
 
 
      February 5, 2016 
 
 
Acumen, LLC 
500 Airport Blvd., Suite 365 
Burlingame, CA 94010 
 
Via email:  mspb-pac-measures-support@acumenllc.com  
 
RE: Draft Specifications: Medicare Spending Per Beneficiary – Post Acute Care (MSPBPAC) 
Resource Use Measures/Treatment of Episodes with Hospice Care 
 
This communication is the second of two provided by the National Association for Home Care & 
Hospice (NAHC) on the Centers for Medicare & Medicaid Services’ (CMS’) call for input on the Draft 
Specifications:  Medicare Spending Per Beneficiary -- Post Acute Care (MSPBPAC) Resource Use 
Measures.  Our first communication was sent on January 29, 2016.  This communication will provide 
comment exclusively on CMS’ specific request for input on the treatment of episodes with hospice 
care as part of the measures. 
 
At the outset we believe it is important to note that CMS’ meaning in requesting “input on the treatment 
of episodes with hospice care as part of the measures” is not entirely clear.  Our assumption is that CMS 
is asking for input on the inclusion of hospice as part of the “Associated Services” during the full 
“episode” time frame associated with each measure. Our comments reflect that assumption.  
 
As indicated in the Introduction to the Acumen draft specifications report: 
 
“The Improving Post-Acute Care Transformation Act of 2014 (IMPACT Act) authorizes the Secretary to develop 
‘resource use measures, including total estimated Medicare spending per beneficiary’ and to require the 
reporting of standardized assessment data in post-acute care (PAC) settings: skilled nursing facilities 
(SNFs), home health agencies (HHAs), long-term care hospitals (LTCHs), and inpatient rehabilitation 
facilities (IRFs). The Medicare Spending Per Beneficiary – Post-Acute Care (MSPB-PAC) measures must 
be implemented according to …statutorily mandated timelines... 
 
“The purpose of the MSPB-PAC measures is to support public reporting of resource use in all four PAC 
provider settings as well as to provide actionable, transparent information to support PAC providers’ 
efforts to promote care coordination and improve the efficiency of care provided to their patients.” 
 
As such, it is our sense that the goal of the IMPACT Act and the work that CMS is conducting to 
implement the Act is to measure the “relative efficiency” of post-acute care interventions, including 
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assessment of the quality and cost of care provided.  As noted in the Acumen Draft Specifications, 
“Associated Services” are suggested for inclusion in the Resource Use measure because these services may 
be “reflective of and influenced by the services rendered by the PAC facility.”   

Hospice is an important element of the health care continuum but it is not post-acute care, and there are 
many significant distinctions between the reasons for utilization of post-acute care services and referral 
to and/or election of hospice care.  The ultimate goal of post-acute care services in most instances is to 
either restore a patient to a previous, higher level of functioning or to maximize the potential functioning 
of the individual so that they are able to resume participation in their lives.  Post-acute care requires 
physician referral for services, and as a rule is initiated with specific or general restorative goals in mind.   

While referral to and/or election of hospice services may occur following a hospitalization or post-acute 
care episode, it does not serve as an alternative site of care or as the “next stage” in the continuum of care 
for achieving the goals of acute hospitalization or post-acute care.  Rather, it represents a change in the 
focus of care -- an acknowledgement of the presence of a life-limiting illness (with a prognosis of six 
months or less) and the decision to forego curative care for the terminal illness and related conditions 
and to pursue palliation and management of these conditions until life ends.  This waiver of curative 
services is, as distinct from every other Medicare benefit, a requirement exclusive to hospice care. 
Further, while a physician certification is required for hospice care, a patient or family member can 
pursue hospice coverage without explicit referral to hospice care.  In some cases the post-acute care 
provider may not even know that a patient has subsequently elected hospice care. 

We have a number of serious concerns relative to CMS’ inclusion of hospice as part of the “Associated 
Services” under the post-acute resource utilization measure.  We are particularly concerned that 
inclusion of hospice as an “Associated Service” could deter or significantly delay appropriate referrals to 
hospice as this may have negative financial implications for the post-acute care or other providers.  
Additionally, inclusion of hospice as an “Associated Service” would be inappropriate if the 
terminal/related conditions are not the condition(s) for which referral to post-acute care was made.  
Therefore, we urge that CMS exclude hospice care from the “Associated Services” category as part of the 
Resource Use Post-Acute Measure.   

We appreciate your thoughtful consideration of our recommendation in this regard. 

      Sincerely,      

                                                                      

      Vice President for Hospice Policy & Programs 

   
 
 


