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Comment: Many commenters
requested that CMS reconsider the
exclusion of home health patients and
urged CMS to allow for concurrent
billing of CHI services and skilled home
health plan of care because it is well
established that the limited social work
component of a home health plan of
care is not adequate to address complex
health related social needs and does not
include the same intensity of support
that is outlined in the CHI services
benefit. Commenters expressed that not
allowing CHI services to be billed for
patients who are receiving the home
health benefit and have a home health
plan of care could result in patients
losing the services provided by CHWs to
meet their needs related to social
determinants of health, healthcare
translation, and patient advocacy.
Commenters noted that home health
services typically extend for 60 days or
more, and if the patient is currently
receiving home health benefits it would
put the patient in a position of choosing
between two important services,
potentially negatively impacting health
outcomes.

Response: We acknowledge the
commenter’s assertions that a home
health plan of care is inadequate to
address complex health-related social
needs and does not include the same
intensity of support that is outlined in
the CHI services benefit. However, we
believe that policy and payments
accounted for under the home health
prospective payment system already
reflect much of the services described
by the CHI codes, such that there would
be significant overlap between CHI
services and services furnished under a
home health plan of care. Specifically,
when a beneficiary is under a home
health plan of care, medical social
services are a covered home health
service. Services of these professionals
which may be covered include, but are
not limited to: assessment of the social
and emotional factors related to the
patient’s illness, need for care, response
to treatment and adjustment to care;
assessment of the relationship of the
patient’s medical and nursing
requirements to the patient’s home
situation, financial resources and
availability of community resources;
appropriate action to obtain available
community resources to assist in
resolving the patient’s problem; and
counseling services that are required by
the patient and medical social services
for the patient’s family member or
caregiver on a short-term basis.

Comment: Some commenters stated
that most State Medicaid programs do
not directly cover CHI services at this
time, and the States that do have

Medicaid billing codes for CHW
services have reimbursement rates that
are insufficient and unsustainable.
Other commenters stated that
authorizing Medicare payments for the
CHI services would be complementary
to services currently provided under
Medicaid. Additionally, commenters
stated that the Medicare proposal takes
a more effective holistic approach to
identify and remedy all social
determinants of health impacting a
beneficiary’s medical condition
compared to Medicaid.

Response: We thank the commenters
for their feedback. The CHI services are
meant to resolve those specific concerns
to facilitate the patient’s medical care,
which would distinguish CHI from
other social services and programs that
may be available through Medicaid
State plans or other State or community
programs.

After consideration of public
comments, we are finalizing as

proposed that a billing practitioner may
arrange to have CHI services provided

by auxiliary personnel who are external
to, and under contract with, the

practitioner or their practice, such as
through a community-based
organization (CBO) that employs CHWs,
if all of the “incident to”” and other
requirements and conditions for
payment of CHI services are met, and
that there must be sufficient clinical
integration between the third party and
the billing practitioner in order for the
services to be fully provided. We are
also finalizing as proposed that CHI
services could not be billed while the
patient is under a home health plan of
care under Medicare Part B. We want to
emphasize the idea that CHI is covered
and paid under the Medicare program
when there are SDOH needs that are
interfering with the billing clinician’s
diagnosis and treatment of the patient.
These services are meant to resolve
those specific concerns to facilitate the
patient’s medical care, which would
distinguish CHI from other social
services and programs that may be
available through Medicaid State plans
or other State or community programs.

c. CHI Services Valuation

For HCPCS code G0019, we proposed
a work RVU of 1.00 based on a
crosswalk to CPT code 99490 (Chronic
care management services with the
following required elements: multiple
(two or more) chronic conditions
expected to last at least 12 months, or
until the death of the patient, chronic
conditions that place the patient at
significant risk of death, acute
exacerbation/decompensation, or
functional decline, comprehensive care

plan established, implemented, revised,
or monitored; first 20 minutes of clinical
staff time directed by a physician or
other qualified health care professional,
per calendar month) as we believed
these values most accurately reflected
the resource costs incurred when the
billing practitioner furnishes CHI
services. CPT code 99490 has an
intraservice time of 25 minutes and the
work is of similar intensity to our
proposed HCPCS code G0019.
Therefore, we proposed a work time of
25 minutes for HCPCS code G0019,
based on this same crosswalk to CPT
code 99490. We also proposed to use
this crosswalk to establish the direct PE
inputs for HCPCS code G0019.

For HCPCS code G0022, we proposed
a crosswalk to the work RVU and direct
PE inputs associated with CPT code
99439 (Chronic care management
services with the following required
elements: multiple (two or more)
chronic conditions expected to last at
least 12 months, or until the death of
the patient, chronic conditions that
place the patient at significant risk of
death, acute exacerbation/
decompensation, or functional decline,
comprehensive care plan established,
implemented, revised, or monitored;
each additional 20 minutes of clinical
staff time directed by a physician or
other qualified health care professional,
per calendar month (List separately in
addition to code for primary procedure))
as we believed these values reflected the
resource costs incurred when the billing
practitioner furnishes CHI services.
Therefore, we proposed a work RVU of
0.70 and a work time of 20 minutes for
HCPCS code G0022.

We received public comments on
valuation. The following is a summary
of the comments we received and our
responses.

Comment: While most commenters
were generally supportive of our
proposed crosswalks and valuations for
HCPCS codes G0019 and G0022, and
our proposed work RVU of 1.00 and a
work time of 25 minutes based on a
crosswalk to CPT code 99490 for G0019
and proposed a work RVU of 0.70 and
a work time of 20 minutes for HCPCS
code G0022 based on a crosswalk to
CPT code 99439. While some
commenters agreed with HCPCS code
G0019 and the crosswalk to CPT code
99490, they disagreed with the
suggested time for the service and
suggested that every subsequent 20
minutes of CHI services up to 60
minutes should have a separate HCPCS
code that has an equivalent RVU
crosswalk to CPT code 99490. Then,
these commenters would agree with the
RVU for HCPCS code G0022, as long as



