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Home Health 

2021 New Rules & Updates 
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Home Health Payment Rate Updates

CY 2021 – Standardized 30-Day Payment 
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CY 2021 – LUPAs Per Visit Payment Amount

CY 2021 – Rural Add On

Rural Add-on Payments for CYs 2019 through CY 2022
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Wage Index

• Labor Market Delineations

Urban Counties Becoming Rural

• 34 counties would change to rural status 

Rural Counties Becoming Urban

• 47 counties designated rural would change to 
urban

Urban Counties Moving to a Different Urban CBSA

• Several urban counties would shift from one 
urban CBSA to another urban CBSA

Some CBSAs have counties would split off  to 
become part of  or to form entirely new labor market 
areas.

• Transition

5% Cap on any decrease in a geographic area’s wage 
index from prior calendar year

Use of  Telehealth
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Telehealth  -

COVID 

Waivers

Allows HHA’s to provide all necessary telehealth during 
emergency period

Technology used to minimize the risk of  exposure 
to clinicians, patients, and the public during the 
PHE for the COVID-19 pandemic. 

Acknowledges that the use of  telehealth technology may 
result in changes to the frequency or types of  in-persons 
visits outlined on existing or new plans of  care. 

Telehealth Must be ordered by physician or allowed 
practitioner and be on the plan of  care.

Plan of  care must include any provision of  remote 
patient monitoring or other services furnished via a 
telecommunications system and describe how the use of  
such technology is tied to the patient-specific needs as 
identified in the comprehensive assessment and will help 
to achieve the goals outlined on the plan of  care. 

Telehealth services cannot substitute for a home visit 
ordered as part of  the plan of  care and cannot be 
considered a home visit for the purposes of  patient 
eligibility or payment.

Telehealth 

Final Rule

• Finalize the amendment to § 409.43(a) as set 
out in the March 2020 COVID-19 IFC 
beyond the period of  the COVID-19 PHE.

• Allow HHAs to continue to report the costs 
of  telehealth/telemedicine as allowable 
administrative costs on line 5 of  the home 
health agency cost report to reflect a broader 
use of  telecommunications technology.

• Specifically, CMS proposed to amend §
409.46(e) to include not only remote patient 
monitoring, but other communication or 
monitoring services, consistent with the plan 
of  care for the individual.
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Telehealth 

Final Rule

CMS reminded HHAs:

• Access to telecommunications technology 
must be accessible, including for patients with 
disabilities.

Home health CoPs at § 484.50(f)(1) 
require that information be provided to 
persons with disabilities in plain language 
and in a manner that is accessible and 
timely, including accessible websites and 
the provision of  auxiliary aids and 
services at no cost to the individual in 
accordance with the ADA, section 1557 
of  the ACA, and section 504 of  the 
Rehabilitation Act. 

• Appendix B of  the State Operations Manual 
(regarding home health services) provides 
detailed examples of  “auxiliary aids and 
services”

Telehealth 

Final Rule

CMS reiterated the expectation that:

• Services provided by telecommunications 
technology are services that could also be 
provided through an in-person visit.

• If  there is a service that cannot be provided 
through telecommunications technology (for 
example, wound care which requires in-
person, hands-on care), the HHA must make 
an in-person visit to furnish such services). 

• HHAs cannot discriminate against any 
individual who is unable or unwilling to 
receive home health services provided via 
telecommunications technology. 

• In those circumstances, the HHA must 
provide such services through in-person visits. 
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Telehealth 

Final Rule

• Telecommunications technology to provide 

services in the home has the potential to:

improve efficiencies, 

expand the reach of  healthcare providers, 

allow more specialized care in the home, and 

allow HHAs to see more patients or to 

communicate with patients more often.

Telehealth 

Final Rule

• CMS expects physicians and allowed 
practitioners to only order services to be 
furnished via telehealth, including remote 
patient monitoring, when 

it is in the best interest of  each individual patient 
and 

after it has been determined that the patient would 
benefit from services furnished in this manner, as 
in person care in the patient’s home is the hallmark 
of  the home health benefit.

• CMS plans to monitor and analyze the cost 
report data and, as with all allowable 
administrative costs, and expects HHAs to be 
diligent and accurate in their reporting of  
these costs.
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Telehealth    

Final Rule –

Audio only 

visits 

approved

• CMS clarified that audio-only (telephone) 
technology may continue to be utilized to furnish 
skilled home health services after the expiration 
of  the PHE. 

audio-only telephone calls are not considered 
a visit for purposes of  eligibility or payment 
and cannot replace in-person visits as 
ordered on the plan of  care. 

• Like telecommunications technology, if  audio-
only services are ordered by the physician or 
allowed practitioner to furnish a skilled service, 
this must be included on the plan of  care. 

• The home health agency and patient’s 
physician/practitioner must determine whether 
such audio-only technology can meet the 
patient’s needs. 

Telehealth 

Final Rule

• Any provision of  remote patient monitoring 

or other services furnished via a 

telecommunications system or audio-only 

technology: 

Must be included on the plan of  care  

Cannot substitute for a home visit 

ordered as part of  the plan of  care

Cannot be considered a home visit for the 

purposes of  eligibility or payment

15
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Telehealth 

Final Rule

• Requires that telecommunications technology 

or audio-only technology be tied to the 

patient-specific needs as identified in the 

comprehensive assessment.

• However, will not require on the plan of  

care, a description of  how technology will 

help to achieve the goals outlined on the plan 

of  care. 

• CMS expects to see documentation of  how 

such services will be used to help achieve the 

goals outlined on the plan of  care throughout 

the medical record when such technology is 

used. 

Care Planning for Medicare

Home Health Services
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Care Planning 

for Medicare 

Home Health 

Services

• The CARES Act allowed regulatory discretion 
regarding the requirements for nurse practitioners 
(NPs), clinical nurse specialists (CNSs), and 
physician assistants (PAs). 

• That is, NPs, CNSs, and PAs (as those terms are 
defined in the Act), would be able to practice at the 
top of  their state licensure to certify eligibility for 
home health services, as well as establish and 
periodically review the home health plan of  care. 

• However, stated in the CARES Act is that NPs, 
CNSs, and PAs are required to practice in 
accordance with state law in the state in which the 
individual performs services. 

• HHAs or other practitioners should check with the 
relevant state licensing authority websites to ensure 
that practitioners are working within their scope of  
practice and prescriptive authority

Care Planning 

for Medicare 

Home Health 

Services

• May 2020 COVID-19 Waivers, CMS amended the 
regulations to define an NP, a CNS, and a PA as an 
‘‘allowed practitioner’’. 

• This means that in addition to a physician an ‘‘allowed 
practitioner’’ may certify, establish and periodically 
review the plan of  care, as well as supervise the 
provision of  items and services for beneficiaries under 
the Medicare home health benefit.

• CMS amended the regulations to that they would 
expect the allowed practitioner to also perform the 
face-to face encounter for the patient they are 
certifying eligibility.

• However, if  a face-to-face encounter is performed by 
an allowed non-physician practitioner (NPP) in an 
acute or post-acute facility, from which the patient was 
directly admitted to home health, the certifying 
practitioner may be different from the provider 
performing the face-to-face encounter. 

• These regulation changes were not time limited to the 
period of  the COVID–19 PHE.
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Care Planning 

for Medicare 

Home Health 

Services

• CMS inadvertently did not update in the 

regulations in the CARES Act in the May 

2020 COVID-19 IFC Waivers regarding the 

“allowed practitioners” who can certify and 

establish home health services.

• Therefore, in the final rule CMS finalized 

regulation text changes at §§ 409.64(a)(2)(ii), 

410.170(b), and 484.110 regarding allowed 

practitioner certification as a condition for 

payment for home health services. 

Home Infusion Therapy
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21st Century 

Cures Act 

Provisions -

HIT 

• Services explicitly covered by Cures Act are: 
Necessary for the safe and effective administration 
of  home infusion drugs. 

• A single payment is made to a qualified home 
infusion therapy supplier for the items and services

Professional services, including nursing services, 
furnished in accordance with the plan. 

Training and education (not otherwise paid for 
as durable medical equipment). 

Remote monitoring, and other monitoring 
services for the provision of  home infusion 
therapy and home infusion drugs furnished by a 
qualified home infusion therapy supplier, which 
are furnished in the home. 

21st Century 

Act 

Provisions

• The single payment amount for each infusion 
drug administration calendar day, including the 
required adjustments and the annual update, 
cannot exceed the amount determined under the 
fee schedule for infusion therapy services if  
furnished in a physician’s office.

• This statutory provision limits the single payment 
amount so that it cannot reflect more than 5 
hours of  infusion for a particular therapy per 
calendar day.

• Patient must be under care of  applicable provider:

physician, 

nurse practitioner, or 

physician assistant

• Patient must receive therapy in the individual’s 
home. 
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21st Century 

Cures Act 

Provisions -

HIT

• Patient has to be under a physician established 
plan of  care that prescribes the type, amount, 
and duration of  infusion therapy services that 
are to be furnished and must be periodically 
reviewed by a physician.

• The skilled services provided on an infusion 
drug administration calendar day must be so 
inherently complex that they can only be 
safely and effectively performed by, or under 
the supervision of, professional or technical 
personnel.

• CMS doesn’t specify the disciplines that may 
provide the home infusion therapy services; 
they say the provider must be furnishing 
services within the scope of  his/her practice. 

Qualified 

Home 

Infusion 

Therapy 

Suppliers and 

Professional 

Services

• A “qualified home infusion therapy supplier” is a 

pharmacy, 

physician, or 

other provider of  services or supplier licensed by the 
State in which the pharmacy, physician, or provider of  
services or supplier furnishes items or services.

• The qualified home infusion therapy supplier must: 

furnish infusion therapy to individuals with acute or 
chronic conditions requiring administration of  home 
infusion drugs; 

ensure the safe and effective provision and administration 
of  home infusion therapy on a 7-day-a-week, 24-hour a-
day basis; 

be accredited by an organization designated; 

meet other requirements as deemed appropriate, taking 
into account the standards of  care for home infusion 
therapy established by Medicare Advantage (MA) plans 
under Part C and in the private sector.

• The supplier may subcontract with a pharmacy, physician, 
other qualified supplier or provider of  medical services, in 
order to meet these requirements.
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Qualified 

Home 

Infusion 

Therapy 

(HIT) 

Suppliers and 

Professional 

Services

• Payment to a qualified HIT supplier is for an 
infusion in the individual’s home, only for the date 
when services were to administer the drugs to the 
individual. 

• It is necessary for the qualified home infusion 
therapy supplier to be in the patient’s home, on 
occasions when the drug is being administered in 
order to provide an accurate assessment to the 
physician responsible for ordering the home 
infusion drug and services.

• The services provided would include:

patient evaluation and assessment; 

training and education of  patients and their 
caretakers, 

assessment of  vascular access sites and 
obtaining any necessary bloodwork; and 

evaluation of  medication administration

Qualified 

Home 

Infusion 

Therapy 

Suppliers and 

Professional 

Services

• Visits made only for venipuncture on days where 
there is no administration of  the infusion drug 
would not be separately paid because the single 
payment includes all services for administration of  
the drug. 

• Payment for an infusion drug administration 
calendar day is a bundled payment, which reflects 
not only the visit itself, but any necessary follow-
up work (which could include visits for 
venipuncture), or care coordination provided by 
the qualified home infusion therapy supplier.

• The home infusion benefit is a separate payment 
in addition to the existing payment made under 
the DME benefit; 

Professional services covered under the DME 
benefit are not covered under the home 
infusion benefit. 

The services are billed and paid for under 
separate payment systems.

27
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Home 

Infusion 

Therapy and 

Interaction 

with the 

Home Health 

Benefit

• Because a qualified HIT supplier is not required to 
become accredited as a Part B DME supplier or to 
furnish the home infusion drug, and because 
payment is determined by the provision of  
services furnished in the patient’s home, CMS 
acknowledged the potential for overlap between 
the new home infusion therapy services benefit 
and the home health benefit.

• CMS stated that a beneficiary is not required to 
be considered homebound in order to be 
eligible for the home infusion therapy services 
benefit; 

however, there may be instances where a 
beneficiary under a home health plan of  care 
also requires home infusion therapy services.

• Because the Act excludes home infusion therapy 
from home health services effective on January 1, 
2021, CMS stated that a beneficiary may utilize 
both benefits concurrently.

Home 

Infusion 

Therapy and 

Interaction 

with the 

Home Health 

Benefit

• The HHA & the HIT supplier furnish services in the 
individual’s home, and could be the same agency, the 
best process for payment for furnishing home infusion 
therapy services to beneficiaries who qualify for both 
benefits: 

If  a pt receiving home IV’s under a HH POC, &
receives a visit that is unrelated to home infusion 
therapy, then payment for the home health visit 
would be covered by the HH PPS and billed on the 
home health claim. 

If  the patient receives a visit exclusively for 
administration of  IV’s,  the HHA would submit a 
home infusion therapy services claim under the 
home infusion therapy services benefit only. 

If  the home visit includes both home health 
services in addition to, and separate from IV 
services, the HHA would submit both a home 
health claim under the HH PPS and a home 
infusion therapy services claim under the HIT 
services benefit. 

• The agency must separate the time spent furnishing 
services covered under the HH PPS from the time 
spent furnishing services covered under the home 
infusion therapy services benefit. 
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Payment 
Categories 

and Payment 
Amounts for 

Home 
Infusion 
Therapy 

Services for 
CY 2021

• There are 3 payment categories with 

associated J-codes –

a single amount to be paid for HIT services 
furnished on each infusion drug administration 
calendar day. 

• Payment amount for each of  these 3 

categories is different, though each category 

has its associated single payment amount. 

• There are only 32 drugs that are covered as part of  

these categories

Payment 
Categories 

and Payment 
Amounts for 

Home 
Infusion 
Therapy 

Services for 
CY 2021

• The single payment amount (per category) reflects 
variations in nursing utilization, complexity of  drug 
administration, and patient acuity, as determined by 
the different categories based on therapy type

Payment category 1 includes certain intravenous 
infusion drugs for therapy, prophylaxis, or 
diagnosis, including antifungals and antivirals; 
inotropic and pulmonary hypertension drugs; 
pain management drugs; and chelation drugs. 

Payment category 2 includes subcutaneous 
infusions for therapy or prophylaxis, including 
certain subcutaneous immunotherapy infusions. 

Payment category 3 includes intravenous 
chemotherapy infusions, including certain 
chemotherapy drugs and biologicals. 

The payment category for subsequent 
transitional home infusion drug additions to the 
LCD and compounded infusion drugs not 
otherwise classified, as identified by HCPCS 
codes J7799 and J7999, will be determined by 
the DME MACs. 
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Infusion Drug J-Codes

Infusion Drug J-Codes
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CY 2021 Payment Amounts for Home Infusion Therapy 

Services – 5 Hour Payment Amounts
• 5-hour payment amounts reflects the increased payment for the first visit and the decreased payment for all 

subsequent visits. 

• CMS plans on monitoring HIT service lengths of  visits, both initial and subsequent, to evaluate whether the data 

substantiates the increase or whether they should re-evaluate whether, or how much, to increase the initial visit 

payment amount.

RAP Submission

35
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CY 2021 –

RAP 

Submission

• AgenciesWill Not get a RAP payment starting in
2021

• No pay RAP submission – both new and 
existing HHAs

• All 30 day periods beginning on or after January
1, 2021

• RAP must be submitted & accepted within 5
calendar days of the first day of the 30 day
payment period

• Failure to submit within 5 calendar days will
result in payment reduction 1/30th each day
from day 1 of the period until the day before
the RAP is accepted

• LUPA 30 Day Period of Care

• If HHA fails to submit a timely RAP, no LUPA
payments for days that fall within the period
of care prior to the submission of the RAP

CY 2022 -

Notice of  

Admission 

(NOA)

• One-time Notice of  Admission to establish HH 
period within 5 calendar days from SOC

Establishes the home health period of  care 
and covers all contiguous 30-day periods of  
care until the patient is discharged 

• Failure to submit within 5 calendar days will result 
in payment reduction 1/30th each day from SOC 
until NOA submitted

• LUPA 30-Day Period of  Care

If  HHA fails to submit a timely NOA, no 
LUPA payments for days that fall within the 
period of  care prior to the submission of  the 
NOA
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Information 

Required for 

RAP 

Submission

• The information an agency needs to submit a RAP 

beginning January 2021 will be less than in 2020. 

• Agencies are to submit the RAP when: 

1. The appropriate physician’s written or verbal 

order that sets out the services required for the 

initial visit has been received and documented as 

required at 42 Code of  Federal Regulations (CFR) 

Sections § 484.60(b) and § 409.43(d); and 

2. The initial visit within the 60-day certification 

period has been made and the individual is admitted 

to HH care [84 FR 60548] ”. 

Information 

Required for 

RAP 

Submission

• Coding, OASIS and the plan of  care will not be 
required to be complete in order to submit a RAP 
in 2021.

• There is a requirement that a HIPPS code be 
present on the RAP.

• CMS has clarified that any HIPPS code may 
be used. 

• Consider having a standard HIPPS code in 
your billing system to be used on all RAPs. 

• The HIPPS code on RAPs in 2021 will need to 
match the HIPPS codes on the final claims and a 
generic HIPPS code is recommended on the Final 
as well - - no impact to reimbursement due to the 
MAC calculating the HIPPS code that you are 
paid for. 

• The info needed to submit a RAP in calendar year 
2021 will mirror the one-time NOA process which 
begins in 2022. 
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RAP –

Agency 

Submission vs 

MAC 

Acceptance

• When the plan of  care dictates multiple 30-day 

periods of  care will be required to effectively treat 

the patient, HHAs will be allowed to submit RAPs 

for both the first and second 30-day periods of  care 

(for a 60-day certification) at the same time.

• Agency submission and MAC acceptance dates are 

different 

Hospices have the same issue with the Notice 

of  Election (NOE) process that has been in 

place for several years. 

• The RAP penalty begins at the start of  the period 

through the day before the RAP is accepted. 

• The date the agency files the RAP is not considered 

- - It is the date the RAP is accepted at the MAC.

RAP - Billing

• The RAP will show in the Return to Provider 

(RTP) file if  it is not accepted. 

• Agencies should check RAP acceptance dates daily 

to verify that each one was received. 

• Expect the MACs to take about 24 hours to accept 

the RAP if  it’s submitted correctly. 
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CY 2021 –

RAP 

Submission 

Example

• Example: 

1/1/2021 = Day 0 (start of  the first 30-day 

period of  care)

1/6/2021 = Day 5 (A “no-pay” RAP 

submitted on or before this date would be 

considered “timely-filed”.) 

1/7/2021 and after = Day 6 and beyond (A 

“no-pay” RAP submitted on and after this date 

will trigger the penalty.) 

CY 2021 –

RAP 

Submission

• If  a HHA gets their “no-pay” RAP accepted one day 
late (with an acceptance date 6 days after the first day 

of  the period), the result would be a 20 percent 

reduction to the 30-day payment amount

• No LUPA payments are made that fall within the late 

period

• The payment reduction cannot exceed the total 

payment of  the claim

• The non-covered days are a provider liability

• The provider must not bill the beneficiary for the 

non-covered days
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Circumstances 

for Exception 

to

Filing Late 

RAP 

• The four circumstances that may qualify the HHA for an 

exception to the consequences of  filing the RAP more 

than 5 calendar days after the HH period of  care From 

date are as follows: 

1. Fires, floods, earthquakes, or other unusual events 

that inflict extensive damage to the HHA’s ability to 

operate 

2.  An event that produces a data filing problem due 

to a CMS or MAC systems issue that is beyond the 

control of  the HHA 

3.  A newly Medicare-certified HHA that is notified 

of  that certification after the Medicare certification 

date, or which is awaiting its user ID from its MAC 

4. Other circumstances determined by the MAC or 

CMS to be beyond the control of  the HHA

Exception 

Request for 

Filing Late 

RAP

• MACs will accept the KX modifier when reported 

with the Health Insurance Prospective Payment 

System (HIPPS) code on the revenue code 0023 

line of  Type of  Bill (TOB) 032x (other than 0322 

and 0320) as an indicator that an HHA requests an 

exception to the late RAP penalty. 

• The HHA should provide sufficient information in 

the Remarks section of  its claim to allow the MAC 

to research the exception request. 

• If  the remarks are not sufficient, the MAC will 

request documentation from the HHA. 
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Instructions 

For Remarks

• Conditional – If  the RAP that corresponds to a claim 
was filed late and the HHA is requesting an exception 
to the late-filing penalty (see section 40.1 of  the manual 
revision of  CR 11855), enter information supporting 
the exception category that applied to the RAP.

• If  the RAP that corresponds to a claim was originally 
received timely but the RAP was canceled and 
resubmitted to correct an error, enter remarks to 
indicate this condition, (for example, “Timely RAP, 
cancel and rebill”). Append modifier KX to the HIPPS 
code reported on the revenue code 0023 line. HHAs 
should resubmit corrected RAPs promptly (generally 
within 2 business days of  canceling the original RAP).

• Remarks are otherwise required only in cases where 
the claim is cancelled or adjusted.

Tips To 

Speed Up 

Workflow

• Document SOC visits in the EMR the same 
day. 

Good goal for admitting clinicians. 

• This doesn’t mean that all documentation 
needs to be completed. 

• The OASIS comprehensive assessment can be 
completed with-in five days after the SOC 
date to ensure collaboration, proper diagnosis 
coding and subsequent plan of  care after the 
SOC visit is done.

• Create a policy for your agency that requires 
this to be done by day three, for instance, so 
that acceptance occurs prior to the day five 
limit.

• This will then apply to all 30-day periods and 
recertifications. 
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Tips To 

Speed Up 

Workflow

• Submit the RAP no later than day three. 

• After the SOC visit is done, create a clear path 
for the biller to get this information including 
the initial order (written or verbal) and file the 
RAP as soon as possible. 

• The biller should then check the RTP file 
daily on all RAPs for MAC acceptance. 

• Use dashboards to keep track of  it all

Initial visit/SOC visit

RAP submission 

daily check of  RTP file and RAP 
acceptance date. 

• The administrator can then quickly identify 
any delays and act on them prior to the 
deadline to avoid penalties.

Tips To 

Prevent 

Penalties

• Be sure staff  understand deadlines and 
penalties.

• The five days are calendar days. 

• Have mechanisms in place to ensure that all 
RAPs are filed expediently.

• Make sure RAPs aren’t submitted late over 
weekends but are submitted with enough time 
to have MAC acceptance. 

• Check RTP files daily for RAP rejections. 

• Diligence to track the days in order to avoid 
any penalties in reimbursement. 

• Talk to your EMR vendor to see what/if  
software updates will be made for this change.
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Conclusion

Annual update of payment rates to 2.0 percent

Telehealth changes permanent that were 
instituted during the COVID-19 PHE without 
reimbursement / or counting towards LUPA 
threshold

In addition to a physician, as defined at section 
1861(r) of the Act, an ‘‘allowed practitioner’’, 
nurse practitioners (NPs), clinical nurse 
specialists (CNSs), and physician assistants 
(PAs), may certify, establish and periodically 
review the plan of care, as well as supervise the 
provision of items and services for beneficiaries 
under the Medicare home health benefit.

Home Infusion Therapy (HIT) - New benefit 
under Medicare Part B effective January 1, 2021

RAP must be accepted within 5 calendar days 
from the beginning of the 30-day period

References
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Thank You 

for Participating 

Melinda A. Gaboury, COS-C
Info@healthcareprovidersolutions.com
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