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Who, What, When, Where?

Or, What Does HHVBP Have to do with Me?

* HHVBP impacts us alll All home health agencies across the US are
automatically enrolled! Every clinician makes an impact on our scores!

* HHVBP Is a way of rewarding agencies with better outcomes, satisfaction, and
reduced hospitalizations

* HHVBP iIs “LIVE” In 2023 - as all of our data will be used to score each home
health agency for a chance to financially reward or penalize

* These scores originate In the patient’s home! How accurate was our |
assessment? Did we score It correct, based on CMS guidance? Did we give
the patient tools to stay out of the hospital? Did we provide good customer
service? 0000,
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Model Timeline: Initial Rollout
CY 2022 — CY 2025

Original Model End
12/31/2021 1/1/2023 12/31/2023 1/1/2025 12/31/2025

CY 2025 Payment Year One

CY 2023
Performance Year One CY 2025 Performance Year Three

CY 2022 CY 2024

Pre-Implementation Performance Year Two
Year and BASELINE Year

Expanded Model Start 12/31/2022 1/1/2024 12/31/2024
01/01/2022
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What's
Important?
The
Measures

and
Welgnts

Measure Category and TPS

Weight

OASIS= 35% Total
Performance

CLAIMS= 35% Total
Performance

HHCAPS= 30% Total
Performance

Quality Measures Within
Category

TNC Self Care
TNC Mobility
Dyspnea
Discharged to Community
Oral Medications
Acute Care Admission
Emergency Department Use

Professional Care

Communication
Team Discussion

Overall Rating

Willingness to Recommend

Weight in
Category

25%

25%

16.6 7%

16.6 7%

16.67/%

15%

25%

20%

20%

20%

20%

20%
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The OASIS Measures

One point= IMPROVEMENT

Clinical Quality  Impin Outcome M1400 Number of episodes of Number of
Dyspnea care where DC episodes of
assessment shows care ending
less dyspnea at DC with a DC
than at SOC during the
period
Communication Discharge  Qutcome M?2420 Number of episodes Number of
and Care to the where assessment episodes of
Coordination Community completed at DC care ending
shows the patient with DC or
remained in the transferto i/p
community facility during
the period
Patient Safety  Impin Outcome M2020 Number of episodes of Number of
Mgmt of care where the value episodes of
Oral Meds on the DC OASIS care ending L0008,
shows less impairment with a DC . et
. . . HOME HEALTH FUNDAMENTALS
in taking oral meds duringthe 7 omsce S T I

than at the SOC period



The OASIS

com POSI les.: Patient & Family Composite  Outcome Total normalized Prediction
' == Engagement  Changein  (composite M’ 853 change in mobility model is
M O R E 1T p rovemen t Mobility ~ score) M1860 functioning across 3 computed at

More Points!

OASIS items (toilet ~ episode
transfers, transferring  level. Based on

and ambulation) arisk adjusted
rate for the
o ***The “normalized change” is agency
?;S:r%\c/)en- tahne diphzzriﬁg';ﬁz;? Patient & Family Composite  Outcome M1300 Total normalizec Prediction
mprovement Engagement  Change in M1810 change n self care model is
' Self Care M1820 functioning across the  computed at
*This is the first time that agencies M1830 6 QASIS items episode
are seeing an impact to “How M1845 (grooming, bathing, ~ level. Based on
much” a patient improves vs just M1870 dressing, toilet hygiene  a risk adjustec
“improvement” and eating) ratefor the
agency
oY PeA 90
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Claims-Based Measures- 35%

1/4

«~ 1,
ACUTE CARE RE-HOSPITALIZATIONS

OCCURRING WITHIN FIRST 60 DAYS OF EMERGENCY DEPARTMENT USE WITHOUT
HOME HEALTH (75% OF THE 35% TOTAL HOSPITALIZATION WITHIN 60 DAYS OF HOME
SCORE) HEALTH (25% OF THE 35% TOTAL SCORE)




HHCAHPS Measures:
The “Other 30%”

“Patient and Caregiver Experience”, consisting
of questions from:

e (Care of Patients/Professional Care

* Communications between Providers and
Patients

* Specific Care Issues
* Qverall Rating

* Willingness to Recommend




Submission of Quality Measure Data-
Already Mandated!

e HHAs must electronically report all OASIS data collected In
accordance with 8 484.55, in order to meet the Medicare
Conditions of Participation (CoPs), and as a condition for

payment at 8§ 484.205(c). HHAs submit the OASIS
assessments in 1IQIES.

OASIS-based .

TSl © HHAs are required to submit HHCAHPS survey measure data
UL ALY  for HH QRP. HHAs are required to contract with an approved,
Independent HHCAHPS survey vendor to administer the

HHCAHPS on its behalf (8 484.245(M) () (1N (B)).

* The Acute Care Hospitalization (ACH) and Emergency
Department (ED) Use measures are derived from claims
data submitted to CMS for payment purposes and do not
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require HHAs to submit additional data. = =
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https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-484p-484.205(c)
https://iqies.cms.gov/
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-484p-484.55(b)
https://www.federalregister.gov/select-citation/2021/11/09/42-CFR-484.245

Patients Who Impact Scores

The HHVBP Model includes the following payers for each measure category:

OASIS-based Measures: Medicare FFS, Medicare Advantage, Medicaid FFS,
and Medicaid managed care

Claims-based Measures: Medicare FFS

HHCAHPS Measure: Medicare FFS, Medicare Advantage, Medicaid FFS, and
Medicaild managed care.
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Model Baseline Year: Achievement
Threshold & Benchmarks

Achievement Threshold

« The Model baseline year iIs the year

The median (50th percentile) of Medicare- agaiﬂSt which CMS calculates the
certified HHAs” performance on each = | achievement threshold and
guality measure during the designated
baseline year, calculated separately for the : benchmarks for each cohort.
larger and smaller-volume cohorts.
p—— ¢ For the CY 2023 performance year/CY
The mean of the top decile (90th 2025 payment year, CY 2022 is the
percentile) of all HHAs’ performance : :
scores on the specified quality measure baseline year for calculat ng the
during the baseline year, calculated achievement thresholds and
separately for the larger and smaller-
volume cohorts. benchmarks.
Used to calculate both the achievement L0008,

O O

score and the improvement score.
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Total Performance
Score Reports




Total Performance Score (TPS)

* The numeric score awarded to each qualifying HHA based
on the weighted sum of the performance scores for each
applicable measure.

 Determined by weightiné and summing the higher of the
HHA's achievement or improvement score for each
applicable measure.

* A qualifying HHA will receive a numeric score ranging
from zero (O) to one hundred (100).
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Purpose of the TPS

 To produce a TPS for each qualifying HHA based on Its
performance scores on each applicable measure
Included In the expanded HHVBP Model.

e CMS then uses the HHA's TPS to determine an annual
distribution of value-based payment adjustments among
HHAS In each cohort.
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Total Performance Scoring Methodology

HHCAHPS

Survey-
based

-

"

Calculation of HHA performance
score for each quality measure for a
designated performance year.

—

J

\_

The greater of achievement or improvement
score for each applicable measure
becomes points that are weighted and totaled.

v

Achievement Improvement Total
Score Score - Performance
Score
x

-

The numeric score ranging from 0 to
100, awarded to each competing
HHA based on its performance.

/
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Achievement and Improvement Thresholds

Achievement Threshold

The median (50th percentile) of Medicare-
certified HHAs" performance on each quality
measure during the designated baseline year,
calculated separately for the larger and smaller-

volume cohorts.

Improvement Threshold

An individual HHAs’ performance on an

applicable measure during the HHA's
designated baseline year.

Achievement

Threshold

|

Benchmark

|

50th
percentile

il

4+ —

Achievement Range

Mean of
90th

Improvement
Threshold Benchmark
< —)
HHA Mean of
Baseline 90th

Improvement Range

Benchmark

The mean of the top decile (90th
percentile) of all HHAs’ performance
scores on the specified
quality measure during the baseline

year, calculated separately for the
larger and smaller-volume cohorts.

Used to calculate both the
achievement score and the
Improvement score.

QOO0 @
o v - Q
HOME HEALTH FUNDAMENTALS

KNOWLEDGE - EXPERTISE - COMMON SENSE



Achievement and Improvement Thresholds

Achievement Threshold

The median (50th percentile) of Medicare-
certified HHAs" performance on each quality
measure during the designated baseline year,
calculated separately for the larger and smaller-

volume cohorts.

Improvement Threshold

An individual HHAs’ performance on an
applicable measure during the HHA's
designated baseline year.

Achievement

Threshold EEMEEY
1 Mean of
50th <+ s
90th
percentile

Achievement Range

Improvement
Threshold Benchmark

| |

<« —>

HHA
Baseline Improvement Range

Benchmark

The mean of the top decile (90th
percentile) of all HHAs’ performance
scores on the specified
quality measure during the baseline

year, calculated separately for the
larger and smaller-volume cohorts.

Used to calculate both the
achievement score and the
Improvement score.
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Example: Achievement > Improvement

HHCAHPS

Survey- |
based

-

"

Calculation of HHA performance
score for each quality measure for a
designated performance year.

J

f The achievement score for the measure is \
greater than the improvement score for that
measure, the achievement score for that
measure translates into points that are
weighted and are included in the total number

Total
Performance
Score

\ of points from all measures J

-

The numeric score ranging from O to
100, awarded to each competing
HHA based on its performance.

/
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Example: Improvement > Achievement

HHCAHPS ¥

Survey-
based

-

"

Calculation of HHA performance
score for each quality measure for a
designated performance year.

J

-~

\_

The improvement score for the measure is N

greater than the achievement score for that
measure, the improvement score for that
measure is included in the total number of

Total
Performance

Score

points from all measures. Y

-

The numeric score ranging from O to
100, awarded to each competing
HHA based on its performance.
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Expanded Model Timeline: Reports

. August 2024
12/31/2021 1/1/2023 12/31/2023 CY 2023 Annual Report

August 2025
CY 2024 Annual Report

CY 2025
1/1/2025
/1 Payment Year One 12/31/2025
CY 2023 CY 2025
Performance Year One Performance Year Three
Sample reports JUL OCT JAN APR JUL

for training & IPR
technical

IPR IPR

IPR IPR

assistance
cY 2022 CY 2024
Pre-Implementation Year Performance Year Two
Expanded Model Start 12/31/2022 1/1/2024 12/31/2024

01/01/2022
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|l essons Learned
from the Pilot
States

With love, From lowa
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What Got Measured, Did Improve!

Low hanging fruit was the OASIS items
* Many agencies are well on their way to have high scores in the “Improvements” from 2019

* Coaching, standardization, QA standard with a focused approach, tandem visits with those who do
the most SOC/ROC, and standard “expect improvement model” for the DC assessments

Focus on reducing hospitalizations by intense disease management and case management skills

* Anticipation of needs, providing tools, requesting PRN medications and visits upfront to plan for
changes, adding telehealth, adding calls prior to weekends, ensure appropriate disciplines are in the
home (therapies?)

* By increasing function, medication management and symptoms like dyspnea, the patient improves
In end result outcomes, iIn ACH/ED use, and their experience with HH- impacting HHCAHPS scores

CAHPS- What is going well, what is not going well. Focus training on customer service mindset- plus

o900
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those areas that are lagging 0 %5
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Do the OASIS Bases!

Running the Bases Is a Home Run for Accuracy!

m' Greeting at the Door to Living Room/Dining room

* \Watch transitions, turns, uneven areas, ask If steps/stairs

e Stand to sit/sit to stand with chair

* Assess. Techniques and devices used: Level of safety, were verbal cues,
SBA/CG or physical assist needed to maintain safety?

***As the clinician, you are constantly “Iinserting yourself” as the caregiver determining
how much support iIs necessary to make the patient safe in the task.

***You can not assume safety with devices you don’t have- but you can provide ,ocoe,

o O

assistance to see what level of “assistance” is needed. HOME HEALTH FUNDAMENTALS
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Assessment to Data

* The OASIS scoring = the holistic assessment + application of CMS guidance
“protocols*”

* This is DATA- not just assessment now!

* May not always be “clinically intuitive”
e OASIS guidance will generally “funnel” you to the correct score to report
* Ensures interrater reliability makes the data MEANINGFUL

* Avoid “Garbage in- Garbage out!”
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Protocol: “Assistance” in OASIS

PEOPLE POWER! Assistance Is whenever the patient’s safe ability depends on
another person for support

Not limited to touch/manual labor!

Includes cues, stand by, contact guard, etc

PRO TIP: If you find you are stepping in to ensure the patient is safe- you just
Intervened- and that “assistance” should be noted. The easiest way to assess how
much assistance Is needed to be safe Is to ask the patient to perform (when
appropriate) and insert yourself as needed. The interventions you provided are a
direct answer to the question!

PRO TIP#2: Remember to take note of all of your subtle cues/interventions! Home
Health Nurses have SUPER POWERS you don’t even take credit for!
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Protocol- Report “Ability” vs “Performance”

* The OASIS Score is to be based on SAFE ABILITY. (Ability always implies
safety was considered)

* Many patients perform beyond their ability — which is risky. Some perform
below their abllity.

* |f a patient’s safe abllity Is she/he can do a task with assist, but she/he doesn't
have the caregiver to assist them- they may choose to perform above their
ability- or not perform the task. The patient’s innate ability did not change.

* |f a physician orders a restriction- for example- bedrest— then the OASIS
score, based on safe abllity, Is that the patient is bedfast- despite the patient
ambulating to greet you at the door.
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Claims-Based Measures- 35%

1/4

«~ 1,
ACUTE CARE RE-HOSPITALIZATIONS

OCCURRING WITHIN FIRST 60 DAYS OF EMERGENCY DEPARTMENT USE WITHOUT
HOME HEALTH (75% OF THE 35% TOTAL HOSPITALIZATION WITHIN 60 DAYS OF HOME
SCORE) HEALTH (25% OF THE 35% TOTAL SCORE)




Review the Data...

* WHY do our patients return to the hospital?
* Specific disease trends?
* Inadequate education/management of expectations?
* Provider tells them to go to ER as the “easy” route
* WHEN do our patients return to the hospital?
* Trend Iin day of week? Time of day?

* Within first five days? 30 days? 60 days?
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Could This Be as Simple as Case Management?

e Case managers are not just a task- oriented visit nurse
* Knows the patients
* Notes subtle symptoms
e Communicates routinely with patient/family/physician’s office
* Anticipates needs
* \What would provide control in this patient’s situation?
* PRN orders for visits?
* PRN medication for uptick in s/s?

* Greenlyellow/red tools?

. 900
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* Telephone checkins for at risk 0 0
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Awareness Is First Step

* Thoughts?
* Can you identify top patients that you feel may be at risk currently?

* \WWhat are you currently doing?

* \What could be next steps?

o
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HHCAHPS Measures- the Last 30%!

Patient and Caregiver Experience”, consisting of questions from:

Care of Patients/Professional Care
Communications between Providers and Patients
Specific Care Issues

Overall Rating

Willingness to Recommend
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How do YOU Rate?

* Review your HHCAHPS Scores
* \WWhere are your gaps and opportunities?
* Tools and boundaries to improve
* Customer service mindset

* What are YOUR goals personally?

o

EEEEEEEEEEEEEEEEEEEEEEE

S ol
QY ®,

®)

NNNNNN



QOO0 @
O Q
® o

HOME HEALTH FUNDAMENTALS

KNOWLEDGE « EXPERTISE - COMMON SENSE




Conitecl

CALL US:
(561) 454-8121

EMAIL US:
heretohelp@homehealthfundamentals.com

09990,
The information enclosed was current at the time it was presented. This presentation is intended to O O
serve as a tool to assist providers and is not intended to grant rights or impose obligations.
: S : - HOME HEALTH FUNDAMENTALS

. . - KNOWLEDGE - EXPERTISE « COMMON SENSE
Although every reasonable effort has been made to assure the accuracy of the information within

these pages, the ultimate responsibility for the correct submission of claims and response to any
remittance advice lies with the provider of services.
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