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Medicare Program; Prospective Payment System and Consolidated Billing for Skilled Nursing Facilities; Disclosures of Ownership and Additional Disclosable Parties Information
General Comment:

While we acknowledge CMS’s error in their calibration of RUG-IV model, we “believe” it to be patently unfair to providers that you will now recalibrate using partial FY 2011 claims, and most especially object, whereas at least the first three months of the transition from 2.0 to 3.0 was chaotic at best for most providers and clinicians; whereby concentrating on the transition scheduling, new regulations, added OMRA assessments and repetitive interviews, a cumbersome discharge assessment; and in addition, staff training; all possibly resulting in lower reimbursements and inaccurate coding for facilities.  (CMS-1351-P 47)
We also acknowledge that CMS insists the MDS 3.0 be an all in one tool to access client care and generate an appropriate plan, calculate and collect data for QM’s, and generate provider reimbursement; we contend with the added assessments, inaccurate calibration by CMS, and the need for CMS to reduce costs, we contend that this no longer “prospective payment”, but is “fee for service”.

Is there data that CMS will publish as to how they “believe” that providers may have evolving behaviors, or what that might mean, as noted in the statement below?

(We believe it would be reasonable and appropriate to use actual RUG-IV claims data from FY 2011 to estimate utilization under RUG-IV, as we believe that it provides the most recent, clear evidence of utilization patterns and evolving provider behaviors under RUG-IV. CMS-1351-P 47)
Another negative connotation appears (CMS-1351-P 133): Additionally, in some cases, changes in therapy utilization levels may even be unrelated to the patient’s clinical condition but may be caused by staffing constraints or facility practices.
Burden: CMS-1351-P 170-We note that this proposed rule will not affect the burden associated with either of those collections."(MPAF or swing-bed) 
How can professionals focus on more accurate patient assessment of and evidence-base care for, our medically complex patients when more and more time is wrapped up in scheduling, completing, re-scheduling, and re-completing PPS data sets? All while the associated burden of time has not been validated.

This increased burden is driving good professionals out of our SNFs just at the time when the patients require MORE skilled and professional care. 

"Burden" must consider training time, software reprogramming, staff time to organize and gather data, MORE assessments and tracking, MORE frequent transmission, and all other costs associated with the data collection.
May we offer a few suggestions?
· Remove the DISCHARGE assessment. This information is useless until such time that it will/can be transferred between agencies; and even then, coding rules for look-back should be changed --- data should reflect ONLY info in real time.
· Remove the ENTRY Tracker- this is combined on an ORBA Admission and/or 5 day-re-entry PPS Assessment

· Remove the PHQ-9 on all subsequent PPS assessments – this tool would never be used in the community as frequently as required for SNFs/MDS
Modification of EOT:
It is against any medical records practice standards as well as electronic health records standards/principles to modify a record if it was true or factual at the time it was completed. Additionally, if the resumption of therapy takes place AFTER THE ARD, how can it be included if all items captured must occur on or BEFORE the ARD? What valid reason could be given to modify a correct record as of when the record was prepared? (CMS-1351-P 127)
EOT for Missed Therapy Day and ABN’s: 
If the patient actually requires/d skilled nursing care in addition to therapy, we will do MORE work (EOT or EOT-R), to get lower reimbursement. 

On a Monday-- If patient refuses, or cannot attend for other reasons, and the patient does/did not require skilled nursing care, will MC pay for the non-skilled days, will it be "provider liability", or can we bill private? 
There is a later discussion about informing the patient of the consequences if he/she does not "UNDERGO" therapy, and another about provider responsibility to issue ABN only if facility could have known services would not be covered. But this change in interpretation will cause MANY difficulties for beneficiaries, providers, reviewing agencies, FI, and auditors.
(CMS-1351-P 127) Moreover, even in situations where skilled rehabilitation is the sole reason for the SNF stay, the temporary discontinuation of therapy may not in itself necessarily have the effect of terminating coverage, if it is followed shortly thereafter by a resumption of therapy.
…..MORE convoluted layers on what/who is skilled or not and who will pay---can you say ALJ?
The need for an EOT anytime a patient misses one scheduled treatment and does not get weekend treatment is burdensome to the facility and unfair to the patient from a coverage/liability standpoint.
CMS-1351-P 177-- Further, we note that the completion of an EOT-R OMRA, as proposed in section V.D, would be entirely voluntary on the part of the facility and, thus, would not represent the imposition of a mandatory burden. 
Yes, this presents a burden ONLY IF you want to stay financially viable!!
Group Therapy:

CMS-1351-P 108: we are proposing to establish a standard that defines group therapy as therapy provided simultaneously to four patients who are performing similar therapy activities…

Is there research to support the decision that a group is only beneficial if it consists of four participants? What if the group starts out with four participants, and one leaves?
Assessment Schedule: 
CMS-1351-P 117: After further review of the MDS 3.0 assessment schedule, we believe that the combination of the current grace period allowance and observation period could cause MDS assessments to be performed in such a way that some of the information coded on a subsequent assessment is duplicative of the previous assessment.

 Is this different from 2.0?? You mean like continually repeating the PHQ-9? If the intent will be NOT to unnecessarily duplicate information, we would again request the PHQ-9 be eliminated on subsequent PPS assessments, AND relieve facilities from completing an unnecessary SCSA for on/off hospice when one has just been completed…
But how, what with the addition of possible EOT-EOT-R-COT assessments, eliminating duplicate data by changing the assessment schedule is questionable…

In closing, we believe that CMS should delay the recalibration of the RUG-IV weights until more data can be compiled and analyzed. It is entirely possible that the redistribution seen in data from the first three months of FY 2011 is not indicative of the full year's trend.
Continued cuts in Medicare rates, coupled with increased burden, greater client acuity levels, and increased staff turn-around and/or job cuts is not conducive with improved outcomes. 
And lastly, may we ask what might be a valid reason for CMS posting the new item-sets prior to the publishing of the FINAL Rule?

Thank you for the opportunity to comment,
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