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Marilyn Tavenner  
Administrator, Centers for Medicare & Medicaid Services  
Department of Health and Human Services  
CMS 3819P  
P.O. Box 8016  
Baltimore, MD 21244-8016  
 

Submitted electronically HHC_Star_Rating_Helpdesk@cms.hhs.gov 

 

Re: Five Star Rating for Home health Agencies   

Dear Ms. Tavenner, 
  
Thank you for the opportunity to provide comment on the proposed 5-Star rating system for 
home health services. The National Association for Home Care & Hospice (NAHC) has long 
supported efforts to empower consumers to control their health care decisions using reliable 
information on the quality of any available health care provider. NAHC strongly supported the 
development and implementation of home health Compare as well as uniform data collection on 
service quality through OASIS and HHCAHPS.  
 
Consistent with our past actions, NAHC supports any improvements in providing useful 
information to consumers. While Home Health Care Compare is of great value, it is a fairly 
complicated exposition of quality data that many consumers may have difficulty navigating. 
Conceptually, a 5 Star rating system is composed in a model that is familiar to consumers at 
large. As such, NAHC supports the use of such a model, provided it is based on the most 
relevant and best data available composed in a manner that reflects the true differences in 
performance between the providers of home health services. The proposed model unveiled by 
CMS recently is a good start in that direction, but it warrants adjustments to achieve the intended 
value to consumers. 
 



In that regard, we offer the following comments and recommendations regarding the proposed 
five star rating system for home health agencies. 
 
 
Overall Comments 
 
The 5 Star model proposed by CMS should reflect the needs of the population served by home 
health agencies. Further, it should convey information in a manner that is consistently 
understood by consumers. It should also be based on data that is objective and not subject to 
manipulation by the inputting home health agencies. Finally, it should capably respect the wide 
variation in patient mix under the care of home health agencies through a robust risk adjuster. 
 
The 5 Star model considers the factors outlined above, but may fall short on several elements in 
its present design. Accordingly, as outlined in more detail below, we recommend that the model 
be refined as follows: 
 

1. Include outcome measures reflecting care to patients who cannot and will not improve in 
any ADL or IADL function 

2. Set performance measures targets for each Star status grade rather than break the grades 
into quintiles, which guarantees that there are providers with 1, 2, 3, 4, and 5 stars. In 
other words, the grading system should allow all providers the opportunity to achieve a 5 
Star grade or all providers to suffer a 1 Star grade if their performance warrants 

3. Initiate the development of an improved risk adjuster to reflect the variation in patient 
mix and incorporate it into the data before going public 

4. Add data from HHCAPS to the scoring system 
  
 
Selected measures: 
 
NAHC has concerns with CMS’ decision to include five measures that show improvement in 
functional status or clinical condition. The expected outcome for many patients admitted to home 
health care is to stabilize or prevent decline of a condition or functional limitation. The recent 
settlement in the lawsuit in Jimmo v. Sebelius   further confirms that the improvement standard 
does not apply to all Medicare home health patients. As CMS agreed in the settlement, the 
longstanding and proper coverage standard is whether the individual need skilled care regardless 
as to whether care is intended to improvement function or clinical status, prevent accelerated 
deterioration, or care for a patient with a chronic, incurable condition. 
 
Recent data indicates that the highest per patient Medicare spending on home health services is 
for patients aged 85 and above. In that patient category, many are afflicted with multiple 
comorbities involving COPD, CHF, Diabetes, and other chronic illnesses. If this is the primary 
patient population using home health services, performance measures based on improvement are 
not very helpful. 
 
In addition, an agency’s ability to affect a patient’s improvement in any measure depends largely 
on the services provided and the length of time the patient spends on service with the agency. 



The quality measures for home health agencies include data from four different payment sources: 
Medicare Fee for Service (FSS); Medicare Advantage (MA); Medicaid; and Medicaid managed 
care. Each such patient population and the applicable payers have widely varying utilization 
patterns.  
 
For example, Medicare Fee for Service authorizes home health services for 60 day episodes and 
includes all disciplines. The same   patient under a Medicare Advantage plan may only be 
authorized for 2-3 weeks of care and for select disciplines. The Medicare FFS patent is more 
likely to show improvement during the home health episode of care given the length of care 
involved. The risk adjustment models for the quality measures do not take into account this type 
of variation among home health patients.   
 
None of the measures from the Home Health Consumer Assessment of Healthcare Providers and 
Systems (HHCAHPS) survey have been included. These measures are directly from the patient’s 
perspective, a direction that is in alignment with what is measured in star rating systems for 
commercial markets. In addition, if patient inputs are important enough for CMS to collect, they 
are equally important to be part of any public reporting system that measures provider 
performance.   
 
NAHC urges CMS to include stabilization measures and measures from the HHCAHPS survey.  
 
 
Proposed star rating methodology  
 
NAHC has a general concern with using the proposed 5 star rating system framework to 
communicate to consumers the differences in quality of care among home health agencies. More 
specifically, our concern with the proposed model is that it requires that providers be placed in 
quintiles even when the performance variation between the providers may be slight. It 
compounds that weakness by grading “on a curve,” resulting in moving all agencies to a middle, 
3 Star grade regardless of their unadjusted star rating. Poor performers could rate higher than 
their actual performance while good or excellent performers could rate lower than their actual 
performance, with the potential for both performers to be rated as the same 3 star grade. .   
 
In a five star rating system, 3 stars is universally recognized to mean an “average” rating. Using 
2013 data, CMS projected that 58 % of agencies would receive a 3 star rating, with only 22% 
rating a 4 or 5. The resulting five star rating system is misleading and could have significant 
consequences for patients and home health agencies. Not only will consumers be misled, but 
private insurance plans, referral sources, and state survey agencies could misjudge the quality of 
care the agency provides. 
 
This is particularly a concern for measures where the distribution is skewed (that is, not normal 
or even variable). For example, for the measure on timely initiation of care, the national average 
for this measure is 92. Using the distribution that CMS shared during its special Open Door 
Forum, it may be possible to receive a 3 star rating, even if the agency’s score is 96. This is 
because the median score is 93 and an agency would need to have a score of 97 or higher to put 
the agency in the 4 star range (to reach the 76th percentile). This type of skewed distribution is 



likely with the Home Health Compare measures that are process measures because the data 
points skew toward the high end of the scale. NAHC is concerned that the used of a quintile 
system with hard break points would infer that there is a significant difference in quality between 
a 3 Star and a 4 Star rating.  
 
In addition, the basic design of the system should be revisited. In consumer 5 Star models, each 
product or service had the potential to achieve a star rating based on its performance rather than 
to be pigeonholed into an inflexible quintile-based model. For example, consumers are vey 
familiar with hotel rating systems where all hotels in a local can be rated as 3 Stars or all 5 Stars 
based upon the rating inputs. CMS should follow a similar design since it is using a 5 Star model 
because it is familiar to consumer. However, if CMS uses a familiar model, but does not use a 
comparable design, consumer will be misinformed. 
 
Another analogy may be helpful in highlighting our concern here. Imagine if teachers had to 
grade student multiple choice tests based on a quintile model. That could result in students who 
get 90% of the questions correct failing, an F grade or a 1 Star equivalent, because that level of 
correctness fell in the bottom quintile.  
 
A home health services 5 Star rating should establish a target performance score for each Star 
level. The targets could easily be based on current Home Health Compare data.  With such a 
refinement, all providers would be incentivized to achieve high performance without facing the 
risk that fall a bit short of perfect relegates them to a lower Star status in through the quintile 
based model.   
 
NAHC recommends that CMS use a model that projects a star rating which more accurately 
reflects the agency’s actual performance. CMS should avoid using star ratings for measures 
where the distribution of scores lacks variation and is skewed. A target-score based model 
prevents misinformation to consumers when there are minor variations in performance levels in a 
variable or the data input is skewed. CMS must also recognize that whatever model it chooses to 
use, it must measure consumer comprehension and interpretation based on like-kind models.  
 
 
Next Steps and Timing  
 
NAHC strongly recommends that CMS use the formal rulemaking process for public notice and 
comment on any 5 Star system. The importance of the ratings system warrants the widest 
possible circulation of information and the broadest opportunity for input from stakeholders. 
 
Further, NAHC recommends that CMS clearly disclose the schedule for publication of the star 
ratings and any updates.  
 
Finally, NAHC requests that CMS offer agencies sufficient time to review their star ratings prior 
to releasing this data to the public. A formal structure for such along with timetables should be 
established. CMS should also allow agencies the opportunity to address any questions or issues 
with CMS in advance of publication.  
 



We appreciate the opportunity to submit comments. If you need further information, please do 
not hesitate to contact me.  
 
Very truly yours,  

 
Mary K. Carr  
Vice President for Regulatory Affairs 
 
 
     


