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August 20, 2019 

 
 

Long-term Care Hospital PPS: 
Final Rule for FY 2020 

 
 

At Issue  
On Aug. 2, the Centers for Medicare & Medicaid Services 
(CMS) issued its fiscal year (FY) 2020 final rule for the 
inpatient and long-term care hospital (LTCH) prospective 
payment systems (PPS). This advisory covers the rule’s 
LTCH-related provisions. AHA issued a separate Regulatory 
Advisory on the inpatient PPS provisions. Provisions of the 
final rule will take effect Oct. 1. 
 
Our Take 
The rule implements the new “50% Rule,” as required by 
statute, which could be challenging for some providers. The 
LTCH site-neutral policy continues to broadly impact the 
field in the form of reduced aggregate volume and 
payments, as well as LTCH closures. With regard to the 
LTCH Quality Reporting Program (QRP), we maintain our 
position that only measures endorsed by the National 
Quality Forum (NQF) should be adopted for CMS quality 
programs. However, CMS finalized the two new proposed 
measures that lack NQF endorsement. In addition, we 
remain concerned about the burden associated with the 
number of new patient assessment data elements that CMS 
is adding to the LTCH patient assessment instrument all at 
once. We had urged CMS instead to gradually roll out these 
additions. 
 
What You Can Do 
 Share the attached summary with your senior 

management team to examine the impact these payment changes will have on your organization 
in FY 2020.  

 Participate in a members-only call on this rule on Friday, Aug. 23, at 2 p.m. ET. AHA 
members may register here.  

 
Further Questions  
For questions on the rule’s payment provisions, contact Rochelle Archuleta, director of policy, at 
rarchuleta@aha.org. For quality-related questions, contact Caitlin Gillooley, senior associate director of 
policy, at cgillooley@aha.org.  

At A Glance 
Key Takeaways 

 
In FY 2020, CMS will: 
 
• Increase overall LTCH payments 

by 1.0% ($43 million). 
 

• Increase payments for standard 
rate cases by 2.7%. 

 
• Decrease payments for site-

neutral cases by 4.9%. 
 

• Implement a payment penalty for 
LTCHs with fewer than 50% of 
Medicare fee-for-service (FFS) 
cases paid a standard rate 
(instead of a site-neutral rate). 

 
• Add two new quality measures 

to the LTCH Quality Reporting 
Programs. 

 
• Adopt several new LTCH 

standardized patient assessment 
data elements. 

https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16762.pdf
https://www.aha.org/advisory/2019-08-19-regulatory-advisory-inpatient-pps-final-rule-fy-2020?utm_source=newsletter&utm_medium=email&utm_content=08192019%2Dregadv%2Dprofile1&utm_campaign=aha%2Dspecial%2Dbulletin
https://www.aha.org/advisory/2019-08-19-regulatory-advisory-inpatient-pps-final-rule-fy-2020?utm_source=newsletter&utm_medium=email&utm_content=08192019%2Dregadv%2Dprofile1&utm_campaign=aha%2Dspecial%2Dbulletin
https://events-na1.adobeconnect.com/content/connect/c1/2260329217/en/events/event/shared/default_template/event_registration.html?connect-session=na1breez9w3e6puza4iypgh3&sco-id=3221272252&_charset_=utf-8
mailto:rarchuleta@aha.org
mailto:cgillooley@aha.org


       © 2019 American Hospital Association         2 

Overview 
 

On Aug. 2, the Centers for Medicare & Medicaid Services (CMS) issued its fiscal year 
(FY) 2020 final rule for the hospital inpatient and long-term care hospital (LTCH) 
prospective payment systems (PPS). This Regulatory Advisory covers the rule’s LTCH-
related proposals while a separate AHA advisory summarizes the inpatient PPS 
provisions. Provisions of the final rule will take effect Oct. 1. 
 
For the LTCH PPS’s dual-rate payment system, CMS projects an overall net increase in 
FY 2020 payments of 1.0% ($43 million), relative to FY 2019 payments, which accounts 
for the changes for both standard-rate and site-neutral cases, as discussed below. 
 

LTCH PPS Standard Rate Update 
 
For FY 2020, CMS estimates that under the LTCH PPS’s dual-rate system, the 
proportion of LTCH cases that fall in the standard-rate category will grow to 71%, with the 
remaining 29% in the site-neutral category. CMS finalized a net increase of 2.7% ($91 
million) for cases paid a standard LTCH PPS rate, compared to FY 2019, which includes 
the market basket, productivity, outlier and 25% Rule adjustments discussed below. 
 
FY 2020 Standard Rate  
The FY 2020 standard rates will be subject to the statutorily mandated market-basket 
update, 2.9%, and productivity adjustment, -0.4 percentage point. For LTCHs reporting 
required quality data, the FY 2020 standard rate increases from the FY 2019 rate of 
$41,558.68 to $42,677.63. This amount also reflects a budget neutrality adjustment to the 
final standard rate to account for the area wage index.    
 
Medicare-severity Long-term Care Diagnosis-related Group (MS-LTC-DRG) Weights 
For FY 2020, CMS re-weights the MS-LTC-DRG relative weights using the same 
methodology as prior years, utilizing FY 2018 data and again excluding site-neutral 
eligible cases from the recalibration. The rule’s online addendum lists the final MS-LTC-
DRGs and their respective relative weights, average length of stay (ALOS) and geometric 
mean length-of-stay (used to identify short-stay outliers). In addition, in keeping with the 
prior re-weighting approach, the rule identified 259 “low-volume MS-LTC-DRGs” (those 
with fewer than 25 LTCH cases) for FY 2020, the same amount as FY 2019. These will 
be grouped into quintiles, with each quintile assigned a relative weight. The “no-volume 
MS-LTC-DRGs” will again be weighted based on other MS-LTC-DRGs that are clinically 
similar and have similar costliness. We note that the number of no-volume MS-LTC-
DRGs has grown from 347 in FY 2019 to 361 for FY 2020, a notable increase from 247 in 
FY 2015, the year preceding the implementation of the dual-rate payment system.  
 
Labor-related Share 
The labor-related share is the portion of total LTCH costs that are related to, influenced 
by, or vary with the local labor market, such as wages, salaries and benefits. The rule 
finalized a FY 2020 labor-related share of 66.3%, same as the FY 2019 share.  

https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-16762.pdf
https://www.aha.org/advisory/2019-08-19-regulatory-advisory-inpatient-pps-final-rule-fy-2020?utm_source=newsletter&utm_medium=email&utm_content=08192019%2Dregadv%2Dprofile1&utm_campaign=aha%2Dspecial%2Dbulletin


© 2019 American Hospital Association 3 

 
Area Wage Index 
Using the same methodology as prior years, the LTCH PPS wage index will be computed 
using wage data from general acute-care hospitals from cost reporting periods beginning 
in FY 2016. They are pre-reclassification, unadjusted wage indexes. As in the past, the 
FY 2020 update includes the application of a budget neutrality factor for area wage 
differences, 1.0020203.   
 
High-cost Outliers (HCOs) 
For HCOs, CMS finalized a FY 2020 fixed-loss threshold of $26,778, lower than the FY 
2019 threshold for standard rate cases of $27,121. This change is expected to increase 
the number of cases that qualify for HCO payments in order to comply with the HCO pool 
established in law. We note that the 21st Century Cures Act of 2016 lowered the HCO 
pool from 8.0% to 7.975%.   
 
25% Rule Budget Neutrality Adjustment 
In the FY 2019 final rule, CMS withdrew the LTCH 25% Rule after many years of 
advocacy by AHA and the field. This policy was designed to reduce payments to an 
inpatient PPS-comparable amount for discharges above a certain threshold. This 
elimination is offset by a budget neutrality adjustment to the standard rate: 
 

• FY 2019: A temporary one-time adjustment of 0.990878;  
• FY 2020: A temporary one-time adjustment of 0.990737; and  
• FY 2021: A permanent adjustment of 0.991249 in FY 2021.   

 
In alignment with FY 2019 rulemaking, this rule removes the impact of the FY 2019 
adjustment and then applies the FY 2020 adjustment. 
 

LTCH Site-neutral Payment Rates 
 
For the 29% of LTCH cases expected to be paid an LTCH site-neutral rate in FY 2020, 
CMS finalized a net decrease of 4.9% ($41 million) compared to FY 2019.  
 
Per the Bipartisan Budget Act (BiBA) of 2013, LTCH site-neutral cases:  

 
• Have a principal LTCH diagnosis related to a psychiatric or rehabilitation condition; 

or 
• Are not transferred within one day from a general acute-care hospital to a LTCH; 

or  
• Lack either three or more days of care in an intensive care unit or coronary care 

unit during the prior hospital stay, and a qualifying procedure code for 96+ hours of 
ventilator care in the LTCH.  

 
CMS implemented site-neutral payment on a rolling basis, starting with cost-reporting 
periods that began on or after Oct. 1, 2015. Initially, as required by law, site-neutral cases 
were paid a 50/50 blend of LTCH PPS and site-neutral rates. However, starting with cost 
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reporting periods beginning in FY 2020, site-neutral cases will be paid the full site-neutral 
rate. Under the law, the cost of the last two years of the blended-rate (cost reporting 
periods starting in FYs 2018 and 2019) was offset by a 4.6% cut to the FYs 2018 through 
2026 market-basket updates for site-neutral cases. This offset is explained in CMS 
Transmittal 4046.   
 
High-cost Outliers 
For site-neutral cases that are HCOs, CMS continues using the inpatient PPS threshold, 
which will be $26,473 in FY 2020. The rules states that CMS actuaries continue to project 
that site-neutral payment rate cases in FY 2020 would continue to mirror an inpatient 
PPS case paid under the same Medicare Severity Diagnosis Related Groups (MS-DRG). 
The AHA does not agree with this position and will continue to communicate our findings 
that LTCH site-neutral cases are materially different in cost and other variables than 
inpatient PPS cases, and will consider new analyses to illustrate our concerns. 
 
Budget Neutrality Adjustments 
CMS continues applying a 5.1% budget neutrality adjustment (BNA) to the base portion 
of site-neutral payments, while exempting from this adjustment the HCO portion of the 
overall site-neutral payment. The agency states that this BNA is necessary to avoid 
increasing aggregate FY 2020 LTCH PPS payments, in comparison to what LTCHs 
would be paid if the payment system has no site-neutral element. In the AHA’s view – 
which has been shared in detail with CMS on numerous occasions – since the inpatient 
PPS rates that used to pay site-neutral cases have already been reduced by 5.1% to 
ensure budget neutrality for inpatient PPS outlier payments, this “second” 5.1% BNA 
applied within the LTCH framework is redundant and represents a systematic reduction 
of LTCH site-neutral payments. 
 

LTCH “50% Rule” 
 
For FY 2020 and beyond, as required by law, CMS finalized a significant payment cut for 
LTCHs with fewer than 50% of their Medicare FFS cases receiving a standard LTCH 
PPS payment. Under this “50% Rule,” noncompliant LTCHs will have payments for all 
FFS cases in a subsequent cost reporting period reduced to an inpatient PPS-like 
amount, plus any eligible high-cost outlier payment. While CMS already notifies LTCHs of 
their compliance status, and will continue to do so, penalties will take effect for cost 
reporting periods beginning FY 2022. In addition, the rule establishes that: 

• Compliance will be calculated based on the LTCH as a whole – not for each of the 
hospital’s individual locations. 

• The penalty will apply to the cost reporting period that follows CMS’s issuance of 
notification of non-compliance. For example, in July 2021, CMS would calculate 
the 50% Rule compliance rate for a cost reporting period ending December 2020. 
The agency would inform the provider of any non-compliance and apply the 
resulting penalty to the cost reporting periods beginning January 2022 and 
beyond, until compliance is reestablished.  

• For that noncompliant LTCH, all cases in the January through December 2022 
cost reporting period will be paid the full (not per diem) amount equivalent to the 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2018Downloads/R4046CP.pdf%5d,%20which%20replaces%203986
https://www.aha.org/system/files/2019-01/aha-medpac-letter-payment-recommendations-for-2020-1-14-2019.pdf
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inpatient PPS amount, with an additional payment for HCO cases based to be 
determined using the inpatient PPS fixed-loss amount in effect at the time of LTCH 
discharge. (The proposed rule recommended a payment reduction comparable to 
the per diem inpatient PPS amount. Under the LTCH PPS, there are existing, 
distinct calculations for inpatient PPS “equivalent” versus “comparable” rates.)  

• Appeals of noncompliant status shall be made to the Provider Reimbursement 
Review Board.  

• LTCHs that fall out of 50% Rule compliance will maintain their LTCH status as 
long as compliance with the average length of stay requirement of greater than 25 
days is maintained.  

 
Reinstatement Processes. Under the final rule, LTCH PPS payments will be restored 
after compliance is reestablished during a subsequent cost reporting period. Using the 
above example, if the hospital regains compliance for the January through December 
2021 cost reporting period, the provider’s restored compliance would be identified and 
reported by CMS during summer 2022, and LTCH PPS payments would be restored for 
the January through December 2023 cost reporting period. While stakeholders, including 
the AHA, asked for a more streamlined process capable of a faster restoration of LTCH 
PPS payments for reestablished compliers, CMS notes that the statute applies this policy 
on a cost reporting period basis. 
 
To discourage any manipulation of discharges or delayed billing in order to artificially 
inflate compliance levels, CMS also finalized a special probationary cure process to 
recognize potential misalignment, in certain circumstances, between an LTCH’s 
compliance level and its typical mix of site neutral versus standard rate discharges. For 
example, some patients’ actual period of ventilation care may be shorter than expected 
on admission – which would move those cases from the standard rate to the site-neutral 
category, thereby reducing 50% Rule compliance. For LTCHs with material numbers of 
such cases, a probationary cure period would apply, which allows the 50% Rule cut to be 
delayed if they are compliant for at least five consecutive months of the six-month period 
immediately preceding the beginning of the cost reporting period during which the 
adjustment would apply. However, if the final compliance rate for the full cost reporting 
period is below 50%, the adjustment will be applied to that cost reporting period at 
settlement.  
 
Following the above example’s timeframe, the probationary cure period would run from 
July through December 2021. If compliance is met for five consecutive months during this 
six-month period, the cut slated for the January through December 2022 cost reporting 
period will be waived. However, if the final January through December 2022 cost 
reporting period is found to be noncompliant, the 50% Rule cut will be applied to that full 
period during cost report settlement, as well as to the relevant future cost reporting 
period, January through December 2024. 
 
While CMS acknowledges that the special probationary cure process is not required by 
statute, it believes it is the best way to balance administrative simplicity while allowing for 
unusual circumstances. Moving forward, the agency may refine this process to account 
for any resulting, excessive burden on providers.  
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LTCH Quality Reporting Program (QRP) 
 
The Affordable Care Act mandated that reporting of quality measures for LTCHs begin no 
later than FY 2014. Failure to comply with LTCH QRP requirements will result in a 2 
percentage point reduction to the LTCH’s annual market-basket update. The Improving 
Medicare Post-Acute Care Transformation (IMPACT) Act requires that, for FY 2019 and 
each subsequent year, providers must report SPADEs. The reporting of these data is 
required in the LTCH QRP, and as a result, failure to comply with the requirements 
results in a payment reduction. See Table 1 for finalized measures. 
 
CMS will adopt two measures to the LTCH QRP and modify one for FY 2022. The 
agency will also adopt several standardized patient assessment data elements (SPADEs) 
in the LTCH CARE Data Set (LCDS).  
 
Table 1: Finalized Measures for the LTCH QRP, FY 2019 – FY 2022 

Measure FY 
2019 

FY 
2020 

FY 
2021 

FY 
2022 

Central line-associated blood stream infection (CLABSI) X X X X 
Catheter-associated urinary tract infection (CAUTI) X X X X 
Percent of residents or patients with pressure ulcers that are new 
or worsened  

X    

Percent of residents or patients who were assessed and 
appropriately given the seasonal influenza vaccine  

X X   

Influenza vaccination coverage among health care personnel  X X X X 
Methicillin-resistant Staphylococcus aureus bacteremia X X   
Clostridium difficile bacteremia X X X X 
Unplanned all-cause, all-condition readmissions for 30-day post-
discharge from LTCHs 

X    

Percent of residents experiencing one or more falls with major 
injury (Long stay) 

X X X X 

Percent of LTCH Patients with an Admission and Discharge 
Functional Assessment and a Care Plan that Addresses Function 

X X X X 

Application of Percent of LTCH Patients with an Admission and 
Discharge Functional Assessment and a Care Plan that Addresses 
Function 

X X X X 

Functional Status: Change in mobility among LTCH patients 
requiring ventilator support 

X X X X 

Ventilator-associated Event Outcome Measure X X   
Medicare spending per beneficiary for post-acute care LTCH QRP 
(MSPB – LTCH) 

X X X X 

Discharge to community – PAC LTCH X X X X 
Potentially preventable 30-day post-discharge readmission 
measure for LTCH QRP 

X X X X 

Drug regimen review conducted with follow-up for identified issues  X X X 
Changes in Skin Integrity Post-Acute Care: Pressure Ulcer/Injury  X X X 
Compliance with spontaneous breathing trial by day 2 of stay  X X X 
Ventilator Liberation Rate  X X X 
Transfer of Health Information to Provider    X 
Transfer for Health Information to Patient    X 
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FY 2022 Measurement Provisions 
CMS will adopt two new process measures to the FY 2022 LTCH QRP and modify one 
existing measure. Detailed specifications for the measures are available on CMS’s LTCH 
QRP website. 
 
Transfer of Health Information to the Provider—Post Acute Care (PAC). CMS will adopt 
this process measure that assesses the proportion of patient stays with a discharge 
assessment indicating that a current reconciled medication list was given to the 
subsequent provider at the time of discharge or transfer from the patient’s current PAC 
setting. 
 
The IMPACT Act requires CMS to develop standardized and interoperable quality 
measures and implement them across all four post-acute care settings. These measures 
must meet certain domains, one of which is the transfer of health information and patient 
care preferences. A detailed summary of the IMPACT Act’s requirements can be found in 
the AHA’s Oct. 16, 2014 Legislative Advisory. In the FY 2019 LTCH PPS final rule, CMS 
stated that the agency intended to specify and proposed two measures that would satisfy 
this domain for the FY 2022 LTCH QRP. The measures, which have undergone pilot 
testing, public comment periods and review by several technical expert panels, were 
proposed to the NQF’s Measure Applications Partnership (MAP) in December 2019. The 
MAP conditionally supported the measures pending NQF endorsement. Measures are 
not required to be endorsed in order to be included in CMS quality programs, but the 
AHA strongly recommends that CMS only adopt measures that have gone through the 
rigorous NQF review and endorsement process. In response to AHA’s and other 
stakeholder’s comments regarding endorsement, CMS stated that it “plan[s] to submit the 
measure[s] to the NQF for consideration of endorsement as soon as feasible.” 
 
Performance on the measure is expressed as a proportion. The denominator for the 
Transfer of Health Information to the Provider measure is the total number of LTCH 
patient stays ending in discharge to a subsequent provider. “Subsequent provider” is 
defined as a short-term general acute care hospital, intermediate care (i.e. intellectual 
and developmental disabilities providers), home under the care of a home health agency 
or hospice, institutional hospice, a skilled nursing facility (SNF), another LTCH, an 
inpatient psychiatric facility, swing bed, inpatient rehabilitation facility (IRF), Medicaid 
nursing facility, or a critical access hospital. 
 
The numerator for this measure is the number of LTCH patient stays with a LCDS 
discharge assessment indicating that a current reconciled medication list was provided to 
the subsequent provider at the time of discharge. For patients with multiple stays, each 
stay is eligible for inclusion in the measure. 
 
Measure performance will be calculated using a new item in the LCDS and will ask 
whether the assessor’s facility provided the medication list to the subsequent provider. 
CMS notes in the final rule that “defining the completeness of that medication list is left to 
the discretion of the providers and patient who are coordinating this care,” and that the 
agency does not have a data validation program in place “at this time.” 
 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/LTCH-Quality-Reporting/LTCH-Quality-Reporting-Measures-Information.html
http://www.aha.org/advocacy-issues/tools-resources/advisory/2014/141016-legislative-adv.pdf
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Providers will be asked to complete an additional data element to indicate the route 
through which the list was transmitted, i.e., via an electronic health record, verbally, on 
paper, through a health information exchange organization, or another method. This 
measure is not risk-adjusted or stratified. 
 
LTCHs will be required to submit data on the Transfer of Health Information to the 
Provider measure beginning with Oct. 1, 2020 admissions and discharges. 
 
Transfer of Health Information to the Patient—Post Acute Care (PAC). CMS also will add 
this process measure that assesses the proportion of patient stays with a discharge 
assessment indicating that a current reconciled medication list was provided to the 
patient, family or caregiver at the time of discharge to the home. This measure was 
developed in conjunction with the Transfer of Health Information to the Provider measure, 
and also lacks NQF endorsement. 
 
This measure is specified identically to the previous measure and will employ similar 
LCDS items, except that the denominator is the total number of LTCH patient stays 
ending in discharge to a private home/apartment, a board and care home, assisted living, 
a group home, transitional living or home under the care of a home health agency or 
hospice. 
 
LTCHs will be required to submit data on the Transfer of Health Information to the Patient 
measure beginning with Oct. 1, 2020 admissions and discharges.  
 
Update to Discharge to Community Measure. CMS will exclude baseline nursing facility 
residents, defined as patients who had a long-term nursing facility stay in the 180 days 
preceding their hospitalization and LTCH stay with no intervening community discharge 
between the nursing facility stay and hospitalization, from the Discharge to Community 
measure beginning with the FY 2020 LTCH QRP. The measure, originally adopted in the 
FY 2017 LTCH PPS final rule, reports an LTCH’s risk-standardized rate of Medicare FFS 
patients who are discharged to the community (i.e., private home/apartment, assisted 
living, or group home) following an LTCH stay and do not have an unplanned 
readmission to an acute care hospital and remain alive in the 31 days following 
discharge. CMS makes this change because LTCH patients who lived in a nursing facility 
prior to their LTCH stay are less likely to return to the community following their LTCH 
stay and, as CMS has demonstrated through analysis of performance, skew measure 
performance unfairly.  
 
Public Reporting of Measure Data. CMS will begin publicly displaying data for the Drug 
Regimen Review Conducted with Follow-Up for Identified Issues measure beginning CY 
2020 “or as soon as technically feasible.” Data collection on this measure began with 
patients discharged on or after Oct. 1, 2018.  
 
CMS will display four rolling quarters of data on LTCH Compare, initially using discharges 
from Jan.1, 2019 through Dec. 31, 2019. LTCHs with fewer than 20 cases during any four 
consecutive rolling quarters of data for any of these measures will not have a rate 
displayed; instead, the site will display a note stating that the number of cases/patient 
stays is too small to publicly report. 
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Standardized Patient Assessment Data Elements (SPADEs) 
In addition to requiring the adoption of standardized and interoperable quality measures, 
the IMPACT Act also requires that, for FY 2019 and each subsequent year, PAC 
providers must report SPADEs. The reporting of these data is required in the PAC quality 
reporting programs, and as a result, failure to comply with the requirements results in a 
payment reduction. The standardized patient assessment data elements must satisfy five 
domains as specified by the IMPACT Act, including functional status, cognitive function, 
special services, medical conditions and comorbidities, and impairments. 
 
In the FY 2018 inpatient/LTCH PPS proposed rule, CMS proposed to adopt SPADEs that 
would satisfy all five categories. However, the agency did not finalize most of these 
proposals in response to the concerns raised by the AHA and other commenters 
regarding the speed and magnitude of the additions to already lengthy patient 
assessment instruments. Stakeholders also were concerned that the data elements had 
not been tested for use in each specific PAC setting. That is, CMS proposed to adopt for 
all four settings data elements that were only tested in one PAC setting without 
determining whether those elements provided reliable and valid data in other settings. 
Instead, CMS finalized the adoption of SPADEs in just two categories (functional status 
and medical conditions and comorbidities) based on data elements already finalized for 
adoption in the various instruments. Please see AHA’s Regulatory Advisory of the FY 
2018 LTCH PPS final rule for more details. 
 
In this year’s proposed rule, CMS asserted that LTCHs have had enough time to 
familiarize themselves with other new reporting requirements adopted under the IMPACT 
Act. In addition, CMS cited the results of a recent National Beta Test of the data elements 
conducted by its contractor to suggest that the SPADEs are now tested adequately. 
Please see the research report from the National Beta Test for details and results from 
the analysis, as well as AHA’s Regulatory Advisory on this year’s proposed rule for our 
take on these results.  
 
Despite continued opposition from commenters, CMS finalized the adoption of all 
SPADEs as proposed. The agency will require LTCHs to report many of the same 
SPADEs it proposed for FY 2018 and a few new elements beginning with the FY 2022 
LTCH QRP. LTCHs will be required to collect and report these data with respect to 
admission and discharge for patients discharged between Oct. 1, 2020 and Dec. 31, 
2020. For each subsequent year, CMS will require LTCHs to collect and report the data 
for admissions and discharges that occur during the subsequent calendar year (e.g., data 
for patients discharged between Jan. 1, 2021 through Dec. 31, 2021 will inform the FY 
2023 LTCH QRP). 
 
Table 2 summarizes the adopted SPADEs, whether adoption will result in a new item 
added to the LCDS, the number of elements associated with each item (i.e., the number 
of check boxes assessors will have to consider when completing the item) and the time to 
complete the item according to the National Beta Test. 
 
 
 
 
 

https://www.aha.org/advisory/2017-08-17-long-term-care-hospital-pps-final-rule-fy-2018
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/Downloads/Development-and-Evaluation-of-Candidate-SPADEs_National-Beta-Test-Background-and-Methods.pdf
https://www.aha.org/advisory/2019-05-10-regulatory-advisory-long-term-care-hospital-pps-proposed-rule-fy-2020
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Table 2. AHA Analysis of Adopted SPADEs 
Domain Element New LTCH 

LCDS Item 
Number of 
Elements 

Time to 
Complete 
(minutes) 

Functional 
Status 

Car transfer Yes 1; Patient is 
assessed using 6-
level scale of 
independence 
performing each 
activity  

n/a 
Walking 10 feet on uneven 
surfaces 

Yes n/a 

1-step (curb) Yes n/a 
4 steps Yes n/a 
12 steps Yes n/a 
Picking up object Yes n/a 

Cognitive 
Function & 
Mental Status 

Brief Interview for Mental 
Status (BIMS) 

Yes 7 2.2  

Confusion Assessment 
Method (CAM) 

No (will 
replace 
current 6-item 
version with 
4-item 
version) 

4 1.4 

Patient Health 
Questionnaire-2 to 9 

Yes 2-9 1.7 for 
PHQ-2 
only, 4 for 
PHQ-9 

Special 
Services, 
Treatments, 
and 
Interventions 

Cancer Treatment: 
Chemotherapy (IV, Oral, 
Other) 

Yes 1-4 (1 principal; 3 
sub) 

0.22 

Cancer Treatment: 
Radiation 

Yes 1 0.22 

Respiratory Treatment: 
Oxygen Therapy 
(Intermittent, Continuous, 
High-concentration) 

Yes 1-2 (1 principal; 3 
sub either/or) 

0.22 

Respiratory Treatment: 
Suctioning (Scheduled, As 
needed) 

Yes 1-2 (1 principal; 2 
sub either/or) 

0.22 

Respiratory Treatment: 
Tracheostomy Care 

Yes 1 0.22 

Respiratory Treatment: 
Non-invasive Mechanical 
Ventilator (BiPAP, CPAP) 

No 1-3 (1 principal; 2 
sub) 

0.22 

Respiratory Treatment: 
Invasive Mechanical 
Ventilator 

No 1 0.22 

Intravenous (IV) 
Medications (Antibiotics, 
Anticoagulation, 
Vasoactive Medications, 
Other) 

No (will add 
sub-elements 
to existing 
Vasoactive 
Medications 
item) 

1-5 (1 principal; 4 
sub) 

0.22 

Transfusions Yes 1 0.22 
Dialysis (Hemodialysis, 
Peritoneal dialysis) 

No (will 
expand 

1-2 (1 principal; 2 
sub either/or) 

0.22 
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existing 
Dialysis item) 

Intravenous (IV) Access 
(Peripheral IV, Midline, 
Central line) 

Yes 1-4 (1 principal; 3 
sub) 

0.22 

Nutritional Approach: 
Parenteral/IV Feeding 

No 1 0.22 

Nutritional Approach: 
Feeding Tube 

Yes 1 0.22 

Nutritional Approach: 
Mechanically Altered Diet 

Yes  1 0.22 

Nutritional Approach: 
Therapeutic Diet 

Yes 1 0.22 

High-Risk Drug Classes: 
Use and Indication 

Yes 0-12 (indicate 
whether patient is 
taking any 
medication within 
each of 6 drug 
classes, for each 
that patient is 
noted as taking 
indicate whether 
patient has 
indication for drug 
in class) 

1.1 

Medical 
Condition & 
Comorbidity 

Pain Interference Yes 3 (sleep, therapy 
activities, day-to-
day activities) 

2.6  

Impairment Hearing* Yes 1 0.3 
Vision* Yes 1 0.3 

* LTCHs will only need to submit data on these elements with respect to admission and will not need to 
collect and report the data again at discharge, as it is unlikely that patient status for these elements will 
change. 
 
Social Determinants of Health. In addition to the five domains that SPADEs must meet 
according to the IMPACT Act, CMS finalized its proposal to add a sixth domain. This 
domain will collect and assess data about social determinants of health (SDOH), also 
known as social risk factors. Each of the data elements that will be adopted is identified in 
the 2016 National Academies of Sciences, Engineering, and Medicine (NASEM) report 
“Accounting for Social Risk Factors in Medicare Payment: Identifying Social Risk 
Factors,” which was commissioned by the Department of Health and Human Services 
(HHS) Assistant Secretary for Planning and Evaluation (ASPE). In this report, NASEM 
identified these factors as having impact on care use, cost and outcomes for Medicare 
beneficiaries. 
 
Despite many comments stating concern for the lack of detail on how CMS plans to use 
these data elements (i.e., in “future adjustments” to quality measures and payments, as 
stated in the proposed rule), CMS finalized nearly all the SDOH SPADEs as proposed. 
The agency made a technical change to the Ethnicity element—by adding the word “of,” 
as seen bolded in the table below – and will only require the collection of the Preferred 
Language and Interpreter Services items upon admission (rather than both admission 
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and discharge), as the agency agrees with comments that suggested these SPADEs are 
unlikely to change over time. All of the other elements will be required for collection at 
both admission and discharge, as CMS disagreed with comments suggesting these, too, 
would be unlikely to change over time; for each, the agency responded that “a patient 
could lose a family member or caregiver between admission and discharge, which could 
impact” the answer to the element. 
 
Table 3 summarizes the adopted SPADEs to inform the new SDOH domain, whether 
adoption will result in a new item added to the LCDS, the number of discrete elements 
associated with each item, and a description of the item. 
 
Table 3. AHA Analysis of Adopted SPADEs to Inform New SDOH Domain 
Item New 

LTCH 
LCDS 
Item 

Number of 
Elements 

Description 

Race* No 1-15 (15 sub 
options, 
check all that 
apply) 

Asks “What is your race?” 
 
Replaces current item on Race & Ethnicity with 
two items 
 

Ethnicity* No 1-6 (6 sub 
options, 
check all that 
apply) 

Asks “Are you of Hispanic, Latino/a, or Spanish 
origin?” 
 
Replaces current item on Race & Ethnicity with 
two items 
 

Preferred 
Language* 

No 1 Open-ended (What is your preferred 
language?) to allow for indication of American 
Sign Language (ASL) 
 

Interpreter 
Services* 

No 1 1 with 3 sub options (Do you need or want an 
interpreter to communicate with a doctor or 
health care staff?) 
 

Health Literacy Yes 1  Uses Single Item Literacy Screener (SILS) 
question, “How often do you need to have 
someone help you when you read instructions, 
pamphlets, or other written material from your 
doctor or pharmacy?” with six options of Never 
to Always and patient unable to respond 
 

Transportation Yes 1-4 (4 sub 
options, 
check all that 
apply) 

Uses single transportation data element from 
the Protocol for Responding to and Assessing 
Patients’ Assets, Risks, and Experiences 
(PRAPARE) tool that is part of the Accountable 
Health Communities (AHC) Screening tool. 
Asks “Has lack of transportation kept you from 
medical appointments, meetings, work, or from 
getting things needed for daily living?” and 
answers differentiate between medical and 
non-medical appointments/activities 
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Social Isolation Yes 1 Uses single social isolation data element that is 

part of the AHC Screening Tool. Asks “How 
often do you feel lonely or isolated from those 
around you?” with six options of Never to 
Always and patient unable to respond 
 

*LTCHs will only need to submit data on these elements with respect to admission and will not need to 
collect and report the data again at discharge, as it is unlikely that patient status for these elements will 
change. 
 
Overall, CMS will add 25 new items to the LTCH LCDS, which are associated with more 
than 60 new data elements that could be necessary to complete depending on the 
patient.  
 
The AHA is disappointed that CMS finalized these proposals. We also are 
disappointed in CMS’s response to our and other commenters’ concerns on the 
burden associated with these low-value data elements.  
 
According to the research report regarding the findings from the National Beta Test and 
acknowledged by CMS in the final rule, very few patients actually received the 
services/treatments LTCHs will be required to report. Multiple items had 0% of patients 
noting use of the service/treatment, and several others showed less than 3% of patients 
receiving the service. In response to these concerns, the agency merely states that these 
elements are “check all that apply,” and if the treatments do not apply, “the assessor 
need only check one row for “None of the Above.” In addition, the AHA and other 
commenters noted that some of the data elements demonstrated moderate, low or even 
poor reliability; CMS simply responded that only four elements had moderate to poor 
reliability, and that these elements will be adopted anyway. 
 
Other Quality Reporting Program Updates 
 
Public Reporting of Measure Data. CMS will begin publicly displaying data for the Drug 
Regimen Review Conducted with Follow-Up for Identified Issues measure beginning CY 
2020 “or as soon as technically feasible.” Data collection on this measure began with 
patients discharged on or after July 1, 2018.  
 
CMS will display four rolling quarters of data on LTCH Compare, initially using discharges 
from Jan.1, 2019 through Dec. 31, 2019. LTCHs with fewer than 20 cases during any four 
consecutive rolling quarters of data for any of these measures will not have a rate 
displayed; instead, the site will display a note stating that the number of cases/patient 
stays is too small to publicly report. 
 
Removal of the List of Compliant LTCHs. In the FY 2016 inpatient/LTCH PPS final rule, 
CMS stated that it would publish and annually update a list of LTCHs that successfully 
met the reporting requirements for the applicable payment determination year on the 
LTCH QRP website. In response to feedback that this list offers minimal benefit as it does 
not provide new information to providers, CMS will no longer publish this list beginning 
with the FY 2020 payment determination. 
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LCDS Update Schedule. CMS will move the implementation date of any new version of 
the LCDS from April to October of the same year. This will align implementation with the 
MDS and IRF-PAI dates and will provide LTCHs an additional six months to prepare for 
any changes to the reporting requirements. This change will take effect Oct. 1, 2020. 
 
Update to CMS System for Reporting. Currently, LTCHs submit LCDS data to CMS using 
the Quality Improvement and Evaluation System (QIES) Assessment and Submission 
Processing (ASAP) system. CMS will be migrating to a new internet-based QIES over the 
next few years and thus will designate that new system as the submission system for 
LTCHs once it becomes available. This will be no later than Oct. 1, 2021. 
 
Because of this planned change, CMS will replace references to the QIES ASAP and 
Certification and Survey Provider Enhanced Reports (CASPER) systems in regulatory 
text with “CMS designated data submission.” The change is effective Oct. 1, 2019. 
 

Next Steps 
 
The AHA will host a members-only call on Friday, Aug. 23, at 2 p.m. ET to discuss 
this rule and its impact on the field. AHA members may register here. Related materials 
and a recording of this call will be available at www.aha.org/postacute in the LTCH section.  
 

Further Questions 
 
Please contact Rochelle Archuleta, director of policy, at rarchuleta@aha.org with any 
questions about the payment provisions, and Caitlin Gillooley, senior associate director of 
policy, at cgillooley@aha.org with any questions about the quality-related provisions.  
 
 

https://events-na1.adobeconnect.com/content/connect/c1/2260329217/en/events/event/shared/default_template/event_registration.html?connect-session=na1breez9w3e6puza4iypgh3&sco-id=3221272252&_charset_=utf-8
http://www.aha.org/postacute
mailto:rarchuleta@aha.org
mailto:cgillooley@aha.org
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