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Since 1982, the National Association for Home Care & Hospice (NAHC) has been the leading association 
representing the interests of hospice, home health, and home care providers across the nation, 
including the home caregiving staff and the patients and families they serve.  Our members are 
providers of all sizes and types -- from small rural agencies to large national companies -- and including 
government-based providers, nonprofit voluntary hospices, privately-owned companies and public 
corporations.  As such, we welcome the opportunity to comment on the CMS List of Measures Under 
Consideration.  We are commenting on the following two measures: 
 

MUC20-0030 Hospice Index 
MUC20-033 ACO-Level Days at Home for Patients with Complex, Chronic Conditions  
 

 
MUC20-0030  Hospice Index 
 
The Hospice Index (HI) measure is a claims-based composite measure composed of 10 indicators which 
would be publicly reported. It is our belief that a composite claims-based measure is better reflective of 
a hospice’s performance than a single claims-based measure and more meaningful to the consumer and 
to the hospice. It is also generally more supported by the hospice community than a single claims-based 
measure. The purpose of publicly reporting quality data is to aid the consumer in choosing a hospice. 
Therefore, the data shared must be understandable and meaningful to the consumer relative to the 
quality of care a hospice can provide. The Meaningful Measure area for the HI is “End of life care 
according to preferences”; however, the indictors comprising the HI are not meaningful overall to the 
consumer.  Some do reflect care throughout the hospice stay; however, they do not incorporate or 
reflect the patient’s care preferences.  Information shared by Abt Associates and CMS during a 
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presentation on the Hospice Care Index concept in 2020 and shared again in the January 2021 MAP 
committee meeting to review the MUC, indicates that 85% of hospice providers will score well on the HI.  
We question why such a measure would be of value to the HQRP as it is not a great differentiator of 
hospice providers and will likely “top out” quickly after implementation. This has been a concern with 
HQRP measures from the Hospice Item Set (HIS), and it is not clear what value another measure with 
likely the same result brings.   
The following indicators: 

 Hospice Provided No Continuous Home Care & General Inpatient Care, Nurse Minutes per 
Routine Home Care Day,  

 Skilled Nurse Visits on Weekends 

 Live Discharges,  

 Burdensome Transitions,  

 Gaps in Nursing Visits and  

 Per Beneficiary Spending  
are not indicative of the types and amounts of hospice care desired by the patient and the patient’s role 
in his/her plan of care.  Without any risk adjustment they do not reflect the impact of hospice patient 
preferences and characteristics or hospice provider characteristics on the provider’s performance on the 
measure.   
 
Indicators such as: 

 Live Discharges (Type I and Type II),  

 Higher Levels of Care Utilized, and  

 Per Beneficiary Spending  
are more program integrity measures than they are quality of care measures. The other measures that 
are part of the HI are a mix between program integrity and quality of care.  What they reveal about the 
quality of care delivered by hospice is left to the ultimate user of the publicly reported data, the 
consumer, to determine.  Therefore, the quality of care information that is intended to be highlighted 
for the consumer by the measure may be over shadowed by the program integrity essence and result in 
either consumer confusion or ambivalence to the information. NAHC strongly supports the sharing of 
program integrity data such as these and others like it with hospices. However, these are not the type of 
claims-based indicators that meet the intent of the HI as previously shared by CMS, which is capturing 
the many aspects of hospice care and the collaborative effort of the interdisciplinary care team with a 
broad, holistic set of claims-based quality measures. 
 
Indicators utilized in the HI should have a high correlation with CAHPS Hospice Survey results and 
patient satisfaction.  There is no data shared in the MUC to indicate which HI indicators have such 
correlation.  Some of this type of information has been shared with the public via reports CMS has 
posted in the past; however, this is limited to the correlation of interdisciplinary team member visits 
only.  It is believed by the hospice community that there is not a high correlation between the use of 
continuous home care and the CAHPS Hospice Survey results.  There is also no indication in publicly-
available information on the HIwhat the data shows relative to correlation between weekend visits and 
CAHPS results, per beneficiary spending and CAHPS results, nurse minutes per routine home care day 
and CAHPS results, and live discharges and patient level of satisfaction with hospice care.  Even 
assuming there is a correlation otherwise the indicators would not have been chosen by CMS, there 
remains the question of how strong of a correlation coefficient exists for each indicator. In addition to 
the lack of data regarding the correlation of the HI indicators with CAHPS Hospice Survey results is the 
lack of baseline data for hospice performance in the HI indicators.   If there were only one indicator of 



the HI that was of concern the impact on the measure may be negligible, however, that is not the case 
as nearly all of the ten indicators pose serious concern. 
 
CMS is currently overseeing the alpha testing phase a the Hospice Outcome & Patient Evaluation (HOPE) 
instrument which is one that will capture data as hospice care is being delivered to patients, a gap in the 
HQRP that CMS sought to close in recent years.  The amount of data and information available not only 
to consumers but also to CMS and hospice providers from the HQRP is relatively small.  The HOPE will 
bring significantly more data and information to the HQRP which allows for more robust quality 
measures.  It is anticipated that the HOPE will be in use fairly soon by hospices.  NAHC urges the MAP 
and CMS and its quality contractors to consider the impact of the measures anticipated from the HOPE 
on the HI, and eliminate any possible future duplication. 
 
There are questions about the timeframe of the data that would be used for the HI.  We strongly 
recommend that no 2020 or 2021 data collected during the time of the current Public Health Emergency 
(PHE) and for a time afterwards be utilized should the HI measure be incorporated in the Hospice 
Quality Reporting Program (HQRP).  The PHE has greatly impacted the type and number of visits that can 
be made to patients and, in fact, has impacted all of the proposed indicators and will continue to do so 
for some time after the PHE concludes.  The length of time needed to recover and return to a state of 
normalcy is not known but should be seriously considered for this and all measures under consideration. 
 
NAHC provides the following comments on each of the HI indicators: 
 
 
Hospice provided no Continuous Home Care (CHC) & General Inpatient (GIP)  

 The use of “and” in this indicator is confusing.  We believe CMS intends to use “or” to identify 
which hospices billed for either a general inpatient level of care OR a continuous home care 
level of care as is used in the Hospice PEPPER (Program for Evaluating Payment Patterns 
Evaluation Report). NAHC understands that CMS wants to ensure that all hospice providers are 
able to deliver all four levels of care that are part of the Medicare Hospice Benefit and agrees 
that hospices must be able to deliver such at any given time.  We believe that there is a 
significant number of hospices, though, that do not bill for all four levels of care and especially 
for the CHC level of care. Due to the stringent CHC billing requirements, many hospices find that 
they’ve provided hours of direct one-on-one, intensive care to the patient that is not billable 
because it does not meet all of the CHC criteria. Measuring whether CHC was or was not billed is 
not necessarily reflective of the intensity of service the patient is receiving.  

 NAHC supports utilizing survey data in conjunction with claims data for this indicator. Simply 
billing or not billing for a higher level of care is not an indicator of quality of care and a focus of 
hospices is keeping a patient at home and not in an inpatient unit, hospital or Skilled Nursing 
Facility (SNF) for the general inpatient level of care. Survey data, specifically whether the 
hospice provides general inpatient care directly or has a contract in place to provide this level of 
care under arrangement combined with billing information would be most helpful to 
consumers.  Likewise, whether the hospice has the ability to provide continuous home care if 
needed would be most helpful to consumers as compared with whether or not continuous 
home care was billed.   

 Hospice provider characteristics have an impact on this indicator and it should be adjusted 
based on this data.  For instance, hospices with inpatient units will likely utilize the general 
inpatient level of care more than continuous home care and those without inpatient units may 



utilize continuous home care more than general inpatient care.  Also, geographic data on 
utilization of the higher levels of care would likely indicate that there are marked geographical 
differences in the utilization of these two levels of care due to culture of the community served 
as well as possible differences due to patient characteristics (i.e. diagnosis, length of stay, etc.) 
and possibly hospice characteristics (i.e. inpatient care provided directly or under arrangement), 

 
Gaps in nursing visits greater than 7 days 
 

 It would be important to define this measure as the 7 days that comprise the accepted Medicare 
week of Sunday through Saturday.  We believe this is CMS’ intent; however, it should be defined 
for clarity.  Also, a patient could have a visit on Tuesday one week and Wednesday the following 
week for a number of reasons, including for the convenience of the patient/family, without any 
negative impact on care.  

 NAHC appreciates that CMS is proposing an indicator that looks at the number of visits over a 
number of days as opposed to the average number of visits per day. 

 It is not clear from the MUC exactly how this indicator will be measured – if for a hospice 
election period and there is not a visit during one week of all the weeks included in the election 
period, how will this be calculated?  And, the reason for not having a visit during a 7-day period 
is important to capture (i.e. patient request, patient not found at home, etc.). 

 Any visit measures should utilize visit data for ALL core hospice interdisciplinary services 

(medical, nursing, psychosocial/emotional and spiritual). The core services of hospice care 
include a full compliment of disciplines – physician, registered nurse, and medical social 
worker, pastoral or other counselor.  These disciplines are recognized as the core of 
hospice care because they address pain and symptoms that occur at the physical, 
emotional and spiritual level.  This is the essence of hospice care.   Therefore, the 
services provided by all of the core members of the interdisciplinary group should be 
included in any visit measure. 

 Hospice is an interdisciplinary service and assesses patient needs and preferences for 
care on the physical, emotional, psychosocial and spiritual levels so it is quite possible 
that a patient may need and prefer more non-nursing visits during the course of their 
hospice care or at particular times during their care.  Therefore, it may be most 
meaningful to the HQRP to include all discipline visits.  Additionally, an overall pattern of 
delivering care from all disciplines to a patient throughout the course of their hospice 
stay may be more reflective of the quality of care being provided. 

 It should be noted that there is the possibility that the majority of patients/families distinguish 
hospice staff visits by type, i.e. social worker or nurse, chaplain or aide, but do not distinguish 
further.  Specifically, CMS should consider the possibility that patients/families do not 
distinguish between an RN and LPN but, rather, simply recognize that a “nurse” is making or 
made a visit. Of course, credentials of the individual making the visit are likely present on a 
nametag, but this is often not scrutinized by patients/families once they know the individual 
and, after time, the LPN versus RN versus NP license is forgotten.  CMS should consider inclusion 
of all nursing visits. 

 Hospice is an interdisciplinary benefit that includes a strong spiritual component and it is 
missing from claims data. Likewise, Licensed Practical Nurses (LPNs) and Nurse Practitioners 
(NPs) are integrated into the interdisciplinary team of some hospices and deliver nursing care 
according to and appropriate for the patient’s plan of care. The services of these team members 



are important to assessing the quality of care provided by hospices and should be included. For 
social workers and chaplains it is not typical hospice practice, throughout the course of a 
patient’s care, to make weekly visits. This may be seen more so at the beginning of care. 
Therefore, CMS should consider a timespan greater than 7 days when looking at the number of 
visits.  NAHC had previously recommended to CMS that a timeframe of a week (7 days) be 
utilized as opposed to the number of visits per day.  After considering this in light of the 
proposed HI, NAHC recommends that visits of all core hospice interdisciplinary services be 
included in the indicator and that a longer period of time be considered.  A 15-day period is 
consistent with the hospice conditions of participation and may be more meaningful and 
reflective of visits made in accordance with patient preferences. NAHC recognizes that 
additional billing codes may be necessary in order to accomplish this and strongly urges CMS to 
develop  these codes. 

 Consumers have informally indicated that aide visits are essential to quality hospice care and are 
in many cases the types of visits that allow the family to maintain a patient at home.  Therefore, 
they should be included here. 

 During  this current pandemic the effectiveness of telehealth visits has been recognized by many 
providers.  Hospices have been using telehealth visits to supplement in-person visits for some 
time and the effectiveness of this intervention should be considered as part of any visit 
measure.  Telehealth visits are legitimate indicators of care and services provided by the hospice 
and are related to and ordered on the plan of care.  CMS already acknowledges the use of social 
work phone calls in the quality of hospice care and includes these types of visits on claims.  To 
reflect all care provided by hospices and that impacts quality of care and patient/family 
satisfaction, billing codes should be expanded to include telehealth visits for all disciplines on 
the claim and included in any visit measure.  

 Quality hospice care includes visits that are consistent with patient wishes.  Therefore, visits 
made (in person and telehealth) should be compared to patient wishes via the plan of care.  
NAHC appreciates the difficulty of doing this when using only claims data, and strongly 
recommends that there be a consideration of how patient wishes regarding visits (i.e. 
refusing/requesting social worker, aide, or chaplain visits; frequency of visits; etc.) could be 
incorporated into this indicator especially since it falls under the Meaningful Measure area of 
“End of life care according to preferences” As mentioned above, an important outstanding 
question is whether the data CMS will eventually have from the Hospice Outcome and Patient 
Evaluation (HOPE) instrument will impact the proposed HI.  Perhaps waiting for HOPE data or 
revising this HI indicator to include patient wishes would result in the most meaningful HQRP 
measure. 

 
Nurse Minutes per Routine Home Care (RHC) Day 
 

 RNs are not the only type of nursing service provided by hospices.  Many have incorporated 
LPNs and NPs and all should be included in this indicator.  

 This indicator could result in some hospices extending the length of visits unnecessarily and not 
consistent with patient preferences.  It is also contradictory to visit indicators and raises 
questions as to whether meeting patient’s wishes or having a higher number or length of visits is 
most indicative of quality of care. 

 A hospice’s performance on this indicator would be better with a greater number of nurse 
minutes per RHC day, but there is no standard for this and no baseline data that has been 
shared.  There are different types of nurse visits that require different amounts of time, i.e. a 



quick follow up on a new intervention, a full assessment, administration of an intervention, 
medication education, etc.  What number of minutes would be considered a “good quality of 
care/best performance/outcome”? 

 

 This indicator, like others, is impacted by patient preferences, patient diagnosis, social 
determinants of health, etc.  Baseline data is needed to determine adjustments necessary.  

 As mentioned with respect to other indicators this indicator does not include all hospice 
interdisciplinary services.  

 
Live Discharges in the first 7 Days of Hospice /Live Discharges on or after the 180th Day of Hospice 
 

 NAHC agrees with the MAP recommendations made in 2018 on a similar hospice measure under 
consideration, MUC 18-101 Transitions from hospice care followed by death or acute care. 
Specifically, MAP recommended adding an exclusion to allow for patient choice, as there are a 
number of reasons a patient may choose to transition from hospice such as revocation, having 
to be discharge because of going outside the hospice’s service area, a hospice discharge for 
cause.  All of the reasons for discharge are coded on a claim so could easily be separated. 

 MAP also suggested that CMS consider a dry run of the measure before publicly reporting 
results and explore the need for a survey of patients with a live discharge from hospice to better 
understand their reason for discharge and the potential scope of the problem.  NAHC concurs 
with this recommendation.  Changes are being considered for the CAHPS Hospice Survey but a 
survey of patients discharged live from the hospice is not a consideration, to NAHC’s knowledge, 
at this time.  

 Live discharges do not convey quality of care to consumers and could actually create confusion 
for consumers as higher live discharges and longer lengths of stay could be viewed as beneficial 
by consumers. It is clear that CMS and others have concerns about hospices that have a high 
proportion of live discharges, which is understandable. Measures addressing these concerns are 
more program integrity measures and not quality of care measures. 

 A more telling program integrity measure would be live discharges after 180 days (181 days or 
more) as the 180th day is the last day of the second benefit period. 

 
 
 
Burdensome Transitions (Type I)/Burdensome Transitions (Type II) 
 

 A timeframe for how long after hospice discharge a patient is hospitalized should be added.  
Seven days was recommended by CMS in the MUC 2018 and seems reasonable. 

 Likewise, a timeframe for readmission to hospice care after hospitalization and for death during 
the hospital stay should also be added.  

 
Skilled Nurse Visits on Weekends 
 

 A hospice’s availability during weekends and after business hours is not only a requirement; it is 
a significant factor in the provision of care. Only weekend visits can be gathered from a hospice 
claim. However, this data is not the most meaningful. Consider that Saturday and Sunday are 
weekend days. A hospice may visit a patient on Friday and again on Monday resulting in two 
days between visits. A hospice may visit a patient on Tuesday and on Friday (not an uncommon 



hospice visit schedule) resulting in two days between visits. The time between visits is not an 
indicator of quality of care. In fact, many hospices visit patients on Friday to ensure 
interventions are effective and the patient is comfortable, which may result in no calls necessary 
on the weekend days. Also, many hospices have a practice of contacting patients by phone or 
performing telehealth visits on Fridays to check on patients and ensure there is no need for a 
visit, and if one is required, to get it scheduled for that day (Friday). 

 How many PRN (“as needed”) visits were needed by a hospice’s patients is perhaps a better 
indicator of quality than weekend visits.  The reason for the visit is far more telling than whether 
or not a weekend visit was provided as the reason for the visit could help identify case 
management practices as well as symptom management/control issues.  

 NAHC agrees that hospices must be available for weekend and after hours visits and cannot be a 
“9 to 5 Monday through Friday” service - not just because 24/7 service is required for some 
services (and others if necessary) but also because 24/7 availability is necessary to respond to all 
patient care needs. However, hospice claims data does not provide a measure of this 
availability. A HQRP measure that relays to the consumer the number of visits from all 
interdisciplinary services over a period of time is a far better indicator and provides a clearer 
picture of what to expect for the consumer. 

 
Per Beneficiary Spending 
 

 Like a number of other measures this is more of a program integrity indicator than a quality of 
care indicator. NAHC opposes per beneficiary spending as a quality measure and recommends 
CMS address concerns about program integrity outside of the HQRP.  

 
Receiving Visits near Death 
 

 This measure is nearly identical to the Hospice Visits in Last Days of Life (HVLDL) measure that 
CMS is incorporating in the HQRP beginning in 2021.  It is unclear if this is intended to be a 
duplication of visit data or an indication that the HVLDL measure will not be part of the HOPE 
when it eventually replaces the HIS.  As mentioned elsewhere, the impact of the HOPE should be 
considered on quality measure s under development now.  In the context of the HQRP, the 
HOPE is likely not far from implementation.  

 NAHC appreciates information gleaned from the Hospice Visits When Death is Imminent: 

Measure Validity Testing Summary and Re-Specifications Report. It has bearing on the 

proposed Receiving Visits near Death indicator.  In the analysis outlined in this Report, CMS 

utilized HIS data from patients discharged between April 1, 2017 and March 31, 2018 and fiscal 

year (FY) 2018 claims data to determine the correlation coefficient between the number of visits 

from hospice interdisciplinary (IDG) staff and the CAHPS Hospice Survey outcomes.  All 

correlation coefficients were generally low (0.28 and below), including the HVLDL measure 

which showed a correlation coefficient of 0.24 and 0.26 for the CAHPS Hospice Survey “would 

you recommend” and “rating of hospice” questions, respectively.  Even though the HVLDL 

correlation was higher than some of the alternative visit specifications, it is still a generally low 

correlation.  Analysis utilizing data that includes whether the patient/family desired a visit from 

the IDG disciplines that are part of a measure or exclusion criteria that removes 

patients/caregivers who refuse visits offered by these various disciplines in the last days of life 

from the measure denominator would be more telling.  NAHC appreciates the reasons for 



measurement of visits in the last days of life, and strongly urges CMS to consider visit data in the 

context of an individualized plan of care reflective of patient and family wishes.   

 NAHC recommends that CMS consider the regional cultural variations on visit patterns and 

CAHPS Hospice Survey outcomes and risk adjust for such variances.    

NAHC supports the expansion of the HQRP and urges CMS to continue analyzing hospice visit data and 

its correlation to the CAHPS hospice survey results, including analysis that incorporates visits in the 

context of the individualized plan of care and the patient’s wishes regarding visits.  If warranted based 

on this data, CMS should expand any visit data utilized in the HQRP to include all core disciplines and to 

include telehealth visit  

It is important to note that the visits on claims have not impacted hospice quality scores in the past, nor 

have they impacted hospice payment.  Therefore, some hospices do not have a robust system of 

confirming all visits are captured on the claim and instead have focused these efforts on Section O of the 

Hospice Item Set (HIS).  This Section was removed in January 2021. Therefore, CMS should incorporate a 

reasonable period of time for adjustment to this and for claims to accurately reflect visits.   

NAHC recognizes and appreciates that the HI measure was developed to help identify poor performing 

hospice, or “bad hospices, in other words. We reiterate that NAHC strongly supports the sharing of 

program integrity information that identifies such hospices.  The PEPPER may be the most appropriate 

format  for impacting hospice behavior in the indicators that tend more to program integrity behaviors 

than quality of care performance. The PEPPER is only available to hospices electronically and must be 

downloaded by the hospice.  The rates of download have not been as high as would be desired for 

sweeping improvement in behavior.  However, beginning with the 2021 PEPPER hospices will receive a 

notice that the PEPPER is available for downloading which is likely to result in a significant jump in the 

number of hospices actually receiving the information.  Since the PEPPER displays a hospice’s 

performance in CMS-identified areas vulnerable to improper payment (program integrity measures), the 

hospice will be most aware of its performance and likely to change behavior.  Therefore, NAHC urges 

CMS to utilize the PEPPER instead of the HQRP for the indicators that comprise the HI.  At a minimum, 

CMS should utilize the PEPPER before the HQRP for these indicators especially since these are new data 

points for hospices and the format of the PEPPER, which utilizes a comparison of performance across 

three fields – the hospice itself, the Medicare Administrative Contractor (MAC) jurisdiction, and the 

state – is most informative and meaningful to the hospice.  CMS should also consider other potential 

indicators which may include:  

 Whether a hospice is accredited by one of the approved accrediting organizations. This would 
require some research on whether accreditation correlates with higher quality of care.  

 Publicly reporting the types of “specialty” programs/services provided by a hospice in addition 

to the Medicare Hospice Benefit, i.e. art therapy, massage therapy, music services, etc. This 

could be reported simply as a Yes/No indicator to a statement similar to “This hospice provides 

specialty programs in addition to required hospice services”.  

 

 



MUC20-0033  ACO-Level Days at Home for Patients with Complex, Chronic Conditions  

 

This proposed measure drives ACOs toward increased home health utilization during a performance 

year.  NAHC supports this measure as it drives accountability for care in the home setting. Numerous 

studies have shown that care in the home results in better outcomes most of the time. 

We thank you, as always, for the opportunity to submit comments on these pending measures.  If you 

have any questions or if I can be of assistance in any way, please do not hesitate to contact me. 

Sincerely, 

Katie Wehri 

Katie Wehri 
Director of Home Health and Hospice Regulatory Affairs 
National Association for Home Care & Hospice 
Katie@nahc.org   
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