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On the top of everybody’s mind is how does healthcare change as a result of a
new Congress and President. We take a look at three ways the election creates
a very different world for healthcare stakeholders in our Washington Report by
examining regulatory and legislative changes that could be coming your way.
Our insight series takes a closer look at key trends your organization should
watch closely in 2017. Our insights delve into a number of topics and data dives
on the IMPACT Act, quality measures, readmissions, and hospice. In the back
of leader’s minds, is the constant preparation for value-based purchasing. Our
story on Future Efficiency Measures to Drive Quality Across Healthcare Settings
evaluates new Medicare quality and value-based measures under consideration.
We share home health, hospice, chronic and post-acute, and skilled nursing
measures with you.
As the industry un-silos, we are always educating on a 360-view across the
continuum.
At our 2017 Think Tank summit March 5-7th in San Diego, we offer you experts
and your peers sharing how they are capturing new revenue, optimizing new
opportunities and finding new partnerships. Shared learning experience with
you peers jump-starts your learning curve. Healthcare transformation requires
leaders to think differently. We hope you will join us.
In 2017 and beyond, we will continue to support your hard work by providing
in-depth analysis and education to de-risk your future. Together, we can make a
difference!
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Countdown 2017
Time to Explore Trends Driving Your Organization’s Future
by Lisa Remington

Our insight series takes a look at key trends your organization should watch closely in 2017.
We look at topics on unified payment systems, the IMPACT Act, quality measures, readmissions,
and hospice.
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Under the IMPACT
Act, the law mandates
a unified payment
system across all
post-acute providers.
We take a data dive
to analyze what the
future may look like
for your organization.

Pressure ulcers and
readmissions impact
adverse events,
patient safety and the
IMPACT Act. We
share data about
medical conditions
associated with
pressure ulcers,
an organizational
readiness checklist,
and the new guidelines
redefining pressure
ulcers and injuries.

About 1 million
Medicare beneficiaries
used hospice care
in 2015. We take a
deeper dive into data
by regions, diagnosis,
and length of service.
Transparency on
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payments is now
public through the
Hospice Utilization
and Payment Public
Use File.

97 new measures are
under consideration
for Medicare quality
and value-based
purchasing programs.
39 percent of measures
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outcomes, appropriate
use of diagnostics and
services, and cost and
patient safety. We share
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chronic and post-acute,
and skilled nursing
measures with you.
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Should Your Organization Look
at Readmissions Prior to 30 Days?
by: Lisa Remington

Four Key Findings About Readmissions:

30 day risk-standardized, all-cause, unplanned
readmission rates have become widely used to
measure hospitals’ performance for public reporting
and to impose financial penalties on facilities with
excess readmissions. The question now asked:
Is 30-days the right interval?

1. Hospital-level readmissions were low at the
30-day cutoff.

What Time Interval is the Highest Risk Factor
for Readmissions?

A recent study of 66,741,340 hospital discharge
records examined risk-standardized 30- day risk
of unplanned inpatient readmission at the hospital
level for Medicare patients ages sixty-five and
older in four states and for three conditions: acute
myocardial infarction, heart failure, and pneumonia.
The states: Arizona, California, Florida, and New York.

2. Readmissions were higher within the first several
days after discharge reaching the lowest point
around seven days. This suggest that a five-toseven-day interval would better capture hospitalattributable readmissions, particularly when
compared to intervals of 30, 60, or 90 days.
3. The hospital quality signal is higher in the first five
days after discharge than at longer time periods,
such as 30-days. This suggests that hospitals’
practices with respect to care coordination and
post-discharge follow-up could have the greatest
impact within the first few days after discharge.
4. The optimal interval for capturing hospital-level
variation in the risk of readmission appears to
vary across conditions. For example, the acute
myocardial infarction patients had the greatest
increase in hospital-level variation after the tenth
post-discharge day.

Five-to-Seven Day Interval
Would B
 etter Capture HospitalAttributable Readmissions
4
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EXHIBIT 1:

For all three specific medical conditions, acute
myocardial infarction, heart failure, and pneumonia,
readmissions dropped rapidly from 2.7 percent
(acute myocardial infarction), 1.6 percent (heart
failure), and 3.2 percent (pneumonia) on the first
day after discharge, to less than 1.0 percent (all three
conditions) by day four, reaching a minimum of 0.8
percent or less at seven days after discharge.
See Exhibit 1.

Intracluster correlation coefficient estimates at specific
readmission intervals from one to ten days, for acute
myocardial infarction, heart failure, and pneumonia.

Did You Know How 30-Day Readmissions
Came About?

Readmission rates were first introduced in 1953 to
characterize risk among neuropsychiatric patients
discharged from Department of Veterans Affairs
(VA) hospitals but gained prominence in 2010
with CMS’s adoption for use in the Hospital Risk
Reduction Program.
FutureThinking About Readmissions

•

•

Shorter intervals of seven or fewer days might
improve the accuracy and equity of readmissions
as a measure of hospital quality for public
accountability.
Five-to-seven-day intervals would better capture
hospital-attributable readmissions, particularly
when compared to intervals of 30, 60, or 90 days.

Optimal intervals for capturing hospital-level
variation in the risk of readmission appears to vary
across conditions.

Intracluster correlation coefficient

Readmissions for Specific Conditions

Heart failure
Pneumonia
Acute
myocardial
infarction

Days until readmission

Source: Health Affairs October 2016

Lisa Remington is President of the Remington Health
Strategy Group, a leading home health and post-acute
advisor for strategic planning and business development.
Lisa has been publisher of The Remington Report
magazine, the nationwide advisor for post-acute and
stakeholders for 24 years.
We encourage you to sign-up for FutureFocus, insights into
transforming home health and post-acute services offered
complimentary. Go to: www.remingtonreport.com
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COUNTDOWN 2017
Time to Explore Trends Driving
Your Organization’s Future
by: Lisa Remington

Our insight series takes a look at key trends your organization should watch closely
in 2017. We stay focused on the IMPACT Act because underpinning the model is the
preparation for a unified payment system, standardization of measure domains and
quality measures. CMS is required to specify rulemaking in 2018.
In 2017, we see a continued focus from all care settings on hospice. We want your
organization to be prepared for new opportunities and changes. We also want you
to keep an eye on the list of new quality and cost measures that prepare you for
value-based purchasing programs.
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INSIGHT SERIES, continued...

How Does a Unified Payment
System Affect Your Future?
Forward Thinking Insights On PAC PPS Payments
by: Lisa Remington

Under the Improving Medicare Post-Acute Care Transformation Act of 2014 (IMPACT
Act), the law mandates a unified payment system across all post-acute providers. We
take a data dive to analyze what the future may look like for your organization.
How Does a Post-acute Unified Payment System Change Your Future?

About 40%
of Medicare
Beneficiaries
Go on to Use
Post-acute Care

8
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•

A unified payment system for post-acute care would better match payments to costs
based on patient characteristics, and greatly reduce undesirable incentives to treat
some types of patients or provide certain services over others.

•

The system would result in major shifts in payments across different types of care
and providers in the directions anticipated (e.g., from providers with high levels of
therapy use to those treating a higher share of medically complex patients).

•

In 2013, Medicare payments averaged 19 percent above the costs of PAC, suggesting
that program payments for these services could be lowered.
•
•
•
•

Skilled Nursing Facilities
Home Health Agencies
Inpatient Rehabilitation Facilities
Long-Term Care Hospitals

29,000 providers 
of these services totaled

$59 billion
(20% of Medicare fee-forservice spending) in 2014
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Why the Concern About PAC Spending?

Growing concerns over the rapid growth and wide
variation in Medicare’s PAC spending and the lack
of uniform patient assessments to gauge quality
prompted the IMPACT Act.
About 40 percent of Medicare beneficiaries
discharged from an acute care hospital go on to use
post-acute care (PAC) from skilled nursing facilities
(SNFs), home health agencies (HHAs), inpatient
rehabilitation facilities (IRFs), and long-term care
hospitals (LTCHs). Medicare’s payments to the more
than 29,000 providers of these services totaled $59
billion (or 20 percent of Medicare fee-for-service
spending) in 2014.
A Look into Your Future of a Unified Payment
Model

In analyzing potential features of a PAC PPS, a
model (Exhibit 1) that accurately predicts the cost

of most stays using patient and stay characteristics
(including over 60 clinical features) of actual
Medicare patients who received PAC services was
developed. These models produced estimates of the
cost of providing care to these patients that were
highly consistent with the actual PAC costs of those
stays. This tells us that the models could be used to
accurately predict costs for future PAC recipients
and could form the basis for setting payments under
a consolidated PAC PPS.
Given the differences in coverage between the
settings, two payments could be made for each stay
— one for ancillary services other than therapy
(mostly drugs) and another for routine and therapy
services. Second, because the costs of HHAs are so
much lower compared with the other institutional
PAC settings, a payment adjustment is needed for
stays in HHAs. Third, a short-stay outlier policy
would prevent large overpayments and a high-cost
outlier policy would prevent large losses by
providers and protect beneficiary access to care.

Exhibit 1: Comparison of current and a unified post-acute care payment system
Feature

Current PPSs

Consolidated PPS

Number of payment
systems

4

1

Unit of Service

Mix of stay- and day-based payments. Per-day
payments to SNFs encourage long stays.

All payments would be stay-based.

Payment adjusters

Adjusters vary by setting, some of which are
not empirically supported. SNF and home
health payments increase with the amount of
therapy provided.
Large, with higher margins for therapy care and
lower margins for medically complex care.

Uniform adjusters across settings.
Adjustment for home health setting.

Incentive to treat therapy patients and avoid
medically complex patients.

Minimize incentive to selectively admit
based on patient condition.

Outlier policies vary for IRF, HHA, and LTCH. No
outlier policy for SNF.

Short-stay and high-cost outlier policies
would apply to all cases.

Variation in
profitability across
conditions
Selection incentives
Payments for outlier
cases

More uniform profitability across
different conditions.
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INSIGHT SERIES, continued...
Diving Into the Data

Takeaways for Future Thinking

The models were “stress tested” by examining how
accurate the predictions were for over 40 patient
groups defined by the main reason for treatment,
patient severity, demographics, and rates of therapy
use. The predictions were accurate for the vast
majority of the groups, with one main exception.
Therapy payments bear little relation to the care
needs of patients under the current system, and as
a result, the models did not accurately predict the
costs of therapy services.

1. A unified PPS that bases payments on patient
characteristics will focus providers on each
beneficiary’s care needs while shifting program
spending away from therapy services and towards
medically complex care.

This result was expected and it would be expected
that this change as providers adjust to a PPS in
which payments are no longer based on the amount
of therapy services provided. In addition, for the 0.1
percent of PAC stays with the highest acuity, it was
found that predicted cost was 20 percent less than
actual cost. However, under the outlier policy, that
was modeled, additional payments for these cases
more than covered the costs of these stays. Inclusion
of additional variables in the cost model marking
rare but costly health conditions would further
improve payment accuracy for this group.

2. Because PAC providers would be paid under
a single payment system, Medicare will need
to re-consider setting-specific policies such
as Conditions of Participation rules and costsharing requirements. Otherwise, providers in
different settings would be paid the same for
treating similar patients but would face different
regulatory requirements, with potentially
different regulatory costs.
3. It is possible to implement a unified PPS sooner
than the legislated timetable, which currently
envisions implementation sometime after 2023.
Lisa Remington is President of the Remington
Health Strategy Group, a leading home health
and post-acute advisor for strategic planning and
business development. Lisa has been publisher of The
Remington Report magazine, the nationwide advisor
for post-acute and stakeholders for 24 years.
www.remingtonreport.com
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Organizational Readiness to
Manage Pressure Ulcers and
Readmissions
Getting Ready for the IMPACT Act

by: Lisa Remington

Pressure ulcers cost $9.1-$11.6 billion per year in the U.S. According to the Agency for
Healthcare Research and Quality (AHRQ), “more than 2.5 million patients in United
States acute care facilities suffer from pressure ulcers, and 60,000 die from pressure ulcer
complications each year.” Pressure ulcers incidence can and should be reduced.
Why The Concern?

Pressure ulcers occur most commonly in elderly patients, which is the fastest-growing
segment of the population. This means the number of patients at risk for developing
pressure ulcers is expected to increase dramatically in the coming decades. The National
Pressure Ulcer Advisory Panel (NPUAP) redefined the definition of pressure injuries
and presented new guidelines. We share those with you.
January/February 2017 © The Remington Report — No Photocopying or Electronic Distribution Without Permission
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INSIGHT SERIES, continued...

Do You Know the Top 10 Most Common Reasons for Hospitalizations
During Which Pressure Ulcers Were Present?
Table 1. Top 10 most common principal reasons for hospitalizations during which pressure ulcers were also
present among adults 18 years and older, 2006*

Rank

Principal condition (CCS)

Number of
hospitalizations
related to
pressure ulcers

Percentage of all
hospitalizations
related to pressure
ulcers with this
principal diagnosis

Percentage of
hospitalizations
for this condition
that also include
pressure ulcers

1.

Septicemia (except in labor)

80,400

16.1%

13.5%

2.

Pneumonia

31,500

6.3%

3.0%

3.

Urinary tract infections

28,200

5.6%

5.8%

4.

Rehabilitation care, fitting of
prostheses, and adjustment of
devices

23,100

4.6%

5.1%

5.

Respiratory failure, insufficiency,
arrest

21,500

4.3%

5.8%

6.

Congestive heart failure,
nonhypertensive

20,800

4.1%

1.9%

7.

Complication of device, implant or
graft

19,300

3.9%

3.2%

8.

Aspiration pneumonitis, food/
vomitus

18,400

3.7%

10.7%

9.

Acute and unspecified renal failure

14,700

2.9%

4.3%

Fluid and electrolyte disorders

12,700

2.5%

3.0%

270,500

54.0%

4.8%

10.

Total hospitalizations for top 10 principal
conditions

*Pressure ulcers noted as a secondary diagnosis.
Source: AHRQ, Center for Delivery, Organization, and Markets, Healthcare Cost
and Utilization Project, Nationwide Inpatient Sample, 2006
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Is Your Organization Ready
to Manage Pressure Ulcers?
A Readiness Checklist

Pressure Injuries:
New Guidelines You Should
Know About

Pressure ulcer care is complex. Failure to assess your
organization’s readiness for the change at multiple levels
can lead to unanticipated difficulties in implementation.

The National Pressure Ulcer Advisory Panel
(NPUAP) Panel redefined the definition of a
pressure injuries. The updated staging system
includes the following definitions:

Organizational Readiness Checklist
Why is change needed?

Stage 1: Pressure Injury: Non-blanchable
erythema of intact skin

• Specific reasons for change have been identified

Stage 2: Pressure Injury: Partial-thickness
skin loss with exposed dermis

Do organizational members understand why change
is needed?

Stage 3: Pressure Injury: Full-thickness skin
loss

• Staff attitudes about pressure ulcers have been
assessed
• Assessment results have been analyzed to suggest
awareness-building needs
Is there a sense of urgency about the change?
• Supporters who have a sense of urgency have been
identified

Stage 4: Pressure Injury: Full-thickness skin
and tissue loss
Unstageable Pressure Injury: Obscured
full-thickness skin and tissue loss

• Efforts are underway to generate a sense of urgency
if lacking

Deep Tissue Pressure Injury: Persistent
non-blanchable deep red, maroon or purple
discoloration

Is there leadership support for this effort?

For more details visit: http://www.npuap.org/

• Leadership support has been assessed
• If necessary, efforts are underway to generate this
support

This insight was sponsored by McKesson
Medical-Surgical, and originally presented in
Remington’s TrendLens.

• Senior leader champion, sponsor, or linkage has
been identified

Sponsored by:

Who will take ownership of this effort?
• A leader has been identified for the pressure ulcer
prevention effort
• This leader is now involved in the subsequent
planning steps
What kinds of resources are needed?
• The basic building blocks for pressure ulcer
treatment are in place
• A preliminary list of needed human and material
resources has been developed
• Commitments to provide those resources have
been obtained or are forthcoming

About McKesson
McKesson Medical-Surgical is committed to
helping our Customers with the solutions and
support they need to stay ahead of the curve.
From achieving care goals to cost savings and
product solutions, we are here to help. Add to
that our expert clinical support and business
resources, your Customers can feel confident
taking on today’s challenges while preparing
for tomorrow’s. https://mms.mckesson.com/

January/February 2017 © The Remington Report — No Photocopying or Electronic Distribution Without Permission

TRR_COV1-COV4.indd 13

13
12/8/16 4:37 PM

INSIGHT SERIES, continued...

Analyzing Hospice Spending:
What Key Drivers Impact
Your Organization?
by: Lisa Remington

Medicare spending on hospice care increased by
52% between 2007 and 2015, from $10.4 billion to
$15.8 billion, researchers find. The growth was driven
primarily by an increase in the number of patients
receiving hospice services during the period, whereas
per patient costs remained largely flat.
Hospice Spending and Utilization are Growing

In 2007, approximately 1 million Medicare
beneficiaries used hospice services compared with
nearly 1.4 million in 2015, reflecting a 38% increase,
reports John Hargraves, social science research
analyst, and Niall Brennan, chief data officer and
director, Office of Enterprise Data and Analytics
at the Centers for Medicare & Medicaid Services

(CMS), Washington, DC, in an article published in
the October issue of Health Affairs.
Spending by Regions

The mean per patient spending for hospice care
ranged from $4,683 (Minot, North Dakota) to
$18,106 (San Mateo County, California).
Hospice spending per patient was higher in hospital
referral regions in:
•
•
•
•
•

California,
Texas,
the Southwest,
the South
and lower in central New York and North and
South Dakota

Percentage changes in Medicare hospice spending

Average Medicare hospice days per patient,

and utilization, 2007-15.

by primary diagnosis, 2007-15

John Hargraves, and Niall Brennan Health Aff
2016;35:1902-1907

John Hargraves, and Niall Brennan Health Aff
2016;35:1902-1907

©2016 by Project HOPE - The People-to-People Health Foundation, Inc.

©2016 by Project HOPE - The People-to-People Health Foundation, Inc.
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Average Medicare
hospice spending
per patient, by hospital
referral region, 2015
$4,583-$9,025
$9,026-$10,393
$10,394-$11,380
$11,381-$12,460
$12,641-$18,106

What Diagnosis Lead to Higher Spending?

•

Regions with higher average spending per patient
often have more hospice patients with dementia
diagnoses, compared to areas with lower per
patient spending.

•

Regions with lower spending tend to have more
hospice patients with cancer diagnoses than areas
with higher per patient spending.

•

Diagnostic differences in spending were linked
to length of service. Cancer diagnoses were
associated with the fewest average days of
hospice care per patient (47 days in 2015),
whereas dementia diagnoses had the most
(103 days in 2015).

An increase in the number of hospice patients with
non-cancer diagnoses and longer lengths of service
explains the spending growth during the study period.
In 2007, 24% of hospice spending was for patients with
cancer compared with 20% in 2015, when dementia
accounted for the largest share of hospice spending,
at 25%. This trend may reflect the growing awareness
of the benefits of hospice care for terminal illnesses
beyond cancer, the authors suggest.
Data Transparency on Medicare Hospice
Utilization and Payment

Last October, CMS released new public data set
on Medicare hospice utilization and payment. The
Hospice Utilization and Payment Public Use File
(PUF), has two sets of data information on hospice

John Hargraves, and Niall Brennan Health Aff
2016;35:1902-1907
©2016 by Project HOPE - The People-to-People
Health Foundation, Inc.

utilization, payments, submitted charges, diagnoses,
and beneficiary demographics organized by hospice
provider and state.
The public data set includes information on
4,025 hospice providers, over 1.3 million hospice
beneficiaries, and over $15 billion in Medicare
payments for 2014. It does not contain any
individually identifiable information about Medicare
beneficiaries. For more information, visit the Hospice
Utilization and Payment Public Use File website.
Key Takeaways

•

The variation by diagnosis may reflect a change in
diagnosis reporting rules.

•

Providers’ practice patterns, patients’ preferences, and patients’ characteristics may all play
a role in hospice use and spending.

•

Variation in spending is driven by differences in
average days of hospice care per patient, because
of the per diem payment design of Medicare’s
hospice benefit—which in turn is related to the
diagnoses of hospice patients.

Lisa Remington is President of the Remington
Health Strategy Group, a leading home health and
post-acute advisor for strategic planning and business
development. Lisa has been publisher of The Remington
Report magazine, the nationwide advisor for post-acute
and stakeholders for 24 years.
www.remingtonreport.com
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INSIGHT SERIES, continued...

Future Efficiency Measures
to Drive Quality Across
Healthcare Settings
What Measures Impact Your Organization?
by: Lisa Remington

The IMPACT Act

Each year, CMS publishes a list of quality and cost
measures that are under consideration for Medicare
quality and value-based purchasing programs, and
collaborates with the National Quality Forum (NQF)
to get critical input from multiple stakeholders,
including patients, clinicians, commercial payers and
purchasers, on the measures that are best suited for
these programs.

The IMPACT Act requires that the assessment data
reported by PAC providers be standardized and
interoperable to allow for the exchange of such
data to facilitate coordinated care and improved
beneficiary outcomes.

What Your Organization Should Know About
Efficiency Measures

The Measures Under Consideration (MUC) list
contains 97 measures that have the potential to drive
improvement in quality across numerous settings of
care. CMS is considering new measures for nursing
homes, hospitals, clinician practices, and dialysis
facilities, among other settings, and continues to
focus on important measures of patient outcomes,
appropriate use of diagnostics and services, cost,
and patient safety. 39 percent of measures on the
Measures under Consideration List are focused on
patient outcomes, appropriate use of diagnostics and
services, cost and patient safety and use of measures
that are most meaningful to patients and clinicians
for our programs.

16
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The measure concepts that CMS has included in
the 2016 MUC List are intended to address the
domains for which the Secretary is required under
the IMPACT Act to specify measures in FY/CY
2018 rulemaking. To meet the immediate, statutorily
required FY/CY 2018 timelines, CMS’ review and
consideration were given to measures that:
•

Address a current area for improvement that is
tied to a stated domain within the Act;

•

Minimize added burden to the providers;

•

Where possible, avoid any impact on
current assessment items that are already
collected;

•

Where possible, avoid duplication of existing
assessment concepts.
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Included Measures

This MUC List identifies the quality and
efficiency measures under consideration
by the Secretary of DHHS for use in the
Medicare program. Measures that appear on
this list but are not selected for use under the
Medicare program for the current rulemaking
cycle will remain under consideration for
future rulemaking cycles. They remain under
consideration only for purposes of the particular
program or other use for which CMS was
considering them when they were placed on
the MUC List. These measures can be selected
for those previously considered purposes and
programs/uses in future rulemaking cycles.
For this article, we share the home health,
hospice, chronic and post-acute, and skilled
nursing measures under consideration.

The IMPACT Act requires that
the assessment data reported by
PAC providers be standardized
and interoperable to allow for the
exchange of such data to facilitate
coordinated care and improved
beneficiary outcomes.

Chronic and Post-Acute Care Measures Programs
Home Health Quality
Reporting Program
MUC ID

CMS
Program

Measure Title

NQS Priority

MUC16-61

HH QRP

The Percent of Home Health Patients
with an Admission and Discharge
Functional Assessment and a Care Plan
That Addresses Function

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-63

HH QRP

The Percent of Home Health Residents
Experiencing One or More Falls with
Major Injury

Making Care Safer

MUC16-145

HH QRP

The Percent of Residents or Home Health
Patients with Pressure Ulcers That Are
New or Worsened (Short-Stay)

Making Care Safer

MUC16-347

HH QRP

Transfer of Information at Post-Acute
Care Admission, Start, or Resumption of
Care from Other Providers/Settings

Making Care Safer,
Communication and
Care Coordination

MUC16-357

HH QRP

Transfer of Information at Post-Acute
Care Discharge or End of Care to Other
Providers/Settings

Making Care Safer,
Communication and
Care Coordination
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INSIGHT SERIES, continued...

Hospice Quality Reporting Program
Hospice Quality
Reporting Program
MUC ID

CMS
Program

Measure Title

NQS Priority

MUC16-31

HQRP

CAHPS Hospice Survey: Rating of
Hospice

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-32

HQRP

CAHPS Hospice Survey: Hospice Team
Communications

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-33

HQRP

CAHPS Hospice Survey: Willingness to
Recommend

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-35

HQRP

CAHPS Hospice Survey: Getting Hospice
Care Training

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-36

HQRP

CAHPS Hospice Survey: Getting Timely
Care

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-37

HQRP

CAHPS Hospice Survey: Getting
Emotional and Spiritual Support

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-39

HQRP

CAHPS Hospice Survey: Getting Help for
Symptoms

Patient and Family
Engagement,
Communication and
Care Coordination

MUC16-40

HQRP

CAHPS Hospice Survey: Treating Family
Member with Respect

Patient and Family
Engagement,
Communication and
Care Coordination

18
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Skilled Nursing Facility Quality Reporting Program
Skilled Nursing Facility
Quality Reporting
Program MUC ID

CMS
Program

Measure Title

NQS Priority

MUC16-142

SNF QRP

Application of Percent of Residents or
Patients with Pressure Ulcers That Are
New or Worsened (Short-Stay)

Making Care Safter

MUC16-314

SNF QRP

Transfer of Information at Post-Acute
Care Admission, Start, or Resumption of
Care from Other Providers/Settings

Making Care Safer,
Communication and
Care Coordination

MUC16-323

SNF QRP

Transfer of Information at Post-Acute
Care Discharge or End of Care to Other
Providers/Settings

Making Care Safer,
Communication and
Care Coordination

This MUC List as well as prior year MUC Lists and Measure Applications Partnerships (MAP) Reports can be found at:
www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityMeasures/Pre-Rule-Making.html
and on the National Quality Forum’s (NQF) website, at www.qualityforum.org/Setting_Priorities/Partnership/Measure_
Applications_Partnership.aspx).

Lisa Remington is President of the
Remington Health Strategy Group, a
leading home health and post-acute
advisor for strategic planning and
business development. Lisa has been
publisher of The Remington Report
magazine, the nationwide advisor
for post-acute and stakeholders
for 24 years.
www.remingtonreport.com
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The Washington Report
on Changes Ahead for Providers

Three Key Ways
the Election Creates
a Very Different
World for Healthcare
Stakeholders
by: Ronald M. Schwartz, Writer, The Remington Report

Shortly after the November election’s stunning
results, post-acute care stakeholder groups began
preparing for a regulatory and legislative world much
different than the one they dealt with in the Obama
administration. With Republicans in charge of the
White House and Congress, the outlook for many
legislative and regulatory targets will begin to shift
dramatically as the New Congress convenes January 3,
and President Donald Trump is sworn in January 20.
1. The ACA

What will occupy center attention in healthcare, of
course, is when will the Affordable Care Act (ACA)
be repealed, and how (a phase-out or all at once),
and most important: What will replace it and when?
And although congressional Republicans have tried
to repeal or undermine the ACA over 50 times in
the last six years—only to have the bills vetoed by
President Obama—the actual replacement of the
906-page law with specific legislation involves a
heavy congressional lift. A 37-page plan put forward
in June by House Republicans offered a concept
20
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based on private health insurance and various tax
incentives, but minus the controversial mandates and
penalties of the ACA.
However, the House plan was hardly a replacement—
or even an outline of one. President-elect Trump
also had no replacement plan, other than making
insurance policies more competitive and retaining
some insurance features of the ACA, like requiring
insurers to permit adult children until age 26 and
living with their parents to remain on a family’s
health insurance plan, and covering people with
pre-existing health conditions. There may be other
non-controversial ACA provisions Congress may
want to keep, or modify, such as the ability of the
Department of Health and Human Services (HHS),
through the Centers for Medicare & Medicaid
(CMS), to test innovative payment and service
delivery models in federal healthcare programs.
On November 17, Sen. Lamar Alexander (R-TN)
admitted to reporters that the legislative journey
to replace the ACA could take “several years.” As
chair of the Senate’s Health, Education, Labor, and
Pensions Committee, Alexander is key to any health
reform legislation. He insisted that any replacement
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legislation will require bipartisan compromise.
“Eventually, we’ll need 60 votes [in the Senate] to
complete the process of replacing Obamacare and
repealing it, because Obamacare was not passed by
reconciliation, it was passed by 60 votes.”
“Before the process is over, we’ll need a consensus to
complete it. I imagine this will take several years to
completely make that sort of transition, to make sure
we do no harm, create a good health care system that
everyone has access to, and that we repeal the parts
of Obamacare that need to be repealed.”
2. Regulations

Trump said in August in a speech on revitalizing the
American economy before the Detroit Economic
Club: “I will ask each and every federal agency to
prepare a list of all of the regulations they impose on
Americans which are not necessary, do not improve
public safety, and which needlessly kill jobs. Those
regulations will be eliminated.” He also pledged
to “issue a temporary moratorium on new agency
regulations.”
Fast forward three months, Bill Dombi, National
Association for Home Care & Hospice (NAHC) vice
president for law, said at a NAHC teleconference to
discuss the impact of the election: “This is definitely
a great opportunity to revisit a number of rules that
came out of CMS and other federal agencies. At
the top of our list for the Medicare side would be
the face-to-face requirements, or as combined with
physician certification, along with the notorious
pre-claim review action that came out of CMS”
[Centers for Medicare & Medicaid Services].
Regarding face-to-face, “with a new CMS
administrator, a new HHS [Health and Human
Services] secretary, and others, we hope we can
get them to back-off the onerous documentation
requirements.” Also, “we have strong Republican
support in Congress for a legislative effort to modify
the regulatory standard.” But rather than change
the law, “simply have our congressional allies” put
pressure on “the new CMS people” to reduce the
regulatory burden.

“One of the other areas outside of Medicare that we
definitely see as ripe for opportunity is with the U.S.
Department of Labor,” Dombi continued. NAHC had
taken its court challenge all the way to the U.S. Supreme
Court, which declined to hear it. The rule had “changed
a nearly 40-year standard” that the DOL “used on
companionship services” and limit exemptions.
Overall, “I am optimistic” for regulatory relief
within the agencies, Dombi said. “But let me temper
that. There are nearly 5,000 jobs that Presidentelect Trump has to fill in all federal agencies, from
secretaries on down. The kind of turnover of
leadership that we would need to make some of
the changes will not happen right immediately on
January 20.”
As for pre-claim review, it is not even a regulation
required by law. It was established by a CMS Notice
in the June 10 Federal Register and thus could easily
be withdrawn by the next HHS secretary or CMS
administrator.
The Visiting Nurse Associations of America has
pointed out there are other options besides this
five-state demonstration. “VNAA remains committed
to working with CMS, HHS, and other stakeholders
to find ways to reduce fraud and abuse within
the Medicare system, however, we do not believe
Pre-Claim Review is the most effective approach to
achieve that goal,” said VNAA CEO and President
Tracey Moorhead. “More red tape that potentially
jeopardizes patient care is not the answer. That’s
why we need to delay Pre-Claim Review until better
alternatives can be agreed upon,” said Moorhead in
support of legislation that would do just that.
3. Legislation

(A note of caution: When we went to press, these
bills were pending in the last Congress. If they had
died then, they would need to be reintroduced in the
new Congress, convening Jan. 3, 2017.)
Home Health Documentation and Program
Improvement Act would amend Medicare to direct
HHS to: develop a single form or document to be
used by a physician to satisfy the documentation
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THE WASHINGTON REPORT, continued...
requirements necessary to fulfill the requirement of
a face-to-face encounter and other criteria for home
health eligibility (otherwise known as the certification
for home health services); and develop and implement
processes to open and review claims denied on or after
January 1, 2011, and before enactment of this Act, due
solely to the face-to-face documentation requirements.
It would establish a voluntary process for home health
agencies to enter into a settlement agreement with
HHS in lieu of reprocessing claims whose payment
would be required.
Home Health Care Planning Improvement
Act would amend Medicare to revise conditions
of and limitations on payment for home health
care services. Allows payment for home health
services to Medicare beneficiaries by: (1) a nurse
practitioner, (2) a clinical nurse specialist working
in collaboration with a physician in accordance
with state law, (3) a certified nurse-midwife, or (4) a
physician assistant under a physician’s supervision.
The Medicare Patient Access to Hospice Act would
amend Medicare to recognize attending physician
assistants as attending physicians to serve hospice
patients.
Independence at Home Act would establish a
permanent Independence at Home Medical Practice
Program, under which a primary care practice would
be accountable for: (1) providing comprehensive,
coordinated, continuous, and accessible care to
applicable Medicare beneficiaries at home; and
(2) coordinating health care across all treatment
settings. Also, the bill would remove the limit on
the number of beneficiaries that may participate in
the demonstration program. The VNAA, in urging
members to contact their lawmakers to support the
bill, notes it “seeks to build off the success” of the
CMS Independence at Home demonstration, which
began in 2012 and had its genesis in the ACA.
Medicare and Medicaid Reform

Security and Medicare...but we are not going to
cut your Social Security and we’re not cutting your
Medicare. So there is tremendous waste, fraud, and
abuse. What we are going to do is we’re going to
save Medicare, we’re going to save Social Security,
we are not going to raise the age, and we’re not
going to do all the things that everybody else is
talking about doing. They are all talking about
doing it and you don’t have to.” The solution, he
argued then, involved attacking the fraud, waste,
and abuse, and cutting the cost of prescription
drugs by allowing CMS to negotiate prices with
drug manufacturers, citing the Department of
Veterans Affairs program as a model.
Trump may find himself at odds with Rep. Ryan and
other House Republicans who have insisted Medicare
is in need of a major overhaul to secure its financial
future, the most significant change being “premium
support” to purchase private health insurance. Critics
have long called this a “voucher” plan likely to shift
more costs onto the beneficiary. For Medicaid,
President-elect Trump’s website urged “maximize
flexibility for States in administering Medicaid,
to enable States to experiment with innovative
methods to deliver healthcare to our low-income
citizens.” Likewise, the Republican Platform adopted
at the July Convention calls for “block granting” of
Medicaid to give governors maximum flexibility in
running their programs.
Such major Medicare and Medicaid changes could
be blocked in the Senate--52 Republicans to 48
Democrats--where 60 votes are required to halt a
filibuster. That’s the margin Sen. Lamar Alexander
earlier mentioned regarding the ACA rewrite. A
simple 51-vote majority is limited to budget-related
provisions in a reconciliation bill. Thus, Democrats
would be able to block legislation supported by a
Republican majority—second place in the Senate
power structure but not insignificant. Not to be
forgotten—the next congressional election is less
than two years away.

As candidate Trump put it at a December 11, 2015
rally in Iowa: “So, you’ve been paying into Social
22
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Remington’s

Value-Driven Chronic Care
Management Network (VDCCMN)
A Thought-Leadership Resource for Home Health, Palliative Care, & Hospice

Do You Want to Participate in a
Value-Driven Chronic Care Management
Network to Create Framework,
Standardization and Value-Driven
Strategies for Chronic Care Management?

If you do...we have new
solutions for you!
VDCCMN is based on proven chronic
care management blueprints. Models are
multidisciplinary, cross-continuum, and
evidence-based. Patient-centered approaches
embed principals of care management, advanced
illness management, non-homebound complex care
management, technology, and patient self-directed care.
Think of VDCCMN as your new, comprehensive resource for chronic care management
Membership

Website

Peer-Sharing

Networks

Conferences & Intelligence

Executive Briefings
Resource Center

Learn How
Your Organization
Can Benefit from VDCCMN at:
www.remingtonreport.com
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BUSINESS
INDUSTRY
NEWS

by: Pete Lewis, Writer, The Remington Report

Mergers & Acquisitions
Almost Family Acquires Majority Share of CHS

Louisville Ky.-based Almost Family Inc. paid $128
million for 80% equity of the home health and hospice unit of Community Health Systems Inc. The
transaction, expected to close before the end of 2016,
is expected to create the largest joint venture between
a publicly traded hospital and a home healthcare
provider. CHS Home Health is based in Franklin, Tennessee and operates 74 home health and 15
hospice branch locations in 22 states. When the deal
is finalized, Almost Family will operate 340 branches in 26 states with annual net revenues expected to
exceed the $800 million.
Ensign Sells Urgent Care Operations

Immediate Clinic Seattle Inc., the urgent care subsidiary of Mission Viejo, Calif.-based The Ensign Group
Inc., sold substantially all of its assets relating to its
14 urgent care operations in the greater Seattle market to MultiCare Health System. The sale includes
two additional locations that are currently under
development. MultiCare Health System is a not-forprofit health care organization with a comprehensive
network that includes 15 urgent care centers in the
Puget Sound region, 11 RediClinics located inside
select Rite Aid stores. MultiCare’s acquisition of
Immediate Clinic is part of a plan to grow its geographic footprint and respond to the changing needs
24
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of consumers in the Puget Sound region. The sale of
Immediate Clinic, together with the sale of Integrity
Urgent Care in Colorado earlier this year, represents
all of the Ensign-affiliated urgent care operations.
Amedisys Buys VNA Long Island

Amedisys Inc. paid $4.6 million for substantially
all the assets of Visiting Nurse Association of Long
Island (VNALI), a nonprofit organization based in
Garden City, NY that once served more than 100
communities throughout Long Island, Queens,
Brooklyn and The Bronx. Founded in 1915, VNALI
is one of the nation’s oldest Visiting Nurse Associations. Most recently, the Centers For Medicare &
Medicaid Services gave VNALI a rating of four stars
out of five in quality of care for Medicare patients.
VNALI performed better than average on 18 of 22
measures for quality through both New York State
and the United States. The organization filed for
bankruptcy in June, 2015.
Ensign Acquites Idaho Hospice

The Ensign Group Inc., announced that Cornerstone Healthcare Inc., its home health and hospice
portfolio subsidiary, acquired the assets of River
City Hospice LLC, which serves the Northern Idaho
region from an office in Post Falls, Idaho. With the
acquisition, Cornerstone subsidiaries now operate 18
hospice operations, 17 home health operations, and
three home care operations in nine western states.
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Partnerships & Agreements
LHC & LifePoint Form Joint Venture

LHC Group Inc. and LifePoint Health® signed a
definitive agreement to share ownership and governance of a new joint venture that will operate
LifePoint’s home health agencies and hospices, as
well as select LHC Group agencies located near
LifePoint hospitals. The joint venture will shift
day-to-day operations management of LifePoint’s
home health agencies and hospices, as well as all
future home health and hospice acquisitions, to
LHC Group. LifePoint’s home health agencies and
hospices will continue to operate under their existing names. A newly-created joint venture governing
board with equal representation of both companies
will direct key governance decisions.

CEO of IntegraCare Home Health, where he took a
single home health start-up location and grew it into
54 branches, generating $71 million in annual revenues. He successfully sold the company to Kindred
Healthcare in 2012. Most recently, Gerard served as
president for the South Central Region of Kindred at
Home. In this role, he was responsible for the dayto-day operations, including the integration of the
Gentiva Home Health acquisition within his region,
the oversight of clinical excellence, financial performance and operational efficiencies for 153 home
health and hospice locations in six states with annual
revenue in excess of $400 million.

Earnings

Gerald Joins Amedisys as COO

Addus Homecare Corp.
Headquarters: Downers Grove. Ill.
Business: Provides personal care services in the
home.
Third quarter ended Sept. 30, 2016
Net income: $1.7 million, or $0.15 per share,
compared with $2.9 million, or $0.26 per share, in
third quarter 2015
Revenue: $103.5 million compared with $84.3
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $4.5 million, or $0.40 per share,
compared with $8.3 million, or $0.74 per share, in
same period 2015
Revenue: $297 million compared with $252.1 million
in same period 2015
Comments: Addus completed the third quarter
of 2016 with $39.4 million in cash, $24.4 million
of bank debt and $69.5 million available under
its revolving credit facility. Net cash provided by
operating activities was $49.3 million for the quarter
and $31.0 million for the first nine months of 2016.

Baton Rouge, La.-based Amedisys Inc. named
Christopher Gerard it new Chief Operating Officer.
In his new role, Gerard will be responsible for the
Amedisys’ home health, hospice and personal care
operations. Gerard was co-founder, president and

Almost Family Inc.
Headquarters: Louisville, Ky.
Business: Provides home health nursing and
personal care services.
Third quarter ended Sept. 30, 2016

Corporate News
Kindred to Exit Skilled Nursing Industry

Louisville, Ky.-based Kindred Healthcare Inc. announced that it plans to exit the skilled nursing
facility business. The move is estimated to reduce
annual rent obligations for Kindred by $90 million
and annual expenditures by $30 million. The company also forecasts the elimination of an additional $70
million to $100 million of overhead used to support
its skilled nursing business above the facility level.
Kindred, which once operated around 300 skilled
facilities across the United States, is the tenth largest
nursing facility company based on skilled bed capacity. At the end of 2015, it operated 90 facilities in 18
states, with a total of 11,535 beds.
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Business Industry News, continued...

Net income: $6.4 million, or $0.52 per share,
compared with $8.1 million, or $0.79 per share, in
third quarter 2015
Revenue: $160.4 compared with $131.2 million in
third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $14.7 million, or $1.36 per share,
compared with $16.9 million, or $1.78 per share, in
same period 2015
Revenue: $470.1 million compared with $387 million
in same period 2015
Comments: Net cash from operating activities was
generated in the third quarter of 2016 was $4.9 million.
LHC Group LLC
Headquarters: Lafayette, La.
Business: Provides non-acute healthcare services
through home health, hospice, communitybased
services agencies and long-term acute care hospitals
Third quarter ended Sept. 30, 2016
Net income: $12.2 million, or $0.54 per share,
compared with $11.1 million, or $0.50 per share, in
third quarter 2015
Revenue: $230.8 million compared with $204.1
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $33.8 million, or $1.52 per share,
compared with $31.5 million, or $1.40 per share, in
same period 2015
Revenue: $679.4 million compared with $597.4
million in same period 2015
Comments: LHC Group raised its fiscal year 2016
guidance for fully diluted earnings per share to $2.05
to $2.08, from the previous $1.90 to $2.00, and
raised its fiscal year 2016 guidance for net service
revenue to $910 million to $920 million, from the
previous $885 million to $900 million.
National Healthcare Corp.

Third quarter ended Sept. 30, 2016
Net income: $11.1 million, or $0.73 per share,
compared with $12.6 million, or $0.72 per share, in
third quarter 2015
Revenue: $231.3 million compared with $225.4 in
third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $36.7 million, or $2.41 per share,
compared with $38.2 million, or $2.21 per share, in
same period 2015
Revenue: $688.6 compared with $672.7 in same
period 2015
Comments: NHC will pay a quarterly dividend of 45
cents per common share to shareholders of record on
December 30, 2016 and payable on March 1, 2017.
Bioscrip Inc.
Headquarters: Denver, Co.
Business: Provides home infusions and home care
management solutions
Third quarter ended Sept. 30, 2016
Net income: Net loss of $11.3 million, or $0.12 per
share, compared with a net loss of $16.8 million, or
$0.28 per share, in third quarter 2015
Revenue: $224.5 million compared with $247.2
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: Net loss of $29 million, or $0.42 per
share, compared with a net loss of $281.3, or $4.20
per share, in the same period 2015
Revenue: $695.5 compared with $738.5 million in
same period 2015
Comments: Third quarter revenue decreased
year over year partly as a result of lower than
expected core sales volumes and partly as a result of
anticipated revenue declines in connection with the
ongoing shift in revenue mix to a greater percentage
of core infusion revenue and less lower-margin
chronic infusion revenue.

Headquarters: Murfreesboro, Tenn.

Business: Operates skilled nursing centers, homecare
programs, independent living centers and assisted
living communities.
26
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Amedisys Inc.
Headquarters: Baton Rouge, La.
Business: Provides home health, and hospice and
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personal care services.
Third quarter ended Sept. 30, 2016
Net income: $11.5 million, or $0.34 per share,
compared with $8.6 million, or $0.25 per share, in
third quarter 2015
Revenue: $361.6 million compared with $326.5
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $28.7 million, or $0.86 per share,
compared with a net loss of $15.4 million, or $0.48
per share, in the same period 2015
Revenue: $1.07 billion compared with $942.2 million
in the same period 2015
Comments: Adjusted EBITDA for third quarter
2016 (defined as net income (loss) attributable to
Amedisys, Inc. before provision for income taxes, net
interest expense and depreciation and amortization
excluding certain items) was $25.6 million compared
with $26.4 million in 2015.
The Enisgn Group Inc.
Headquarters: Mission Viejo, Calif.
Business: The parent company of the Ensign™ group
of skilled nursing, rehabilitative care services, home
health, home care, hospice care, assisted living and
urgent care companies.
Third quarter ended Sept. 30, 2016
Net income: $11.2 million, or $0.21 share, compared
with $13.2 million, or $0.25 per share, in third
quarter 2015
Revenue: $428.1 million compared with $351.1
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: 431.8 million, or $0.61 per share,
compared with $41.5 million, or $0.81 per share, in
same period 2015
Revenue: $1.22 billion compared with $968.7 million
in the same period 2015
Comments: During the quarter, The Ensign Group
paid a quarterly cash dividend of $0.04 per share of
Ensign common stock. Ensign has been a dividendpaying company since 2002 and has increased its
dividend every year for 14 years.

Chemed Corp. (VITAS Healthcare Corp.)
Headquarters: Cincinnati, Ohio
Business: Operates two segments: VITAS, which
provides hospice services, and Roto-rooter, which
provides drain cleaning services.
Third quarter ended Sept. 30, 2016
Net income: $26.8 million, or $1.62 per share,
compared with $28.8 million, or $1.65 per share, in
third quarter 2015
Revenue: $392.6 million compared with $386.2
million in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: $76.6 million, or $4.54 per share,
compared with $80.3 million, or $4.61 per share, in
same period 2015
Revenue: $1.17 billion compared with $1.14 billion
in same period 2015
Comments: VITAS revenue was $282.9 million in
third quarter 2016 and $839.1 million in the first
nine months of 2016. VITAS net income was $20.9
million in third quarter 2016 and $58.5 million in the
first nine months of 2016.
Kindred Healthcare Inc
Headquarters: Louisville, Ky.
Business: Operates long-term care and
rehabilitation hospitals, skilled nursing centers and
provides hospice and home care through Kindred at
Home.
Third quarter ended Sept. 30, 2016
Net income: Net loss of $685.6 million, or $0.12 per
share, compared with a net loss of $14.6 million, or
$0.12 per share, in third quarter 2015
Revenue: $1.79 billion compared with $1.76 billion
in third quarter 2015
Nine months ended Sept. 30, 2016
Net income: Net loss of $648.8 million, or $0.36 per
share, compared with net loss of $139.1 million, or
$0.36 per share in same period 2015
Revenue: $5.47 billion compared with $5.27 billion
in same period 2015
Comments: In November 2016, company announced
its plan to exit the skilled nursing facility business.
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How Do ACOs Address the
Non-medical Needs of Patients?

by: Lisa Remington

Estimates suggest that 40–90 percent of health
outcomes are attributable to social, behavioral, and
economic factors. Despite broad agreement on the
importance of addressing patients’ non-medical
needs, little is known about whether and to what
extent health care organizations operating under
new payment models have addressed them. A recent
study in Health Affairs of 32 ACOs provides insight
to how they are addressing the non-medical needs of
patients.
Do You Know the Top Three Non-Medical Needs
Commonly Addressed By ACOs?

ACO leaders said that these needs were common
among their populations, the needs affected how
patients engaged in medical care, and the ACOs had
the potential to address these needs.

their appointments. One ACO provided monthly bus
passes—which could be used for any transportation
need—to all patients who had four or more medical
visits per month.
ACOs in suburban or rural areas experienced
challenges in meeting transportation needs because
of poor infrastructure. One ACO invested heavily
in a local community agency that provided medical
transportation, so that the agency could expand
its services. A rural ACO provided transportation
services through an external for-profit transportation
company. The ACO paid the company a per
member per month rate that allowed it to provide
comprehensive services such as a twenty-four-hour
telephone line that the ACO’s patients could use to

1. transportation
2. housing
3. food insecurity
How Do ACOs Address Solutions to Transportation?

Many ACO leaders viewed transportation as a barrier
for patients to receive timely high-quality care. ACOs
addressed this need in different ways: Some ACOs
collaborated with transportation companies, others
relied on public transportation systems, and still
others designed new programs. How an ACO met
patients’ transportation needs varied based on the
area’s geographic characteristics, such as its degree
of urbanicity, and its transit infrastructure. ACOs
in areas with high-quality public transit typically
relied on existing infrastructure. For example, some
ACOs gave transportation passes to patients before
28
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arrange immediate transportation for unscheduled
emergency medical services.

Where Did ACOs Find Partnerships for Food
Insecurity?

Finally, one ACO in an urban area with poor public
transportation was considering developing a mobile
device application that would allow patients to
request transportation from local drivers, who would
be paid by the ACO.

ACO leaders commonly reported that nutrition
and food insecurity were important issues for their
patients. Some ACOs offered assistance for patients
to access public programs such as the Supplemental
Nutrition Assistance Program (SNAP, formerly known
as food stamps) by determining patients’ eligibility and
helping them enroll. Many ACOs partnered with local
food banks, since these organizations were already a
common resource for the ACOs’ patients.

What Solutions Did ACOs Find for Housing?

Many ACO leaders reported that stable housing
was a basic need that had to be addressed before
patients could effectively engage in medical care.
To provide emergency and short- and long-term
support, ACOs most commonly developed
partnerships or other relationships with external
housing agencies. ACOs also frequently worked
with public health agencies and sometimes with
other community agencies.
ACOs served as an administrative resource for these
relationships by identifying housing options, liaising
with housing agencies on the availability of housing
and the process for accessing housing, negotiating
with housing support organizations, and completing
paperwork for their patients in need of housing.
These activities helped patients obtain the housing
support they needed, thus reducing a barrier to
receiving appropriate health care.
Some ACOs developed innovative solutions to
address patients’ housing needs. For example,
one ACO negotiated with a housing program to
alter the substance use requirements so that the
ACO’s patients could first receive housing and
then begin addiction treatment as a requirement of
keeping their housing benefits. An ACO that had
incurred high ED costs because its patients were not
discharged appropriately negotiated with a housing
agency to have beds designated for the ACO’s
patients. This helped streamline the discharge
process and, ACO leaders hope, will reduce
subsequent ED costs.

Two ACOs used unique approaches to address
their patients’ food insecurity. One partnered
with a food bank and farmers to offer subsidized
seasonal produce to patients. With support from
the food bank, the ACO purchased local produce
from the farmers and then held “market” days in
the parking lot of the community health center,
offering patients reduced prices. The second ACO
gave financial support to a local food bank to prepare
fresh and healthy meals each day for patients with a
qualifying illness. This program was developed after
a representative of the ACO observed that many
patients were obtaining processed and unhealthy
food from the local food bank.
What Internal and External Resources Do
ACOs Use to Meet Non-Medical Needs?

ACO leaders reported using both internal and external
resources to allocate resources to meet non-medical
needs. Internal resources often included staff members
in existing team-based care management programs,
with specific care teams assigned to assist patients
with non-medical needs. For example, ACOs used
existing ED navigators to identify patients who needed
housing support at the time of discharge. Some ACOs
designated staff members such as social workers
or care managers to be consistently responsible for
meeting specific non-medical needs, so that patients
with observed non-medical needs were referred to
existing staff members.
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360 ACROSS THE CONTINUUM, continued...
ACOs also used external resources such as
community partners and public health agencies
to meet non-medical needs. One ACO worked
with local churches to meet patients’ non-medical
needs—even when patients were not members of
the church. Another ACO partnered with local
public health agencies to streamline the application
and enrollment processes for public social service
programs, such as nutrition and housing assistance.
ACOs commonly partnered with community
agencies such as food banks, fitness centers,
community centers, and other non-profits to
provide additional staffing and financial support. A
few ACOs purchased external services from private
companies to provide transportation for patients or
meet other common needs.

How Are New Models Being Tested?

In an effort to spur innovation and test new models
in this area, the Centers for Medicare and Medicaid
Services recently announced the Accountable Health
Communities Model, a $157 million initiative to
implement and evaluate various approaches to
addressing patients’ non-medical needs.
Lisa Remington is President of the Remington
Health Strategy Group, a leading home health and
post-acute advisor for strategic planning and business
development. Lisa has been publisher of The Remington
Report magazine, the nationwide advisor for post-acute
and stakeholders for 24 years.
www.remingtonreport.com

Takeaway Solutions
Thinking Out of the Box: Solving The Transportation Barrier
The growing trend: ride-sharing platforms for
the senior market to make transportation more
accessible for the aging population. Let’s look at some
examples.
MedStar Health, a non-profit health care system
with hospitals in Maryland and the district, began
a partnership with Uber last January that allows
its patients who use Uber to access the ride service
while on the hospital’s website and set-up reminders
for appointments. Medicaid patients who may not
have access to the Uber app can also arrange the ride
by calling the hospital’s patient advocates.
National MedTrans Network, a transportation system
that provides non-emergency medical rides for
patients and medical providers in a number of states,
expanded its services through a partnership with Lyft
last year in New York, California and Nevada.
Hackensack UMC, a hospital in New Jersey,
the Sarasota Memorial Hospital in Florida, and
30
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Relatient, a health care communication company
have also announced partnerships with Uber in
the past year. Vevo, a San Diego startup, says it is
offering a ride-hail-like technology for health care
appointments in Idaho, Arizona, Texas, Colorado
and California.
Cedars-Sinai in California launched Safe Transition
Home, a partnership program with a non-medical
home provider designed to smoothly transition
patients from the hospital to their home with the
goal of reducing inpatient readmissions, raising
patient satisfaction and improving health outcomes
— challenges facing hospitals nationwide.
UCLA Health, Sunrise Senior Living, Regents
Point, WISE & Healthy Aging and Avenidas Village
teamed-up with a non-medical home provider that
coordinated with a senior services transportation
already providing Meals on Wheels, the Congregate
Lunch Program, Case Management, Health and
Wellness Programs, and senior centers.
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Top Twenty Publicly Held
Home Care Companies
by: Pete Lewis, Writer, The Remington Report

Welcome to The Remington Report’s Top Twenty
list of the nation’s largest publicly held home care
companies. We compile this list every year to
recognize major players in our industry, but also to
reveal trends.
At first glance, 2016 may appear to have been
a relatively quiet year in the home health. This
year’s list looks very similar to 2015. While a few
companies changed ranks, none dropped off and
none were added. We typically see two or three
new companies added each year as they replace
companies that drop off for various reasons. They
may be acquired, no longer be publicly owned, or
they may simply get out home health to focus on
other aspects of health care.
In fact, two of this year’s Top Twenty companies
will likely not appear on the list next year. In May,
Genesis Healthcare sold its hospice and home care
operations to Compassus, a nationwide network
of community-based hospice and palliative care
programs. And, Community Health Systems Inc. in
October agreed to sell a majority ownership interest
in its home health division to a subsidiary of Almost
Family Inc. Community Health continue to operate
its hospitals, while Genesis will focus on its skilled

nursing and assisted and senior living facilities. It’s
worth noting that Genesis got into home health in
2014 when it acquired Skilled Healthcare Group.
At that time, several health care companies were
expanding into home care. Last November, Kindred
Healthcare announced its plans to exit the skilled
nursing facility business. Kindred once operated
around 300 skilled facilities across the United States.
One persistent trend that continues is consolidation.
Smaller home care companies and non-profits
continue to be acquired and merged into larger
regional and national providers. This year, Kindred
Healthcare, Ensign, Amedisys, LHC, Almost
Family and Addus made multiple and significant
acquisitions.
Our tradition is to list companies based on their total
revenue for the first nine months of 2016. But this
is merely a method for organization, not a ranking.
Home care may represent a relatively small portion
of overall revenue for some diverse companies
high on the list. While other companies that focus
exclusively on home health may appear lower, but are
major players in the industry.
So enjoy The Remington Report’s Top Twenty for 2016
and best wishes and good luck in 2017.
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Top 20 Publicly Held Home Care Companies, continued...

1.

Walgreens Boots Alliance

Address: 108 Wilmot Rd, Deerfield, IL. 60015
Web site: www.walgreens.com
Phone: 847-914-2500
Stock Symbol: WBA
Stock Exchange: NASDAQ
Executive Vice Chairman & CEO: Stefano Pessina
Business: Created in December 2014, though a combination
of Walgreens and Alliance Boots, Walgreens Boots Alliance
is the largest retail pharmacy and health destination in
the United States and Europe. It operates 13,200 stores
in 11 countries. In the United States, Walgreens operates
8,175 drugstores in 50 states, Washington D.C., Puerto
Rico and Guam, seven specialty pharmacies and about
400 healthcare clinics and provider practice locations that
provide respiratory services, infusion therapy, home medical
equipment, travel oxygen and nebulizer medication.
Financial performance: (Fiscal year ends August 31)
2016 nine month revenue (ended August 31): $88.32 billion
2016 nine month income (ended August 31): $3.06 billion
2016 revenue: $117.35 billion
2016 income: $4.17 billion
2015: revenue: $103.44 billion
2015 income: $4.22 billion
2014 revenue: $76.39 billion
2014 income:
$1.93 billion
2013 revenue: $72.22 billion
2013 income: $2.45 billion
2012 revenue: $71.63 billion
2012 income: $2.13 billion
2011 revenue: $72.18 billion
2011 income: $2.71 billion

2. Express Scripts Holding Co.

Address: One Express Way, St. Louis, Mo. 63121
Web site: www.express-scripts.com
Phone: 314-996-0900
Stock Symbol: ESRX
Stock Exchange: NASDAQ
CEO, President & Director: Timothy C. Wentworth
Business: Provides integrated pharmacy benefit
management services, including network-pharmacy claims
processing, home delivery, specialty benefit management,
benefit-design consultation, drug-utilization review,
formulary management, and medical and drug data analysis
services.
Financial performance:
2016 nine month revenue: $75.4 billion
2016 nine month income: $1.97 billion
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2015 revenue: $101.75 billion
2015 income: $2.48 billion
2014 revenue: $100.9 billion
2014 income: $2 billion
2013 revenue: $104.1 billion
2013 income: $1.84 billion
2012 revenue: $93.9 billion
2012 income: $1.31 billion
2011 revenue: $46.13 billion
2011 income: $1.28 billion

3. Humana Inc.

Address: 500 West Main St., Louisville, Ky. 40202
Web Site: www.humana.com
Phone: 502-580-1000
Stock Symbol: HUM
Stock Exchange: NYSE
CEO, President & Chairman: Bruce Broussard
Business: A health company that provides pharmacy,
provider services, home-based services through Humana at
Home, integrated behavioral health services, and predictive
modeling and informatics services to its health plan
members, and to third parties.
Financial performance:
2016 nine months revenue: $41.5 billion
2016 nine month income: $1.0 billion
2015 revenue: $54.29 billion
2015 income: $1.28 billion
2014 revenue: $48.5 billion
2014 income: $1.15 billion
2013 revenue: $41.3 billion
2013 income: $1.2 billion
2012 revenue: $39.1 billion
2012 income: $1.2 billion

4. Community Health Systems Inc.

Address: 4000 Meridian Blvd., Franklin, Tenn. 37067
Web site: www.chs.net
Phone: 615-465-7000
Stock Symbol: CYH
Stock Exchange: NYSE
Chairman & CEO: Wayne Smith
Business: Owns and operates or leases 158 hospitals in 22
states, 74 home care agencies and 15 hospice agencies. In
October 2016, Community sold its home health division to
Almost Family Inc.
Financial performance:
2016 nine month revenue: $13.97 billion
2016 nine month income: Net loss of $1.5 billion
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2015 revenue: $19.44 billion
2015 income: $158 million
2014 revenue: $18.6 billion
2014 income: $92 million
2013 revenue: $12.8 billion
2013 income: $141.2 million
2012 revenue: $12.8 billion
2012 income: $265.6 million
2011 revenue: $13.63 billion
2011 income: $201.95 million

5. Davita Healthcare Partners Inc.

Address: 2000 16th Street, Denver, Co. 80202
Web site: www.davita.com
Phone: 303-405-2100
Stock Symbol: DVA
Stock Exchange: NYSE
Chairman & CEO: Kent Thiry
Business: Provides kidney dialysis services and operates or
provides administrative services through 2,210 outpatient
dialysis centers, including 96 centers in 10 countries outside
the United States. DaVita also provides home hemodialysis
and peritoneal dialysis.
Financial performance:
2016 nine month revenue: $11.03 billion
2016 nine month income: $722.1 million
2015 revenue: $13.78 billion
2015 income: $269.7 million
2014 revenue: $12.8 billion
2014 income: $723.1 million
2013 revenue: $ 11.8 billion
2013 income: $633.4 million
2012 revenue: $8.2 billion
2012 income: $536 million
2011 revenue: $6.73 billion
2011 income: $478 million

6. Kindred Healthcare Inc.

Address: 680 South Fourth St., Louisville, Ky. 40202
Web site: www.kindredhealthcare.com
Phone: 502-596-7300
Stock Symbol: KND
Stock Exchange: NYSE
CEO, President & Director: Benjamin Breier
Business: Operates 82 long-term acute care hospitals, 91
nursing centers, 19 inpatient rehabilitation hospitals, 104
inpatient rehabilitation units; and 647 Kindred at Home
hospice, home health, and non-medical home care locations.
In November, 2016, Kindred announced plans to exit the
skilled nursing facility business.
Financial performance:
2016 nine month revenue: $5.47 billion
2016 nine month income: Net loss of 648.8 million
2015 revenue: $7.05 billion
2015 income: Net loss of $93.4 million
2014 revenue: $5 billion
2014 income: Net loss of $79.8 million

2013 revenue: $4.8 billion
2013 income: Net loss of $168.5 million
2012 revenue: $4.5 billion
2012 income: Net loss of $40.4 million
2011 revenue: $5.52 billion
2011 income: Net loss of $53.48 million

7. Genesis Healthcare Inc.

Address: 101 East State St., Kennett Square, Pa. 19348
Web Site: www.genesishcc.com
Phone: 610-444-6350
Stock Symbol: GEN
Stock Exchange: NYSE
CEO & Director: George V. Hager Jr.
Business: Operates approximately 500 skilled nursing and
assisted/senior living facilities in 34 states, and provides
rehabilitation therapy services, hospice care, home health
services, and private duty care services. In May, 2016, Genesis
sold its home care business to Compassus.
Financial performance:
2016 nine month revenue: $4.33 billion
2016 nine month income: Net loss of $159.4 million
2015 revenue: $5.62 billion
2015 income: Net loss of $426.2 million
2014 revenue: $4.77 billion
2014 income: Net loss of $254 million
2013 revenue: $4.7 billion
2013 income: Net loss of $178 million
2012 revenue: $857.9 million
2012 income: $21.6 million

8. Brookdale Senior Living Inc.

Address: 111 Westwood Place, Brentwood Tenn. 30727
Web Site: www.brookdaleliving.com
Phone: 615-221-2250
Stock Symbol: BKD
Stock Exchange: NYSE
CEO, President & Director: Andrew Smith
Business: Operates 130 retirement center communities, 915
assisted living communities, 78 rental CCRC communities,
14 entry fee CCRC communities and 164 communities for
third parties. Provides outpatient therapy, home health and
hospice services.
Financial Performance:
2016 nine month revenue: $3.77 billion
2016 nine month income: Net loss of $138.7 million
2015 revenue: $4.96 billion
2015 income: Net loss of $465.3 million
2014 revenue: $3.83 billion
2014 income: Net loss of $155.2 million
2013 revenue: $2.9 billion
2013 income: Net loss of $3.4 million
2012 revenue: $2.77 billion
2012 income: Net loss of $65.6 million
2011 revenue: $2.46 billion
2011 income: Net loss of $68.2 million
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Top 20 Publicly Held Home Care Companies, continued...

9. HealthSouth Corp.

Address: 3660 Grandview Parkway, Suite 200, Birmingham,
Al. 35243
Web site: www.healthsouth.com
Phone: 205-967-7116
Stock Symbol: HLS
Stock Exchange: NYSE
CEO, President & Director: Jay Grinney
Business: HealthSouth operates 121 inpatient rehabilitation
facilities and long-term acute care hospitals in 29 states and
Puerto Rico. Its home care division, Encompass, operates
more than 225 home health, pediatric and hospice locations.
Financial performance:
2016 nine month revenue: $3.62 billion
2016 nine month income: $182.3 million
2015 revenue: $3.12 billion
2015 income: $183.1 million
2014 revenue: $2.37 billion
2014 income: $222 million
2013 revenue: $2.25 billion
2013 income: $323.6 million
2012 revenue: $2.13 billion
2012 income: $185 million
2011 revenue: $2.01 billion
2011 income: $208.7 million

10. Alere Inc.

Address: 51 Sawyer Road, Suite 200, Waltham, Mass. 02453
Web site: www.alere.com
Phone: 781-647-3900
Stock Symbol: ALR
Stock Exchange: NYSE
President, CEO & Director: Namal Nawana
Business: Develops and manufactures patient diagnosis,
monitoring, and health management products and services
for cardiology, infectious diseases, toxicology, diabetes,
oncology, and women’s health. Alere Home Monitoring
provides home anticoagulation monitoring and related
products.
Financial performance:
2016 nine month revenue: $1.77 billion
2016 nine month income: $222.8 million
2015 revenue: $2.46 billion
2015 income: $206.4 million
2014 revenue: $2.6 billion
2014 income: Net loss of $33.7 million
2013 revenue: $2.61 billion
2013 income: Net loss of $75 million
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2012 revenue: $2.82 billion
2012 income: Net loss of $78.2 million
2011 revenue: $2.39 billion
2011 income: Net loss of $133.5 million

11. The Ensign Group Inc.

Address: 27101 Puerta Real, Ste. 450, Mission Viejo,
Calif. 92691
Web Site: www.ensigngroup.net
Phone: 949-487-9500
Stock Symbol: ENSG
Stock Exchange: NASDAQ
CEO, Chairman & President: Christopher R. Christensen
Business: Operates 209 healthcare facilities, 18 hospice
companies, 175 home health agencies, 3 home care
businesses, and 14 urgent care clinics in 14 states.
Financial performance:
2016 nine month revenue: $1.22 billion
2016 nine month income: $31.8 million
2015 revenue: $1.34 billion
2015 income: $55.4 million
2014 revenue: $1.03 billion
2014 income: $36 million
2013 revenue: $904.6 million
2013 income: $24 million
2012 revenue: $823.2 million
2012 income: $40.6 million
2011 revenue: $758.3 million
2011 income: $47.7 million

12. Providence Service Corp.

Address: 700 Canal St. 3rd Floor, Stamford, Conn. 06902
Web site: www.prsholdings.com
Phone: 520-747-6600
Stock Symbol: PRSC
Stock Exchange: NASDAQ
CEO, President & Director: James M. Lindstrom
Business: Provides and manages multiple healthcare and
social services, comprised of non-emergency transportation
services, workforce development services, legal offender
rehabilitation services, and health assessment services in the
United States and abroad.
Financial performance:
2016 nine month revenue: $1.19 billion
2016 nine month income: $7.5 million
2015 revenue: $1.70 billion
2015 income: $83.7 million
2014 revenue: $1.14 billion
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2014 income: $20.3 million
2013 revenue: $1.12 billion
2013 income: $19.4 million
2012 revenue: $1.1 billion
2012 income: $8.5 million
2011 revenue: $943 million
2011 income: $16.9 million

12. Chemed Corp.

(VITAS Healthcare Corp.)
Address: (VITAS) Suite 1500, 100 South Biscayne Blvd., Miami,
Fla. 33131
Phone: 305-374-3143
Web site: www.vitas.com
Stock Symbol: CHE
Stock Exchange: NYSE
CEO & COO: Nick Westfall
Business: Chemed operates two segments: VITAS, which
provides hospice services through contractual agreements
with skilled nursing facilities and inpatient hospice facilities
in 15 states and the District of Columbia; and Roto-rooter, a
drain cleaning service.
Financial performance:
2016 nine month revenue: $1.17 billion
2016 nine month income: $76.6 million
2015 revenue: $1.54 billion
2015 income: $110.3 million
2014 revenue: $1.46 billion
2014 income: $99.3 million
2013 revenue: $1.41 billion
2013 income: $77.3 million
2012: revenue: $1.43 billion
2012 income: $89.3 million
2011 revenue: $1.36 billion
2011 income: $86 million

14. Amedisys Inc.

Address: 3854 American Way, Ste. A, Baton Rouge, La. 70816
Web site: www.amedisys.com
Phone: 225-292-2031
Stock Symbol: AMED
Stock Exchange: NASDAQ
CEO, President and Director: Paul B. Kusserow
Business: Owns and operates 329 Medicare-certified home
health agencies and 79 hospice agencies in 34 states and the
District of Columbia.
Financial performance:
2016 nine month revenue: $1.07 billion
2016 nine month income: $28.7 million
2015 revenue: $1.28 billion
2015 income: Net loss of 2.3 million
2014 revenue: $1.2 billion
2014 income: $12.8 million
2013 revenue: $1.25 billion

2013 income: Net loss of $96.2 million
2012 revenue: $1.49 billion
2012 income: Net loss of $83.6 million
2011 revenue: $1.47 billion

15. Civitas Solutions Inc.

Address: 313 Congress St., 6th Floor, Boston, Mass. 02210
Web Site: www.civitas-solutions.com
Phone: 617-790-4800
Stock Symbol: CIVI
Stock Exchange: NYSE
President, CEO & Chairman: Bruce F. Nardella
Business: Civitas Solutions, Inc., a subsidiary of Vestar
Capital Partners, provides home- and community-based
health and human services to individuals with intellectual,
developmental, physical or behavioral disabilities and other
special needs in 35 states.
Financial performance:
(Fiscal year ends September 30)
2016 nine month revenue (ended June 30): $1.05 billion
2016 nine month income (ended June 30): $6.5 million
2015 revenue: $1.37 billion
2015 income: $3.1 million
2014 revenue: $1.26 million
2014 income: Net loss of $22.8 million
2013 revenue: $1.2 billion
2013 income: Net loss of $18.3 million
2012 revenue: $1.1 billion
2012 income: Net loss of $13.3 million

16. Bioscrip Inc.

Address: 1600 Broadway, St. 950, Denver, Co. 80202
Web Site: www.bioscrip.com
Phone: 720-697-5200
Stock Symbol: BIOS
Stock Exchange: NASDAQ
CEO, President & Director: Daniel E. Greenleaf
Business: Operates more than 70 locations in 28 states that
provide home infusion and other home care services, and
pharmacy benefit management (PBM) services.
Financial performance:
2016 nine month revenue: $695.5 million
2016 nine month income: Net loss of $29 million
2015 revenue: $982.2 million
2015 income: Net loss of $299.7 million
2014 revenue: $984.1 million
2014 income: Net loss of $147.5 million
2013 revenue: $769.5 million
2013 income: Net loss of $69.7 million
2012 revenue: $593.4 million
2012 income: $64.7 million
2011 revenue: $554.5 million
2011 income: $7.9 million
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Top 20 Publicly Held Home Care Companies, continued...

17. National Healthcare Corp.

19. Almost Family Inc.

18. LHC Group Inc.

20. Addus Homecare Corp.

Address: 100 Vine St., Suite 1400, Murfreesboro, Tenn. 37130
Web site: www.nhccare.com
Phone: 615-890-2020
Stock Symbol: NHC
Stock Exchange: AMEX
Chairman and CEO: Robert Adams
Business: National Healthcare operates 74 long-term health
care centers, 36 homecare programs, 20 assisted living
communities, and five independent living centers.
Financial performance:
2016 nine month revenue: $688.6 million
2016 nine month income: $36.7 million
2015 revenue: $906.6 million
2015 income: $53.1 million
2014 revenue: $871.7million
2014 income: $53.4 million
2013 revenue: $789 million
2013 income: $64.6 million
2012 revenue: $761 million
2012 income: $59.3 million
2011 revenue: $773.5 million
2011 income: $64.1 million

Address: 901 Hugh Wallis Road, Lafayette, La. 70508
Web Site: www.lhcgroup.com
Phone: 337-233-1307
Stock Symbol: LHCG
Stock Exchange: AMEX
Chairman and CEO: Keith Myers
Business: LHC Group operates 289 home-health service
locations, 11 community-based services agencies, 64 hospice
service locations and 6 long term acute-care hospitals.
Financial performance:
2016 nine month revenue: $679.4 million
2016 nine month income: $33.8 million
2015 revenue: $816.4million
2015 income: $32.3million
2014 revenue: $733.6 million
2014 income: $21.8 million
2013 revenue: 658.3 million
2013 income: $22.3 million
2012 revenue: $637.6 million
2012 income: $27.4 million
2011 revenue: $633.9 million
2011 income: Net loss of $13.2 million
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Address: 9510 Ormsby Station Rd., Suite 300, Louisville, Ky.
40223
Web site: www.almost.family.com
Phone: 502-891-1000
Stock Symbol: AFAM
Stock Exchange: NASDAQ
Chairman and CEO: William Yarmuth
Business: Operates about 94 Medicare-certified home health
agencies with 162 locations; and 74 personal care locations in
14 states.
Financial performance:
2016 nine month revenue: $470.1 million
2016 nine month income: $14.7 million
2015 revenue: $532.2million
2015 income: $20 million
2014 revenue: $495.8 million
2014 income: $13.8 million
2013 revenue: $356.9 million
2013 income: $8.2 million
2012 revenue: $340.6 million
2012 income: $17.3 million
2011 revenue: $339.9 million
2011 income: $20.8 million

Address: 2300 Warrenville Road, Downers Grove, Ill. 60515
Web site: www.addus.com
Phone: 630-296-3400
Stock Symbol: ADUS
Stock Exchange: NASDAQ
CEO, President and Director: Dirk Allison
Business: Provides social and personal care and skilled
medical services to patients in their homes. It operates 118
agencies in 24 states. and 5 adult daycare facilities in Illinois.
Financial performance:
2016 nine month revenue: $297 million
2016 nine month income: $4.5 million
2015 revenue: $336.8 million
2015 income: $11.6 million
2014 revenue: $312.9 million
2014 income: $12.2 million
2013 revenue: $265.9 million
2013 income: $19.1 million
2012 revenue: $244.3 million
2012 income: $7.6 million
2011 revenue: $230.1 million
2011 income: Net loss of $2 million
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Insights into transforming home
health and post-acute services
The rapid transformation of the healthcare

FutureFocus – delivered to you

of your company.

to say thanks for your hard work

industry requires a weekly focus on the future

FutureFocus follows the roadmap of

changes to provide you insights to de-risk
decision-making and gain confidence to
drive your organization to success.

Each week industry expert, Lisa Remington,
offers a unique perspective and actionable

every Wednesday – complimentary –
and continued loyalty to making
a difference.

Subscribe now!
Visit remingtonreport.com to sign up
and start bringing your future into
focus today!

solutions impacting your organization.
We understand day-today

operations are challenging.
FutureFocus hits the
cutting-edge

transformations

to keep the future
at your fingertips.
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Improve patient
outcomes with McKesson
™
WoundCare Companion
Healing begins here
McKesson WoundCare Companion™ is an all-in-one resource that delivers valuable product guidance,
clinical support and tools – helping you and your staff save time and money while providing the best-possible care.

Download our WoundCare Companion™ Product Resource Guide now
at mms.mckesson.com/wound-care

© 2016 McKesson Medical-Surgical Inc.
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