	Standard
	How to satisfy it

	A.   Service Area.

An applicant shall:

(1)
Designate the jurisdiction or jurisdictions in which it proposes to provide home health agency services; and
	Straightforward. Applicants should specify the jurisdiction(s) in which it proposes to provide services.

	(2)
Provide an overall description of the configuration of the parent home health agency and its interrelationships, including the designation and location of its main office, each subunit, and each branch, as defined in this Chapter, or other major administrative offices recognized by Medicare.
	Straightforward. Should be a detailed self-description by the applicant.
Provide an organizational chart, as needed.

	B.  Populations and Services.

An applicant shall describe the population to be served and the specific services it will provide.
	Provide current and projected population for proposed service area by age group..

Should identify services to be provided from those identified in SHP definition (COMAR 10.24.16.13(19) and (20). 

	C.  Financial Accessibility.

An applicant shall be or agree to become licensed and Medicare- and Medicaid-certified, and agree to maintain Medicare and Medicaid certification and to accept clients whose expected primary source of payment is either or both of these programs.


	Must be or agree to be Medicare- and Medicaid-certified and to accept clients whose expected primary source of payment is either or both of these programs.
Existing providers should provide documentation of their current licenses and certification…should also document current payer mix (which can be cross-checked against the applicant’s financial tables and audited financial statement).

	D.  Fees and Time Payment Plan.

An applicant shall make its fees known to prospective clients and their families at time of patient assessment before services are provided and shall:

(1)
Describe its special time payment plans for an individual who is unable to make full payment at the time services are rendered; and

(2)
Submit to the Commission and to each client a written copy of its policy detailing time payment options and mechanisms for clients to arrange for time payment.


	Provide description of the time payment plans ….

….AND provide the policy AND cite the specific language (as well as a citation to the location within the policy) from the policy which describes the time payment options and mechanisms for clients to arrange for time payment.

	E.  Charity Care and Sliding Fee Scale.

Each applicant for home health agency services shall have a written policy for the provision of charity care for indigent and uninsured patients to ensure access to home health agency services regardless of an individual’s ability to pay and shall provide home health agency services on a charitable basis to qualified indigent and low income persons consistent with this policy.  The policy shall include provisions for, at a minimum, the following:

(1)
Determination of Eligibility for Charity Care and Reduced Fees.  Within two business days following a client’s initial request for charity care services, application for medical assistance, or both, the home health agency shall make a determination of probable eligibility for medical assistance, charity care, and reduced fees, and communicate this probable eligibility determination to the client.


	Submit the policy.
Provide your procedures, if any, for making a determination of probable eligibility within 2 business days and procedures, if any, for making a final determination.

	2)
Notice of Charity Care and Sliding Fee Scale Policies.  Public notice and information regarding the home health agency’s charity care and sliding fee scale policies shall be disseminated, on an annual basis, through methods designed to best reach the population in the HHA’s service area, and in a format understandable by the service area population. Notices regarding the HHA’s charity care and sliding fee scale policies shall be posted in the business office of the HHA and on the HHA’s website, if such a site is maintained.  Prior to the provision of HHA services, a HHA shall address clients’ or clients’ families concerns with payment for HHA services, and provide individual notice regarding the HHA’s charity care and sliding fee scale policies to the client and family.


	Provide copies of these notices and how they have been or will be disseminated to your service area.

Make sure that your charity care and reduced fee policies are consistent with your notices and all forms, applications, and requests for documentation, as applicable.



	(3)
Discounted Care Based on a Sliding Fee Scale and Time Payment Plan Policy.  Each HHA’s charity care policy shall include provisions for a sliding fee scale and time payment plans for low-income clients who do not qualify for full charity care, but are unable to bear the full cost of services.


	Provide the specific language from the policy that describes the provisions for the sliding fee scale and time payment plans…also provide a citation to the location within the policy where the language can be found.


	(4)
Policy Provisions.  An applicant proposing to establish a home health agency or expand home health agency services to a previously unauthorized jurisdiction shall make a commitment to, at a minimum, provide an amount of charity care equivalent to the average amount of charity care provided by home health agencies in the jurisdiction or multi-jurisdictional region it proposes to serve during the most recent year for which data is available. The applicant shall demonstrate that:

(a)
Its track record in the provision of charity care services, if any, supports the credibility of its commitment; and

(b)
It has a specific plan for achieving the level of charity care to which it  is committed.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
	Must commit to and show in projected budget an amount of charity care equivalent to the average amount of charity care provided by home health agencies in the jurisdiction or multi-jurisdictional region it proposes to serve. If an existing HHA, show track record of charity care.

Discuss your detailed plan for achieving the charity care level proposed.
Note: comparative data is available in the raw data in the Public Use Data Set; questions 31a,b,c.
The metric is the number of charity care visits divided by the number of total visits (to arrive at a percentage of charity care visits) compared to that cumulative percentage in the jurisdictions you are applying to serve.


	F.  Financial Feasibility.
An applicant shall submit financial projections for its proposed project that must be accompanied by a statement containing the assumptions used to develop projections for its operating revenues and costs. Each applicant must document that:

(1)
Utilization projections are consistent with observed historic trends of HHAs in each jurisdiction for which the applicant seeks authority to provide home health agency services;

(2)
Projected revenue estimates are consistent with current or anticipated charge levels, rates of reimbursement, contractual adjustments and discounts, bad debt, and charity care provision, as experienced by the applicant if an existing HHA or, if a proposed new HHA, consistent with the recent experience of other Maryland HHAs serving each proposed jurisdiction; and

(3)
Staffing and overall expense projections are consistent with utilization projections and are based on current expenditure levels and reasonably anticipated future staffing levels as experienced by the applicant if an existing HHA or, if a proposed new HHA, consistent with the recent experience of other Maryland HHAs serving the each proposed jurisdiction.


	Note: comparative data would be available from the HHA surveys and published in the Public Use Data Set. See Tables 9 and 11.

	G.  Impact.

An applicant shall address the impact of its proposed home health agency service on each existing home health agency authorized to serve each jurisdiction or regional service area affected by the proposed project. This shall include impact on existing HHAs’ caseloads, staffing and payor mix.


	Project the impact on existing agencies’ caseloads, staffing and payor mix.

	H. Financial Solvency.

An applicant shall document the availability of financial resources necessary to sustain the project.  Documentation shall demonstrate an applicant’s ability to comply with the capital reserve and other solvency requirements specified by CMS for a Medicare-certified home health agency.


	For establishment of a new HHA in Maryland, see working capital requirements described at:
https://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol5/pdf/CFR-2011-title42-vol5-sec489-28.pdf
Agency should describe their ability to meet this requirement, showing avg cost x projected clients and relate that to their resources.

	I.  Linkages with Other Service Providers.

An applicant shall document its links with hospitals, nursing homes, continuing care retirement communities, hospice programs, assisted living providers, Adult Evaluation and Review Services, adult day care programs, the local Department of Social Services, and home-delivered meal programs located within its proposed service area.

(1)
A new home health agency shall provide this documentation when it requests first use approval.

(2)
A Maryland home health agency already licensed and operating shall provide documentation of these linkages in its existing service area and document its work in forming such linkages before beginning operation in each new jurisdiction it is authorized to serve.


	A new agency needs to show prior to first use (i.e., a condition)
An existing agency should describe current relationships along the continuum of care, i.e., describe the nature of the existing relationships with a representative range of other provider organizations that you may share patients with (e.g., refer to, receive referrals from, etc.). Perhaps the best documentation would be a concise letter – or email that you can excerpt into the application response -- from such care partners.

	J. Discharge Planning.

An applicant shall document that it has a formal discharge planning process including the ability to provide appropriate referrals to maintain continuity of care.  It will identify all the valid reasons upon which it may discharge clients or transfer clients to another health care facility or program.
	There are 2 things we’re looking for from an applicant:
· ability to provide appropriate referrals

· description of what it sees as valid reasons to discharge or transfer clients (see file:///C:/Users/kmcdonald/Downloads/HHA%20Reasons%20for%20discharge%20or%20transfer%20CMS%20CoP%20March%2030,%202017%20CW.pdf )

	K.  Data Collection and Submission.

An applicant shall demonstrate ongoing compliance or ability to comply with all applicable federal and State data collection and reporting requirements including, but not limited to, the Commission’s Home Health Agency Annual Survey, CMS’ Outcome and Assessment Information Set (OASIS), and CMS’ Home Health Consumer Assessment of Healthcare Providers (HHCAHPS).


	Expect applicant to describe these data collection and reporting obligations to demonstrate awareness and understanding of them.

Describe plans, procedures and demonstrate budgetary commitment.

	.09 Certificate of Need Preference Rules in Comparative Reviews.  

  As described at COMAR 10.24.01.09A(4)(b), the Commission shall use the following preferences, in the order listed, to limit the number of CON applications approved in a comparative review: 
(Refer to COMAR 10.24.16.09E to understand when preference rules will be used in a comparative review of applications.)


	A.  Performance on Quality Measures.

Higher levels of performance will be given preference over lower levels of performance. 


	Provide data on performance measures for most recent year.


	B.  Maintained or Improved Performance.

An applicant that demonstrates maintenance or improvement in its level of performance on the selected process and outcome measures during the most recent three-year reporting period will be given preference over an applicant that did not maintain or improve its performance.


	Provide data on performance measures over a three year period.  (Note:  performance measures vary by type of applicant.)
Reference the selected performance measures at: 

http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_con/documents/chcf_con_hha_guidelines_updated_20180315.pdf


	C.  Proven Track Record in Serving all Payor Types, the Indigent and Low Income Persons.

An applicant that served a broader range of payor types and the indigent will be given preference over an applicant that served a narrower range of payor types and provided less service to the indigent and low income persons.


	Provide actual data on payor mix over last 5 years.

	D.  Proven Track Record in Providing a Comprehensive Array of Services.

An applicant that provided a broader range of services will be given preference over an applicant that provided a narrower range of services.


	Self-explanatory.

	E.  These preferences will only be used in a comparative review of applications when it is determined that approval of all applications that fully comply with standards in Regulation .08 of this Chapter would exceed the permitted number of additional HHAs provided for in a jurisdiction or multi-jurisdictional region as provided in Regulation .10.
	


