparison of PDPM Nursing Component CMIs and FY 2020 Federal Per Diem 

Rates When Depression is Present 

PDPM 

Nursing 
Base 
Case-
Mix 

Group 

Case Mix 
Group 
CMI 

Without 
Depression 

Case Mix 
Group CMI 
with 
Depression 

Federal Per 
Diem Rate 
Without 
Depression 

Federal Per 
Diem Rate 
with 
Depression 

Increase in 
Federal Per 
Diem Rate 

with 
Depression 

Percent 

Increase 
Federal 
Urban Rate 
with 

Depression 

HDE 1.99 2.4 $210.78 $254.21 $43.43 20.6% 

HBC 1.86 2.24 $197.01 $237.26 $40.25 20.4% 

LDE 1.73 2.08 $183.24 $220.31 $37.07 20.2% 

LBC 1.43 1.72 $151.47 $182.18 $30.71 20.3% 

CDE 1.62 1.87 $171.59 $198.07 $26.48 15.4% 

CBC 1.34 1.55 $141.93 $164.18 $22.25 15.7% 

CA 0.94 1.09 $99.56 $115.45 $15.89 16.0% 

As demonstrated in Figure 8, we observed a notable growth in the reporting of the presence of 
depression on PPS 5-day MDS assessments as the increase in pulmonary conditions rose 

beginning January 2020 then spiked in April 2020 during the first wave of the pandemic before 
stabilizing above 14 percent.  This is a likely expected COVID impact regardless of whether a 
patient had COVID-19 or not given the psychological impacts of fear of the disease as infection 
and death rates grew and increased social isolation became much more prevalent due to stringent 

CMS and CSC infection control requirements and family visitation prohibitions.  These 
challenges and resultant negative impacts on SNF patient’s mood specific to the pandemic and 
not PDPM implementation are well-documented in the press and in recent research studies. 
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Figure 8. Percent of 5-Day PPS Assessments with Increased Nursing Component CMIs and 

Rates Based on Presence of Depression in FY 2020    

 

Another example of a shift in clinical characteristics across the SNF Medicare population during 
the first wave of the pandemic is reflected by comparing the four major PDPM clinical 

categories derived from the primary reason for SNF stay diagnosis item I0020B of the 5 -day PPS 
assessments between March and April 2020.  During this one-month period, we observed the 
following:  

• a 63.6 percent decline in Major Joint Replacement or Spinal Surgery admissions,  

• a 34.9 percent decline in Other Orthopedic conditions, and  

• a 20.7 percent decline in Non-Orthopedic Surgery and Acute Neurologic conditions. 

• In contrast, admissions for the Medical Management condition category declined only 0.1 
percent. 

This represents a significant shift in SNF case mix at admission and resulting overall resident 
nursing care needs that, although becoming less dramatic during FY2020Q4, did not return to the 

pre-COVID baseline for the remainder of FY 2020.     

In addition to a change in patient composition after the pandemic hit, an AHCA research analysis 

of overall Medicare unique SNF resident trends in FY 2020 based on SNF PPS assessments 
reflected in Figure 9 demonstrates a significant census drop from 168,490 Medicare residents in 
March to 148,610 Medicare residents in April 2020, or an instantaneous 11.8 percent census cliff 
corresponding with the first major wave of the COVID-19 pandemic which remained 

significantly suppressed for the remainder of the year.  We believe that smaller volumes of 
admissions are more sensitive to case mix fluctuations and are more likely to skew average  
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annual CMI calculations.  In other words, they may not be representative of an “average” SNF 
yearly census if not accounted for.   

Figure 9.  Unique SNF Medicare Resident Trends in FY 2020  

 

The discussion above is particularly poignant and is consistent with AHCA member observations 
during the PHE.  Specifically, our members have consistently reported that when the pandemic 
hit, overall admissions dropped, and the patients that remained in the SNF, including those 

without COVID-19 were sicker and frailer than the “typical” case mix and had more complex 
care needs.  They noted that they no longer were seeing post-surgical admissions, and that with 
many family members working at home during the PHE and able to provide in-home social 
support not possible before the pandemic, more beneficiaries with less complex needs were able 

to be discharged home from the hospital.   

This latter statement is supported by a 30.2 percent decline in SNF admissions from March to 

April 2020 for the Nursing Physical Function Reduced PBC1 case-mix group.  This is significant 
as this case-mix group had one of the lowest urban Nursing component CMI at 1.13 in FY 2020 
yet represented 16 percent of SNF admissions in March 2020.  In the absence of patients with 
less complex nursing needs from April through September 2020, any observed increase average 

Nursing component CMIs corresponding with and after the first wave of the pandemic are most 
likely inflated by COVID-related and not PDPM design factors.           

3.3.3 - AHCA believes that the antiquated definition of the MDS Isolation item and absence 

of a waiver to permit SNFs to obtain appropriate reimbursement for COVID-positive 

patients when following CMS and CDC cohorting guidance suppressed payments for 

confirmed COVID-positive patients from what would have been observed if not for the 

magnitude of the pandemic, particularly for SNFs located in COVID-19 “hot spots” that 

had no option but to cohort COVID patients following CMS and CDC guidance.      
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The unique nature of the COVID-19 pandemic and resultant national public health emergency 
has revealed a gap in the PDPM payment model design to be responsive to unanticipated public 
health emergencies, particularly those related to highly contagious novel infectious diseases. In 
particular, the need to adequately capture the costs at the patient-level associated providing 

isolation-level care for infectious diseases when a SNF is following CDC, CMS, State, or Local 
isolation and cohorting guidance was difficult if not impossible for those providers most 
impacted by the COVID-19 pandemic. 

For example, early CDC/CMS guidelines during the current PHE to SNFs was to contain the 
virus as much as possible with available space. Specifically, CDC/CMS guidance instructed 
SNFs at a minimum to cohort patients applying transmissions-based precautions in a separate 

observation area or in a single room to evaluate and manage for signs and symptoms of COVID-
19 until 14 days have elapsed since admission.  In other words, fo llowing CMS and CDC 
guidance, SNFs were to provide an infectious disease isolation level of care for all admissions 
and for all patients demonstrating signs and symptoms suggestive of COVID pending a 

confirmed diagnostic test result in an isolated room, or in the absence of a single room, cohorted 
into a multiple occupancy room, wing, or building with patients presenting with similar COVID 
characteristics. 

Regarding those patients with a diagnostic test confirmed COVID-19 diagnosis, examples of 
real-world experience of the application of the guidance that necessitated the cohorting of more 
than one resident in the same room with a COVID-19 confirmed diagnosis included: 

• In some SNFs, during a surge, there were not enough single rooms available to place all 
COVID-19 positive patients in single occupancy isolation. 

• In some SNFs, particularly those with higher occupancy, there were not enough multiple 
occupancy rooms available to repurpose as single rooms to place all COVID-19 positive 
patients in single occupancy isolation; 

In both scenarios, especially in locations where alternative locations to transfer residents were 
not immediately available, cohorting more than one patient with similar COVID-19 identified 
status in an isolation room was the only option available. Therefore, following CDCs guidelines, 

some COVID-19 positive patients were admitted into a cohorted room and received an 
“isolation” level of nursing care.  However, per current MDS-RAI manual coding guidance (see 
below) a SNF was and remains prohibited from using the code for isolation on the MDS, 
resulting in an inadequate payment rate. This was particularly problematic for SNFs in the 

hardest hit areas of the country who had no other options for room assignment.  

MDS RAI Manual Guidance 

O0100M, Isolation for active infectious disease (does not include standard precautions) 

 

https://www.cms.gov/files/document/qso-20-28-nh.pdf
https://www.cms.gov/files/document/qso-20-28-nh.pdf
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html
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Code for “single room isolation” only when all of the following conditions are met: 

1) The resident has active infection with highly transmissible or epidemiologically 

significant pathogens that have been acquired by physical contact or airborne or droplet 
transmission. 

2) Precautions are over and above standard precautions. That is, transmission-based 
precautions (contact, droplet, and/or airborne) must be in effect. 

3) The resident is in a room alone because of active infection and cannot have a roommate. 
This means that the resident must be in the room alone and not cohorted with a roommate 
regardless of whether the roommate has a similar active infection that requires isolation. 

4) The resident must remain in his/her room. This requires that all services be brought to the 

resident (e.g., rehabilitation, activities, dining, etc.). 

Throughout the pandemic we have asked for CMS to consider the following specific challenges 

many SNF providers have experienced with implementing CDC/CMS/State/Local COVID-19 
isolation guidelines as well as how following the guidance should accurately be reported on the 
MDS. Our concern from day one was that the patient-specific direct care nursing time and costs 
for providing skilled care to a COVID-19 patient are extensive and that the MDS resident 

assessment item O0100M - Isolation for active infectious disease has a significant impact in the 
PDPM Nursing component case mix group assignment, and a smaller impact on the NTA 
component case-mix group assignment. Unless a provider can code for isolation when caring for 
a beneficiary with an active COVID-19 diagnosis following federal and local public health 

infection control isolation guidance, the PDPM Nursing case mix assignment and associated 
payment rate is woefully inadequate. 

Condition 3 of the MDS RAI manual guidance of item O0100M has been particularly 
problematic due to the statement “The resident is in a room alone because of active infection and 
cannot have a roommate. This means that the resident must be in the room alone and not 
cohorted with a roommate regardless of whether the roommate has a similar active infection that 

requires isolation.” 

We have recommended that condition 3 of the item O01100M of the MDS manual guidance be 

modified as follows (in bold text): 

3. The resident is in a room alone because of active infection and cannot have a roommate. This 

means that the resident must be in the room alone and not cohorted with a roommate regardless 
of whether the roommate has a similar active infection that requires isolation. The one exception 

is that during a declared public health emergency (PHE), the resident may be cohorted into 

a multiple occupancy room when following federal, state, and/or local public health 

guidance during the PHE. 

 

 



 

62 
CMS–1746–P 

 

This proposed solution would have permitted providers, particularly those located in COVID-19 
“hot spot” locations to capture a more appropriate Nursing and NTA component payment rate. 
Additionally, this solution would have provided for a ready-made solution for any future PHE 
where federal or local public health guidance directs providers to cohort patients in isolation.   

The extremely limited parameters of the modification of condition 3 of item O0100M of the 
MDS would have been sufficient to prevent inappropriate use.   

However, as Figure 10, derived from our analysis of the month-to-month trends of Nursing 
component CMIs for patients with a confirmed COVID-19 diagnosis suggests, the inability to 
code for an isolation level of care using MDS item O0100M did not enable providers to receive 
the appropriate higher PDPM payment rates for many of these extremely sick individuals.   

Figure 10. Average Monthly Nursing Component CMI for Patients with a Confirmed 

COVID-19 Diagnosis on FY 2020 MDS Assessments 

 

We note that in March 2020, when there were only 314 MDS assessments with a confirmed 
COVID-19 diagnosis (see Figure 3) and the supply of single occupancy isolation rooms needed 
for normal rates of active infectious disease was likely adequate to provide single-occupancy 
isolation in most SNFs, the average monthly Nursing component CMI for patients with a 

confirmed COVID-19 diagnosis was 2.37.  However, once the first wave of the pandemic hit in 
April 2020 and more diagnostic testing became available to confirm COVID-19 as a definitive 
diagnosis, the pure volume of COVID-positive cases overwhelmed the single-room isolation 
capacity of many SNFs, particularly those in “hot spots” forcing them to cohort such residents in 

multiple occupancy rooms following CMS and CDC guidance.  As a result, as reflected in Figure 
10, the average monthly Nursing component CMI for COVID-positive patients dropped by more 
than 8 percent, to between 2.15 and 2.18 on average for the remaining months of the fiscal year.  
In contrast, the PDPM payment model CMI for patients that had a confirmed COVID-19  
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diagnosis and were eligible to use the MDS O0100M Isolation code qualifying for the ES1 
Nursing CMG would have been 2.93.  

In other words, the inability of SNFs to be able to take credit for providing an isolation level of 
nursing care for confirmed COVID-positive patients resulted in a perverse payment rate 
disconnect at the height of the pandemic.  Specifically, while CMS suggests that overall Nursing 
component payments increased above what was expected in FY 2020, Figure 10 suggests that 

payments for some of the sickest and most complex patients, those with confirmed COVID-19 
were suppressed and declined to a level much lower than would have been expected under 
normal circumstances at the peak of the pandemic, particularly in “hot spots”.       

3.4 - CMS indicates that the implementation of PDPM resulted in immediate changes in 

therapy utilization but not therapy-related outcomes to date, while acknowledging that the 

significant difference in how the previous resource utilization groups (RUG-IV) and PDPM 

design prevent traditional recalibration methodologies used in prior payment model 

transitions.       

AHCA Comment: 

• AHCA supports the thoughtful CMS efforts at monitoring PDPM implementation 

to assure that SNFs furnish therapy services that are person-centered and that 

achieve desired clinical outcomes including functional improvement, successful 

discharges to home and others that are directly impacted by the efforts of 

professional therapists. 

One of the primary criticisms of the prior RUG-IV SNF PPS payment model was that basing 

payment rates for the therapy component primarily in minutes of service delivery unrelated to 
resident characteristics improperly incentivized overutilization of therapy services and did not 
incentivize efficiencies and effectiveness of care delivery.  The PDPM payment model design 
was intended to eliminate such incentives, and as CMS indicates in the NPRM, changes in 

therapy utilization were expected with the implementation of the new payment model.  CMS also 
indicated that the Agency would be closely monitoring quality of care and outcomes measures 
typically associated with therapy services overall resident care planning to address functional 
status to determine if any observed reduction in total therapy treatment time during a stay or 

increases in concurrent or group therapy use impacts the quality of the overall interdisciplinary 
care delivery.           

We appreciate that CMS did state that during the implementation of PDPM the Agency 
“…observed no changes in the percentage of stays with falls with major injury, the percentage of 
stays ending with Stage 2–4 or unstageable pressure ulcers or deep tissue injury, the percentage 
of stays readmitted to an inpatient hospital setting within 30 days of SNF discharge, or other 

similar metrics (86 FR 19986).”  AHCA has provided education and encouraged SNF providers 
seek to “right-size” the amount of therapy to furnish therapy services that are both efficient and 
effective.  To help achieve this desired result, in 2020, AHCA, in collaboration with the  
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University of Colorado, launched a new evidence-based online and interactive High-Intensity 
Physical Rehabilitation in Medically Complex Populations training program for physical and 
occupational therapy professionals that work within the SNF.   

We look forward to examining the details of whether the CMS observed changes in therapy 
utilization were noted across-the-board or whether the total minute reductions or changes in 
concurrent and group therapy were associated with specific resident characteristics or impacted 

outcomes unequally.  For example, while CMS noted in the NPRM that the percentage of 
beneficiaries that received concurrent and group therapy were negligible under RUG-IV but rose 
to 32 percent and 29 percent respectively with the onset of PDPM, we are very interested in the 
characteristics of patients that received these different modalities in FY 2020.  Specifically, what 

made these residents receiving some amounts of concurrent and group therapy different than the 
approximately 70 percent of patients that continued to receive one-to-one individualized therapy 
services throughout their entire stay, even when these non-individual treatment approaches were 
available?  This result could suggest that there is a finite population of SNF residents who would 

benefit from concurrent or group therapy approaches and that as PDPM was implemented, 
providers appear to have been judicious in selecting those residents that would benefit from this 
more socialized treatment approach without negatively impacting outcomes. 

In response to the CMS observation that the percentage of residents receiving concurrent or 
group therapy declined to 8 percent and 4 percent respectively as the COVID-19 pandemic hit, 
we believe there is a rational explanation.  Specifically,  during the PHE CMS and CDC 

announced specific and ever changing infection control procedures for SNFs including 
handwashing, personal protective equipment (PPE) use, social distancing, equipment 
sanitization, the creation of distinct COVID positive, COVID risk observation, and non- 
COVID rooms, wings, floors and buildings, and also created policies severely restricting the 

ability for residents to receive therapy in the typical common therapy treatment spaces or gyms 
as well as restricting the ability of therapy staff to move between distinct segregated COVID 
areas within a building or between buildings.   

As a result of these restrictions for infection control purposes, most therapy shifted to the bedside 
during the PHE and out of necessity most of the therapy had to be delivered one-to-one, even in 
cases where concurrent or group therapy may have been as effective or even the preferred 

modality for socialization and/or patient motivation purposes.  We believe that the percentage of 
concurrent or group therapy did not disappear entirely during the PHE is that in certain 
circumstances these modalities could be safely delivered while following infection control 
guidance.  For example, if there were more than one resident requiring therapy in a multiple 

occupancy room and each were appropriate to receive concurrent or group therapy services while 
adhering with infection control procedures, then it made sense to treat them at the same time to 
prevent additional exposure risk if the therapist or another therapist was to return to the room to 
treat the other resident.             

 

https://educate.ahcancal.org/products/high-intensity-physical-rehabilitation-in-medically-complex-populations
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In addition to the percentage of patient stays that included any amount of concurrent or group 
therapy, we believe it is important to discuss the total amount of concurrent and group therapy 
provided to Medicare beneficiaries.  Although not presented in the NPRM, we examined the 
percentage of total therapy minutes performed during SNF stays based on the CMS “Process for 

Calculating Compliance with the Concurrent and Group Therapy Limit” described in the CMS 
PDPM Fact Sheet: Concurrent and Group Therapy Limit.  When PDPM was implemented, and 
payment was no longer directly linked to therapy utilization, the Agency had concerns that the 
concurrent or group therapy modalities may be overutilized and capped the total amount of 

minutes these modalities could be applied during a resident stay at 25 percent of total minutes.   

Figure 11 demonstrates that during FY 2020 the average percentage of concurrent and group 

therapy minutes during resident stays was nominal, even before the first wave of the COVID-19 
pandemic created challenges in delivering therapy services by these modalities.  Specifically, the 
SLP peak average percentage of the use of concurrent and or group therapy minutes per stay in 
FY 2020 was 2.35 percent, for PT it was 5.62 percent, and for OT it was 5.59 percent.  Again, 

over the coming months we intend to explore further if there are patient characteristics more 
likely to receive more or less than the average amounts of concurrent and/or group therapy 
services during a stay.  However, this data suggests again that SNF providers have been 
judicious in the use of these non-one-to-one therapy modalities.           

Figure 11.  Concurrent and Group Therapy – Percentage of Total Minutes Per Stay 

 

Finally, we appreciate that CMS recognizes that, with the significant change in how PDPM pays 

for therapy services based on patient characteristics rather than therapy utilization, and the 
absence of regularly scheduled, start of therapy, change of therapy, and end of therapy 
assessments under PDPM it would be inappropriate to attempt to convert FY 2020 reported 
therapy utilization to estimate what RUG-VI payments would have been in FY 2020.      

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/Downloads/PDPM_Fact_Sheet_Template_CGLimit_v6.zip
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3.5 - CMS notes that the observed PT and OT component CMIs for the entirety of FY 2020 

performed as expected.  In contrast, CMS asserts that the SLP, Nursing and NTA component 

CMIs increased 22.6 percent, 16.8 percent, and 5.6 percent respectively for the entire FY 2020 

population, and postulates that these increases only declined slightly when the COVID-19 and 

waiver claims were excluded is another justification that the increases in CMIs for these three 

components are “primarily responsible for the inadvertent increase in spending under PDPM. 

(86 FR 19987)” 

AHCA Comment: 

• AHCA agrees that analysis of PDPM component CMIs suggests that there may have 

been a greater than expected spending in FY2020 due to an imperfect initial 

calibration of PDPM,  

o However, we disagree with the CMS assertion that the implementation of 

PDPM was “primarily responsible” and  

o We also disagree regarding the described magnitude as CMS assumes no 

COVID-related impact on patients within the proposed PDPM parity 

adjustment claims data set.   

• AHCA recommends that CMS evaluate the month-to-month component CMI 

trends to identify additional claims that should be removed from the PDPM parity 

adjustment analysis due to currently unaddressed COVID-19 factors and not 

PDPM design factors.    

In Section 1 of our PDPM parity adjustment recalibration comments Table 1 is a reproduction of 

the NPRM Table 23 which describes 1) the average annual PDPM component average CMI that 
CMS expected, based on an estimated projection from FY 2019 SNF stays, 2)  the observed 
average component CMIs for all claims in FY 2020, and 3) the observed annual average 
component CMIs for all claims in FY 2020, excluding claims containing confirmed COVID-19 

diagnosis codes or claims that contained 3-day QHS or benefit period waiver DR condition code.  
That data is included in the more comprehensive Tables 3 and 4 in the following discussion.  

In Section 3.1 we offered detailed comments and data analysis that suggest that the CMS 
proposed PDPM parity adjustment analysis may not have adequately identified all beneficiaries 
with COVID-19 that should have had claims excluded.  In Section 3.2 we offered additional 
details and examples demonstrating how unaccounted-for COVID-19 factors appear to be 

skewing and inflating component CMIs, especially SLP and Nursing, for all patients beginning 
early in the first wave of the pandemic that suggests data from the latter half of FY 2020 is 
suspect for all patients.  Additionally, we suggested and provided evidence that antiquated MDS 
isolation coding policy appears to have suppressed Nursing and NTA component CMIs for 

confirmed COVID positive patients which likely contributed to the resultant nominal 0.3 percent 
difference between the total FY 2020 costs versus the CMS proposed parity adjustment analysis 
dataset instead of resulting in a greater difference. 
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In Table 3 we are combining the CMS PDPM average CMI results by component for all stays in 
FY 2020 derived from claims HIPPS codes with our AHCA analysis using MDS HIPPS codes.  
The first row contains the average annual CMI for each PDPM component that CMS projected 
for FY 2020.  The second row contains the actual average CMI results CMS reported for FY 

2020 from claims, and the third row are the results AHCA obtained from MDS assessments.  It is 
clear from these results that CMS and AHCA are looking at the same data as our observed 
results in rows two and three are nearly identical for each component – based on annual CMI 
average values.   

However, in the fourth and fifth rows we highlight points we raised in Sections 3.3.2 and 3.3.3 
that there appear to be COVID-specific factors that skewed he CMI values for all patients with 

the onset of the pandemic that is not currently accounted for in the CMS proposed PDPM parity 
adjustment methodology.  For example, CMS cites that the observed SLP annual average CMI 
from claims was 1.71, or 22.6 percent higher than expected.  However, row four in Table 3 from 
our analysis of month-to-month changes in MDS CMIs for SLP from the months of October 

2019 through February 2020 shows an average SLP CMI of 1.64, which is a  significantly smaller 
increase than CMS observed when using the entire year.   

A similar dramatic difference in average CMIs when looking at components before the pandemic 
hit in full force is the Nursing component where CMS cites the average CMI observed  in FY 
2020 was 1.67, while the average increase we observed before COVID hit was only 1.57.  As 
row five of Table 3 demonstrates, the significantly elevated monthly average CMIs for the SLP 

and Nursing components beginning March 2020 have severely skewed the annual component 
CMI averages CMS cites.                         

Table 3. Comparison of FY 2020 Average PDPM CMI by Component - CMS Claim 

Analysis Vs. AHCA MDS Analysis – All Stays 

FY 2020 PT OT SLP Nursing NTA 

CMS Expected Annual Average CMI 
from Claims (Based on FY 2019 
Estimate) 

1.53 1.52 1.39 1.43 1.14 

CMS Observed Annual Average CMI 

from Claims (All Stays) 
1.50 1.51 1.71 1.67 1.20 

AHCA Observed Annual Average CMI 

from MDS (All Stays) 
1.50 1.51 1.71 1.66 1.19 

AHCA Observed Average CMI from 
MDS (All Stays) – Oct 2019 - Feb 2020 

1.52 1.52 1.64 1.57 1.18 

AHCA Observed Average CMI from 
MDS (All Stays) – Mar 2020 - Sep 2020 

1.49 1.49 1.78 1.75 1.21 
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AHCA does appreciate that CMS has made an extraordinary effort at attempting to mitigate for 
the impact of COVID-19 in the Agency’s proposed parity adjustment methodology, particularly 
with the proposed exclusion of any claims containing a COVID-19 ICD-10 code as well as 
exclusion of any claims containing the COVID-19 PHE 5-day QHS and benefit period waiver 

DR condition codes.  However, as the results of our analysis of MDS CMIs in Table 4 
demonstrate, the CMS efforts at mitigating for COVID-specific factors appears to be incomplete, 
and therefore the proposed 5.0 percent PDPM parity adjustment is likely inflated from what 
would have occurred because of PDPM implementation only. 

Specifically, the first row of Table 4 demonstrated that by CMS removing the claims they 
propose removing from the PDPM parity adjustment analysis, the average CMIs for the SLP and 

Nursing components are reduced slightly as compared to all stays in row two of Table 3, 
however this approach also increases the PT, OT, and NTA CMIs compared to all stays.   

In our AHCA analysis of MDS derived component average CMIs we were not able to replicate 
the CMS approach exactly because 1) as mentioned in Section 2 of our comments, we do not 
currently have access to CMS FY 2020 Q4 claims data, and 2) MDS data does not have data 
identifying the use of a QHS or benefit period waiver.  However, we do not believe this 

limitation diminishes the validity of the following comments.        

Table 4. Comparison of FY 2020 Average PDPM CMI by Component - CMS Claim 

Analysis Vs. AHCA MDS Analysis – Excluded Stays 

FY 2020 PT OT SLP Nursing NTA 

CMS Observed Annual Average CMI from 
Claims (Excluding DR or COVID Claims) 

1.52 1.52 1.67 1.62 1.21 

AHCA Observed Annual Average CMI from 
Claims (No COVID on MDS) 

1.52 1.52 1.68 1.61 1.19 

AHCA Observed Annual Average CMI from 
Claims (Including Only COVID MDS) 

1.40 1.42 1.88 2.16 1.19 

AHCA Observed Average CMI from MDS 
(No COVID on MDS) Oct 2019-Feb 2020 

1.53 1.52 1.63 1.57 1.18 

AHCA Observed Average CMI from MDS 
(No COVID on MDS) Mar 2020-Sep 2020 

1.51 1.51 1.74 1.67 1.21 

In the second row of Table 4 we evaluated the average annual component CMI for SNF PPS 
MDS assessments with no COVID-19 diagnoses and found the resulting CMIs nearly identical to 
the CMS reported CMIs of FY 2020 claims in their proposed PDPM parity adjustment data set 

reported in row 1.  The third row looks at the CMIs of only those SNF PPS assessments in FY 
2020 that contained COVID-19 ICD-10 codes and the results confirm the sound decision of 
CMS to propose not including COVID patients from the PDPM parity adjustment analysis as the 
resultant CMI were extremely skewed.   
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However, much like the pattern observed in the month-to-month average component CMI trends 
for all patients described in Table 3, the same pattern of significant skewing of the SLP and 
Nursing component CMIs for non-COVID patients upon the onset of the first wave of the 
pandemic is clear.  In the fourth row of Table 4, the average SLP CMI between October 2019 

and February 2020 is 1.63, which is lower than the 1.67 value CMS proposes for the  parity 
adjustment analysis.  Similarly, the Nursing component average CMI from October 2019 to 
February 2020 is 1.57, while CMP proposes to use 1.62 for parity adjustment purposes.  In 
contrast, the fifth row demonstrates that non-COVID patient average SLP CMI shot up to 1.74 

once the first wave of the pandemic hit beginning about March 2020 while the Nursing 
component jumped to 1.67.   

All in all, these average PDPM component CMI tables strongly suggest that there are COVID-
related factors influencing the month-to-month average all SNF patient CMIs beginning March 
2020, and this effect is also happening in the proposed PDPM parity adjustment analysis claim 
set.  Our impression is that in addition to assuring that all patients with COVID are properly 

identified and excluded form the PDPM parity adjustment analysis, CMS should also evaluate 
whether the Agency is able to mitigate for the apparent COVID impact on all patients once the 
pandemic took a foothold in SNFs, or whether all data after this point needs to be excluded from 
the PDPM parity adjustment effort.                  

3.6 - CMS utilized SNF claims for the parity adjustment analysis and accounted for the 

HIV/AIDs add-on derived from the claim diagnosis as well as accounted for the provider’s 

urban versus rural designation. 

AHCA Comment: 

• AHCA supports the proposed methodology CMS applied to account for the 

HIV/AIDs add-on derived from the claim diagnosis as well as for the provider’s 

urban versus rural designation. 

3.7 - CMS proposes to apply any parity adjustment equally across all five PDPM case mix 

components (PT, OT, SLP, Nursing, and NTA) since the initial RUG-IV to PDPM parity 

adjustment applied equally.   

AHCA Comment: 

• AHCA does not deny that there may have been an inadvertent increase in SNF 

spending since implementing PDPM that may be attributed solely to an imperfect 

initial assignment of PDPM case-mix index values. 

• If CMS determines, after evaluating stakeholder comments and conducing further 

analysis, that a PDPM parity adjustment recalibration is necessary, AHCA opposes 

an arbitrary equal across-the-board adjustment to recalibrate PDPM to be budget 

neutral.  
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AHCA does not understand the CMS rationale for the proposed approach of adjusting all PDPM 
case-mix adjusted components equally.  It is our understanding that the proposed intent of 
relying on comparing the predicted PDPM CMI for each of the five case-mix adjusted 
components in FY 2020 to the actual observed CMI for each component was to identify if 

Medicare paid more or less than expected for each individual component in FY 2020 for the 
patients included in the CMS PDPM parity adjustment analysis file.   

In the NPRM CMS notes that the observed average CMI’s for the PDPM PT and OT 
components in the proposed PDPM parity adjustment file in FY 2020 were slightly lower than 
predicted but otherwise were similar to what was expected.  In other words, the PDPM payment 
model performed almost exactly as it was intended to do in FY 2020 and payments for these two 

components were what CMS intended to pay.  If anything, they were paid a nominal bit less than 
they should have been paid. 

In contrast, as discussed in Section 3.5, CMS notes that the observed average CMI’s for the 
PDPM SLP, Nursing, and NTA components in the proposed PDPM parity adjustment file in FY 
2020 were notably higher than predicted.  In other words, the PDPM payment model did not 
perform as intended.  We believe that this is because, despite the best intentions of CMS and its 

PDPM design contractor, the case-mix weights assigned to these three components during the 
design phase were unintentionally inflated.   

We believe this to be the result of several MDS items not impacting payment prior to PDPM 
being reported more often or with different responses than anticipated in FY 2020, even during 
the months prior to the impact of the COVID-19 pandemic. When the PDPM case-mix model 
design was finalized in the FY 2020 SNF PPS Final Rule (84 FR 38728) CMS did not account 

for any behavioral MDS coding changes although SNF providers were trained by CMS, AHCA, 
and others to focus on better assuring the accuracy of coding those MDS items that directly 
impact PDPM resident classification.   

We also note that our analysis of FY 2020 MDS Assessment PDPM HIPPS codes reflected 
similar observations to the CMS reported full year average FY 2020 values listed in Table 23 of 
the NPRM (See Table 1).  However, as we discuss in our Section 3.2.2 comment, the true PDPM 

performance variation from expected for all five risk-adjusted components is likely less than the 
values the Agency proposes to use in the PDPM parity adjustment analysis because in our 
analysis we identified a marked change in the month-to-month CMIs for patients without 
confirmed COVID-19 diagnosis codes on MDS assessments starting in March 2020 that be 

believe needs to be accounted for.    

We believe that if CMS revises the proposed approach to finalize a FY 2020 PDPM parity 

adjustment file that excludes essentially all claims impacted by the COVID 19 PHE as we have 
discussed in Sections 3.2.2 and 3.2.3 of our comments, then the average component CMIs 
observed in FY 2020 are more likely to reflect the true average CMI baseline that was projected 
in CMS modeling prior to implementation of PDPM.  Therefore, if there was any inadvertent 

increase in SNF spending attributed solely to the implementation of the PDPM case mix model  
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design, particularly the assigned component CMIs, then CMS efforts should be directed at fixing 
the slightly off target CMI weighting assumptions for those components that missed the target.          

We do not disagree with the rationale CMS applied when he Agency utilized the initial 46 
percent parity adjustment multiplier equally across all components upon implementation of 
PDPM when there was no basis at the time to assume that the individual component case-mix 
weights were not accurate.  However, given the results of the implementation, the evidence 

suggests that if any PDPM parity adjustment recalibration is determined to be necessary, the 
adjustments should be dialed-in to the individual components that did not respond as expected.   

We are concerned that if CMS proceeds with the proposed approach to apply any necessary 
parity adjustment corrections equally across all five case-mix adjusted components, the Agency 
will exacerbate the currently modest design inaccuracies of the current assigned CMIs by 
destabilizing the currently relatively accurate PT and OT component CMIs without fixing the 

underlying behavioral assumptions that led to the apparent overvaluation of the initial CMIs 
assigned to the SLP, Nursing, and NTA components.         

3.8 - CMS did not discuss the implications of a sub-regulatory claims processing policy 

implemented to permit a hard-cut from the RUG-IV to PDPM payment model on October 1, 

2019 that resulted in artificial one-time claim underpayments in September 2019 and claim 

overpayments for subsequent claims beginning in October 2019 for beneficiaries who had 

stays overlapping the payment model transition.        

AHCA Comment: 

• CMS should exclude beneficiaries claims impacted by the one-time transitional IPA 

policy from the PDPM parity adjustment analysis for stays that initiated prior to 

October 1, 2019 and continued uninterrupted into October. 

The PDPM transitional IPA policy created a significant temporary one-time increase in payments 
unrelated to the assigned beneficiary component CMG and has inflated observed payments over 
expected payments in FY2020. The significant design differences between the prior resource 
utilization groups (RUG-IV) and PDPM payment model required a hard cut on October 1, 2019, 

with no multiple-year transition of overlapping payment models as was done when the SNF PPS 
RUG-based model replaced cost-based reimbursement in 1998.  

This resulted in lower-than-expected September 2019 payments for patients admitted in late 
September as the transition policy resulted in many September patient days being paid at the 
default SNF PPS rate. In contrast, the large number of patients in SNFs on September 30, 2019, 
and continuing to receive care in October, were required to have a transitional IPA to establish 

PDPM per-diem rates Effective October 1. As a result, our analysis of SNF MDS IPA 
assessment patterns in FY 2020 indicates that SNFs received triple the non-therapy ancillary 
(NTA) component per-diem rate for over 100,000 beneficiaries from October 1 through October 
3 that would not have occurred had it not been for the transitional IPA policy. A smaller  
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temporary inflationary impact on the PT and OT component VPD rates for these beneficiaries 
occurred throughout the remainder of the stay up to day 100 of SNF benefit eligibility as the 
VPD adjustments for these components do not kick in until day 20 of the VPD schedule and the 
payment reductions are only 2% per week thereafter.  

This suggests that the parity adjustment analysis should exclude beneficiary claims for residents 
that initiated a SNF Part A stay prior to October 1, 2019, and such stay extended into October, as 

the PDPM per-diem rate for those beneficiaries beginning October 1 were higher than what the 
rate would have been had it not been for the transitional IPA policy, and served in part to offset 
the September underpayments caused by this policy.  The one-time transitional IPA policy 

payment impact should not be factored into a permanent parity adjustment methodology.             
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