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June 9, 2026

The Honorable Mehmet Oz

Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
7500 Security Boulevard

Baltimore, MD 21244

Re: Moving Health Home Comments on Fiscal Year (FY) 2027 Hospital Inpatient Prospective
Payment System (IPPS) Proposed Rule (CMS-1849-P)

Dear Administrator Oz,

Care at home is aligned with many of the health care priorities of the Trump Administration. Caring for
someone outside of an institutional setting promotes cost savings, patient empowerment, better chronic
disease management, more effective post-acute rehabilitation, fewer infections, better mental health,
less stress for caregivers, and more low-cost capacity in the system. However, there are many regulatory
and statutory barriers. While we work on Capitol Hill to address the legal barriers, there is much the Trump
Administration can do to pave the way for more seniors to receive care at home. We urge you to continue
to move the needle on policies, in Innovation Center models and Original Medicare, that enable aging at
home.

Moving Health Home (“MHH") is a coalition of health care organizations with a bold vision to make the
home a site of clinical services. For our members, clinical care in the home refers to a spectrum of health
services provided in the home or place of dwelling outside of a facility, such as hospital-level or acute care,
primary care office, skilled nursing and therapy services, and hospice. It can mean a house call from a
primary care doctor or nurse, a physical therapy session, a laboratory and diagnostic service, a home
infusion, or a full complement of hospital-level services.

At the core, we want to remove regulatory barriers to ensure all patients may choose to receive clinical
care in the home and take advantage of the convenient, high-quality care. Importantly, we believe that
care in the home contributes to patient choice by giving patients the option to receive care on their own
terms. Providers will be guests in the homes of patients with the institutional aspects of the health care
‘system’ taken away, which promotes trust and communication.

Shifting Away from Regulations that are Biased Toward Facility-Centric Care

In advance of our detailed comments, we urge CMS to shift away from regulations that are biased toward
facility-centric care. Medicare beneficiaries should be empowered to attain the care they need from their
communities, from organizations of their choosing, delivered in a manner that is convenient, accessible,
and effective. The choice should be one that older adults (and the caregivers who support them) are
empowered to make as consumers.

The United States lags behind comparable countries in options for patients to receive care at home.
Research confirms that home-based models are at least as safe as facility-based care and result in
improved clinical outcomes, higher patient satisfaction, and reduced health care costs.

Patients have indicated that they want to receive care at home, with the demand for services provided in
the safety of a patient’s home soaring during the pandemic. According to a consumer survey, 85 percent



https://movinghealthhome.org/
https://www.commonwealthfund.org/publications/issue-briefs/2022/mar/primary-care-high-income-countries-how-united-states-compares
https://www.hahusersgroup.org/about-hah/research/
https://www.prnewswire.com/news-releases/new-public-opinion-poll-finds-strong-support-for-home-health-choose-home-care-act-301376457.html
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of older adults say it should be a high priority for the federal government to expand Medicare coverage
for care at home health care. At the same time, an overwhelming majority of people who have received
care in the home were satisfied (88 percent) and would be likely to recommend it to family and friends
(85 percent).

We believe seniors should have the opportunity to choose the best site of care for their medical needs
and preference, whether that be in the home or the facility. This choice can empower seniors to heal on
their terms — safely, with dignity, and ultimately live a healthier, independent life.

Going back to institutional norms will waste the experience generated by the current care at home
innovations, which flourished under the first Trump Administration. We believe shifting away from facility-
centric regulations, and leveraging technology-enabled care tools like telehealth, remote patient
monitoring, home infusion, home labs, home diagnostics, and primary care at home, enable innovative
care models that focus on patient and caregiver choice.

We look forward to working with CMS as it builds towards an ecosystem where seniors can receive care
more flexibly through virtual care and at home, when appropriate. In our response, we highlight additional
waivers for your consideration to further enable clinical care centered around the home.

A. Comprehensive Care for Joint Replacement (CJR-X) Model

MHH applauds CMS for prioritizing home visits within the proposed model. Recovery at home can provide
rehabilitative care for older adults recovering from hospitalization at a level higher than what can typically
be delivered with home health. MHH’s comments focus specifically on acute and post-acute care
delivered in the home setting, including hospital at home and skilled-level recovery services furnished in
the patient’s home environment as opposed to in a brick-and-mortar facility. These care at home services
are distinct from traditional home health and home hospice services, which operate under separate
benefit structures and serve different clinical purposes. The care at home models discussed in this
comment letter are designed to substitute or extend institutional-level care as opposed to supplement it.

Many hospitals face significant discharge challenges due to limited post-acute capacity within their
communities. Across the country, tens of thousands of patients who are clinically ready for discharge
remain stuck in hospital beds because there are not enough post-acute care options available in their
communities, contributing to emergency department boarding, delayed admissions, caregiver strain, and
increased costs across the healthcare system. Boarding leads to increased cases of mortality related to
downstream delays of treatment for both high and low acuity patients.

Hospital discharge delays result in costly and wasteful unnecessary patient days and have been
documented throughout the United States. In Massachusetts, nearly 1 in 7 non-ICU hospital beds are
currently occupied by a patient who no longer needs acute hospital care, and in Nebraska in January 2023,
more than 100 patients waited more than 30 days to be discharged to a post-acute care facility. The
Minnesota Hospital Association found that patients spent 65,000 patient days of avoidable and unpaid
care, costing Minnesota health systems an estimated $487 million in unpaid care. Florida saw similar
findings, showing over $540 million in estimated avoidable costs as well as almost 50 percent of its
patients waiting more than 10 days were awaiting discharge to a SNF. In California, an estimated 300,000
hospital patients face discharge delays of at least three days after medical clearance, adding 14 days to
their hospital stays on average. New York echoed findings, with 60,000 delayed days and $169 million in
estimated costs.



https://movinghealthhome.org/national-survey/
https://www.cms.gov/newsroom/press-releases/president-trump-expands-telehealth-benefits-medicare-beneficiaries-during-covid-19-outbreak
https://assets.informz.net/mhalink/data/images/ACloggedSystemMHAReport.pdf
https://fha.org/common/Uploaded%20files/FHA/LegislativePriorities/FHA%202024%20Patients%20Awaiting%20Discharge.pdf
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Building on lessons learned from the Acute Hospital Care at Home waiver, we believe that hospitals
have a unique opportunity under the CJR-X model to explore furnishing skilled-level post-acute
recovery services in the patient’s home when clinically appropriate. Specifically, the CMS Innovation
Center could waive certain hospital swing bed requirements (42 CFR 482.58(a)(1)-(4)), enabling a virtual
swing-beds-without-walls pathway for participant hospitals, particularly in communities with limited
SNF capacity or inpatient bed shortages.

Many older adults recovering from lower extremity joint replacement surgery require a higher level of
rehabilitation and recovery support than traditional home health can typically provide but may prefer to
recover safely at home rather than in an institutional setting. After an anchoring inpatient hospitalization
or outpatient hospital procedure for a qualifying joint replacement, the hospital could assess whether the
beneficiary requires skilled-level rehabilitation or recovery services but could safely receive those services
at home. If the patient is clinically appropriate for home-based recovery and no available beds (SNF or
inpatient) are available, the hospital could discharge the patient home and furnish swing-bed-level
recovery services in the residence, either directly or through contracted partners.

The hospital would remain financially and clinically accountable for the full CJR-X episode, including quality
outcomes and total episode spending. Services could include nursing visits, physical and occupational
therapy, medication management, care coordination, remote monitoring, telehealth check-ins, and
virtual physician supervision, with escalation protocols if the patient’s condition worsens. This would allow
hospitals to extend skilled-level recovery supports beyond the walls of the facility, helping address SNF
bed shortages while supporting safe recovery in the home. A study of a SNF-at-Home pilot found improved
health outcomes, lower rehospitalization rates, and cost savings. The pilot has since received additional
funding and will undergo a larger trial. We’ve heard anecdotally from our members that patients have
recovered from rehabilitation at home programs within 15 to 20 days.

We also encourage CMS to consider coverage of other services in the bundle that would enable care at
home, including custodial care and other activities of daily living support, caregiver training codes, and
virtual care services such as telehealth, remote physiologic monitoring, or remote therapeutic monitoring.

Post-Discharge Home Visits

CMS proposes up to 9 post-discharge home visits to be billed and paid during each 90-day post-anchor
hospitalization or anchor procedure. CMS believes 9 visits represents a home visit on average of once per
week for two-thirds of the 90-day episode duration, the period of time when the typical beneficiary may
have concluded post-acute care in an efficient episode. Specifically, CMS proposes a G-code to capture
these services, allowing a home visit for patient assessment performed by clinical staff for an individual
not considered homebound, including, but not necessarily limited to patient assessment of clinical status,
safety/fall prevention, functional status/ambulation, medication reconciliation/management, compliance
with orders/plan of care, performance of activities of daily living.

In addition to the proposed activities, MHH and its members urge CMS to consider allowing these visits
to support care coordination, caregiver education, escalation planning, rehabilitation plan adherence,
wound and incision monitoring, pain management assessment, upstream factors identification, and
referral to additional clinical or community-based supports when appropriate. Specifically, CMS should
consider the need for custodial care. Many Medicare beneficiaries lack access to these supports.
Functional support services, including assistance with mobility and custodial care, are important
components of safe recovery following lower extremity joint replacement and may help reduce avoidable


https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-G/part-482/subpart-D/section-482.58
https://www.sciencedirect.com/science/article/abs/pii/S0883540317311397
https://pubmed.ncbi.nlm.nih.gov/35266835/
https://pmc.ncbi.nlm.nih.gov/articles/PMC6506182/
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institutional post-acute utilization and episode spending. We encourage CMS to consider allowing
patients to receive 12 hours per week of custodial care for up to the 90-day episode.

Incident-To Waiver

MHH supports this waiver. We heard from members that current care at home models utilize advanced
practice providers (APPs) to go into homes, with the physician virtually supervising. Maintaining facility-
based requirements that depend on in-person physician rounds is outdated to today’s modern visit
structure. The reality of modern care teams requires updated regulations to unlock workforce flexibility
and enable home visit scaling. Physicians can still conduct assessments, adjust care plans, and supervise
APPs in real time. Combined with remote monitoring and structured protocols, this can maintain or
improve quality while avoiding unnecessary facility-based utilization.

Telehealth

Telehealth is an important enabler to facilitate and support the movement to home-based care. From
remote patient monitoring for Hospital at Home programs to nurses using telehealth to bring specialists
into rural areas during an in-home visit, telehealth must be part of the future of home-based care.

MHH supports efforts to extend the telehealth flexibilities temporarily, and ideally permanently.
Telehealth and remote care are integrated into the health care delivery system. It’s time to bring care to
patients, when appropriate, allowing them to receive care in a familiar environment. MHH asks that CMS
focuses on the experience of telehealth for CJR-X beneficiaries and as an enabler to care in the home.

Waiver of the SNF 3-Day Stay Rule

Building on lessons learned from the Acute Hospital Care at Home waiver, MHH believes that there is a
unigque opportunity under the CJIR-X model to explore furnishing skilled-level post-acute recovery services
in the patient’s home when clinically appropriate. We believe, for the SNFs that furnish Medicare Part A
posthospital extended care services to beneficiaries in an episode, the CMS Innovation Center could
consider:

e Waiver of 24/7 onsite nursing requirements (Section 1819(b)(4)(C)(i)) — Similar to hospital at
home, a SNF at Home would require a waiver of the requirement for nurses to be physically
present on-site24/7, allowing for remote monitoring and home visits.

e  Waiver of Facility Life Safety Code (Paragraphs (2)(B) and (3) of section 1819(d)) — Similar to
hospital at home, SNF at Home waives specific SNF building codes, like smoke barriers,
emergency lighting, and facility size, replacing them with general safety protocols for home
settings as well as facility requirements shifting the focus from facility infrastructure to
patient-specific safety and care delivery.

e Waiver of certain physician visit requirements for SNF patients (Section 483.30(c)(3) of title
42) — Allow physicians to use virtual visits. We heard from MHH members that current care at
home models utilize APPs to go into homes. The waiver of this requirement would allow
physicians to virtually supervise APPs.

Planning Discharge

CMS is proposed to require CJR-X participants to keep a record of discharge planning notice distribution
to CJR-X beneficiaries. CMS will monitor CJR-X participants’ use of discharge planning notices to assess the
potential for their misuse.


https://www.ssa.gov/OP_Home/ssact/title18/1819.htm#:~:text=In%20general.%E2%80%94Except%20as%20provided%20in%20clause%20(ii)%2C%20a%20skilled%20nursing%20facility%20must%20provide%2024%2Dhour%20licensed%20nursing%20service%20which%20is%20sufficient%20to%20meet%20nursing%20needs%20of%20its%20residents%20and%20must%20use%20the%20services%20of%20a%20registered%20professional%20nurse%20at%20least%208%20consecutive%20hours%20a%20day%2C%207%20days%20a%20week.
https://www.ssa.gov/OP_Home/ssact/title18/1819.htm#:~:text=Life%20safety%20code.%E2%80%94A%20skilled%20nursing%20facility%20must%20meet%20such%20provisions%20of%20such%20edition%20(as%20specified%20by%20the%20Secretary%20in%20regulation)%20of%20the%20Life%20Safety%20Code%20of%20the%20National%20Fire%20Protection%20Association%20as%20are%20applicable%20to%20nursing%20homes%3B%20except%20that%E2%80%94
https://www.law.cornell.edu/cfr/text/42/483.30#:~:text=(3)%20Except%20as%20provided%20in%20paragraphs%20(c)(4)%20and%20(f)%20of%20this%20section%2C%20all%20required%20physician%20visits%20must%20be%20made%20by%20the%20physician%20personally.
https://www.law.cornell.edu/cfr/text/42/483.30#:~:text=(3)%20Except%20as%20provided%20in%20paragraphs%20(c)(4)%20and%20(f)%20of%20this%20section%2C%20all%20required%20physician%20visits%20must%20be%20made%20by%20the%20physician%20personally.
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For an integrated at-home option to work for both the health system and patients, the post-discharge at-
home needs to be a standard discharge option for patients. Additionally, the correct patient population
needs to be selected for beneficiaries that have moderate functional impairments, stable medical status,
minimal skilled nursing needs, and at least some help available from a caregiver. One assessment tool that
CMS could consider using is the Activity Measure for Post-Acute Care 6-Clicks basic mobility short form to
determine the level of functional impairment. In addition to functional status, patients’ readmission risk,
the availability of a caregiver needs to be assessed qualitatively by physical therapists, occupational
therapists, or case managers in the hospital. Case managers and admission care coordinators need to
work together with the medical team to determine whether the patient is the right fit for post-
rehabilitation at home.

Beneficiary Inclusion Criteria

CMS seeks comments on proposed beneficiary inclusion criteria and the proposal to cancel episodes if a
beneficiary no longer meets that criteria.

MHH believes the level of services provided depends on a patient’s acuity; some patients may only need
informal caregiving from family members or personal caregivers. Others who are recently discharged or
with acute needs may require skilled home care or therapy from nurses or physical therapists. MHH
believes this decision should be left to the discretion of the physician and clinical team.

CJR-X Collaborator

CMS seeks comment on the proposed definition of “CJR-X collaborator” and any additional Medicare-
enrolled providers or suppliers, that should be included in this definition. For example, CMS considered
rural emergency hospitals (REHs), rural clinics, and Federally Qualified Health Centers (FQHCs) because
CJR-X would hold CJR-X participants accountable for cost and quality of care during a 90-day episode, and
this would include rural beneficiaries that may receive a LEJR procedure.

MHH urges CMS to also consider providers that enable assistance with mobility and custodial care as a
CJR-X collaborator. As noted above, functional support services, including assistance with mobility and
custodial care, are important components of safe recovery following lower extremity joint replacement
and may help reduce avoidable institutional post-acute utilization and episode spending in Medicare
bundled payment models.

Beneficiary Engagement Incentives That Involve Technology

CMS seeks comments on proposed requirements for beneficiary engagement incentives that involve
technology. CMS welcomes comments on additional or alternative program integrity safeguards for this
type of beneficiary engagement incentive, including whether the financial thresholds proposed in this
section are reasonable, necessary, and appropriate.

Participants in the waivers would be operated by licensed hospitals which are already participating in
Medicare conditions of participation and must apply for the waiver and be approved by CMS. Additionally,
similar to Hospital at Home, recovery at home requires rigorous, detailed documentation similar to that
required of traditional brick-and-mortar facilities. Providers must accurately capture patient eligibility,
daily in-person or telehealth evaluations, and home environment safety to ensure regulatory compliance
and high-quality care. This creates physical verification trails.


https://catalyst.nejm.org/doi/full/10.1056/CAT.21.0125
https://pmc.ncbi.nlm.nih.gov/articles/PMC6506182/

An Alliance to Advance Home-based Care Policy

CMS-approved recovery at home providers should submit monthly data to CMS and remain subject to the
same Medicare payment policies, billing, quality, and cost reporting requirements that apply to traditional
skilled nursing facilities. Patient functional improvements are measurable. Recovery at home is designed
around rehabilitation and recovery. CMS should require programs to track mobility gains, falls,
escalations, therapy completion, return-to-community outcomes, and many more.

Care in the home contributes to patient choice by giving patients the option to receive care on their own
terms. These clinical models focus on high-value, high-quality care that leverages technology to drive
efficiency and continuity of care.

Caregivers

Additionally, MHH requests CMS to consider including caregiver training services (CTS) within the CJR-X
model. Caregivers play an irreplaceable role in a patient’s treatment process and ability to recover in the
home. Without a caregiver, many patients are not able to recover in the home, prolonging care in medical
facilities, and resulting in high costs. With the ability to reimburse training for caregivers training services
and supports, reduced readmissions after discharge and care transition are possible. Our members have
heard from caregivers that providing training to reduce UTIs and bedsores were critical after a loved one
had undergone surgery.

Caregivers provide a large economic benefit to the United States each year; it is estimated that the value
of family caregiving in 2021 was $600 billion. Beyond this tangible value, caregivers provide a host of
services to loved ones, including custodial care and assistance with activities of daily living, wound care
and injections, and advocating for a patient’s needs. When caregivers are not fully trained on providing
these services to patients, it often leads to high stress and caregiver burden. With proper caregiver
training, patients will receive higher quality care and caregivers will feel more confident and equipped as
they are assisting in a patient’s treatment plan.

Several studies indicate the feasibility of delivering caregiver education remotely. In particular, one study
found that 89% of caregivers reported high satisfaction using a remote caregiver education program.
Caregivers completed an average of 8 hours of learning over a 30-day training, with a majority of
participants reporting using at least one skill learned from the online platform.

MHH believes expanding types of providers permitted to provide caregiver training services via telehealth
can reduce barriers to accessing these services. Several providers work to ensure caregivers of Medicare
beneficiaries feel confident and well supported to provide the care necessary for their loved ones.
Ensuring these providers are able to bill caregiver training services via telehealth will increase
communication between patient and provider and enhance care coordination and efficiency.

B. Transforming Episode Accountability Model (TEAM) Model

MHH and its members are supportive of the intent of the TEAM model. In particular, we believe there is
an opportunity to consider this at-home option for the lower extremity joint replacement episode. An
integrated rehabilitation at home program can bring services directly to the patient, allowing them to
recover in a familiar environment.

Building on the current TEAM waivers, we encourage CMS to consider implementation of an at-home
option for patients that wish to recover at home - specifically waiving certain hospital swing bed
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requirements (42 CFR 482.58(a)(1)-(4)), enabling a virtual swing-beds-without-walls pathway for
participant hospitals, particularly in communities with limited SNF capacity or inpatient bed shortages.

For example, after an anchoring inpatient hospitalization or outpatient hospital procedure for a qualifying
joint replacement, the hospital could assess whether the beneficiary requires skilled-level rehabilitation
or recovery services but could safely receive those services at home. If the patient is clinically appropriate
for home-based recovery and no available beds (SNF or inpatient) are available, the hospital could
discharge the patient home and furnish swing-bed-level recovery services in the residence, either directly
or through contracted partners.

We've heard anecdotally from our members that patients have recovered from rehabilitation at home
programs within 15-20 days. Enabling rehabilitation at home in the TEAM model may result in shorter
episode lengths, translating to cost savings to the Original Medicare program. We urge CMS to consider
the proposed waiver to collect data on the experiences of care at home.

One study found that rehabilitation/recovery at home models reported 88% less utilization of facility care
in the 90 days after hospitalization. Additionally, at-home models provide a high-value substitute for
facility-based care for the right patients. One study found home-based rehabilitation and recovery
decreased the patient’s length of stay in the facility, reducing the cost of a typical facility stay by half.
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Thank you for considering our comments. We look forward to working with CMS and welcome the
opportunity to provide further feedback. Please do not hesitate to reach out to Rikki Cheung at
rcheung@movinghealthhome.org with any questions regarding out comments or if we can be a resource
to you in any way.

Sincerely,

[/éwm Wdone

Krista Drobac
Executive Director
Moving Health Home
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