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June __, 2018

Ms. Seema Verma
Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS–1696–P
P.O. Box 8016
Baltimore, MD 21244–8016

Dear Ms. Verma:

I am writing in response to CMS’ request for comments on the proposed rulemaking CMS–1696–P regarding proposed revisions to case-mix methodology for the skilled nursing facility (SNF) prospective payment system (PPS). While I understand that changes are needed to update the current SNF PPS, I am very concerned that patients who need occupational therapy services may not be able to appropriately receive them under the Patient-Driven Payment Model (PDPM) as proposed.

Occupational therapy in the SNF addresses critical areas of physical, cognitive, and psychosocial function for Medicare beneficiaries. Occupational therapy practitioners consider self-care needs, participation capacity, mental health status, social supports, and environmental demands. Occupational therapy practitioners also contribute to holistic, person-centered care as a key part of the coordinated care team to plan treatment as well as discharge planning.

As an occupational therapy practitioner, my main concern is that patients who require medically necessary occupational therapy have access to occupational therapy services. I appreciate the model changes that CMS made in response to stakeholder comments on RCS-I. However, I continue to have concerns that the proposed PDPM may not include enough safeguards to ensure that patients will receive the skilled, appropriate occupational therapy they need to achieve desired outcomes.

In particular, I am greatly concerned about the failure to include or even reference cognition and swallowing in the occupational therapy payment component. While I understand that existing data does not show the impact of these on utilization, occupational therapy practitioners serve an important role in patient care by evaluating and treating these issues. Exclusion of these areas without some counterbalancing message that these are indeed part of the occupational therapy scope of practice and may be provided by occupational therapy practitioner may bias SNFs against occupational therapy’s role in these areas. CMS must proactively recognize the value of occupational therapy in addressing cognitive impairment and feeding/swallowing issues so that these services are appropriately provided.

Another area of concern is that the PDPM may not promote fully capturing mild cognitive impairment, which affects performance of ADLs and IADLs. On this issue, the PDPM must begin to collect more sensitive data, in line with the IMPACT Act, to ensure necessary attention to cognition.

I am pleased that CMS separated the OT and PT components into distinct case-mix components in the PDPM. I am also pleased that CMS is proposing to require reporting of therapy mode and minutes by discipline in MDS Section O at discharge. This will be the only way to analyze therapy utilization to protect patient access to individual therapy and ensure appropriate direction of the dollars provided in the payment. This will also protect against use of non-skilled personnel to provide what should be skilled occupational therapy.

In addition, the modified MDS Section O will allow monitoring of group and concurrent therapy services and may also protect against therapy practitioners being pressured to provide an unreasonable amount of group or concurrent therapy. I support the proposed combined 25% limit on group and concurrent therapy for each discipline as a reasonable percentage that is supported by previous policy.

I encourage CMS to revise the definition of group therapy to include two to four people doing the same or similar activities. This would allow more flexibility so that patients in smaller SNFs would be able to utilize and benefit from group therapy. In addition, I ask CMS to reconsider the documentation requirements to make them less rigid. As a practitioner, I want to be able to use group therapy when patients can benefit from it. Ultimately, the clinical judgment of the therapist should be the deciding factor in determining the appropriate types of therapy for each individual patient. CMS should promote and uphold this.

As I understand the PDPM, co-morbidities are not fully included as factors influencing OT or PT payment components. Occupational therapy practitioners work with SNF patients who frequently have multiple chronic conditions; this factor should be considered in determining payment for all patients.

Finally, implementation and transition are a concern. Implementing PDPM too quickly without a clearly defined transition period could cause great confusion in SNFs. Other payers, including Medicaid, may not adopt PDPM quickly, which could lead to SNFs using RUG-IV and PDPM at the same time. This would be complicated for staff and add to administrative burden. For that reason, I request that CMS complete a feasibility study to examine the impact of this payment system, especially the impact of the OT component, on access to medically necessary therapy services. CMS should ensure an adequate transition period so that patients don’t miss critical services.

Thank you for the opportunity to comment on the proposed PDPM.

Sincerely,
