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June 22, 2018 
 
The Honorable Seema Verma 
Administrator 
Centers for Medicare and Medicaid Services  
U.S. Department of Health and Human Services 
Attention: CMS-1671-P 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
 
Delivered Electronically 
 
RE: CMS-1688-P “Medicare Program; Inpatient Rehabilitation Facility Prospective Payment 
System for Federal Fiscal Year 2019, Proposed Rule” 83 Fed. Reg. 20972 (May 8, 2018) 
 
Dear Administrator Verma:  
 
This letter is submitted on behalf of the American Medical Rehabilitation Providers Association 
(AMRPA) regarding the Inpatient Rehabilitation Facility Prospective Payment System (IRF PPS) 
Federal Fiscal Year (FY) 2019 Proposed Rule, published in the Federal Register on May 8, 2018. 
AMRPA is the national trade association representing more than 625 freestanding inpatient 
rehabilitation hospitals and rehabilitation units of general hospitals (collectively referred to as 
inpatient rehabilitation facilities (IRFs, hereinafter referred to as IRH/Us) by the Centers for 
Medicare and Medicaid Services (CMS)), outpatient rehabilitation service providers, long-term care 
hospitals (LTCHs), and several skilled nursing facilities (SNFs). The vast majority of our members 
are Medicare participating providers.  
 
In 2016, inpatient rehabilitation hospitals and units (IRH/Us) served 350,000 Medicare beneficiaries 
with more than 391,000 IRH/U stays.1 On average, Medicare Part A payments represent more than 
60 percent of IRH/U revenues.2 Any alterations to the Medicare payment system have substantial 
implications for these medical providers. IRH/Us provide hospital-level care, which is significantly 
different in intensity, capacity, and outcomes from care provided in non-hospital post-acute care 
settings. AMRPA members help their patients maximize their health, functional ability, 
independence, and participation in society so they are able to return to home, work, or an active 
retirement. 
 
Our substantive comments are found in the attachments to this letter. These comments reflect 
extensive feedback from the medical rehabilitation industry, including professionals involved in 
every aspect of the treatment of IRH/U patients. Over the past two months, AMRPA has convened 
multiple committees and workgroups with experts from the field to analyze closely and comment on 

                                                      
1 Medicare Payment Advisory Commission, Executive Summary, in REPORT TO THE CONGRESS, MEDICARE 

PAYMENT POLICY xx. (Mar. 2018) 
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every aspect of the proposed rule. The diverse range of perspectives and robust discussion and debate 
involved in crafting these comments ensure that these recommendations reflect the most 
knowledgeable and thorough understanding of the proposed rule and its impact on IRH/Us and their 
patients.  
 
Our primary concern is the proposal to create a new case-mix classification system, hence new Case-
mix Groups (CMGs) for payment purposes, by utilizing data collected on the inpatient rehabilitation 
facility patient assessment instrument (IRF-PAI) as proposed to be amended. As we stated to the 
Secretary and you in our May 18th letter, we oppose moving forward with these proposed changes 
which would result in a new set of CMGs upon which IRH/Us would be paid starting with Fiscal 
Year 2020 (FY 2020) at this time. We respectfully urge CMS to refrain from finalizing these 
proposed changes to the IRF-PAI and to the CMGs for the reasons stated more fully in our attached 
analyses and comments.  
 
Additionally we appreciate the agency’s desire to reduce the regulatory burden on physicians in 
proposing several changes to the IRH/U coverage criteria  We support the proposals regarding 
removal of the admission order requirement and allowing the Post-Admission Physician Evaluation 
to count as one of the required face to face physician visits. However, we have reservations about the 
other three proposals which are detailed below in the recommendations and in Attachment A.  
 
Finally, we have included in Attachment B our comment letter on the FY 2019 Inpatient Prospective 
Payment System/Long Term Care Hospital (IPPS/LTCH) proposed rule pertaining to a proposal to 
allow IPPS-excluded hospitals to have IPPS-excluded units and other proposed policies that have 
consequences for IRH/Us.  
 
Our complete recommendations, comments, and analysis of the IRF PPS rule are included in 
Attachment A and our recommendations, comments and analysis on the IPPS/LTCH rule are 
included in Attachment B. A summary of our IRF PPS recommendations follow. 
 
Summary of Recommendations 
 

I. Proposed Removal of the FIM ™ Instrument and Associated Function Modifiers 
From the IRF-PAI Beginning with FY 2020 and Proposed Refinements to the Case-
Mix Classification System Beginning with FY 2020 
 
A. Proposed Removal of the FIM™ Instrument and Associated Function Modifiers 

From the IRF-PAI Beginning with FY 2020 
AMRPA recommends that CMS retain the use of FIM™ items for purposes of CMG 
determination until such a time that any replacement items, such as the proposed 
Quality Indicator (QI) assessment items, are proven to be sufficiently valid for 
payment purposes under the IRF PPS.  
 

B. Proposed Refinements to the Case-Mix Classification System Beginning with FY 
2020 
AMRPA urges CMS to withdraw these proposals until the accuracy, efficacy, and 
validity of the QI items, and their impact on patient care, are sufficiently understood. 
For these reasons, AMRPA recommends that the proposed changes to the IRF PPS 
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case-mix classification system and removal of the FIM™ items be delayed until the 
following concerns are addressed: 
1. There must an adequate volume of data consisting of at least two federal fiscal 

years.  
2. CMS should disregard QI data from FY 2017 for purposes of developing 

payment policy. The first year of data collection should not be included because 
the field was just beginning to use and integrate these items into their practice, 
and represents a learning period when data may be more inconsistent. 

3. CMS must validate that the proposed QI items are suitable and appropriate for 
payment purposes in the IRF PPS.  

4. CMS must ensure there is standardization in how IRH/Us clinicians are scoring 
and assessing the QI items. CMS should conduct interrater reliability studies to 
validate practice consistency in the field. 

5. CMS must be much more transparent with this work than it has been thus far. 
Specifically, the agency should share with stakeholders all background data such 
as full regression results, the Classification and Regression Tree (CART) 
analysis, rules used in developing the CART nodes, etc.  

6. As part of this effort, CMS must involve stakeholders to a far greater extent and 
convene at least one technical expert panel (TEP) with members of medical 
rehabilitation researchers, policy experts, and IRH/U clinicians and coders. With 
their advisement, CMS should ensure that new processes for patient classification 
and payment are administratively feasible and straightforward.  

7. Any modifications to the IRF PPS should be an improvement over the current 
payment system particularly with respect to accounting for the burden of care, 
sensitivity of data elements, and costs of care.  

 
C. Proposed Changes to the Functional Status Score Beginning with FY 2020 

1. AMRPA does not support using the proposed QI motor items without additional 
information. Therefore, we also request the data and analyses which justify that 
these items are the most suitable ones for predicting cost and are an 
improvement over the current assessment items.  

2. AMRPA requests that CMS explain how patients who are wheelchair-dependent 
at admission would be accounted for in the new CMGs as the proposed motor 
function score does not include a wheelchair locomotion item.  

3. AMRPA requests that CMS reconcile and clarify the seemingly contradictory 
statements regarding the inclusion of cognitive function in the FY 2020 CMGs, 
and provide further detail regarding how cognitive function would play a role in 
CMG determination. 

4. AMRPA does not support using the BIMS or IRF-PAI Section B items BB0700 
and BB0800 to replace the five FIM™ cognitive items. We further recommend 
that CMS investigate whether there are floor or ceiling effects with the proposed 
cognitive function items.  

5. AMRPA recommends that CMS conduct further study into the relationship 
between cognitive function and resource use in IRH/Us. 
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D. Proposed Updated to the Score Reassignment Methodology Beginning with FY 
2020 
AMRPA does not support the proposals to recode the QI items for self-care, 
mobility, bowel continence, and bladder continence.  
 

E. Proposed Refinements to the CMGs Beginning with FY 2020 
1. AMRPA does not support adopting the FY 2020 CMGs, relative weights, and 

average length of stay values described in Table 9 of the proposed rule.  
2. AMRPA requests that CMS provide the underlying analyses and data so that 

providers can validate the impact the budget neutral proposal would have on 
them.  

3. AMRPA does not support the proposal to combine certain CMGs in 
Rehabilitation Impairment Category (RIC) 16 and RIC 17.  
 

II. Proposed Revisions to Certain IRF Coverage Requirements Beginning with FY 2019 
 
A. Proposed Changes to the Physician Supervision Requirement Beginning with FY 

2019 
AMRPA supports the proposal to permit the Post-Admission Physician Evaluation to 
count as one of the three face-to-face visits during the first week of an IRH/U 
admission and recommends CMS implement this change.  
 

B. Proposed Changes to the Interdisciplinary Team Meeting Requirement 
Beginning with FY 2019 
AMRPA recommends CMS not finalize its proposal to permit remote physician 
attendance at team meetings. AMRPA encourages CMS to instead continue to work 
with physicians and providers to find more meaningful ways to alleviate physician 
burden while not compromising the physician-driven care that is the hallmark of 
rehabilitation hospitals and units.  
 

C. Proposed Changes to the Admission Order Documentation Requirement 
Beginning with FY 2019 
AMRPA supports CMS’ proposal to remove the admission order requirement from 
the IRH/U conditions of payment, especially if this change will reduce unnecessary 
claim denials, and recommends CMS finalize this proposal.  
 

D. Solicitation of Comments Regarding Additional Changes to the Physician 
Supervision Requirement 
AMRPA recommends CMS not pursue the concept of remote patient visits as it 
would provide limited ability for physicians to provide needed hands-on assessments 
and treatments and reduce the quality of visits, and ultimately overall care, provided 
in an IRH/U.  
 

E. Solicitation of Comments Regarding Changes to the Use of Non-Physician 
Practitioners in Meeting the Requirement Under § 412.622. (a (3), (4) and (5) 
AMRPA recommends CMS not permit Non-Physician Practitioners to perform any 
of the currently required roles of a rehabilitation physician, including those functions 
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involving the Pre-Admission screening, Post-Admission Physician Evaluation, the 
Individualized Overall Plan of Care or the Interdisciplinary Team Meetings.  
 

III. Proposed Revisions and Updates to the IRF Quality Reporting Program (QRP) 
 
A. Method for Applying the Reduction to the FY 2019 IRF Increase Factor for 

Providers that Fail to Meet the Quality Reporting Requirements 
AMRPA urges CMS to provide more flexibility in its application of the two-percent 
noncompliance penalty to allow providers an opportunity to correct any errors when a 
good faith effort to submit data is undertaken, and reserve such harsh penalties for 
egregious offenders who are flouting their responsibilities under the IRF QRP. 
 

B. Proposed New Removal Factor for Previously Adopted IRF QRP Measures 
1. AMRPA supports adopting Factor 8 as a factor for CMS to consider when it 

evaluates measures for removal from the IRF QRP measure set. We additionally 
recommend that CMS act to remove the following measures from the IRF QRP, 
which we believe also meet Factor 8’s criteria for removal:  

 NHSN Catheter Associated Urinary Tract Infection (CAUTI) Outcome 
Measure (NQF #0138); 

 NHSN Facility-wide Inpatient Hospital-onset Clostridium difficile 
Infection (CDI) Outcome Measure (NQF #1717); and 

 Influenza Vaccination among Healthcare Personnel (NQF #0431), which 
is also submitted via CDC/NHSN. 

 
C. Proposed Removal of Two IRF QRP Measures 

1. AMRPA supports CMS’ proposal to remove NHSN Facility-wide Inpatient 
Hospital-onset Methicillin-resistant Staphylococcus aureus (MRSA) Bacteremia 
Outcome Measure (NQF #1716) and Percent of Residents or Patients Who Were 
Assessed and Appropriately Given the Seasonal Influenza Vaccine (Short Stay) 
(NQF #0680) from the IRF QRP.  

2. AMRPA respectfully requests CMS issue guidance to clarify that the presence of 
dashes on IRF-PAI items O0250A, O0250B, and O0250C is appropriate 
beginning FY 2019 and will not cause a noncompliance determination. 

 
D. Proposed Policies Regarding Public Display of Measure Data for the IRF QRP 

While AMRPA supports the public display of the four functional status outcome 
measures, we have several recommendations to improve how CMS implements this 
proposal: 

a. CMS should apply the measures to a uniform Medicare patient population 
across post-acute care settings that is inclusive of Medicare Part A and Part C 
beneficiaries. Short of this, CMS should use a uniform patient population that 
is the lowest common denominator, which would be Part A beneficiaries, for 
purposes of cross-setting comparisons and for public reporting. 

b. To help minimize consumer misinformation, CMS should revise the measure 
names on IRF Compare and Nursing Home Compare to better differentiate 
the measures, and also display information explaining how the measures are 
actually different among PAC settings. 
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c. CMS should educate providers well in advance of when these measures will 
be publicly displayed to explain how performance on the functional outcomes 
measures are calculated and how the data will be reported to the public. 

d. CMS should be more transparent with regard to the statistical methodologies 
and national data it uses to calculate provider performance and make this 
information available to stakeholders. 

e. CMS should provide IRH/Us with actionable patient-level data for these 
measures, and the quality data displayed on IRF Compare should be stratified 
by clinical conditions.  

 
E. Proposed Changes to Reconsideration Notification Requirements under the IRF 

QRP 
1. AMRPA does not support involving MACs with IRF QRP compliance issues. We 

recommend that CMS use Cormac as the Medicare contractor for IRF QRP 
noncompliance outreach and communications.  

2. AMRPA recommends that CMS must use at least two methods to notify 
providers of their noncompliance: QIES-ASAP, USPS, or Cormac. 

3. AMRPA supports CMS’ proposal to notify providers of final reconsideration 
decisions using the same notification processes. 

 
IV. Proposed Update to the Case-Mix Group (CMG) Relative Weights and Average 

Length of Stay (ALOS) Values for FY 2019 
AMRPA urges CMS to provide the underlying analyses and report the agency uses to 
update the CMG relative weights and ALOS.  

 
V. Facility-Level Adjustment Factors 

AMRPA urges CMS to include more detailed information in the final rule explaining the 
agency’s rationale for continuing the freeze of facility level adjustments. We continue to 
recommend a minimum interval for any change in IRH/Us’ provider-level adjustment 
factors of once every three years.  

 
VI. Proposed FY 2019 IRF PPS Payment Update 

 
A. Proposed FY 2019 Market Basket Update and Productivity Adjustment 

1. AMRPA respectfully requests CMS provide access to the analyses done by 
contractors to calculate the market basket update each year.  

2. AMRPA recommends that CMS carefully monitor the impact productivity 
adjustments have on the IRH/U sector, provide feedback to Congress as 
appropriate, and utilize any authority the agency has to reduce the productivity 
adjustment. 

B. Proposed Wage Adjustment for FY 2019 
As stated in our comment letter in previous years, AMRPA recommends that CMS 
utilize the most current wage data (which is already used for acute care hospitals and 
other PAC providers) to determine the IRH/U wage index to level the recruitment 
playing field across all post-acute sites of care.  
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VII. Proposed Update to Payments for High-Cost Outliers Under the IRF PPS for FY 
2019 
AMRPA supports the policy of setting outlier payments at 3 percent of total estimated 
aggregate payments. AMRPA continues to request that CMS take all necessary actions to 
ensure that the full 3 percent of outlier payments are paid out each fiscal year.  
 

VIII. Request for Information on Promoting Interoperability and Electronic Healthcare 
Information Exchange Through Possible Revisions to the CMS Patient Health and 
Safety Requirements for Hospitals and Other Medicare- and Medicaid-
Participating Providers and Suppliers 
AMRPA recommends that CMS take several interim steps prior to pursuing a change to 
the Medicare Conditions of Participation (CoPs). These steps include providing 
incentives for IRH/Us to adopt the use of certified EHR technology, addressing the issue 
of patient matching, and pursuing ways to encourage EHR vendors to halt information 
blocking practices. While AMRPA appreciates CMS’ continued efforts to promote 
appropriate sharing of electronic health information between providers, we are concerned 
that CMS is suggesting an amendment to the CoPs pertaining to interoperability in the 
near future when so much work is still necessary to ensure post-acute care hospitals like 
IRH/Us have the proper infrastructure to participate in such information sharing.  

 
Conclusion  
AMRPA is committed to working with CMS to strengthen and improve its proposed changes to the 
IRF PPS case-mix classification system and corresponding changes to the IRF-PAI. We are confident 
our members will collaborate and cooperate with CMS in moving forward to test and demonstrate 
potential approaches. We share the agency’s goal of reducing administrative burden, but not at the 
expense of safety and quality improvement efforts or payment system accuracy, and certainly we are 
unwilling to take risks to embrace a system that may negatively impact access to quality care for the 
most medically complex Medicare beneficiaries. Accordingly, AMRPA urges CMS to refrain from 
finalizing the proposal in its current form and under its proposed timeline. 
 
AMRPA also shares CMS’ desire to reduce the regulatory burden on providers as proposed with 
respect to the coverage requirements, as well as in several other areas which we suggest in 
Attachment A. 
 
Finally, we further seek to eliminate provider regulatory burdens and level the playing field for all 
IPPS-excluded providers as the post-acute care continuum moves toward a more integrated model of 
service delivery and payment reform.  
 
AMRPA welcomes continued opportunities to collaborate with the Department of Health and Human 
Services (HHS) and CMS to refine and improve the IRF PPS. If you have any questions about 
AMRPA’s recommendations, please contact us or AMRPA’s Executive Vice President for 
Government Relations and Policy Development, Carolyn Zollar, M.A., J.D., (czollar@amrpa.org / 
202-860-1003). 
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Sincerely, 
 

 
 
Richard Kathrins, Ph.D. 
Chair, AMRPA Board of Directors  
President and CEO Bacharach Institute for Rehabilitation 
 
 

 
Mark J. Tarr 
Chair, AMRPA Regulatory and Legislative Policy Committee 
President and Chief Executive Officer, Encompass Health  
 
Cc:  
Laurence Wilson 
Jeanette Kranacs 
Todd Smith 
Susanne Seagrave 
Gwendolyn Johnson 
Mary Pratt 
Stacey Mandl 
Tara McMullen  
Christine Grose 
Charles Padgett 
 
Attachment A 
American Medical Rehabilitation Providers Association’s Analysis, Comments, and 
Recommendations on the Medicare Program; Inpatient Rehabilitation Facility Prospective Payment 
System for Federal Fiscal Year 2019, Proposed Rule; 83 Fed. Reg. 20972 (May 8, 2018) 
 
Attachment B 
American Medical Rehabilitation Providers Association’s Analysis, Comments and 
Recommendations on the Medicare Program; Hospital Inpatient Prospective Payment Systems for 
Acute Care Hospitals and the Long-Term Care Hospital Prospective Payment System and Proposed 
Policy Changes and Fiscal Year 2019 Rates; 83 Fed. Reg. 20164 (May 7, 2018)  
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Appendix A 
 

American Medical Rehabilitation Providers Association’sAnalysis, Comments, and 
Recommendations on the Medicare Program; Inpatient Rehabilitation Facility Prospective 

Payment System for Federal Fiscal Year 2019, Proposed Rule; 83 Fed. Reg. 20972 (May 8, 2018) 
 
I. Proposed Removal of the FIMTM Instrument and Associated Function Modifiers From 

the IRF-PAI Beginning with FY 2020 and Proposed Refinements to the Case-Mix 
Classification System Beginning with FY 2020, p. 20988 
AMRPA’s primary concern in this section is the proposal to create a new case-mix 
classification system, hence new Case-mix Groups (CMGs) for payment purposes by 
utilizing the Quality Indicator (QI) data elements collected on the Inpatient Rehabilitation 
Facility Patient Assessment Instrument (IRF-PAI). While we welcome the agency’s efforts to 
reduce provider burden, we believe this proposal is premature.  
 
As we stated to the Secretary and you in our May 18th letter, we oppose moving forward with 
these proposed changes that would result in a new set of CMGs upon which inpatient 
rehabilitation hospitals and units (IRH/Us) would be paid starting with Federal Fiscal Year 
(FY) 2020. We are concerned that these changes can harm patients since the clinical 
characteristics obtained, and estimated resources utilized in serving these critically ill people 
will be inappropriately stated, thereby making any payment system derived therefrom 
inaccurate. Hence, we respectfully urge CMS to refrain from finalizing these proposed 
changes to the IRF-PAI and proposed CMGs for the reasons stated more fully below.  

 
A. Proposed Removal of the FIMTM Instrument and Associated Function Modifiers 

From the IRF-PAI Beginning with FY 2020, p. 20988 
CMS proposes to remove the FIMTM Instrument and associated Functional Modifiers 
from the IRF-PAI beginning with FY 2020. Specifically, CMS proposes to remove:  
 Item 39 which contains 18 of the FIMTM data elements and the FIMTM scale used to 

assess both motor and cognitive functioning at admission and discharge; and 
 Items 29-38 which contain Function Modifiers associated with the FIMTM instrument. 

 
CMS would then utilize specific data items from the QI section of the IRF-PAI for the 
new case-mix classification system discussed below. However, these QI items have been 
used to collect data for the IRF Quality Reporting Program (QRP) only since the start of 
the last FY (October 1, 2016), and no studies or analyses have been performed to 
determine their accuracy for use in a payment system, as proposed in this rule. The 
impact of these new items on patients and provider operations is not yet well understood. 
Without a sufficiently clear understanding of the accuracy of these new items for 
payment purposes, these major changes may not be justified. In addition, making 
payment system changes at this time flaunts the deliberate timeline Congress set forth 
when it enacted the Improving Medicare Post-Acute Care Transformation (IMPACT) Act 
of 2014, which directs CMS to report to Congress on post-acute care (PAC) payment 
reforms for all four PAC providers once the prescribed data elements have been 
developed as standardized cross-setting measurements. 
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CMS has stated no clinical rationale for proposing this shift to the new data items; instead 
it offers only a general motivation to reduce provider burden. While reducing provider 
burden is a laudable goal, it should not be done at the expense of safety and quality 
improvement efforts or payment system accuracy. Therefore, we urge CMS to 
withdraw the proposal until the accuracy, efficacy, and validity of using the new 
items for payment, and their impact on patient care, are sufficiently understood. We 
recommend CMS retain the use of FIM™ items for purposes of CMG 
determination until such a time that any replacement items, such as the proposed QI 
assessment items, are proven to be sufficiently valid for payment purposes under the 
IRF PPS. 
 

B. Proposed Refinements to the Case-Mix Classification System Beginning with FY 
2020, p. 20989 
CMS proposes to utilize certain QI data elements to devise new functional scores, CMGs, 
and the CMG relative weights and average lengths of stay. As stated above, we do not 
believe it is prudent to adopt the proposed changes to the case-mix classification system. 
Our specific concerns with the proposal follow. 
 
1. The Data Used to Support the New System is Insufficient  

As stated in our preliminary letter, AMRPA thinks it is premature to transfer to the 
QI data elements for CMGs based on the validity of the data elements proposed, lack 
of scientific evidence to support the change, and practical implications to the 
effective management of inpatient rehabilitation services. The impact of moving from 
a patient classification system built with one set of data elements to another, and with 
definitions and assessment scales that do not align, are considerable. In our view, its 
justification would require more extensive analyses than are included in the proposed 
rule. The rule does not provide evidence to demonstrate that the proposed QI items 
predict cost variation sufficiently or that they are sensitive enough to capture true 
patient deficits. Hence, Medicare payments based on the new CMGs may not be 
distributed equitably or accurately. Given that the median Medicare margin for all 
IRH/Us is only 3.3 percent,3 AMRPA is concerned that any potential payment 
misdistribution may cause some providers financial hardship and lead to patient 
access issues. 
 
The IRH/U community has a rich history of building its patient classification and 
case-mix policies on sound research and scientific evidence foundations. Significant 
changes to the IRF PPS have always been substantiated by at least two years of data 
collection. The IRF PPS was developed utilizing four years of data (CYs 1996-1999), 
and the significant CMG revisions finalized in the FY 2006 final rule were based on 
data from FYs 2002-2003.4 The IMPACT Act is likewise structured around the 
principle of using at least two years of data as the representative sample for Medicare 

                                                      
3 Based on AMRPA’s analysis of CMS Final Rule Inpatient Rehabilitation Facility Prospective Payment System 
rate setting files for FY 2018. 
4 Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Fiscal Year 2006. 70 Fed. 
Reg. 30192. (May 25, 2005). 
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payment policy changes. Hence, we are disappointed that CMS decided to proceed 
with its current proposals based on only one year of data.  
 
As early as 1985, the National Association of Rehabilitation Facilities (the 
predecessor organization to AMRPA) developed a position paper on a prospective 
payment system (PPS) for IRH/Us and commissioned a study regarding a PPS from 
Coopers and Lybrand. In 1987, the RAND Corporation and the Medical College of 
Wisconsin investigated an IRF PPS and determined that diagnoses alone explained 
little of the variance in cost and functional status explained more of total costs for 
rehabilitation patients.5 In 1994, Margaret Stineman, MD, issued a report to what is 
now AMRPA titled “A Prototype Classification System for Medical Rehabilitation: 
Report to The American Rehabilitation Association.”6 In 1995, the RAND 
Corporation began extensive research on the development of an IRF PPS. This 
research was later updated using 1996 and 1997 Medicare payment data and patient 
assessment data to develop the IRF PPS proposed rule. For the 2002 final rule 
implementing the IRF PPS, CMS used 1998 and 1999 Medicare payment and patient 
assessment data. Hence, prior to the adoption of the FIM™ items for IRF payment 
determination, CMS and stakeholders undertook numerous studies and used multiple 
years’ worth of data to ensure the accuracy and appropriateness of the system still in 
place today. 
 

2. CMS Has Not Been Transparent in Developing the New Case-Mix Classification 
System 
CMS has not been transparent with the medical rehabilitation community in 
developing or vetting its proposed policies. CMS’ past work with the IRF PPS, from 
the initial development to subsequent payment system refinements, involved 
consultation with independent panels of rehabilitation technical experts, policy 
experts, subject matter experts, and clinicians. These advisory groups provided CMS 
with clinical judgment and guidance, as well as offered input on the real-world 
implications of the proposed policies. And yet despite the scale of this proposed 
change – one that would dramatically alter the method by which IRH/Us have been 
paid by Medicare since the advent of the IRF PPS in 2002 – CMS has not convened 
an advisory panel to evaluate the specific case-mix and patient classification changes 
proposed in the rule. We would further contend that this does not comport with the 
Administration’s priorities to work more collaboratively with the provider 
community and allow the judgment of on-the-ground clinicians to inform the 
substantive core of the agency’s policies.  
 
Needless to say, the lack of transparency makes it difficult for stakeholders to 
contribute informed and constructive feedback that would result in better-developed 
CMGs. First, the premise of announcing these changes in a proposed rulemaking and 
its limited comment window handicaps stakeholders’ ability to provide more 

                                                      
5 Hosek, S., Kane, R., Carney, M., et al.: Charges and Outcomes for Rehabilitative Care: Implications for the 
Prospective Payment System. RAND (Nov. 1986). 
6 Margaret Stineman, A Prototype Classification System for Medical Rehabilitation: Report to The American 
Rehabilitation Association (1994). 
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comprehensive and evaluative input. Contrast this approach with the payment 
reforms in the skilled nursing facility prospective payment system (SNF PPS) 
included in this year’s SNF proposed rule, in which CMS actively involved the 
stakeholder community with significant lead time and has been much more 
transparent with all of the supporting research material. 
 
In the FY 2019 IRF PPS proposed rule, CMS references a 2014 technical expert 
panel (TEP) which explored the feasibility of incorporating the Continuity 
Assessment Record and Evaluation (CARE) data items in the IRF PPS case-mix 
system in lieu of the FIMTM items. To our knowledge, none of the background 
research or subsequent TEP input and discussions have been shared with the public. 
Several AMRPA members, including an AMRPA representative, participated on this 
panel. To their recollection, the amount and type of methodological information made 
available for those meetings far exceeds what CMS and RTI have shared in this 
rulemaking. Furthermore, while RTI references “clinical judgment” several times in 
its report, there is no transparency about whose judgment was sought or if they had 
clinical experience in IRH/Us. It is critically important for CMS to be transparent 
with stakeholders about the background data such as the full regression results, 
the Classification and Regression Trees (CART) analysis, rules used in 
developing the CART nodes, and understanding the changes to the CMGs, 
particularly when CMS reduces the number of CMGs in certain rehabilitation 
impairment categories (RICs).  

 
3. The Total Cases Analyzed May Be Unrepresentative of the IRH/U Field 

We believe that the total final volume of cases used in the development of the FY 
2020 CMGs using the standardized patient data elements was under-representative of 
the total cases for FY 2017 and therefore the IRH/U field. RTI described its exclusion 
rules and additional exclusion criteria in creating the sample upon which the new 
CMGs were developed using CART analysis, resulting in a sample of 270,103 IRH/U 
stays.7 Hence, the final sample used by RTI to generate the set of CMGs being 
proposed for FY 2020 only constituted 57.1 percent of total FY 2017 discharges.  
 
We find this to be a woefully insufficient sample, again based on one year of data that 
was the first year of data collection and therefore inherently flawed from the outset. 
Therefore, we recommend that in conducting the additional analyses described 
above, CMS should utilize a larger sample in its future analyses. This expanded 
sample may be a natural result of the overall larger data sample from multiple years. 
 
Additionally, there are significant uncertainties in the field about how clinicians are 
supposed to score these new items, leading to the possibility that these items have 
produced inconsistent and unstable clinical data that does not reflect actual patient 
rehabilitation needs and could be significantly underestimating the care a given 
IRH/U patient requires. IRH/Us began collecting the proposed QI assessment items 
in October 2016, but the first training event CMS offered was only five months 

                                                      
7 RTI International. Analyses to Inform the Potential Use of Standardized Patient Assessment Data Elements in the 
Inpatient Rehabilitation Facility Prospective Payment System, 2-2 – 2-3, fig. 1 (Apr. 2018).  
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earlier, and the agency continues to address questions and conduct more training 
events due to the lack of consistency and standardization in practice. In addition, 
there are no peer-reviewed research or studies on the proposed QI assessment items 
regarding their validity, interrater reliability, or use for Medicare payment purposes. 
There are also no scientifically valid literature or methods to crosswalk the FIM™ to 
the CARE Item Set which have been made available to the rehabilitation field. This 
lack of information seriously impedes IRH/Us’ ability to meaningfully study and 
compare patient functional outcomes should CMS remove the FIM™ from the IRF-
PAI. 
 

4. The QI Data Items and Practices Do Not Completely Capture the Burden of 
Care and Therefore Resource Use and Cost 
It is unclear if the QI items or ratings scales include an adequate range of sensitivity 
for the types of patients seen in the inpatient rehabilitation setting. AMRPA is 
concerned that they may not capture the true burden of patient care and would 
therefore not paint an accurate picture of patient severity, level of impairment, 
resource use and therefore cost. Furthermore, CMS’ guidance to score the patient’s 
“usual performance” does not allow clinicians to capture the maximum burden of 
care. As described in more detail below, it remains to be seen whether the QI items 
are sufficiently sensitive to capture the patient’s ability or lack thereof. For example, 
the Brief Interview for Mental Status (BIMS) is a simple screen for the presence of 
cognitive deficits instead of actually assessing a patient’s cognitive function or 
impairments.  
 
The QI items are scored based on a patient’s usual performance during the three-day 
assessment period, whereas the FIM™ items are scored based on the patient’s lowest 
functional score during the assessment window. Per CMS’ IRF QRP Training 
Manual on how to score Section GG functional items:  

“A patient’s functional status can be impacted by the environment or 
situations encountered at the facility. Observing the patient’s interactions with 
others in different locations and circumstances is important for a 
comprehensive understanding of the patient’s functional status. If the 
patient’s admission or discharge functional status varies, record the patient’s 
usual ability to perform each activity. Do not record the patient’s best 
performance and do not record the patient’s worst performance, but rather 
record the patient’s usual performance.” 

 
Patient performance however, varies significantly throughout the day and our 
members report that it will be challenging to determine an “average” performance 
over the three-day assessment period. For example, a patient may only need moderate 
or minimal assistance during the daytime and is scored as such by the therapy staff, 
but the patient may have later required maximum to total assistance for toilet transfer 
from the nursing staff during the night. Scoring only the “usual performance” for this 
patient – and using that score for CMG determination – would fail to capture the total 
burden of care. When looking at patient suitability for community discharge, it is 
critical to be able to consider the accurate and representative care burden to 
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distinguish between those patients who are fully independent versus those requiring 
occasional help.  
 
Our members report that using the “usual performance” standard is ambiguous and 
difficult to implement in a standard manner across the IRH/U care portfolio and 
would be far more administratively challenging than recording the lowest score. It 
would also require IRH/Us to develop a process with IRF-PAI software vendors to 
input a representatively “usual” score for CMG determination versus the lowest 
score, which is straightforward to program. This issue is but one example of the 
administrative challenges CMS needs to contemplate before this proposal can be 
considered ready for adoption.  
 
Finally, functional status data elements on the IRF-PAI are not just factors for 
payment but they have also played an essential role in how IRH/Us measure and 
improve the quality of patient care. In order for there to be continuity of quality and 
safety data, IRH/Us need to have tools to transform FIMTM elements into the QI items 
to continue to advance the safety and quality programs in place at their organizations. 
Until CMS is able to provide validated tools to do this, however, our members say 
that it would be dangerous to rely solely on the new QI items. Most, if not all, 
IRH/Us would need to continue recording the FIMTM items and therefore the goal of 
regulatory burden reduction would not actually be achieved. 

 
C. Proposed Changes to the Functional Status Score Beginning with FY 2020, p. 20989  

CMS proposes to modify the case-mix classification system to use a functional status 
score based on the QI data for motor function, memory function, communication 
function, and age. Specifically, CMS proposes to use:  
 An additive and unweighted motor score derived from the QI assessment items for: 

eating, oral hygiene, toileting hygiene, shower bathe/self, upper body dressing, lower 
body dressing, putting on/taking off footwear, bladder continence, bowel continence, 
roll left and right, sit to lying, lying to sitting on side of bed, sit to stand, chair/bed-to-
chair transfer, toilet transfer, walk 10 feet, walk 50 feet with two turns, walk 150 feet, 
and 1 step (curb); and 

 An additive cognitive score derived from what CMS refers to as the communication 
assessment items (hearing, speech and visions items in Section B of the IRF-PAI) and 
memory items (the BIMS in IRF-PAI Section C).  

 
Fundamentally, AMRPA is not convinced that CMS has conducted adequately thorough 
analyses to conclude that the proposed QI items are the best predictors for cost. Although 
the technical report states that RTI considered “the range of available [assessment] items” 
for developing motor and cognitive scores, we find that it falls short of the level of sound 
methodological research on which the current IRF PPS is built. For instance, RTI has not 
included in the report the full set of regression analyses to support its conclusion that the 
proposed items are the most appropriate variables for defining the new CMGs. This 
information is crucial to validate that any proposed case-mix changes are evidence-based. 
As stated above, this level of detail was previously shared with stakeholders when CMS 
studied using the CARE Item Set for IRF PPS payment purposes.  
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1. Proposed Motor Function Score and Data Items 
With regard to the QI motor score, we request that CMS explain why it proposes to 
use an unweighted motor function. In 2005, CMS adopted the use of a weighted 
motor score for the FIM™ motor items because RAND’s regression analyses showed 
that a weighted motor score predicted costs better than an unweighted motor score. 
Across all RICs, a weighted motor score index improved the explanation of variance 
within each RIC by 9.5 percent, thereby significantly enhancing the accuracy of 
motor items to predict costs.8 Using weighted motor scores was one of several 
technical improvements adopted in the FY 2006 IRF PPS final rule that lead to “new 
CMGs that better predict treatment costs in the IRF PPS.”9 Hence, void of any 
explanation or data from CMS to justify otherwise, we cannot perceive how reverting 
to an unweighted motor score for the proposed FY 2020 CMGs would improve or 
further refine the IRF PPS.  
 
We also ask CMS to address how patients who are wheelchair-dependent at 
admission would be accounted for in the new CMGs as the proposed motor 
function score does not include a wheelchair locomotion item. Currently, 
admission locomotion is assessed by the FIM™ item 39La—Walk/Wheelchair which 
accommodates wheelchair-dependent patients. This item is included in the current 
function score with a weight of 1.6 (tied for the highest weight with FIM™ item 
39Ma—Stairs). Similarly, in Section GG of the IRF-PAI, locomotion for wheelchair-
dependent patients at admission is assessed by Section GG items GG0170Q3 (Does 
the patient use a wheelchair/scooter), GG0170R1 (Wheel 50 feet with two turns), and 
GG0170S1 (Wheel 50 feet). 
 
However, CMS proposes to include in the new motor function score only the items 
for walking: GG0170I1 (Walk 10 feet), GG0170J1 (Walk 50 feet with two turns), 
GG0170K1 (Walk 150 feet), and GG0170M1 (One-step curb). 
 
If this is intentional, AMRPA requests that CMS provide the rationale behind 
why its proposal excludes wheelchair locomotion items from the motor score. 
Perhaps more importantly, CMS needs to explain the impact this change may have 
on wheelchair-dependent patients. If this deletion is instead an unintentional 
omission, then it is further reason why there needs to be a thoroughly deliberate and 
methodical process for transitioning to the new CMGs. Such an oversight would 
underscore the need for CMS to convene and consult a clinical advisory panel beyond 
the “clinical judgment” referenced by RTI.  
 
AMRPA does not support using the proposed QI motor items without additional 
information. Therefore, we request the data and analyses which justify that 
these items are the most suitable ones for predicting cost and are an 
improvement over the current assessment items. This information is particularly 
critical because there is no direct crosswalk between the FIM™ and the CARE Item 

                                                      
8 Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Fiscal Year 2006. 70 Fed. 
Reg. 47898 (Aug. 15, 2005). 
9 Id. at 47893. 
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Set, and the proposed rule does not describe how the transposition from FIM™ items 
to CARE items takes place. For instance, the current motor scores include Item 
39Ma—Stairs which assesses patient locomotion on a 12 to 14-step flight of stairs. 
This item is weighted at 1.6, one of the highest weights on the current motor score. 
Despite there being a similar item in the Section GG QIs, GG0170O1—12 Steps, 
CMS does not propose to include GG0170O1 in the new motor score and fails to 
explain or provide data justifying why removing stairs locomotion from the motor 
score is warranted.  
 

2. The Proposed QI Cognitive Function Items May Not Be Adequately Sensitive to 
Capture Cognitive Deficits 
First, we find it misleading and disingenuous for CMS to characterize the new case-
mix classification system as being inclusive of cognitive function when, in actuality, 
cognitive scores play no role in the new CMGs at all. In the rule, CMS states that it is 
“proposing to incorporate a motor score, a memory score, a communication score, 
and age into the IRF case-mix classification system.”10 CMS also says that RTI’s 
“regression analysis indicated that the components of functional status that were 
found to best predict costs were the patient’s motor function, a memory function, a 
communication function based on comprehension and expression, and age.” 
However, these statements appear to be contradicted by technical specifications in 
RTI’s report, which note that “…though included in the CART modeling, neither the 
communication items (IRF-PAI Section B) nor the memory items (IRF-PAI Section C 
BIMS) are reflected in the final CMG definitions.”11 Furthermore, the FY 2020 
CMGs in Table 9 of the proposed rule do not include cognitive scores in any of the 
definitions.  
 
Frankly, AMRPA is confused by CMS’ proposal to incorporate a memory score (the 
BIMS) and a communication score (Section B of the IRF-PAI) in the case-mix 
classification system when, for all intents and purposes, in the final proposed FY 
2020 CMG definitions, cognitive function scores do not factor in at all. AMRPA 
requests that CMS reconcile and clarify the seemingly opposing statements 
referenced above. We cannot find in the proposed rule any satisfactory rationale 
as to why cognitive function scores are wholly excluded from the new CMGs.  
 
a. Concerns with the Proposed Use of the QI Memory and Communications 

Data Items  
In addition to the issues raised above, we have several concerns regarding the 
memory and communication items. We do not believe they are sufficiently 
sensitive to measure the cognitive deficits demonstrated, the resources used and 
therefore the cost of the burden of care. Therefore AMRPA does not support 
using the BIMS or IRF-PAI Section B items BB0700 and BB0800 to replace 
the five FIM™ cognitive items. We also recommend that CMS investigate 

                                                      
10 Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Federal Fiscal Year 2019, 83 
Fed. Reg. 20990 (May 8, 2018).  
11 RTI International, Analyses to Inform the Potential Use of Standardized Patient Assessment Data Elements in the 
Inpatient Rehabilitation Facility Prospective Payment System, 2-7. (April 2018) (emphasis added). 
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whether there are floor or ceiling effects with the proposed cognitive 
function items. The BIMS, referred to in the rule as the memory score, was 
developed and tested in the CARE Item Set. The complete CARE Item Set is 
designed with gateway questions in several assessment domains and, by utilizing 
skip patterns in these areas to minimize burden when possible, is able to more 
comprehensively assess those patients who need further evaluation. The CARE 
Item Set includes two types of items: Core items, which are asked of every 
patient in that setting regardless of condition; and Supplemental items, which are 
only asked of patients having a specific condition. The Supplemental items 
measure severity or degree of need for those who have a condition. 
 
The proposed QI items, however, do not encompass the entirety of the cognitive 
CARE Item Set. Rather, they are a piecemeal assessment which, as a result, paint 
only a partial picture of the patient. As we describe below, the BIMS contains 
only the gateway questions and fails to more fully assess for a patient’s cognitive 
deficits.  
 
The BIMS is based largely on assessment items in the SNF MDS 3.0, with only 
minor adaptations made to ensure applicability to the full range of post-acute care 
providers. As designed for the CARE Item Set used in the Post-Acute Care 
Payment Reform Demonstration (PAC PRD), the BIMS is a gateway item for the 
Confusion Assessment Method (CAM) which is triggered when responses to the 
BIMS suggest the presence of cognitive impairment.12 In other words, the genesis 
of the BIMS was not specific to the inpatient rehabilitation patient population 
and, more importantly, the BIMS was not intended to be used in isolation without 
the CAM to assess cognitive impairment. Yet this is exactly the approach CMS 
proposes in the rule. 
 
This incongruence may explain the ceiling effect seen in the FY 2017 patient 
assessment data for the BIMS. RTI reports that the mean FY 2017 patient score 
on the BIMS is 12.55 out of a range of 1-15.13 Normalizing this to a 0-based 
scale, the mean BIMS score is 82.5 percent of the maximum score. In contrast but 
as a point for reference, the mean FIM™ cognitive assessment score for the same 
patient population is 22.01 out of a range of 5-35, or 56.7 percent on a normalized 
scale. Contributing to this observation may be the way the assessments are 
scored, i.e., documenting the usual performance versus the lowest functional 
score.  
 
Patients also scored as much higher functioning on the proposed QI 
communication items than on the FIM™ cognitive assessment items. Similar to 
the BIMS, the QI communication items also seem to demonstrate a ceiling effect. 
As shown below, more than half of all patients scored at the highest level of 

                                                      
12 RTI International, Continuity Assessment Record and Evaluation (CARE) Item Set: Additional Provider-Type 
Specific Interrater Reliability Analyses, 21 (Sept. 2012).  
13 RTI International, Analyses to Inform the Potential Use of Standardized Patient Assessment Data Elements in the 
Inpatient Rehabilitation Facility Prospective Payment System, C-4 (Apr. 2018). 
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function for the QI communication items (see Figure 1), versus a much broader 
scoring distribution on the FIM™ items (see Figure 2).14 (Higher score on either 
scales = higher functioning.)  
 

 
 

Table 1: QI Cognitive Function Communication Item (IRF-PAI Section B) 
FY 2017 Scoring Distribution 

 N 

Scores 1 2 3 4 
BB0700 Expression Idea Want Code: 
Admission 

9,958 30,616 135,731 193,085 

Percent of all patients 2.7% 8.3% 36.7% 52.2% 
BB0800 Understands Other Code: 
Admission 

6,109 34,438 140,227 188,616 

Percent of all patients 1.7% 9.3% 37.9% 51.0% 
 

 
 

                                                      
14 Id. 
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Figure 1: Scoring Distribution of 
QI Cognitive Function Communication Items, FY 2017
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Table 2: FIMTM IRF-PAI Cognitive Items 
FY 2017 Scoring Distribution  

1 2 3 4 5 6 7 
39NA Communication: Comprehension 11,240 24,796 46,992 74,901 106,330 81,576 23,849 

Percent of all patients 3.0% 6.7% 12.7% 20.3% 28.8% 22.1% 6.5% 
39OA Communication: Expression 14,032 24,118 41,992 67,800 102,693 79,842 39,207 

Percent of all patients 3.8% 6.5% 11.4% 18.3% 27.8% 21.6% 10.6% 
39PA Social Cognition: Social Interaction 11,580 19,398 36,369 61,581 105,840 93,091 41,825 

Percent of all patients 3.1% 5.2% 9.8% 16.7% 28.6% 25.2% 11.3% 
39QA Social Cognition: Problem Solving 30,458 42,706 67,411 86,965 90,453 38,101 13,590 

Percent of all patients 8.2% 11.6% 18.2% 23.5% 24.5% 10.3% 3.7% 
39RA Social Cognition: Memory 25,301 43,400 65,063 80,412 87,672 48,826 19,010 

Percent of all patients 6.8% 11.7% 17.6% 21.8% 23.7% 13.2% 5.1% 
 

Our members have expressed considerable concerns about the new cognitive 
items not reflecting patient characteristics. Several members have noted that, as a 
screening tool, the BIMS should be used to identify the need for further 
assessment of cognitive deficits or as needed. For example, one member said:  

“You can use observation and utilize other tools to contribute to 
understanding the cognitive impairments and score the FIM™ items 
accordingly. I really am not yet comfortable with the idea that there is one 
cognitive assessment to fit the needs of all patients, or that there is enough 
research data supporting one assessment as meeting the need to accurately 
determine burden of care at all levels of impairment. The simple screens give 
you little more than saying you need to do more testing and don’t reflect the 
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variation in cognitive deficits nor burden of care from mild to significant 
burden. More in-depth screens or assessments may be unnecessary paperwork 
for those without cognitive deficits, detracting from their individual care 
needs. The level of cognitive deficit in turn makes a difference in cost of care 
in terms of staffing needs, length of stay and need for caregiver support once 
discharged to home or potentially another facility setting. We have had 
patients score the highest score on BIMS yet have mild to moderate cognitive 
deficits that are not reflected by this screen.” 

 
3. CMS Should Enhance, Not Diminish, How Cognitive Function Factors into 

Case-Mix Classification 
RTI states that “the function rating scale for the standardized patient assessment data 
elements may capture aspects of cognitive status; the scale measured need for 
assistance, including supervision.”15 Reading between the lines, it may be assumed or 
shown that lower motor function or ability reflects cognitive deficits on the further 
presumption that a person with low cognitive ability may not be able to hear, 
understand, or otherwise follow various instructions to improve functional ability. 
AMRPA urges CMS to conduct further study into the relationship between 
cognitive function and resource use in IRH/Us. It would be foolhardy to adopt a 
case-mix system for medical rehabilitation patients that does not thoroughly account 
for cognitive impairment by using truly clinically sensitive data items.  
 
It was recognized early in the development of the IRF PPS case-mix classification 
system and research that the FIM™ cognitive assessment items would benefit from 
further refinement or expansion in order to better reflect the needs of medical 
rehabilitation patients. A clinical advisory panel convened by CMS and RAND 
around that time suggested that “certain cognitive areas, currently unmeasured by the 
FIM, might be important additional predictors of resource use” for the IRF PPS.16 
Researchers involved in creating the payment system also recommended that future 
refinements should incorporate new dimensions of performance to the cognitive scale 
such as executive function, motivation, or depression.17 CMS is currently collecting 
data in the Beta Test of standard patient assessment data elements as mandated by the 
IMPACT Act, and several cognitive assessment items are being used in that test, such 
as the BIMS, CAM, and other cognitive items. Hence, it remains to be seen whether 
any of these items may be adequately sensitive to detect or reflect various cognitive 
deficits.  
 
Given the longstanding recommendations to enhance cognitive assessment for 
payment purposes and the future direction of the PAC field under the IMPACT Act, 
it is inconceivable that any dilution of cognitive function in the IRF PPS patient 

                                                      
15 RTI International, Analyses to Inform the Potential Use of Standardized Patient Assessment Data Elements in the 
Inpatient Rehabilitation Facility Prospective Payment System, 2-7 (Apr. 2018).  
16 RAND, A Classification System for Inpatient Rehabilitation Patients: A Review and Proposed Revisions to the 
Functional Independence Measure-Function Related Groups, 68 (1998). 
17 Carter, G., Relles, D., Ridgeway, G. & Rimes, C., Measuring Function for Medicare Inpatient Rehabilitation 
Payment, 24(3) HEALTH CARE FIN. REV., 25-44 (Spring 2003). 
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classification system could be viewed as a step in the right direction. If the proposed 
items are not sufficiently sensitive or as discriminatory as the current cognitive items, 
then their inclusion is essentially a step backwards for the accuracy of the IRF PPS. 
While the existing items could be improved upon, as noted earlier, they would appear 
to be more discriminating in measuring cognitive deficits, and thus should continue to 
be used until such a time as CMS identifies better data items. It is not advisable to 
subject IRH/U patients to a less refined cognitive assessment tool.  

 
D. Proposed Updates to the Score Reassignment Methodology Beginning with FY 2020, 

p. 20991 
CMS proposes several changes to the coding values used in the QI data items which it 
says are necessary based on a clinical review it conducted on item coding. For the self-
care and mobility items, CMS proposes that response values of 07, 09, 10, 88, and the 
presence of a dash (“-”) will be recoded to 1, the most dependent level, except the toilet 
transfer item, which is recoded to 2. CMS states these changes are consistent with current 
reassignment methodology rules. CMS proposes to recode the bowel and bladder 
continence values as follows: 

 For the bladder continence item, CMS proposes to reassign a value of 1 (stress 
incontinence only) to 0 (always continent), a value of 5 (no urine output) to 0 
(always continent), and a value of 9 (not applicable) to 4 (always incontinent);  

 For the bowel continence item, CMS proposes to reassign a value of 9 (not rated) 
to 2 (frequently incontinent); and 

 For both items, CMS proposes to reassign a missing score to 0 (always continent). 
 
AMRPA discussed these changes with our clinician members who are nurses, therapists, 
PPS coders and IRH/U administrators. Based on the information presented in the rule and 
the RTI report, we cannot determine if CMS is proposing to recode these items in this 
manner because it is scientifically valid, or because it is simply adopting the current 
practice under FIMTM. The FY 2006 IRF PPS rule changed the assignment of 0 on the 
FIM™ Transfer to toilet item from a “1” to a “2” for the purposes of determining 
payments. This policy was evidence-driven and supported by RAND’s regression 
analysis on two years of assessment data from FYs 2002-2003.18 With regard to the FY 
2019 proposal, we question whether CMS or RTI has the depth or volume of data to 
justify this change from a statistical basis, or if these proposals simply retrofit the QI 
items to existing scoring practices. Because there is no crosswalk between the FIM™ and 
the CARE Item Set, we do not think it is sound to directly apply FIM™ recoding rules to 
the QI assessment items. Short of further rationale and explanation from CMS, 
AMRPA does not support the proposed recoding policies. 

 
E. Proposed Refinements to the CMGs Beginning with FY 2020, p. 20991 

CMS proposes to implement the new CMG relative weights in a budget neutral manner in 
FY 2020. While the payments may be neutral in aggregate, there are still substantial 
impacts to individual providers. For instance, the four IRH/Us in rural New England are 

                                                      
18 Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Fiscal Year 2006. 70 Fed. 
Reg. 30211. (May 25, 2005). 
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estimated to receive a -5.60 percent payment reduction due to the rule.19 Given that 63 
percent of rural IRH/Us already have a negative Medicare margin (less than 0.0),20 this 
drastic payment cut would be unsustainable to operations and hence threaten patient 
access. AMRPA urges CMS to provide its underlying analyses and data so that 
providers can validate the impact the budget neutral proposal would have on them. 
Without this information, stakeholders cannot properly assess the proposal’s effect 
on them, and are therefore denied a meaningful opportunity to comment. CMS has 
issued facility-level impact analysis for SNFs with the FY 2019 SNF PPS proposed 
rule.21 AMRPA requests that CMS show the same consideration for the IRH/U 
community and make this key piece of information available to providers.  
 
CMS proposes to combine CMGs 03 and 04 for RIC 16 and combine CMGs 05 and 06 
for RIC 17 due to analyses indicating higher costs for patients with no cognitive 
impairment as compared to those with any level of impairment. RTI states these results 
may be driven by small sample sizes. We do not support this proposal and think it is 
all the more reason for CMS and RTI to analyze a larger sample size of data beyond 
just the first year of QI data collection.  
 
Finally, CMS proposes to adopt in FY 2020 the new CMGs and relative weights 
described in Table 9 of the proposed rule. AMRPA does not support adopting the FY 
2020 CMGs and relative weights.  

 
In a post-IMPACT Act environment, any changes to PAC providers’ payments and patient 
case-mix at this point will affect the field in a highly significant way down the line. IRF PPS 
payment levels and case-mix are critical setting-specific characteristics that will establish a 
potentially penultimate foundation for the inpatient rehabilitation sector as policymakers and 
providers migrate progressively toward a unified PAC PPS. Accordingly, any policies 
proposed for IRH/Us should build upon – and not compromise – the extant sophistication, 
scientific merit, and patient-centeredness of the IRF PPS.  
 
Furthermore, CMS’ proposal is inconsistent with the timeline and process set forth in the 
IMPACT Act, which has not yet introduced standardized patient assessment data elements 
(including data on functional status) to all post-acute care provider types. Provider experience 
with the test sites that are now collecting standardized patient assessments and quality data 
suggest that much work is still to be done before these indicators could serve as a basis for 
payment. Additionally, CMS and MedPAC are directed to report to Congress after collecting 
two years of data on the findings of the IMPACT Act and to provide recommendations for 

                                                      
19 RTI International, Analyses to Inform the Potential Use of Standardized Patient Assessment Data Elements in the 
Inpatient Rehabilitation Facility Prospective Payment System, 3-3. (Apr. 2018).  
20 Based on AMRPA’s analysis of CMS Final Rule Inpatient Rehabilitation Facility Prospective 
Payment System rate setting files for FY 2018. 
21Centers for Medicare and Medicaid Services, SNF PPS Payment Model Research: Patient Driven Patient Model. 
(Retrieved June 12, 2018). CMS states: “To assist stakeholders in their review of the RCS-I model, as discussed in 
the SNF PPS Advance Notice of Proposed Rulemaking (ANPRM) and Technical Report provided above, we are 
providing a provider-specific impact analysis file, which details the estimated impact of the RCS-I model discussed 
in the ANPRM on Medicare Part A payments to each SNF in the country.” 
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/SNFPPS/therapyresearch.html. 
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replacing existing payment policies by incorporating standardized patient assessment data. 
Finalizing policies that have major payment ramifications informed by only one year of data 
is wholly inconsistent with the IMPACT Act’s core premise of developing a complete 
evidentiary basis prior to anticipated reforms. 
 
Any regulatory burden reduction derived from eliminating duplicative reporting is more than 
offset by having to adapt to major changes in the payment system that flow purely from such 
purported relief. More importantly, such a rushed transition creates serious concerns as to 
whether this proposal sufficiently safeguards patient access, quality of care, and accurate 
payment, to a level consistent with a more appropriately planned transition. If CMS’ 
proposed case-mix revisions are indeed budget neutral, there should be no reason to proceed 
faster than necessary to get it right the first time. Therefore, there would be no budgetary 
impact in delaying the current proposal. 
 
Summary of AMRPA Recommendations: 
For these reasons, AMRPA recommends that any move to the proposed changes to the IRF 
PPS case-mix classification system and removal of the FIM™ items be delayed until the 
following concerns are addressed: 
1. There must an adequate volume of data consisting of at least two federal fiscal years.  
2. CMS should disregard QI data from FY 2017 for purposes of developing payment policy. 

The first year of data collection should not be included because the field was just 
beginning to use and integrate these items into their practice, and represents a learning 
period when data may be more inconsistent. 

3. CMS must validate that the proposed QI items are suitable and appropriate for payment 
purposes in the IRF PPS.  

4. CMS must ensure there is standardization in how IRH/Us clinicians are scoring and 
assessing the QI items. CMS should conduct interrater reliability studies to validate 
practice consistency in the field. 

5. CMS must be much more transparent with this work than it has been thus far. 
Specifically, the agency should share with stakeholders all background data such as full 
regression results, the CART analysis, rules used in developing the CART nodes, etc.  

6. As part of this effort, CMS must involve stakeholders to a far greater extent and convene 
at least one TEP with members of medical rehabilitation researchers, policy experts, and 
IRH/U clinicians and coders. With their advisement, CMS should ensure that new 
processes for patient classification and payment are administratively feasible and 
straightforward.  

7. Any modifications to the IRF PPS should be an improvement over the current payment 
system particularly with respect to accounting for the burden of care, sensitivity of data 
elements, and costs of care.  

  
Specific to the rule’s proposed changes to case-mix and patient classification policies, 
our concerns and recommendations are summarized below. AMRPA:  
1. Urges CMS to withdraw the proposal until the accuracy, efficacy, and validity of the 

new items, and their impact on patient care, are sufficiently understood. We recommend 
CMS retain the use of FIM™ items for purposes of CMG determination until such a 
time that any replacement items, such as the proposed QI assessment items, are proven 
to be sufficiently valid for payment purposes under the IRF PPS. We do not recommend 
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adopting of the FY 2020 CMGs, relative weights, and average length of stay values 
described in Table 9 of the proposed rule.  

2. Does not support using the proposed QI motor items without additional information. 
Therefore, we also request the data and analyses which justify that these items are the 
most suitable ones for predicting cost and are an improvement over the current 
assessment items.  

3. Requests that CMS explain how patients who are wheelchair-dependent at admission 
would be accounted for in the new CMGs as the proposed motor function score does not 
include a wheelchair locomotion item.  

4. Requests that CMS reconcile and clarify the seemingly contradictory statements 
regarding the inclusion of cognitive function in the FY 2020 CMGs, and provide further 
detail regarding how cognitive function would play a role in CMG determination. 

5. Does not support using the BIMS or IRF-PAI Section B items BB0700 and BB0800 to 
replace the five FIM™ cognitive items. We further recommend that CMS investigate 
whether there are floor or ceiling effects with the proposed cognitive function items.  

6. Recommends CMS conduct further study into the relationship between cognitive 
function and resource use in IRH/Us. 

7. Does not support the proposals to recode the QI items for self-care, mobility, bowel 
continence, and bladder continence.  

8. Requests that CMS provide the underlying analyses and data so that providers can 
validate the impact the budget neutral proposal would have on them. Without this 
information, stakeholders cannot properly assess the proposal’s effect on them, and are 
ultimately denied a meaningful opportunity to comment. 

9. Does not support the proposal to combine certain CMGs in RIC 16 and RIC 17.  
 

II. Proposed Revisions to Certain IRF Coverage Requirements Beginning with FY 2019, p. 
20996 
The hospital is the site of care where patients with the most immediate, pressing and 
challenging medical conditions are treated. AMRPA, as well as the American Medical 
Association (AMA), believes that physicians must maintain the ultimate responsibility for 
coordinating and managing the care of patients and ensuring that quality health care is 
provided to patients in all settings, but especially in hospitals.22 This holds especially true for 
rehabilitation hospitals and units (IRH/Us). CMS states in the Medicare Benefit Policy 
Manual (MBPM) that, “the primary distinction between the IRF environment and other 
rehabilitation settings is the high level of physician supervision that accompanies the 
provision of intensive rehabilitation therapy services.”23 AMRPA firmly agrees with that 
statement.  

 
The role of the rehabilitation physician in an IRH/U is neither exclusively the direct treatment 
of patients, nor is it solely serving in a managerial role over other clinicians. The 
rehabilitation physician’s role is a blend of acting as a direct care provider, including hands-
on evaluations and treatment, as well as directing other clinicians’ treatment regimens, such 
as therapy treatment plans. The role also involves the synthesis of clinical information from 
many sources, and subsequent medical decision making based on that information. The exact 

                                                      
22 AMA Policy H-35.988, Independent Practice of Medicine by Nurse Practitioners. 
23 CMS, Medicare Benefit Policy Manual, Ch. 1 § 110.2.4 - Physician Supervision (Jan. 1, 2010). 
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role the physician serves is unique to each patient’s needs, and draws upon the physician’s 
years of training and experience in rehabilitation medicine. This multi-faceted role, including 
the direct, hands-on treatments and evaluations, the synthesis of nuanced clinical information, 
the required complex medical decision making, and the direction of other clinicians’ course 
of treatment, is a role that can only be performed by a rehabilitation physician.  

 
Simply put, the rehabilitation physician’s expertise is uniquely situated to ensure the best 
outcomes for patients treated in IRH/Us. No other type of clinician has the training, skills and 
experience to tackle the multifaceted role of the rehabilitation physician. AMRPA firmly 
believes that the rehabilitation physician is, and should remain, at the heart of the delivery of 
care in IRH/Us. Any meaningful dilution of the current role played by these physicians 
would only serve to jeopardize patient care and outcomes. It is with this firm commitment to 
the rehabilitation physician’s role in IRH/Us that AMRPA responds to CMS’ proposals.  

 
A. Proposed Changes to the Physician Supervision Requirement Beginning with FY 2019, 

p. 20996 
CMS proposes to permit the Post-Admission Physician Evaluation (PAPE), required at 42 
C.F.R. § 412.622(a)(4)(ii) to count towards one of the three face-to-face weekly physician 
visits required under 42 C.F.R. § 412.622(a)(3). AMRPA appreciates CMS’ effort to afford 
more flexibility and lower the documentation burden on providers, as this proposal is 
intended to accomplish. AMRPA also appreciates CMS providing more deference to the 
rehabilitation physician’s clinical judgment as to the number of appropriate and needed face-
to-face visits.  

 
In response to these proposals, AMRPA convened a workgroup consisting of member 
physicians and administrators to develop a response. The consensus among this group is that 
in most instances patients in IRH/Us were seen by a physician every day they were in the 
hospital. Additionally, in most instances, a rehabilitation physician serves as the attending 
physician who rounds every day, but some hospitals utilize hospitalists as the attending with 
a rehabilitation physician conducting separate visits to meet the patient’s rehabilitation 
treatment needs. While not all physician visits are designed or documented to meet the 
specific coverage criteria at 42 C.F.R. § 412.622(a)(3), physicians nonetheless typically 
interact with patients on a daily basis and concur that this level of intensity is appropriate for 
most patients.24  

 
Despite most members reporting that patients in their hospitals interact with physicians more 
than the currently required four times in the first week of admission, AMRPA supports this 
proposal because of the added flexibility it provides to physicians and the reduction in 
documentation burden it would create. While IRH/Us may not reduce the number of 
physician visits due to this change, removing the need to specifically document a visit as 
meeting the requirements of 42 C.F.R. § 412.622(a)(3) will to some degree free up valuable 
physician time that can be more appropriately spent on patient care. For these reasons, 

                                                      
24 42 C.FR. § 412.622(a)(3) states that the three required face-to-face visits should be conducted for the purpose of 
accessing patient both medically and functionally, as well as to modify the course of treatment as needed to 
maximize the patient's capacity to benefit from the rehabilitation process (emphasis added).  
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AMRPA supports the proposal to permit the PAPE to count as one of the three face-to-
face visits during the first week of an IRH/U admission.  

 
While this change regarding the PAPE may lead to a marginal reduction in documentation 
burden in some instances, AMRPA believes there are several more meaningful steps CMS 
could take that would reduce unnecessary burden on physicians without compromising 
clinical quality. As AMRPA has previously raised with CMS, the PAPE, Pre-Admission 
Screening (PAS) and the Individualized Overall Plan of Care (IOPC) is redundant insofar as 
the exact same information must be documented across the three items. Further, Medicare 
contractors routinely deny claims that omit any documentation required for any one of the 
three assessments, even if the exact same information is supplied in the documentation for 
one of the other two assessments. As an example, both the PAS and the PAPE require an 
IRH/U to document the patient’s level of function prior to the onset of the current illness. 
However, it would be unusual for the patient’s prior level of function to have changed 
between the documentation for the PAS and PAPE. 

 
CMS should address this duplication (and triplication) in one of two ways. First, the agency 
should amend the regulations to make clear that documentation for a single one of these 
requirements satisfies each of the levels of assessment for that patient. Thus, if an IRH/U 
submitted documentation that satisfied identical requirements of the PAPE and IOPC for only 
one and not the other, the Medicare contractor would be required to accept the documentation 
for both assessments. Alternatively, the agency could issue direct and clear instructions to 
Medicare contractors not to deny a claim based on an omission if the information is observed 
in one of the other assessments.  
 

B. Proposed Changes to the Interdisciplinary Team Meeting Requirement Beginning with 
FY 2019, p. 20997  
CMS proposes to amend 42 C.F.R. §412.622(a)(5)(i) to permit the rehabilitation physician to 
lead the interdisciplinary team meeting remotely via a mode of remote communication such 
as video or telephone conferencing. AMRPA has concerns about this proposal and addresses 
this proposal in three parts: what type of documentation should be required for remote 
attendance, the use of technology to attend the meetings, and finally the frequency with 
which this remote attendance should occur in the IRH/U setting.  

 
Notwithstanding AMRPA’s below concerns about physicians regularly attending the team 
meetings remotely, AMRPA would like to stress that CMS should clarify that no additional 
documentation burden will be placed on physicians. CMS states in the preamble to this 
proposed rule that it intends to permit remote attendance without any extra documentation 
requirements. However, the proposed amendment to the regulatory text does not clearly state 
there are no corresponding documentation requirements for remote attendance. CMS also 
says in the preamble that there is currently subregulatory guidance permitting occasional 
remote physician attendance as long as the reasons for the remote attendance are documented 
in the medical record. AMRPA has concerns that an amendment to regulatory text that 
conflicts with current subregulatory guidance will lead to confusion among Medicare 
contractors evaluating claims. This is an illustrative example of the misunderstanding that 
can occur by issuing binding requirements via subregulatory means. CMS should make clear 
any documentation requirements in regulation, rather than through subregulatory means. This 
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would be consistent with the recent Federal court decision in Cumberland County Hospital 
System v. Price, which found that items in subregulatory guidance are not binding on IRH/Us 
if they specify required items not also provided for in the regulations.25  

 
AMRPA agrees with the part of CMS’ proposal which does not limit the type of 
communication the physician can use when the physician appropriately attends the team 
meeting remotely. AMRPA thinks that any type of “live” communication, including video 
conference or simple telephone would be appropriate in these instances. However, AMRPA 
has concerns about permitting regular remote attendance at interdisciplinary team meetings 
for multiple reasons. As previously discussed, all hospital care, and especially care in 
IRH/Us, is physician-driven. A regular physician presence and guidance is crucial to proper 
outcomes. While remote technology can enhance care and expand physician access for many 
segments of the population, there is no total substitute for an in-person physician presence in 
a hospital. Further, AMRPA members find the face-to-face interactions between clinicians in 
an IRH/U to be the most constructive means of implementing a true and effective 
interdisciplinary team approach to care. While this proposal would by no means totally 
remove the physician from the hospital, AMRPA has serious concerns that making team 
interactions more remote would diminish coordinated care delivery and outcomes for 
patients.  

 
While AMRPA appreciates CMS’ continued efforts to find ways to alleviate regulatory 
burden, a step encouraging a diminished physician presence in the hospital is a step in the 
wrong direction. AMRPA encourages CMS to not finalize this proposal and instead 
work with physicians and providers to find meaningful ways to alleviate physician 
burden while avoiding compromising the physician-driven care that is the hallmark of 
rehabilitation hospitals and units. In cases where occasional remote attendance is necessary 
due to extenuating circumstances, AMRPA concurs that no additional documentation should 
be needed and that any form of remote attendance should be permitted.   

 
C. Proposed Changes to the Admission Order Documentation Requirement Beginning 

with FY 2019, p. 20997 
CMS is proposing to remove the requirement at 42 C.F.R. § 412.606(a) that there be a 
physician order for inpatient care when the patient is admitted to an IRH/U in order for a 
claim to be payable. CMS states in the proposed rule this change would reduce administrative 
burden. However, CMS also notes it is removing this requirement because it is duplicative of 
requirements elsewhere in the Medicare regulations and applicable to IRH/Us that require an 
admission order. These two statements seem to be in conflict, since if an admission order is 
still required, there would be no reduction in administrative burden as a result of this change.  

 
The first requirement CMS identifies as duplicative of § 412.606(a) is 42 C.F.R. § 412.3, 
which is a regulation applicable to all hospitals. This regulation states that an individual is 
considered an inpatient of a hospital, including a critical access hospital, if formally admitted 
as an inpatient pursuant to an order by a physician. However, in this year’s Inpatient 
Prospective Payment System (IPPS) Proposed Rule, CMS is proposing to remove the 
language at § 412.3 that states the admission order “must be present in the medical record and 

                                                      
25 Cumberland Cty. Hosp. Sys. v. Price, No. 5:15-cv-319-D, 2017 WL 1048102 (E.D.N.C. Mar. 1, 2017).   
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be supported by the physician admission and progress notes, in order for the hospital to be 
paid for hospital inpatient services under Medicare Part A.”26 CMS, in the IPPS rule, 
explains it is making this change because some “otherwise medically necessary inpatient 
admissions are being denied payment due to technical discrepancies with the documentation 
of inpatient admission orders.”27 Therefore, CMS states, “we are no longer requiring that the 
specific documentation requirements of inpatient admission orders be present in the medical 
record as a condition of Medicare Part A payment.”28  

 
The second requirement CMS cites in the IRF PPS rule that it says is duplicative of the 
IRH/U-specific regulation at § 412.606(a) are the Medicare Conditions of Participation 
(CoPs), found at 42. C.F.R. § 482.12(c) and § 482.24(c). However, in the Medicare Program 
Integrity Manual, CMS states that Medicare contractors are not to deny claims based on the 
CoPs, as those regulations are enforced by survey agencies.29 Therefore, since CMS is 
proposing to remove the requirements of § 412.3 that make an admission order a condition of 
payment, and the remaining CoPs pertaining to admission orders are not enforceable by 
Medicare contractors, AMRPA requests clarification as to whether the combined effect of 
these changes will mean that a Medicare contractor can no longer deny IRH/U claims due to 
the lack of a physician admission order.  

 
While the stated intent by CMS in the IRF PPS rule of simply removing a duplicative 
regulation would be minimally helpful, the removal of the ability for Medicare contractors to 
deny an otherwise medically necessary stay in a hospital due to a small technical deficiency 
would be a welcome change that AMRPA encourages CMS to adopt. Although AMRPA is 
mindful that as the standard practice, physicians and hospitals will continue to need to 
generate admission orders for the hospital to remain in compliance with the CoPs, we do not 
believe that rare, accidental omission of these orders should lead to the draconian penalty of a 
denial of an entire stay, as has been the case. Therefore, AMRPA encourages CMS to 
adopt the removal of the IRF admission order requirement and clarify its intended 
effect of this change.  

 
D. Solicitation of Comments Regarding Additional Changes to the Physician Supervision 

Requirement, p. 20997 
CMS is soliciting comments on whether the rehabilitation physician should have the 
flexibility to determine that some of the IRH/U visits can be appropriately conducted 
remotely via another mode of communication, such as video or telephone conferencing, and 
still meet the requirements of 42 C.F.R. § 412.622(a)(3)(iv) requiring three face-to-face 
physician visits per week. CMS also says it would continue to require at least a majority of 
visits to take place in person. To develop our response to this proposal, AMRPA convened 
workgroups of both rehabilitation physicians and administrators. As a result of these 

                                                      
26 Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and the Long-Term 
Care Hospital Prospective Payment System and Proposed Policy Changes and Fiscal Year 2019 Rates; Proposed 
Rule 83 Fed. Reg. 20164, 20448. (May 7, 2018) (emphasis added). 
27 Id. 
28 Id.  
29 Medicare Program Integrity Manual. Chapter 3.1.A. (Retrieved from https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS019033.html).  
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discussions, AMRPA does not support CMS exploring the use of remote patient visits 
and responds to the specific questions posed by CMS in the proposed rule below.  

 
1. Do stakeholders believe that the rehabilitation physician would be able to fully 

assess both the medical and functional needs and progress of the patient remotely? 
AMRPA does not think that physicians can fully or properly asses the medical and 
function needs of patients remotely. As previously discussed, the rehabilitation 
physician’s role, based on their years of medical training, involves regular hands-on 
examinations, like palpation, auscultation or other evaluations that require in-person 
visits. No readily available technology can recreate the nuances of medical assessments 
and clinical information gathering that takes place during a physician face-to-face visit. 
Further, as previously stated, most members report that patients are seen by a physician 
every day during their stay in IRH/Us. While not every interaction between the 
rehabilitation physician and the patient requires the physical evaluations that can only be 
completed with a physician present in the room, AMRPA believes in-person visits should 
be required for a rehabilitation physician to properly assess the patient both medically 
and functionally as well as to modify the course of treatment to ensure the best outcomes 
for patients.  

 
2. Would this assist facilities in rural areas where it may be difficult to employ an 

abundance of physicians? 
If CMS did permit such visits, it is possible some rural hospitals would take advantage of 
this out of necessity, but AMRPA believes it would be to the detriment of patients. As 
previously stated, in-person visits cannot be replaced by remote visits. While there may 
be some appropriate uses of telemedicine in IRH/Us, such as for a consulting, non-
rehabilitation specialist, remote visits from a rehabilitation physician would only serve to 
diminish outcomes for patients. To best assist rural facilities without jeopardizing patient 
care, CMS should consider alleviating the duplicative documentation burden on 
physicians, as mentioned previously in this letter, to allow for physicians to spend more 
time with patients.  

  
3. Do stakeholders believe that assessing the patient remotely would affect the quality 

or intensity of the physician visit in any way? 
Remote patient assessments would result in a serious reduction in quality and intensity of 
physician visits. Rehabilitation physicians not only interpret clinical information from 
other clinicians or test results, they are also specially trained to conduct hands-on 
physical assessments and treatments of patients, and such interactions are critical to 
treating patients in an IRH/U. Without such visits, proper assessments of function and 
needed modification to treatments and therapy would not be possible. AMRPA believes 
frequent, in-person visits from the rehabilitation physician should take place to ensure 
maximum outcomes for patients.  

  
4. How many and what types of visits do stakeholders believe should be able to be 

performed remotely? 
Whether any visits should be conducted remotely beyond the three required face-to-face 
visits should be at the discretion of the rehabilitation physician and care team. This could 
include supplemental visits beyond the three required face-to-face visits or visits from 
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consulting non-rehabilitation specialists. However, as previously stated, visits from the 
rehabilitation physician should continue to be conducted in-person and not remotely.   

 
5. From an operational standpoint, how would the remote visit work? 

AMRPA does not believe that a remote visit could operate in a way that would be as 
beneficial to a patient as an in-person visit. As previously stated, rehabilitation physicians 
need hands-on access to their patients to perform proper assessments and issue proper 
treatment orders. This cannot be accomplished remotely. Even with another clinician type 
in the room communicating to the remote physician, the nuances of assessing patient 
function and other medical complexities cannot be replicated with the same expertise and 
skills by any clinician other than a rehabilitation physician.  

 
6. What type of clinician would need to be present in the room with the patient while 

the rehabilitation physician was in a remote location? 
It is AMRPA’s firm stance, based on the expertise of our member physicians, that no 
other clinician type could perform the necessary physical assessments during a face-to-
face visit in a manner on par with a rehabilitation physician. Therefore, there is no 
instance where another clinician type could stand-in while the physician performed a 
remote visit that would result in appropriate intensity and quality of care that is needed in 
an IRH/U.  

 
For the aforementioned reasons, AMRPA recommends CMS not pursue the policy change 
of accepting remote patient visits to satisfy any of the currently required three face-to-face 
physician visits. In summary, the expertise involved in a rehabilitation physician physically 
touching and manipulating a patient cannot be replicated remotely, either by means of 
telecommunications or communicating with another type of clinician with the patient, or a 
combination of both. Further, these hands-on interactions with patients are an integral part of 
the practice of rehabilitation medicine, and lessening the frequency of these interactions 
would potentially diminish quality patient care.  

 
E. Solicitation of Comments Regarding Changes to the Use of Non-Physician Practitioners 

in Meeting the Requirements Under § 412.622(a)(3), (4), and (5), p. 20998. 
CMS seeks information on the ways in which the role of non-physician practitioners (NPPs) 
could be expanded in the IRH/U setting while maintaining a hospital level, high quality care 
for patients. As previously stated, AMRPA firmly believes that rehabilitation physicians must 
remain at the center of care delivered in IRH/Us. AMRPA is also certain that no other 
clinician types have the training, experience and expertise to fulfill any of the current IRH/U 
coverage requirements. Therefore, AMRPA recommends CMS not change any 
regulations to permit non-physician practitioners to meet any of the IRH/U coverage 
requirements.  

 
Despite AMRPA’s opposition to permitting NPPs to serve in place of the physician under the 
current coverage requirements, AMRPA wishes to make clear to CMS that NPPs presently 
play a highly meaningful and useful role in IRH/Us. AMRPA members report that they 
utilize NPPs in a variety of ways. For example, NPPs, including nurse practitioners and 
physician assistants, often round with rehabilitation physicians, assisting with documentation, 
routine clinical assessments, monitoring of patient status, and other needed patient follow-up. 
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Rehabilitation physicians report that the use of NPPs in their practice can be a great benefit, 
freeing up valuable time and allowing for more time with patients and education activities for 
physicians in training. AMRPA members appreciate the flexibility within the current 
coverage regulations that do not restrict NPPs from performing these functions, and 
encourages CMS to continue to allow for such practice.  

 
Notwithstanding the current use of NPPs in IRH/Us, AMRPA members are convinced that 
NPPs do not have the training or experience to perform the functions currently required of 
physicians at 42 C.F.R. § 412.622(a)(3), (4), and (5). AMRPA believes it would be 
inappropriate for an NPP to provide concurrence with the Pre-Admission Screening, conduct 
the Post-Admission Physician Evaluation, develop the Individual Overall Plan of Care, 
conduct one of the three required weekly face-to-face visits, or lead the interdisciplinary team 
meetings. As previously conveyed, rehabilitation physicians have a skillset and expertise that 
cannot be replicated by other clinician types, and diminishing the physician’s role by 
replacing any of these items with an NPP would not be in the best interest of patients.  
 
In addition to CMS’ specific questions, AMRPA would like to address each of the current 
regulatory physician requirements in turn to elaborate on why it is important for a 
rehabilitation physician to perform them.  

 
1. Pre-Admission Screening  
During the last major update to the IRF PPS coverage rules, CMS stated in the final rule 
creating the current Pre-Admission Screening requirements that “we believe that only a 
licensed rehabilitation physician with training and experience in medical rehabilitation should 
be making the IRF admission decision.”30 AMRPA concurs with that statement and is 
confident it still holds true today. The choice of site of care is a complex one, involving 
various medical, functional and treatment factors, among other things, that requires unique 
training. In the last nine years, there has been no change in training programs for NPPs or 
other clinicians that would render their skillsets interchangeable with the medical decision 
making capabilities of a rehabilitation physician. Therefore, the Pre-Admission Screening 
should continue to be reviewed and approved by rehabilitation physicians, and not 
NPPs.  

 
2. Post-Admission Physician Evaluation  
The Post-Admission Physician Evaluation (PAPE) continues to be one of the most crucial 
encounters during a patient’s stay at an IRH/U. This evaluation is often the first chance the 
treating physician has to conduct a full, hands-on and face-to-face evaluation of a patient and 
develop a plan of care. As CMS notes in this proposed rule, the PAPE serves the purpose of 
allowing the physician to develop the Individualized Overall Plan of Care and address all of 
the patient’s medical needs. Additionally, CMS stated in the last update to the coverage 
requirements that “we believe that the post-admission physician evaluation requires the 
unique training and experience of the rehabilitation physician, as he or she performs a hands-
on evaluation of the patient.”31 AMRPA agrees with this statement and that nothing has 

                                                      
30 Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Federal Fiscal Year 2010. 74 
Fed. Reg. 39761 at 39792 (Aug. 7, 2009) (emphasis added).  
31 Id. 
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changed in the nine years since the last update that would make it acceptable for a NPP to 
perform the PAPE. As CMS also noted in the FY 2010 rule, NPPs are already permitted to 
assist in the initial history and physical (H&P) upon IRH/U admission. However, as CMS 
stated, “not only is the PAPE intended to provide a review of the medical history of the 
patient…it also provides guidance as to whether or not it is safe to initiate the patient's 
therapy program and it supports the medical necessity of the IRF admission.”32 The complex 
medical decision making involved in a PAPE goes beyond the expertise of a NPP, and it is in 
the best interest of patient safety and outcomes that it be conducted by a rehabilitation 
physician. Therefore, the Post-Admission Physician Evaluation should continue to be 
conducted by a rehabilitation physician.  

 
3. Individualized Overall Plan of Care 
CMS requires the Individualized Overall Plan of Care (IOPOC) to guide patient treatment at 
the IRH/U, and therefore it should be the rehabilitation physician’s role develop it with input 
from other team members. As CMS stated in the last update to the IRH/U coverage rules:  
 

“the medical complexity of rehabilitation patients has increased over time and they 
often require the services of multiple physicians to manage their medical conditions 
and ensure that they are able to maximize their rehabilitation potential in the IRF. 
Therefore, while multiple specialists may visit the patient at the IRF, we believe that 
it is the unique responsibility of the rehabilitation physician to coordinate the patient's 
medical needs with his or her functional rehabilitation needs while in the facility.”33  

 
CMS correctly notes that the complexity of patients in IRH/Us is trending upwards, and that 
trend has continued to present day. Therefore, it would be a step in an illogical direction to 
relegate the coordination and oversight of care plans to an NPP when patient complexity is 
only increasing. Rehabilitation physicians should continue to be required to synthesize 
and approve all of the elements of the Individualized Overall Plan of Care for patients 
in a rehabilitation hospital or unit.  

 
4. Three Weekly Face to Face Physician Visits  
As AMRPA mentioned earlier in this letter, patients should be seen in-person (not remotely) 
by the attending physician, and if that physician is not a rehabilitation physician, then the 
consulting rehabilitation physician should be evaluating the patient and making treatment 
decisions in concert with the rest of the clinical team at least three times a week during their 
stay in an IRH/U. Part of the rehabilitation physician’s unique skills involve direct, hands-on 
interaction with patients. There are no other clinician types that have that same skillset and 
are able to assess the patient medically and functionally on par with a rehabilitation 
physician. Also, given the intensive course of treatment and complex medical conditions 
found in an IRH/U, it is crucial to patient outcomes and safety that these physician level 
evaluations are occurring regularly. Therefore, patients should continue to be seen in-
person by a rehabilitation physician at least three times per week during their stay in an 
IRH/U.  

 

                                                      
32 Id.  
33 Id. at 39796.  
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5. Interdisciplinary Team Meetings 
In the most recent update to the IRH/U coverage rules, CMS stated that it was in the best 
interest of patients that the rehabilitation physician participate in the interdisciplinary team 
meetings and would “require that the rehabilitation physician document concurrence with all 
decisions made by the interdisciplinary team at each meeting.”34 AMRPA continues to agree 
with the decision to require the physician to participate in the team meetings and for the 
physician to authorize all recommendations made by the team. As stated previously, the 
complex nature of the patients in IRH/Us, combined the delivery of intensive course of 
therapy, requires the skills and expertise that far exceed those held by an NPP. Therefore, 
rehabilitation physicians should continue to be required to participate in the 
interdisciplinary team meetings and implement recommendations agreed upon by the 
team during these meetings.  

 
AMRPA also responds to CMS’ specific questions to stakeholders regarding NPPs and their 
potential expanded role in IRH/Us below.  

 
1. Do non-physician practitioners have the specialized training in rehabilitation that 

they need to have to assess IRF patients both medically and functionally? 
As mentioned previously, NPPs lack the specialized training in rehabilitation to properly 
assess IRH/U patients medically or functionally. Rehabilitation physicians’ unique 
expertise and skills come from their combination of years of medical education and then 
specialized training in treatments to restore functional ability and quality of life to those 
with physical injuries, impairments or disabilities. This unique background and 
qualifications are not replicated by any other clinician type, not even an NPP with years 
of experience in an IRH/U setting.  

 
2. How would the non-physician practitioner's credentials be documented and 

monitored to ensure that IRF patients are receiving high quality care? 
AMRPA does not believe there is any credentialing process for NPPs that would ensure 
the same level of care as that provided by a rehabilitation physician. As previously 
mentioned, no other clinician type goes through the unique combination of medical 
training and specialized training in rehabilitation that a rehabilitation physician does. 
Therefore, while many IRH/Us utilize NPPs within the varying state laws dictating the 
scopes of practice for NPPs, it would be inappropriate to credential an NPP to perform 
any of the functions currently required to be performed by a rehabilitation physician 
under 42 C.F.R. § 412.622(a)(3), (4) and (5).35  

 
3. Are non-physician practitioners required to do rotations in inpatient rehabilitation 

facilities as part of their training, or could this be added to their training programs 
in the future? 
AMRPA members report they are not aware of any training or education program for 
NPPs that places them in an inpatient rehabilitation hospital, either as a mandatory 

                                                      
34 Id. at 39795.  
35 For a helpful breakdown of how state laws vary as to the permitted scope of practice for NPPs, we refer CMS to 
the American Medical Association’s resource located online at https://www.ama-assn.org/sites/default/files/media-
browser/public/arc-public/state-law-physician-assistant-scope-practice.pdf.  
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requirement or elective option. While many members do have NPPs working in their 
IRH/Us, the only experience in the IRH/U setting comes from these clinicians’ 
employment as fully licensed practitioners.  

  
4. Do stakeholders believe that utilizing non-physician practitioners to fulfill some of 

the requirements that are currently required to be completed by a rehabilitation 
physician would have an impact of the quality of care for IRF patients? 
Due to the lack of standardized rehabilitation-specific education and training for NPPs, 
AMRPA is not convinced that utilizing them to fulfill the current IRH/U requirements 
would maintain or improve the quality of IRH/U patient care. As previously stated NPPs 
already play a role in IRH/Us. However, these roles do not include concurring with the 
Pre-Admission Screening, conducting the Post-Admission Physician Evaluation, leading 
the team meetings, or performing one of the three weekly face to face visits to assess the 
patient as well as to modify the course of treatment as needed. These items require the 
specialized training and education possessed only by a rehabilitation physician, and their 
performance by an NPP without these skills would not be in the best interest of patients.  

 
For the aforementioned reasons, NPPs should continue to be permitted to assist physicians in 
various capacities in IRH/Us. However, since NPPs lack the unique and specialized 
training and experience of rehabilitation physicians, and because the currently required 
functions of rehabilitation physicians are critical to maximizing patient outcome in 
IRH/Us, NPPs should not be permitted to solely perform any of the functions currently 
expected to be conducted by a physician.  

 
Summary of AMRPA Recommendations:  

1. AMRPA supports the proposal to permit the Post-Admission Physician Evaluation to count 
as one of the three face-to-face visits during the first week of an IRH/U admission and 
recommends CMS implement this change.  

2. AMRPA recommends CMS not finalize its proposal to permit remote physician attendance at 
team meetings. AMRPA encourages CMS to instead continue to work with physicians and 
providers to find more meaningful ways to alleviate physician burden while not 
compromising the physician-driven care that is the hallmark of rehabilitation hospitals and 
units.  

3. AMRPA supports CMS’ proposal to remove the admission order requirement from the 
IRH/U conditions of payment, especially if this change will reduce unnecessary claim 
denials, and recommends CMS finalize this proposal.  

4. AMRPA recommends CMS not pursue the concept of remote patient visits as it would 
provide limited ability for physicians to provide needed hands-on assessments and treatments 
and reduce the quality of visits, and ultimately overall care, provided in an IRH/U.  

5. AMRPA recommends CMS not permit Non-Physician Practitioners to perform any of the 
currently required roles of a rehabilitation physician, including those functions involving the 
Pre-Admission screening, Post-Admission Physician Evaluation, the Individualized Overall 
Plan of Care or the Interdisciplinary Team Meetings.  
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III. Proposed Revisions and Updates to the IRF Quality Reporting Program (QRP) 
 

A. Meaningful Measures Initiative, p. 20973 
CMS launched Meaningful Measures as one component of its Patients Over Paperwork 
Initiative to evaluate how the agency can streamline regulations to reduce unnecessary 
cost and burden, increase efficiencies, and improve the beneficiary experience. Our 
comments below, in addition to responding to CMS’ proposals, are guided by these 
initiatives’ objectives and offer recommendations for how the IRF QRP can be improved 
to better reflect the priorities of providers and their patients. We believe CMS’ adoption 
of our recommendations will allow IRH/Us to redirect valuable time, resources, and 
focus from burdensome administrative matters back to patient care. 

 
B. Method for Applying the Reduction to the FY 2019 IRF Increase Factor for 

Providers that Fail to Meet the Quality Reporting Requirements, p. 21003 
As anticipated, CMS proposes to apply a two-percentage point reduction to the applicable 
FY 2019 market basket increase factor for those IRH/Us that did not meet the reporting 
requirements of the IRF QRP. Application of the two-percentage point reduction may 
result in a negative payment update for one FY. CMS invites public comment on the 
proposed method for applying the IRF QRP’s noncompliance payment penalty. 
 
AMRPA urges CMS to provide flexibility in its application of the IRF QRP 
payment penalty for IRH/Us who make a good-faith effort to comply and submit 
quality reporting data. We wholly support the goals of the IRF QRP and recognize the 
importance of timely submission of quality data. However, due to the unreasonably high 
likelihood of errors in reporting (particularly through the National Healthcare Safety 
Network (NHSN)) and lack of a confirmatory checkpoint, this inflexible and outsized 
financial penalty should be reexamined.  
 
The IRF QRP relies on data reported to the NHSN which is maintained by the Centers for 
Disease Control and Prevention (CDC). The CDC separately transmits the provider’s data 
to CMS for purposes of determining a provider’s compliance with the IRF QRP 
requirements. Unfortunately, the NHSN portal incorporates a complicated, multi-step 
reporting mechanism that is prone to system and user error and which does not provide 
any mechanism for confirming accurate and complete data submission to CMS. If data is 
not properly submitted to NHSN, IRH/Us have insufficient notice before CMS imposes 
the two percent financial penalty on them through a reduction to the provider’s annual 
payment update. These penalties can be very significant.  
 
Given its complicated nature, the potential for data transmission issues between the CDC 
and CMS, and the absence of a data receipt confirmation process, this system and CMS’ 
reliance on it creates an unnecessarily high likelihood that providers may encounter a 
problem in submitting some of their required quality information. Without confirmation 
of successful data submission to notify IRH/Us, there is no opportunity to correct any 
data submission issues. Despite their good faith efforts to report all of the data, due to 
clerical errors while inputting the information to the NHSN or the unknown software 
problems mentioned above, many IRH/Us have been hit with a payment reduction of 
hundreds of thousands of dollars, which would be devastating to any provider. 
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Throughout this process, the IRH/U did not receive a timely notice that the data had not 
been entered correctly, and was not offered any opportunity to correct their mistake. We 
urge CMS to provide more flexibility in its application of the noncompliance penalty 
to allow providers an opportunity to correct any errors when a good faith effort to 
submit data is undertaken, and reserve such harsh penalties for egregious offenders 
who are flouting their responsibilities under the IRF QRP.  
 

C. Proposed New Removal Factor for Previously Adopted IRF QRP Measures, p. 
21000 
CMS proposes to adopt an additional factor to consider when it evaluates measures for 
removal from the IRF QRP measure set, “Factor 8: The costs associated with a measure 
outweigh the benefit of its continued use in the program.” CMS believes it may be 
appropriate to remove a measure from the IRF QRP when reporting costs outweigh the 
evidence supporting the continued use of the measure.  
 
AMRPA supports adopting Factor 8 and commends CMS for developing this 
important criterion against which all mandatory quality measures should be 
evaluated. As described above, the NHSN measures in particular are administratively 
taxing to report and the provider costs associated with these measures can be severe and 
disproportionate to the limited value these measures bring. Therefore we recommend 
that CMS act to remove the following measures from the IRF QRP, which our 
members believe also meet Factor 8’s criteria for removal: 
 NHSN Catheter Associated Urinary Tract Infection (CAUTI) Outcome Measure 

(NQF #0138); 
 NHSN Facility-wide Inpatient Hospital-onset Clostridium difficile Infection (CDI) 

Outcome Measure (NQF #1717); and 
 Influenza Vaccination among Healthcare Personnel (NQF #0431), which is also 

submitted via CDC/NHSN. 

Like the MRSA and patient influenza vaccine measures, the CAUTI measure does not 
produce meaningful quality information to providers or patients. On IRF Compare, 820 
out of 1,191 IRH/Us (69 percent) display a “Not Available” score for the CAUTI 
measure due to the lack of applicable data. Additionally, another 344 IRH/Us (29 
percent) have a score of “No different than the National Benchmark.” Publicly reported 
information on IRF Compare should be relevant to IRH/Us’ patient care and generate 
robust, discriminating data, and the CAUTI measure does not pass muster. It is not 
relevant to the IRF QRP because rehabilitation hospitals and units generally have a very 
low number of indwelling/Foley catheter days. Furthermore, because the denominator is 
so small, the CAUTI incidence rate can swing wildly from just one additional infection 
day and this can be interpreted unfairly in public reporting. 

Resources expended by providers for collecting measures are resources not available for 
other patient-centric activities. CMS should regularly assess the value versus burden of 
its mandatory measures and focus quality measurement on those domains that truly 
improve patient care instead of adding provider burden. We are encouraged that the 
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agency may be operating under this guiding principle with the Meaningful Measures 
initiative.  

D. Proposed Removal of Two IRF QRP Measures, p. 21001 
CMS proposes to remove two measures from the IRF QRP measure set. Providers will no 
longer be required to submit measure data (for IRF QRP purposes) starting October 1, 
2018. The measures are: 
 NHSN Facility-wide Inpatient Hospital-onset Methicillin-resistant Staphylococcus 

aureus (MRSA) Bacteremia Outcome Measure (NQF #1716); and  
 Percent of Residents or Patients Who Were Assessed and Appropriately Given the 

Seasonal Influenza Vaccine (Short Stay) (NQF #0680). 
 
CMS proposes that the MRSA measure will be removed from the IRF QRP measure set 
with the FY 2020 IRF QRP; the patient influenza measure will be removed in the FY 
2021 IRF QRP. Since NQF #0680 is reported on the IRF-PAI, CMS proposes providers 
enter a dash (-) for items O0250A, O0250B, and O0250C on the IRF-PAI version 2.0 
until IRF-PAI Version 3.0 is adopted.  
 
AMRPA and our members appreciate these proposals and recommend their 
immediate adoption. The incidence rate of MRSA in IRH/Us is extremely low and 
almost all providers (99.9 percent) do not have publicly reportable MRSA data on IRF 
Compare. AMRPA has previously recommended removing the MRSA measure given its 
outsized reporting burden compared to its negligible relevance to quality of care in 
IRH/Us. Because the use of dashes (-) on the IRF-PAI has caused reporting compliance 
issues in the past, we request that CMS issue guidance to providers and its QRP 
compliance contractors to clarify that the presence of dashes on IRF-PAI items 
O0250A, O0250B, and O0250C is appropriate beginning FY 2019 and will not cause 
a noncompliance determination.  
 
As mentioned above, AMRPA has identified three additional measures that should be 
also retired using the Factor 8 criteria. The judicious use of Factor 8 will give CMS an 
excellent tool for improving the cost-effectiveness of care, allowing CMS as well as 
providers to use resources more wisely. 

 
E. Proposed Policies Regarding Public Display of Measure Data for the IRF QRP, p. 

21003 
CMS proposes to begin publicly displaying data on the four functional outcomes 
measures in CY 2020, or as soon thereafter as technically feasible. The measures are: 
 Change in Self-Care Score for Medical Rehabilitation Patients (NQF #2633); 
 Change in Mobility Score for Medical Rehabilitation Patients (NQF #2634);  
 Discharge Self-Care Score for Medical Rehabilitation Patients (NQF #2635); and  
 Discharge Mobility Score for Medical Rehabilitation Patients (NQF #2636). 
 

Overall, AMRPA supports the public reporting of quality data. Public accountability 
increases transparency between providers and patients and incentivizes providers to 
improve performance. AMRPA has also long supported outcomes-based functional status 
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quality measures and, due to the IMPACT Act, these measures have already been added 
to or are being developed for other PAC quality reporting programs.36 While we support 
the public display of functional outcomes measures, we have several 
recommendations to improve how CMS implements this proposal.  
 
1. CMS Should Align the Beneficiary Populations Assessed by IMPACT Act 

Measures 
A primary objective of the IMPACT Act is to collect comparable data across all four 
PAC settings. This objective implies that the collected data and quality information 
are aligned across settings for there to be a true comparison. However, CMS’ quality 
measures continue to fall short of this goal because they capture different Medicare 
beneficiary populations and are not fully standardized across settings. Specific to the 
functional outcome measures, the included IRH/U patient population is all Medicare 
Part A and Medicare Part C (Medicare Advantage (MA)) patients whereas in the SNF 
setting it is only Medicare Part A.  
 
In IRH/Us, MA patients are sicker and need more extensive care than Medicare FFS 
patients.37 There are also other socioeconomic, clinical, and demographic differences 
between the Medicare FFS and MA beneficiary populations that play a role in a 
patient’s expected functional improvement.38,39 It would be erroneous for CMS to 
imply in public reporting that SNFs and IRH/Us are being measured the same way 
when differences between the quality measures, such as in their included patient 
populations, effectively invalidate any fair comparisons between settings. Without an 
alignment of assessed patient populations, any data collected through these measures 
may have systemic sampling biases that would not allow for more of an apples-to-
apples comparison.  
 
CMS must prioritize cross-setting standardization as it develops and implements 
IMPACT Act quality measures. AMRPA recommends the measures be applied to 
a uniform Medicare patient population across PAC settings that is inclusive of 
Medicare Part A and Part C beneficiaries across PAC settings. Short of this, we 
urge CMS to use a uniform patient population that is the lowest common 
denominator, which would be Part A beneficiaries, for purposes of cross-setting 
comparisons and for public reporting. This approach would improve the accuracy 
of comparisons across settings, which is the purpose of this data collection. Failing to 

                                                      
36 Medicare Program; Medicare Program; Prospective Payment System and Consolidated Billing for Skilled Nursing 
Facilities for FY 2018, SNF Value-Based Purchasing Program, SNF Quality Reporting Program, Survey Team 
Composition, and Correction of the Performance Period for the NHSN HCP Influenza Vaccination Immunization 
Reporting Measure in the ESRD QIP for PY 2020, 82 Fed. Reg. 36577 (Aug. 4, 2017). In this final rule, CMS 
adopted “applications of” the four IRF functional outcome measures for the SNF QRP. CMS also states that it 
intends to propose functional outcomes measures for the home health and LTCH settings in the future. 
37 In eRehabData® based on CY 2017 data, MA patients had a higher average case mix index than Medicare FFS 
patients (1.4365 versus 1.3415) and longer average length of stay (14.15 days compared to 12.76). (Retrieved June 
13, 2018). 
38 Momotazur Rahman et al., High-Cost Patients Had Substantial Rates of Leaving Medicare Advantage and Joining 
Traditional Medicare, 34(10) HEALTH AFF. 1675, 1679-80 (Oct. 2015). 
39 American Health Insurance Plans. Medicare Advantage Demographics Report. (Feb. 2015) 
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standardize the patient population across settings will result in selective sampling that 
skews the collected data, and distorts or otherwise invalidates meaningful 
comparisons across measures and across PAC settings. To help minimize consumer 
misinformation, AMRPA recommends that CMS revise the measure names on 
IRF Compare and Nursing Home Compare to better differentiate the measures, 
and also display information explaining how the measures are actually different 
among PAC settings. 

 
In the FY 2018 Medicare PAC payment rules, CMS sought public comment about 
expanding assessment-based quality measures to include all patients, regardless of 
payer status. AMRPA supported this change, and CMS notes that it received 
“overwhelming support” from other PAC stakeholders as well.40 Clearly, CMS 
should implement this welcomed enhancement for its PAC QRPs promptly, and 
AMRPA reiterates our recommendations for how CMS could optimally do so: 
1. AMRPA recommends that CMS continue to align the beneficiary populations 

which are assessed by patient assessment instruments across PAC settings. We 
believe that quality measures and data collection implemented under the 
IMPACT Act should apply to a uniform Medicare patient population (inclusive 
of at least Medicare Part A and Part C beneficiaries).  

2. Should CMS in the future propose to publicly report quality data for non-
Medicare beneficiaries, the data should be stratified by payer status and CMS 
should work with stakeholders to develop appropriate reporting methods in 
advance of public display. 
 

2. CMS Should Provide More Education on the Functional Outcome Measures 
Data 
We request that CMS hold open door forums or webinars to provide IRH/Us with 
more information about how their performance data for the functional outcomes 
measures are calculated and reported to the public. CMS should explain how 
providers are to interpret their data on the various CASPER/QIES reports (Review 
and Correct Report, Confidential Feedback or “QM” Reports, and Provider Preview 
Reports), and how providers should use these reports to ensure that any publicly 
displayed information is accurate. 
 
The technical information CMS has made available on these measures, such as in the 
IRF QRP User Manual, is difficult to interpret and does not describe how these data 
will actually be publicly displayed. For example, data for the Change in Self-Care 
Score and Change in Mobility Score measures are displayed differently in various 
places:  

 In the Review and Correct Reports, only the facility-level observed score is 
computed and the facility’s risk-adjusted score is not reported.  

                                                      
40 Medicare Program; Medicare Program; Prospective Payment System and Consolidated Billing for Skilled Nursing 
Facilities for FY 2018, SNF Value-Based Purchasing Program, SNF Quality Reporting Program, Survey Team 
Composition, and Correction of the Performance Period for the NHSN HCP Influenza Vaccination Immunization 
Reporting Measure in the ESRD QIP for PY 2020, 82 Fed. Reg. 36604, (Aug. 4, 2017). 
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 In the CASPER QM Reports, however, the measures are risk-adjusted and 
therefore both an observed (i.e., not risk-adjusted) and a risk-adjusted value 
are reported. The risk-adjusted values take into account an “expected change 
in self-care score” and “national average change in self-care score.”41  

 
Not only are these technical specifications dense, but they make it hard for providers 
to understand exactly what data CMS is proposing to display on IRF Compare for 
these important measures. We recommend CMS educate providers well in 
advance of when these measures will be publicly displayed. We also respectfully 
request that CMS be more transparent with regard to the statistical 
methodologies it uses to calculate provider performance. In the interest of 
transparency, the agency should publicize the methodology and the national data so 
stakeholders can validate and use them to developing internal quality improvement 
strategies. Since IRH/Us have only been reporting these measures since FY 2017, 
CMS should take the necessary steps to ensure that the data items used to calculate 
these measures are valid, complete, reliable, and accurate, which we have discussed 
further in other parts of this letter. It is especially important for quality performance 
information to be valid, reliable, and accurate before being publicly displayed.  
 
Our members report that the QM Reports that CMS issued in November 2017 
provide only a facility-level score. It would be more meaningful for IRH/Us to be 
able to see actionable and patient-level data, which we have recommended 
consistently for all quality measures. We also recommend the IRF Compare 
data be stratified by clinical conditions. It would be much more valuable for 
patients and their caregivers if this important information were presented by clinical 
conditions. A family member, or even a health care provider, looking for a 
rehabilitation hospital for an 85 year-old stroke patient would not find much use in 
one line-item number that rolls up the “average change in function” for all patients in 
a hospital. Since CMS already stratifies these measures by primary diagnoses group 
for risk-adjustment purposes, it should be straightforward for CMS to display the data 
on IRF Compare by clinical conditions.  

 
F. Proposed Changes to Reconsideration Notification Requirements under the IRF 

QRP, p. 21003 
CMS proposes to modify its notification methods to state that it would notify providers of 
noncompliance via a letter sent through at least one of the following notification 
methods: the Quality Improvement and Evaluation System Assessment Submission and 
Processes (QIES-ASAP) system, United States Postal Service (USPS), or via an email 
from the provider’s Medicare Administrative Contractor (MAC). CMS also proposes to 
notify providers in writing of its final decision regarding any reconsideration request 
using the same notification process. 
 
CMS’ current notification requirements state that providers will receive a letter notifying 
them of their noncompliance through the QIES-ASAP system as well as through the 

                                                      
41 RTI International, Inpatient Rehabilitation Facility Quality Reporting Program Measure Calculations and 
Reporting User’s Manual Version 2.0. Prepared for CMS, 33-55 (Sept. 2017).   
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USPS.42 Hence, it seems that CMS’ proposal would reduce the number of methods CMS 
must utilize to notify providers. AMRPA appreciates the value of expanding the menu of 
methods that could be used for important noncompliance communications. However, we 
do not support a change that would be a step back from the status quo, which 
requires CMS to use two methods (QIES-ASAP and USPS). The message is too 
important and the risk associated with a communication being missed is too great to 
consider decreasing the level of effort expended for noncompliance notifications. We 
also do not support involving MACs with IRF QRP compliance issues. AMRPA 
recommends that:  
1. CMS use Cormac as the Medicare contractor for IRF QRP noncompliance 

outreach and communications. Cormac is already CMS’ support contractor for 
PAC QRPs content such as data submissions and annual payment update (APU) 
issues. It would be sensible to centralize noncompliance notifications under them as 
well. 

2. CMS must use at least two methods to notify providers of their noncompliance: 
QIES-ASAP, USPS, or Cormac.  

3. AMRPA supports CMS’ proposal to notify providers of final reconsideration 
decisions using the same notification processes. 
 

G. Update on Accounting for Social Risk Factors in Quality Reporting Programs, p. 
20999 
CMS does not propose to account for social risk factors, also known as socioeconomic or 
sociodemographic status (SES/SDS) factors, in the IRF QRP. In this year’s IPPS 
proposed rule, CMS proposes to begin accounting for social risk factors in the Hospital 
Value-Based Purchasing (VBP) Program. Therefore it appears that CMS is beginning to 
improve how its quality programs recognize social risk factors’ influence on patient 
outcomes.  
 
AMRPA strongly supports a methodologically sound approach to risk-adjustment for 
SES/SDS factors. Our members perceive dual-eligible status, low-income subsidy status, 
and geographic area of residence as important factors that are also more readily 
accessible in currently available data sources. In evaluating provider performance, CMS 
should compare quality performance rates and resource use spending for providers that 
have comparable proportions of similar patients, such as low-income beneficiaries. 

 
We also strongly encourage CMS to develop a way to account for family/caregiver status 
and/or community supports. IRH/Us serving patients without caregiver/community 
support systems often have higher readmission rates and lower community discharge 
rates. The presence and willingness of family or community supports are critical drivers 
for IRH/Us when deciding upon a patient’s appropriate discharge destination. For 
example, even though a patient has met the goals of a rehabilitation hospital admission 
(e.g., regained household level ambulatory function and is able to walk on level surfaces 
at discharge), if he or she lives alone in a third floor walkup without handicap access, a 
discharge home may not be safe. CMS should be cognizant of these factors as it 
continues to consider options to increase transparency in Medicare’s quality programs.  

                                                      
42 42 CFR. § 412.634(d)(1). 
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H. Update on Delaying Implementation of the Transfer of Health Information 

Measures, p. 21002 
In the FY 2018 IRF PPS final rule, CMS stated its intention to propose two measures that 
would satisfy the IMPACT Act domain of Transfer of Health information no later than 
October 1, 2018. In this proposed rule, CMS states that its timeline is delayed and it now 
expects to propose the measures for data collection beginning on or after October 1, 
2020.  
 
AMRPA appreciates the agency’s transparency in sharing its updated implementation 
timeline for IMPACT Act measures. This spring we submitted feedback to CMS’ draft 
specifications for two measures on the post-discharge transfer of medication profile 
information. We noted that while the draft measures are a step in the right direction, they 
require a number of additional revisions to make them implementable. Given the 
measures’ complexity and potential to add new PAC reporting requirements, it is prudent 
for CMS to prioritize sound measure development to ensure that these measures are 
minimally burdensome and add value beyond IRH/Us’ current care practices. This 
approach would be consistent with the agency’s goal of reducing provider burden 
specifically with regard to quality measures. AMRPA looks forward to continuing to 
work with CMS on future iterations of these quality measures.  

 
Summary of AMRPA Recommendations:  
1. AMRPA urges CMS to provide more flexibility in its application of the two-percent 

noncompliance penalty to allow providers an opportunity to correct any errors when a 
good faith effort to submit data is undertaken, and reserve such harsh penalties for 
egregious offenders who are flouting their responsibilities under the IRF QRP. 

2. AMRPA supports adopting Factor 8 as a factor for CMS to consider when it evaluates 
measures for removal from the IRF QRP measure set. We additionally recommend that 
CMS act to remove the following measures from the IRF QRP, which we believe also 
meet Factor 8’s criteria for removal:  

 NHSN Catheter Associated Urinary Tract Infection (CAUTI) Outcome Measure 
(NQF #0138); 

 NHSN Facility-wide Inpatient Hospital-onset Clostridium difficile Infection 
(CDI) Outcome Measure (NQF #1717); and 

 Influenza Vaccination among Healthcare Personnel (NQF #0431), which is also 
submitted via CDC/NHSN. 

3. AMRPA supports CMS’ proposal to remove NHSN Facility-wide Inpatient Hospital-
onset Methicillin-resistant Staphylococcus aureus (MRSA) Bacteremia Outcome 
Measure (NQF #1716) and Percent of Residents or Patients Who Were Assessed and 
Appropriately Given the Seasonal Influenza Vaccine (Short Stay) (NQF #0680) from the 
IRF QRP.  

4. AMRPA respectfully requests CMS issue guidance to clarify that the presence of dashes 
on IRF-PAI items O0250A, O0250B, and O0250C is appropriate beginning FY 2019 and 
will not cause a noncompliance determination. 

5. While we support the public display of the four functional status outcome measures, we 
have several recommendations to improve how CMS implements this proposal: 
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 CMS should apply the measures to a uniform Medicare patient population across 
PAC settings that is inclusive of Medicare Part A and Part C beneficiaries across 
PAC settings. Short of this, CMS should use a uniform patient population that is 
the lowest common denominator, which would be Part A beneficiaries, for 
purposes of cross-setting comparisons and for public reporting. 

 To help minimize consumer misinformation, CMS should revise the measure 
names on IRF Compare and Nursing Home Compare to better differentiate the 
measures, and also display information explaining how the measures are actually 
different among PAC settings. 

 CMS should educate providers well in advance of when these measures will be 
publicly displayed to explain how performance on the functional outcomes 
measures are calculated and how the data will be reported to the public. 

 CMS should be more transparent with regard to the statistical methodologies and 
national data it uses to calculate provider performance and make this information 
available to stakeholders. 

 CMS should provide IRH/Us with actionable patient-level data for these 
measures, and the quality data displayed on IRF Compare should be stratified by 
clinical conditions.  

6. With regard to CMS’ proposed changes to the reconsideration notification requirements, 
AMRPA recommends that: 

 CMS use Cormac as the Medicare contractor for IRF QRP noncompliance 
outreach and communications. We do not support involving MACs with IRF 
QRP compliance issues. 

 CMS must use at least two methods to notify providers of their noncompliance: 
QIES-ASAP, USPS, or Cormac. 

 
IV. Proposed Update to the Case-Mix Group (CMG) Relative Weights and Average Length 

of Stay Values for FY 2019, p. 20978 
CMS proposes to use the same process and data it used in FY 2018 to update the CMG 
relative weights and Average Lengths of Stay (ALOS) for FY 2019. AMRPA supports the 
stated process and data sources for calculating the CMG relative weights and ALOS. 
However, as AMRPA has stated for several years, CMS should make available the report or 
analysis it performs to update relative weights for the comorbidities and tiers. Currently, 
stakeholders have no way of knowing whether the data is being applied to the existing 
weights in a way that is consistent with our understanding or whether there are anomalies that 
lead to the analysis being performed in an inequitable manner. Providing the underlying 
report or analysis would better equip and educate providers to respond to CMS’ proposed 
changes. Without this information, there is neither transparency nor a meaningful opportunity 
for comment by stakeholders on these proposed changes.  

Recommendation: 
AMRPA urges CMS to provide the underlying analyses and report the agency uses to update 
the CMG relative weights and ALOS.  
 

V. Facility-Level Adjustment Factors, p. 20979 
CMS does not propose any change to the IRH/U facility level adjustment factors for FY 2019 
and proposes to keep the rural, Low-Income Patient (LIP), and teaching status adjustment 
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factors frozen at the same level that has been used since FY 2014. For the following reasons, 
AMRPA is unable to take a position on this freeze. AMRPA reiterates the recommendation 
submitted in its comments on the FY 2016, 2017 and 2018 IRF PPS proposed rules that CMS 
increase transparency on its rationale for continuing to freeze the facility-level adjusters and 
should update these factors no less than every three years. While we understand the effort it 
will take to update these factors no less than every three years, CMS should meet its 
obligation to analyze the data on an annual basis to determine if these payment adjustments 
need changes based on the most recent market conditions.  
 
As just one example of the reasons why CMS should provide more thorough explanations, 
there have been swings in recent years in the number of IRH/Us designated as rural facilities, 
and AMRPA believes CMS should take such changes into account when deciding next year’s 
adjustment factors. Similarly, there may have been changes in the number of teaching 
hospitals or in the number of low-income patients, all of which should be accounted for in 
determining the teaching and LIP adjustment factors.  
 
In short, CMS is either failing to properly analyze the data on a timely basis to propose 
appropriate adjustments to these payment factors, or it is not making such analysis of the data 
public for proper notice and comment. CMS should continue to monitor and update these 
factors on an annual basis and provide the underlying data and methodology used to do so. 
Furthermore, CMS should update all three factors no less than once every three years.  
 
Finally, in response to AMRPA comments in previous years, CMS has stated that comments 
on the decision to continue to freeze these factors were beyond the scope of those proposed 
rules since no changes had been proposed. We urge the agency to reconsider that conclusion 
since it establishes an untenable Catch-22. The decision to continue to freeze the factors is 
itself a policy decision subject to notice and comment rulemaking, akin to any other 
provisions of the proposed rule that are consistent with the prior year, and thus comments on 
the issue must be properly addressed.  

 
Recommendation:  
AMRPA urges CMS to include more detailed information in the final rule explaining the 
agency’s rationale for continuing the freeze of facility level adjustments. We continue to 
recommend a minimum interval for any change in IRH/Us’ provider-level adjustment factors 
of once every three years.  
 

VI. Proposed FY 2019 IRF PPS Payment Update, p. 20981 
 
A. Proposed FY 2019 Market Basket Update and Productivity Adjustment, p. 20982 

CMS proposes to update IRH/U payments by a 2.9 percent market basket adjustment, 
reduced by a statutory offset of 0.75 percent and further reduced by a projected 0.8 
percent productivity adjustment, both required by the Patient Protection and Affordable 
Care Act (PPACA or ACA). As with other portions of this proposed rule, AMRPA is 
concerned about the lack of transparency by which CMS puts forward these payment 
updates. Specifically for the market basket, CMS states that the calculation was 
performed by a contractor, IHS Global Inc. (“IGI”). Despite the fact that IGI’s forecast 
seems to have been procured solely for the purpose of CMS updating the IRH/U market 
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basket, CMS does not provide IGI’s analyses or report in this proposed rule, or otherwise. 
This omission is glaring given the key role the market basket plays in updating the 
payment system each year. Further, its absence eliminates the ability for any meaningful 
stakeholder response and seems to be in stark contrast with the requirements of the 
Administrative Procedure Act.43 
 
In addition, AMRPA remains concerned about the continued application of the 
productivity adjustment to IRH/Us. While we recognize the productivity adjustment has a 
statutory basis, one of the theories underlying the productivity adjustment is that 
Medicare providers should be able to achieve the same level of productivity improvement 
as workers across the U.S. economy. However, several factors specific to rehabilitation 
providers differentiate the development of efficiencies in an IRH/U setting when 
compared to other settings. First, rehabilitation services are labor intensive. Successful 
outcomes require a comprehensive labor component that includes the interaction of a 
multidisciplinary team comprised of physicians, nurses, physical and occupational 
therapists, speech language pathologists, social workers, psychologists and others. 
Second, IRH/Us are subject to CMS mandated intensity of therapy requirements (often 
referred to as the three-hour rule), pre-admission screening requirements, and physician 
coverage requirements, among others. While other medical fields may benefit from 
improved technology that yields increased productivity, rehabilitation, by its nature and 
by virtue of the requirements placed on it by CMS, cannot advance productivity through 
technology or other means in the same manner.  
 
The second impetus for the productivity adjustment was the anticipated uptick in the 
level of patients being insured as a result of the ACA. However, several recent policy 
actions may hinder those efforts, including the elimination of the individual mandate for 
purchase of health insurance and Medicaid waivers granted to states that allow for 
beneficiaries to be dropped from coverage for various reasons.  

We believe it would be appropriate for CMS to examine more closely the productivity 
adjustment and its correlation, or lack thereof, of actual productivity changes due to 
innovation or coverage enhancements in the IRH/U community. AMRPA also 
encourages CMS to recommend to Congress that CMS be given the authority to not apply 
the productivity adjustment when it finds that doing so would unfairly IRH/Us.  

 Recommendation: 
1. AMRPA respectfully requests CMS provide access to the analyses done by 

contractors to calculate the market basket update each year.  
2. AMRPA recommends that CMS carefully monitor the impact productivity 

adjustments have on the IRH/U sector, provide feedback to Congress as appropriate, 
and utilize any authority the agency has to reduce the productivity adjustment. 

 
 

 

                                                      
43 Cf. Shands Jacksonville Med. Ctr. v. Burwell, 139 F. Supp. 3d 240, (D.D.C. 2015) (holding that the Secretary 
failed to “provide sufficient notice of the actuarial assumptions and methodology she employed and that disclosure 
of this information was essential to communicate the basis for the proposed adjustments”).  
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B. Proposed Wage Adjustment for FY 2019, p. 20983 
CMS proposes using a labor-related share of 70.6 percent for the IRF PPS in FY 2018. 
Wages and salaries are estimated to be 47.8 percent, and CMS will continue to use the 
same methodology for wage index updates that has been used in previous years. While 
AMRPA has no specific recommendation on the labor-related share, we remain 
concerned that IRH/Us are disadvantaged in recruiting staff by the current wage index 
policies. The wage index utilized for IRH/Us is the prior year, pre-reclassified acute care 
hospital wage index, despite other PAC providers (e.g., LTCHs, SNFs, and Home Health 
Agencies) having their payment system updated using the current fiscal year IPPS pre-
reclassified acute care hospital wage index.  
 
As Medicare payment policy continues trending away from paying for site-specific care 
and toward integrated and/or bundled payment arrangements, it will be important for all 
post-acute care provider settings to use the same wage index variables. CMS will 
ultimately need to harmonize the wage index discrepancy, and we believe that doing so 
sooner would level the playing field for recruiting clinical personnel and ensuring a 
consistent wage inputs across all provider settings. In response to AMRPA’s comments, 
CMS responded that use of the prior year’s index created a level of preferable stability 
for providers. However, this ignores that the SNF and LTCH PPS use the current year’s 
index to no apparent detriment. Therefore, AMRPA requests CMS begin transitioning 
IRH/Us to the current year’s wage index consistent with the other PAC sites of care to 
ensure IRH/Us can remain competitive in recruitment of valuable clinicians.  

 Recommendation: 
As stated in our comment letter in previous years, AMRPA recommends that CMS utilize 
the most current wage data (which is already used for acute care hospitals and other PAC 
providers) to determine the IRH/U wage index to level the recruitment playing field 
across all post-acute sites of care.  

 
VII. Proposed Update to Payments for High-Cost Outliers Under the IRF PPS for FY 2019, 

p. 20987 
CMS proposes to update the outlier threshold amount from $8,679 for FY 2018 to $10,509 
for FY 2019 to ensure outlier payments account for 3 percent of total payments, as it did for 
FY 2018. AMRPA notes that in past rules, CMS has made significant changes from the 
proposed and final rules due to more updated data. AMRPA recommends CMS continue 
providing such updates to ensure outliers are 3 percent of total payments since AMRPA 
continues to agree with CMS that outliers should make up 3 percent of total payments.  

 
Recommendation: 
AMRPA supports the policy of setting outlier payments at 3 percent of total estimated 
aggregate payments. AMRPA continues to request that CMS take all necessary actions to 
ensure that the full 3 percent of outlier payments are paid out each fiscal year.  
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VIII. Request for Information on Promoting Interoperability and Electronic Healthcare 
Information Exchange Through Possible Revisions to the CMS Patient Health and 
Safety Requirements for Hospitals and Other Medicare- and Medicaid-Participating 
Providers and Suppliers, p. 21004 
As post-acute care hospitals, AMRPA members are in a unique position to appreciate the 
importance of interoperability of health information and the benefits to be realized from the 
free flow of medical information from one provider to the next in the continuum of care. The 
vast majority of patients receiving care in an IRH/U are transferred directly from an acute-
care hospital. These patients have complex medical conditions and will receive an 
individualized and intensive course of treatment during their stay at the IRH/U. Having an 
easy and efficient way to receive and access the patient’s medical records can improve care 
and create important efficiencies for the hospital. Further, most patients are either transferred 
to another PAC site or continue intensive treatment on an outpatient basis upon discharge. 
High quality, long-term outcomes depend on the ability to communicate with downstream 
providers as patients continue their care. Due to IRH/Us’ position in the continuum of care 
that requires communication with both upstream and downstream providers, AMRPA 
appreciates CMS’ continued efforts to move the U.S. health care system towards being a 
more integrated network.  

 
Despite recognizing the importance of interoperability among providers, especially because 
of IRH/Us’ special position in the continuum of care, interoperability between IRH/U’s and 
other providers is not without challenges. First and foremost, implementation and updates to 
electronic health record (EHR) systems are resource-intensive and time consuming. Much to 
the disappointment of IRH/Us, they, along with other PAC providers, were not included in 
Meaningful Use funding through the Health Information Technology for Economic and 
Clinical Health (HITECH) Act of 2009. HHS’ own research shows PAC providers lag behind 
their acute-care counterparts when it comes to the adoption of EHR systems due in part to 
this exclusion.44In addition, as HHS Secretary Alex Azar said in a recent speech to PAC 
providers, “the federal government has not always paid the same level of attention to 
advancing electronic health records in your industry as in traditional healthcare settings.”45  

 
Due to this lack of funding and attention from the federal government, some freestanding 
inpatient rehabilitation hospitals continue to lack EHRs. Others have invested several 
hundred thousand dollars or several million dollars in adopting EHRs only to find that their 
health information exchanges are not interoperable with those of other providers, including 
acute care hospitals within their own zip code. As AMRPA warned during the 
implementation of the Meaningful Use initiative, different care settings have developed 
different and non-compatible EHR systems.  

 

                                                      
44 Dougherty, M. Long-Term And Post-Acute Care Providers Engaged In Health Information Exchange: Final 
Report to the HHS Office of the Assistant Secretary for Planning and Evaluation. October 29, 2013. 
45 Remarks on Value-Based Transformation for Post-Acute Care. Azar, Alex M. American Health Care 
Association/National Center for Assisted Living (June 5, 2018). (Retrieved from: 
https://www.hhs.gov/about/leadership/secretary/speeches/2018-speeches/remarks-on-value-based-transformation-
for-post-acute-care.html)  
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In addition to lack of funding, another serious roadblock that IRH/Us encounter is the issue 
of patient identification between different EHR systems. While some systems are otherwise 
compatible, the federal government has resisted creating a unique patient identifier (UPI) that 
would allow for identification of patients between systems. Without a UPI, separate providers 
must spend a significant amount of time and resources to complete the threshold steps of 
identifying patients to ensure there are no mismatches, particularly when moving information 
from one system to another. This lack of a UPI is a challenge among systems that are 
otherwise compatible with one another, as names can be common, system-specific identifiers 
often differ, and the use of social security numbers and birthdays require resource intensive 
security measures to protect privacy and prevent identity theft. If the federal government 
were to pursue and develop a UPI framework, AMRPA believes meaningful interoperability 
between providers would be enhanced. 

 
In addition to improving communication systems between and among providers, improving 
patient access to their own medical information is another commendable effort on the part of 
CMS. Generally, AMRPA finds that providers offering their own portals which patients can 
access their health information (HI) to be marginally helpful. Patients receive care from many 
different providers, and which providers a patient sees evolves over time. Therefore, it may 
be more beneficial to patients for CMS to ensure health information is available for download 
via third party applications that can combine health information from many sources.  

 
To summarize, before a highly interoperable system can be realized, there are several interim 
but significant steps the health care industry needs to take. This includes funding 
opportunities for EHR in PAC settings so that information can be transferred to downstream 
providers consistently and reliably during the course of a patient’s course of treatment. 
Efforts also need to be undertaken to ensure there is a national UPI framework to identify 
patients consistently between EHR systems so that records are not mismatched or improperly 
identified.  
 
AMRPA is concerned that CMS is considering an amendment to the Medicare Conditions of 
Participation (CoPs) requiring interoperability, when so many inpatient rehabilitation 
providers still lack the capabilities to participate in such a system. AMRPA notes that a CoP 
essentially serves as the harshest penalty of all – the inability to participate in the Medicare 
program. This is why more intermediate steps are appropriate first, such as incentive or 
disincentive payments, before an implementation of a CoP pertaining to interoperability is 
instituted. CMS should also be mindful that CoPs apply to all hospitals, including IRH/Us, 
and it would be wholly inequitable at this time to place the same requirements on acute-care 
hospitals, which were able to take advantage of Meaningful use funds, and PAC hospitals, 
which were not. 

 
AMRPA addresses the specific questions posed by CMS in this Request for Information 
(RFI) below.  

 
1. If CMS were to propose a new CoP/CfC/RfP standard to require electronic 

exchange of medically necessary information, would this help to reduce information 
blocking as defined in section 4004 of the 21st Century Cures Act? 
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AMRPA is concerned that while CMS seems to recognize the issue of information 
blocking, it does not ask what direct actions it could take regarding vendors responsible 
for the creation of systems that conduct the information blocking. Rather than placing the 
initial burden on hospitals to pressure vendors, CMS should explore how it could address 
information blocking activities by EHR vendors themselves. If CMS were to put direct 
downward pressure on vendors, providers could more easily adopt systems that do not 
conduct information blocking. Even if direct pressure on vendors occurs, many other 
steps must still be taken before true interoperability can take place through the continuum 
of care. This includes addressing the aforementioned problems regarding the lack of a 
UPI in addition to many PAC providers still lacking adequate EHR systems.  
 
Therefore, while AMRPA thinks a CoP for health information sharing would be 
appropriate to address information blocking at some point down the road, CMS should 
first take steps such as creating funding opportunities for EHR for PAC providers in 
addition to addressing patient matching issues. CMS should also explore its authority to 
restrict the implementation of information blocking by EHR vendors directly, rather than 
taking an indirect path of a Medicare CoP.  
 

2. Should CMS propose new CoPs/CfCs/RfPs for hospitals and other participating 
providers and suppliers to ensure a patient's or resident's (or his or her caregiver's 
or representative's) right and ability to electronically access his or her health 
information without undue burden? Would existing portals or other electronic 
means currently in use by many hospitals satisfy such a requirement regarding 
patient/resident access as well as interoperability? 
As previously stated, current patient portals are marginally helpful to patients, but with 
the variety of providers involved in a patient’s care, a patients HI might be located in a 
variety of different places, with no one portal holding all of the information. While in 
theory AMRPA thinks that CMS should encourage patient access to data, it should 
continue to be mindful of the burden on providers, particularly when the current format is 
only minimally useful for consumers. AMRPA recommends CMS first explore the 
development of third-party applications that can synthesize information from multiple 
provider sources and put that information in a helpful format for patients before placing 
any additional burden on providers. Without consumers having an easy way to synthesize 
their HI, the burden on providers would be wasted effort. AMRPA respectfully asks CMS 
take into consideration the lack of HITECH funds for PAC providers if it proposes any 
CoPs applicable to IRH/Us.  
 

3. Are new or revised CMS CoPs/CfCs/RfPs for interoperability and electronic 
exchange of health information necessary to ensure patients/residents and their 
treating providers routinely receive relevant electronic health information from 
hospitals on a timely basis or will this be achieved in the next few years through 
existing Medicare and Medicaid policies, HIPAA, and implementation of relevant 
policies in the 21st Century Cures Act? 
Eventually, a CoP may be appropriate to ensure patients and providers receive relevant 
HI on a timely basis. However, any such CoP in the near future, without significant 
exceptions, would be premature. As already noted, PAC providers are still catching up in 
many regards to some of their acute-care counterparts when it comes to EHR 
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implementation. Further, without these PAC providers participation, consistent transfer of 
HI throughout the complete continuum of care is still a long-term goal. Therefore, 
AMRPA recommends CMS concentrate its more immediate efforts on funding 
opportunities for PAC providers to implement EHR systems, as well as address other 
roadblocks such as patient matching issues. Once providers throughout the continuum of 
care are better equipped to participate in the exchange of HI, amendments to CoPs to 
ensure minimum standards are met would be appropriate, but not before then.  

4. What would be a reasonable implementation timeframe for compliance with new or 
revised CMS CoPs/CfCs/RfPs for interoperability and electronic exchange of health 
information if CMS were to propose and finalize such requirements? Should these 
requirements have delayed implementation dates for specific participating 
providers and suppliers, or types of participating providers and suppliers (for 
example, participating providers and suppliers that are not eligible for the Medicare 
and Medicaid EHR Incentive Programs)? 
AMRPA believes the appropriate implementation timeline for a new CoP largely depends 
on the timeline implemented for other initiatives. For example, a CoP for interoperability 
should only be enforced no earlier than a year after a requirement for PAC providers to 
have EHR, or years after an incentive program is introduced for PAC providers to bring 
their systems up to speed with their acute care counterparts.  
 
Further, once these other initiatives are undertaken, hospitals should have a long runway 
to update their systems for compliance with a CoP. As stated previously, a CoP is one of 
the harshest restrictions that can be put in place by CMS because non-compliance means 
complete lack of ability to participate in Medicare. Therefore, more intermediate steps are 
appropriate first, such as incentive or disincentive payments, before an implementation of 
a CoP pertaining to interoperability is instituted.  
 

5. Do stakeholders believe that new or revised CMS CoPs/CfCs/RfPs for 
interoperability and electronic exchange of health information would help improve 
routine electronic transfer of health information as well as overall patient/resident 
care and safety? 
Generally, speaking, AMRPA thinks that a CoP would improve routine transfer of HI and 
also improve patient care and safety. However, as previously stated, there are several 
impediments to the free-flowing exchange of HI that must be addressed before a CoP 
would be effective at accomplish that goal. Therefore, CMS should continue to focus on 
these impediments as detailed elsewhere in this response, before any CoP is 
implemented.  

6. Under new or revised CoPs/CfCs/RfPs, should non-electronic forms of sharing 
medically necessary information (for example, printed copies of patient/resident 
discharge/transfer summaries shared directly with the patient/resident or with the 
receiving provider or supplier, either directly transferred with the patient/resident 
or by mail or fax to the receiving provider or supplier) be permitted to continue if 
the receiving provider, supplier, or patient/resident cannot receive the information 
electronically? 
As CMS moves towards more requirements pertaining to the sharing of HI, it will be 
important to provide parity and avoid unfair burden on providers who are not yet able to 
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participate. Depending on the exact circumstances, AMRPA believes it would be 
appropriate to provide exceptions such as being permitted to transfer information via non-
electronic means. However, these exceptions should not only be limited to when the 
receiving provider cannot transfer the information electronically. For the initial year of 
any implementation, PAC providers should also be permitted to transfer information via 
non-electronic means if their own systems are still being updated. This would ensure that 
PAC providers can continue to work to match their acute care counterparts who have 
been provided more incentives by CMS to date to implement such systems.  

7. Are there any other operational or legal considerations (for example, HIPAA), 
obstacles, or barriers that hospitals and other providers and suppliers would face in 
implementing changes to meet new or revised interoperability and health 
information exchange requirements under new or revised CMS CoPs/CfCs/RfPs if 
they are proposed and finalized in the future? 
From an operational standpoint, AMRPA has laid out several concerns elsewhere in this 
letter about PAC providers being able to comply with a CoP pertaining to interoperability 
in the near future. AMRPA refers CMS to these comments, including the lack of 
incentive funds for PAC providers and the Federal Government’s reluctance to 
implement a UPI, and respectfully asks it consider the unique position of IRH/Us and 
other PAC providers when seeking to move forward with an amendment to the CoPs.  
 

8. What types of exceptions, if any, to meeting new or revised interoperability and 
health information exchange requirements, should be allowed under new or revised 
CMS CoPs/CfCs/RfPs if they are proposed and finalized in the future? Should 
exceptions under the QPP including CEHRT hardship or small practices be 
extended to new requirements? Would extending such exceptions impact the 
effectiveness of these requirements? 
Depending on the exact implementation timeline, AMRPA believes CMS should 
consider exceptions to any new interoperability requirements. These exceptions should be 
determined by CMS, perhaps in conjunction with Assistant Secretary for Planning and 
Evaluation (ASPE) or another health research arm within HHS, and should endeavor to 
study the PAC sector’s adoption of EHR to date and determine an appropriate 
implementation timeline accordingly. If CMS moves forward in the near future, we 
respectfully urge the agency to differentiate between acute-care facilities and their PAC 
counterparts in order to avoid a one-size-fits all approach that fails to account for the 
important differences in historical EHR implementation between different settings. 
 
More importantly, AMRPA believes it would be counterproductive to move forward in 
the near future with a CoP pertaining to interoperability. As previously stated, PAC 
providers are in varying stages of adopting EHR systems. Therefore, AMRPA thinks 
CMS should initially focus more on improving the widespread adoption of EHR systems 
among PAC providers and other types of providers that may have been left out of 
incentive programs before moving forward. This approach would help increase the 
number of PAC providers that are able to comply with any new interoperability CoP.  

 
In conclusion, AMRPA appreciates CMS’ continued efforts to promote appropriate sharing 
of electronic health information between providers. However, we are concerned that CMS is 
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suggesting an amendment to the CoPs pertaining to interoperability in the near future when 
so much work is still necessary to ensure PAC hospitals like IRH/Us have the proper 
infrastructure to participate in such information sharing. These PAC sites will be critical to 
interoperability efforts since they sit in the middle of the continuum of care for many 
patients. Therefore, AMRPA recommends that CMS take several interim steps prior to 
pursuing a change to the CoPs. These include providing incentives for IRH/Us to adopt the 
use of certified EHR, addressing the issue of patient matching, and pursuing ways to 
encourage EHR vendors to halt information blocking practices.  
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Attachment B 

 
American Medical Rehabilitation Providers Association’s Analysis, Comments and 

Recommendations on the Medicare Program; Hospital Inpatient Prospective Payment Systems for 
Acute Care Hospitals and the Long-Term Care Hospital Prospective Payment System and 
Proposed Policy Changes and Fiscal Year 2019 Rates; 83 Fed. Reg. 20164 (May 7, 2018) 

 
June 22, 2018 
 
The Honorable Seema Verma 
Administrator 
Centers for Medicare and Medicaid Services  
U.S. Department of Health and Human Services 
Attention: CMS-1688-P 
7500 Security Boulevard 
Baltimore, MD 21244-1850 
 
Delivered Electronically 
 
RE: CMS-1694-P “Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute 
Care Hospitals and the Long-Term Care Hospital Prospective Payment System and Proposed 
Policy Changes and Fiscal Year 2019 Rates; Proposed Quality Reporting Requirements for 
Specific Providers; Proposed Medicare and Medicaid Electronic Health Record (EHR) Incentive 
Programs (Promoting Interoperability Programs) Requirements for Eligible Hospitals, Critical 
Access Hospitals, and Eligible Professionals; Medicare Cost Reporting Requirements; and 
Physician Certification and Recertification of Claims” 83 Fed. Reg. 20164 (May 7, 2018). 
 
Dear Administrator Verma:  
 
This letter is submitted on behalf of the American Medical Rehabilitation Providers Association 
(AMRPA) regarding the Hospital Inpatient Prospective Payment System for Acute Care Hospitals 
(IPPS) and Long-Term Care Hospital Prospective Payment System (LTCH PPS) Federal Fiscal Year 
(FY) 2019 Proposed Rule captioned above, published in the Federal Register on May 7, 2018. 
AMRPA is the nation’s only trade organization dedicated solely to the interests of Inpatient 
Rehabilitation Hospitals and Units (IRH/Us – and referred to as “IRFs” by Medicare), outpatient 
rehabilitation centers, and other medical rehabilitation providers. AMRPA currently represents more 
than 625 freestanding rehabilitation hospitals, rehabilitation units of general hospitals, and other 
rehabilitation settings. IRH/Us provide hospital-level care, which is significantly different in 
intensity, capacity, and outcomes from the post-acute care (PAC) provided in non-hospital facilities. 
AMRPA members help their patients maximize their health, functional ability, independence, and 
participation in society so they are able to return to home, work, or an active retirement.  
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In 2016, IRH/Us served 350,000 Medicare beneficiaries with more than 391,000 IRH/U stays.46 On 
average, Medicare Part A payments represent more than 60 percent of IRH/U revenues.47 Hence, any 
alterations to the Medicare payment policies and other criteria applicable to IRH/Us have substantial 
implications for these medical providers. While IRH/Us are paid by Medicare through the Inpatient 
Rehabilitation Facility Prospective Payment System (IRF PPS), there are a number of changes 
proposed in this rule that would have consequences for IRH/Us. The comments contained in this 
letter and attachments reflect extensive feedback from the medical rehabilitation industry.  
 
There are several issues raised in this letter that have been of ongoing concern to AMRPA member 
hospitals, including comments responding to Medicare’s wage index policies, the documentation 
requirements for Medicare cost reports, and CMS’ request for information on consumer price 
transparency. In addition, AMRPA encourages CMS to provide parity in its proposal to allow IPPS-
excluded hospitals to operate IPPS-excluded units. AMRPA’s comments follow immediately below.  
 
I. Request for Public Comments on Wage Index Disparities, p. 20377 

CMS invited public comments, suggestions, and recommendations to improve the Medicare 
wage index through regulatory and policy changes. AMRPA appreciates CMS’ efforts to 
create the most accurate and fair payment systems possible. As AMRPA has stated in 
response to previous rules, the current wage index system employed by CMS is unnecessarily 
inequitable for PAC providers and especially IRH/Us. The current system allows acute care 
hospitals to obtain geographic reclassifications and other adjustments that are not afforded to 
IRH/Us, LTCHs or psychiatric hospitals, all of which compete for the same talent in the same 
regional markets. It is not sound policy for CMS to favor acute-care hospitals in their wage 
payment polices to the detriment of IRH/Us and other IPPS-excluded hospitals. These 
providers play an essential role in long-term outcomes for patients and are vitally important 
as CMS moves towards more value-based care payment models. Therefore, CMS should not 
permit these reclassifications for acute-care hospitals without also providing them for other 
hospitals.  

 
IRH/Us are also uniquely disadvantaged by the current wage index process. The wage index 
utilized for IRH/Us is the prior year, pre-reclassified acute care hospital wage index, despite 
other PAC providers (e.g., LTCH, SNF and Home Health Agencies) having their payment 
system updated using the current fiscal year IPPS pre-reclassified acute care hospital wage 
index. This is wholly inequitable to IRH/Us who must use an old wage index while providers 
in their community use the more recent index. Especially as Medicare payment policy 
continues trending away from paying for site-specific care and toward integrated and/or 
bundled payment arrangements, it will be even more important for all provider settings to use 
the same wage index variables. CMS will eventually need to harmonize the wage index 
discrepancy, and we believe that doing so without delay would level the playing field for 
recruiting clinical personnel and ensuring consistent wage inputs across all provider settings.  
 
In sum, AMRPA supports CMS efforts to develop new methods to calculate and apply the 
wage index for hospitals. However, it is our belief that this system should afford all hospitals 

                                                      
46 Medicare Payment Advisory Commission, Executive Summary, in REPORT TO THE CONGRESS, MEDICARE 

PAYMENT POLICY xx. (Mar. 2018) 
47 Id.  
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in a given geographic market the same ability to compete for clinicians and other staff, which 
the current system does not.  
 
Recommendation: 
AMRPA recommends that CMS allow for reclassifications on an equitable basis across all 
hospitals and utilize the most current wage data (which is already used for acute care 
hospitals and other PAC providers) to determine the IRH/U wage index. AMRPA also 
encourages CMS to continue to pursue a more equitable wage index policy to replace the 
existing system.  
 

II. Proposed Changes to Regulations Governing Excluded Units of Hospitals, p. 20451 
 

A. AMRPA Opposes the Proposal to Permit IPPS-Excluded Hospitals to Operate IPPS-
Excluded Units 
CMS proposes to allow an IPPS-excluded hospital to operate an IPPS-excluded unit. While 
AMRPA appreciates the agency’s attempt to reduce regulatory burden and achieve program 
simplification, finalizing this proposal without further modification would significantly 
disrupt the delivery of post-acute care (PAC). Of great concern to AMRPA, this change 
would permit a Long-Term Care Hospital (LTCH) to operate an Inpatient Rehabilitation Unit 
(IRU), despite the fact that an Inpatient Rehabilitation Hospital (IRH) cannot operate a LTCH 
unit under current statute.48 This would result in an inequitable standing among providers of 
PAC, and would have unintended consequences on competition, patient access, and 
ultimately the Medicare program and patients at-large.  

 
AMRPA’s first concern is that this proposal would significantly disrupt the current delivery 
of PAC services without any explanation, analysis, consideration of relevant factors, or 
Congressional mandate or instruction. Second, this proposal would disadvantage existing 
IRH/Us, which for decades have been at the cutting edge of high quality care for patients 
requiring intensive rehabilitation. This may ultimately harm the Medicare program and 
patients. Finally, while CMS has determined that an IPPS-excluded hospital (including an 
IRH) can operate a LTCH as a Hospital-within-Hospital (HwH), this arrangement is overly 
burdensome when compared to a host-hospital and unit arrangement, which would be 
unilaterally offered only to LTCHs under this proposal. This means IRHs would not be able 
to compete as PAC sites consolidated under the umbrella of LTCHs and therefore would be 
disadvantaged.  

 
AMRPA recommends that CMS withdraw this proposal unless or until it can devise a way to 
create parity for all post-acute sites of care and avoid creating significant hardships for 
rehabilitation hospitals. CMS should explore, through adequate stakeholder outreach and 
analysis, an alternative approach that includes less burdensome ways for an entity to jointly 
operate these sites of care without having to comply with the strict HwH or Medicare 
Conditions of Participation (CoPs) regulations that in essence require two co-located 
hospitals to remain separate and independent. AMRPA details its concerns and 
recommendations below.  

                                                      
48 See 42 U.S.C. § 1395ww(d)(1)(B)(iv)(I) (defining a LTCH as “a hospital which has an average inpatient length of 
stay (as determined by the Secretary of Health and Human Services) of greater than 25 days”).  
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B. This Proposal Would Drastically Reshape the Delivery of Post-Acute Care for Medicare 

Beneficiaries 
CMS proposes these changes for IPPS-excluded hospitals in the interest of creating new 
flexibilities and efficiencies. However, ultimately this proposal creates a problematic 
imbalance between two types of IPPS-excluded hospitals - IRHs and LTCHs - and would 
substantially transform the PAC sector as sites of care consolidated under LTCHs. This 
imbalance is caused by the fact that both IRHs and LTCHs can be freestanding IPPS-
excluded hospitals, but only IRUs can be IPPS-excluded units. There is no corresponding 
LTCH unit. Thus, the effect of CMS’ proposal would be to permit a LTCH to operate an IRU 
within its hospital without allowing an IRH to similarly incorporate a LTCH. Further, since 
distinct Skilled Nursing Facility (SNF) and outpatient settings may also be located at the 
LTCH, the LTCH could essentially form a “PAC hospital,” consolidating the continuum of 
PAC services under one roof.  

 
Allowing a LTCH, but not an IRH, to form a PAC hospital would put the IRH at a distinct 
disadvantage to compete with the operational efficiencies the LTCH would gain from such 
consolidation. For example, while a combination LTCH-IRU-SNF could rely on an 
integrated team to manage a patient’s care across a continuum of PAC settings, a 
freestanding IRH would not have this same opportunity for cross-setting synergies. 
Ultimately, existing rehabilitation hospitals would be financially strained to compete with 
these efficiencies, and could struggle to continue to deliver the innovative care that has been 
the hallmark of the industry for years. Some hospitals may even be forced to close. The exact 
outcome for patients from this shift away from freestanding rehabilitation hospitals and 
towards LTCHs is unclear, but it would certainly be disruptive, as it essentially creates a new 
type of hospital in which PAC is likely to be centered.  

 
C. CMS is Proceeding with Vast Reforms of the PAC Sector with No Analysis, Evidentiary 

Basis, Stakeholder Outreach, or Congressional Input 
CMS proposes a vast reorganization of how PAC is delivered to Medicare beneficiaries 
without analyzing the potential impact on patients or explaining why this is sound policy. 
Instead, in just a few short paragraphs, CMS explains that, since the original payment 
rationale for prohibiting IPPS-excluded hospitals from operating IPPS-excluded units no 
longer exists, the prohibition will be removed to provide program simplification. CMS does 
not explain why it is clinically or operationally appropriate for patients in excluded units to 
now be treated in excluded hospitals. Nor does the agency analyze what the market-effects of 
such a change would be. Wholly without data analytics, CMS provides no estimation of the 
changes to patient access that a reworking of sites of care in the PAC sector might have. 
Indeed, the agency provides no acknowledgement that it is even aware of the imbalance its 
policy would cause among different types of hospitals. Put simply, the agency has entirely 
failed to consider the major changes that would result from this proposal and has not 
articulated an adequate basis and explanation for its decision.49  

 
Beyond failing to articulate any policy basis for such a significant change, CMS conducted 
no outreach to stakeholders in the PAC community—as far as we know—before proposing 

                                                      
49 See Motor Vehicle Mfrs. Ass’n v. State Farm, 463 U.S. 29, 43 (1983). 
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this change. Prior to proposing this policy, CMS should have taken a number of steps, 
including issuing Requests for Information (RFI), convening Technical Expert Panels 
(TEPs), and other outreach to experts in the field to determine the best way to execute a 
change of this magnitude. Notably, as explained below, Congress has directed CMS to test 
appropriate ways to integrate these types of PAC through an alternative payment model like 
the Continuing Care Hospital. Instead of soliciting information and input from the industries 
involved, without any data analytics, CMS proposes to begin this wholesale reworking of 
hospitals without any input from the field.  

 
Moreover, CMS sought no input from Congress, which provided the statutory framework for 
the current sites of PAC. Congress created separate definitions of LTCHs and IRHs, found in 
Section 1886(d) of the Social Security Act.50 While Congress did create rehabilitation units, it 
did not create LTCH units, intending LTCHs to be only freestanding hospitals.51 This 
demonstrates Congress’ understanding that while rehabilitation units may be incorporated 
with acute-care hospitals, it did not have an understanding that LTCHs and IRUs would be 
combined in this manner. Indeed, had Congress intended to allow LTCHs to host excluded 
units, it would have specifically amended the statute, as it did in 2003, to permit critical 
access hospitals to establish psychiatric and rehabilitation units.52 Hence, CMS is proceeding 
with a large-scale reform of the PAC sector in a manner contrary to Congress’ understanding 
when it created these sites of care. And, the agency is doing so without any consultation with 
or input from the legislative branch of government, which has until now taken sole 
responsibility for defining PAC sites of service.  

 
It is simply poor policy making, rife with opportunity for unintended consequences, for CMS 
to proceed with this reform with no analysis, explanation or outreach. At a minimum, CMS 
should first seek to better understand the potential clinical and business implications of 
consolidating multiple PAC facilities into a single hospital. CMS could accomplish this by 
convening a Post-Acute Care Advisory Board comprised of industry stakeholders to discuss 
potential changes. It should also consult with Congress, which may have a different 
understanding of its own intent and of CMS’ authority to consolidate PAC sites of care. 
Finally, CMS should at least articulate and explain its policy rationale for consolidating these 
sites of care, and in a unidirectional manner. It is a dereliction of CMS’ regulatory duty to 
provide so little analysis, explanation and outreach when reconfiguring a highly complex 
delivery system that millions of Medicare beneficiaries rely on. Until it can perform this vital 
work, CMS should withdraw this proposal.  

 
D. This Proposal and the Changes to the PAC Sector May Cause Harm for Medicare and 

Patients 
The proposal, and the ultimate result of consolidation under the LTCH umbrella, could be 
detrimental to the Medicare program and its beneficiaries. The rehabilitation hospital sector 
has long been at the forefront of innovation and improvement of PAC delivery. Among the 
sites of care in the PAC continuum, which include LTCHs, IRHs and IRUs, SNFs and Home 

                                                      
50 See id. § 1395ww (d)(1)(B). 
51 Id. § 1395ww(d)(1)(B)(iv)(I). 
52 Medicare Prescription Drug, Improvement, and Modernization Act of 2003 § 405(g), Pub. L. No. 108-173, 117 
Stat. 206, 2268 (Dec. 8, 2003). 
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Health Agencies (HHAs), IRH/Us have the unique distinction of being the site of care that 
delivers both intensive rehabilitation services and hospital-level medical care.53 In addition, 
IRH/Us deliver care through a unique interdisciplinary team approach, with CMS requiring 
physical therapists, occupational therapists, speech-language pathologists, rehabilitation 
nurses, rehabilitation physicians, and other clinician types to work in a highly coordinated 
manner in order for a patient with a serious debility to regain function and quality of life.54 
Being the lone site of hospital-level care proficient at intensive therapy delivery for highly 
complex patients, IRH/Us have led the PAC industry in innovative approaches to recovery 
from complex injuries and conditions.  

 
Despite the crucial role played by IRH/Us, CMS chooses winners and losers in advancing 
this proposal, with rehabilitation hospitals falling into the latter category. Put simply, IRHs 
may struggle to compete with LTCHs that could operate IRH units and benefit from the 
efficiencies and breakdown of artificial regulatory barriers that prevent an IRH from 
operating a LTCH. As LTCHs benefit from the operational efficiencies of operating a unit (as 
contrasted with the complex HwH regulations discussed further below) the LTCH would 
have more resources to devote to attracting more patients. The cycle may continue with 
increased loss of revenue and financial strain on the IRH due to loss of patients. If existing 
IRH’s or IRU’s are forced to close or contract, patients in need of their long-standing 
expertise in rehabilitation and innovative treatment approaches will suffer. Again, CMS 
offers no analysis or explanation as to why it would be sound policy to proceed with this 
proposal despite these anticipated effects.  

 
While CMS may not intend for this policy to create a significant competitive disparity among 
PAC hospital providers—as the proposed rule overlooks this dynamic altogether—it is an 
unavoidable consequence. Straining the rehabilitation industry, under the guise of regulatory 
simplification, would only serve to harm patient access to needed care and result in declining 
outcomes for patients.  

 
Instead of taking this risk, CMS should perform a comprehensive and rigorous policy 
analysis of all the implications of this proposal, as described above. In addition, CMS should 
consider testing this type of consolidation on a smaller-scale before implementation across 
the whole sector. One way to perform this smaller-scale testing is through the Continuing 
Care Hospital (CCH) model. The CCH is a service delivery and payment model which 
Congress has directed CMS to test.55 The CCH seeks to address the current inefficiencies 
created by the numerous sites of care in the PAC sector, each with its own robust Medicare 
coverage restrictions dictating the type of patients to be treated at each site, as well as the 
type of care to be delivered. This model would break down the regulatory barriers that 
require wasteful movement from one PAC site to the next, putting all care under one roof, 
with a physician directing the appropriate level of care to be received during the patient’s 
stay. Importantly, the CCH affords all PAC providers equitable access to participate in the 
integration model. 

                                                      
53 See 42 C.F.R. § 412.622 (CMS Regulations Require IRH/Us to deliver at least 3 hours of therapy per day, in 
addition to providing close physician supervision of all patients and treatments, a feature unique to all sites of care).  
54 See Medicare Benefit Policy Manual § 110.2.5 - Interdisciplinary Team Approach to the Delivery of Care.  
55 42 U.S.C. § 1395cc-4(g). 
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Nonetheless, care integration of this magnitude needs to be implemented on a trial basis first, 
with close monitoring of operational challenges before it is expanded. The results of testing 
the CCH model would begin to approximate the evidentiary base upon which a proposal of 
this magnitude should be based. By contrast, CMS proposes a full-scale change to PAC sites 
of care, without careful testing or any protocol to monitor and assess the implications for the 
industry.  

 
Until CMS can perform a diligent analysis and provide stakeholders with a sound policy 
rationale, the agency should refrain from moving forward. As an interim step, AMRPA 
believes CMS should test this concept with a model like the CCH that is already at its 
disposal.  

 
E. CMS Should Instead Pursue Reforms to the Medicare CoPs and HwH Regulations to 

Provide Parity to all Hospitals 
Any proposal that would result in sweeping changes to care delivery should be informed by 
evidence and appropriately evaluated. This step should include outreach to stakeholders, 
careful analysis, and explanation of the policy rationale before specific changes are made. 
Instead of regulating in a manner that would favor one hospital type and/or PAC setting over 
another, CMS should reform regulations in a manner that will provide parity across the sites 
of care and be of greater benefit to patients. AMRPA recommends CMS pursue several areas 
of regulatory reform that would eliminate barriers to integration and co-location activities 
while providing equity among the sites of care. We further encourage CMS to conduct 
sufficient outreach and analysis with stakeholders to evaluate these options.  

 
1. HwH Regulations  

The first area in which CMS should seek to simplify its policies is the HwH regulations. 
Under current policy, the only way an IRH and a LTCH could come together under one 
roof would be for an IRH to operate a LTCH as an HwH. As CMS notes in the IPPS 
proposed rule, last year the agency modified the regulations to do away with the 
“separateness and control” and “basic hospital functions” requirements when an HwH 
involves only IPPS-excluded hospitals. The effect of this change is that an IRH operating 
a LTCH as a HwH would no longer need to maintain a separate governing body, medical 
staff, and the other requirements dictated at 42 C.F.R. § 412.22(e), and would also not 
need to meet the separate basic hospital function tests in this regulation at § 
412.22(e)(1)(v). However, for several reasons, the HwH option is far more burdensome 
and costly to pursue than the option to operate a unit within a host hospital, including 
CMS’ proposal to allow an IRU within a LTCH.  

 
In the FY 2018 IPPS final rule, when removing the aforementioned HwH requirements 
for IPPS-excluded hospitals, CMS asserted that these changes would not “result in a 
practical change to how HwHs are currently operated because the performance of basic 
hospital functions requirements at § 412.22(e)(1)(v) are currently addressed under CMS’ 
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Interpretative Guidance for the hospital [Conditions of Participation] CoPs.”56 Further, 
CMS stated in this year’s IPPS proposed rule that “All hospitals, regardless of payment 
status, must always demonstrate separate and independent compliance with the hospital 
CoPs, even when an entire hospital or a part of a hospital is located in a building also 
used by another hospital.”57 In short, CMS has made clear that in order to remain 
compliant with the Medicare CoPs, the HwH arrangement is not to function in any way, 
shape or form as a unit in a host hospital, and should remain as a separately and 
independently functioning hospital.  

 
Although the slight loosening of the HwH regulations means that perhaps a single 
overarching entity can own two co-located HwHs, from an operations standpoint, almost 
all hospital functions are to remain completely separate, due to the fact that the Medicare 
CoPs, according to CMS’ interpretations, require separate hospital operations. The need 
to remain completely separate when operating an HwH stands in stark contrast to the 
opportunity for a LTCH to operate an IRU, as CMS now proposes. In the case of a unit, 
there are far fewer restrictions on what services and operations can be shared between it 
and the host hospital. As an example, recently a member hospital that operates an IRH 
that is co-located with a LTCH was surveyed by CMS and given a preliminary citation 
because medical records for both hospitals were processed in the same room. The 
hospitals were forced to build a wall in the middle of their records department in order to 
avoid noncompliance with the Medicare CoPs. These types of regulatory burdens can be 
avoided in the case of a host hospital and unit arrangement, which is what is being 
offered to LTCHs, but not IRHs, under this proposal.  

 
If CMS were to adopt its proposal to allow an IPPS-excluded hospital to host an IPPS-
excluded unit, the host LTCH could take advantage of the efficiencies of operating a unit, 
including shared space, easy transfer of patients from one site of care to the next, as well 
as allowing physicians and other clinicians to remain involved in care throughout the 
patient’s recovery and treatment through different sites of care. Meanwhile, IRHs would 
be stuck with the arcane and overly burdensome HwH regulations as their only means of 
co-locating both types of hospitals. Should CMS want to facilitate the operation of co-
located and integrated hospitals, it should start with further streamlining of the HwH 
requirements. As a precursor, AMRPA recommends CMS consult with stakeholders to 
explore how it can amend the HwH regulations to lessen regulatory burden and while 
maintaining parity among PAC sites of care.  

 
2. Medicare Conditions of Participation  

Another area CMS should explore to lessen regulatory burden and maintain parity would 
be the Medicare CoPs. If CMS created carve outs to permit greater integration of two 
IPPS-excluded hospitals that are co-located with one another without risk of 

                                                      
56 Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and the Long-Term 
Care Hospital Prospective Payment System and Policy Changes and Fiscal Year 2018, 82 Fed. Reg. 37990, 38293 
(Oct. 1, 2018).  
57 Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute Care Hospitals and the Long-Term 
Care Hospital Prospective Payment System and Proposed Policy Changes and Fiscal Year 2019, 83 Fed. Reg. 
20164, 20451 (May 7, 2018) (emphasis added).  
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noncompliance with the CoPs, this would approach the operational efficiencies of 
operating a unit within a host hospital. As discussed previously, at present any co-located 
hospitals must comply with stringent HwH regulations. Even as those are lifted, CMS has 
interpreted the Medicare CoPs to require separate operations of most hospital functions. 
This provides no parity to the host hospital-unit arrangement that CMS is proposing, 
where services can be more fully integrated.  

 
One change to the CoPs that CMS should explore includes permitting medical staff and 
other clinicians, such as therapists, to move more freely between the two hospitals, 
especially when patients are transitioned from one hospital to the next during the course 
of the patient’s recovery. CMS should also allow other crossover, including integrated 
medical records and other clinically related services that benefit a patient when they 
remain consistent through the patient’s course of treatment. In addition, the agency 
should loosen shared space restrictions, permitting families and other visitors to enter 
through the same entrances, as well as shared non-medical space, such as waiting rooms, 
dining halls, and other common features of hospitals.  

 
Implementing these changes would put both types of PAC hospitals – LTCHs and IRHs –
on equal footing to integrate sites of care. This would allow IRHs to continue to deliver 
the high-quality care that has been its longstanding tradition, while also advancing CMS’ 
goal of regulatory simplification. However, as with the other options, before CMS makes 
such changes, it should conduct extensive outreach to the stakeholder community, 
analyze the effect they would have on patients, and consider other relevant factors.  

 
In conclusion, the process of integrating PAC sites of care is complex, which is why the 
suggestions here are just a few examples of the changes CMS should explore before it moves 
forward with a fair, equitable and efficient integration of PAC sites of care. CMS should not 
finalize its proposal at this time, and should instead solicit much-needed feedback from 
stakeholders and providers on the potential business and care delivery implications. Such a 
dialogue, we believe, would prompt CMS to significantly revise its proposal to create parity 
and ensure the most patient-centered approach to care possible.  
 
Recommendation:  
Before proceeding with an inequitable proposal that may destabilize a provider sector that 
has delivered consistently high-level, high-quality care to Medicare beneficiaries, CMS 
should withdraw its current proposal. Instead, CMS should explore ways to bring parity to 
the post-acute care providers as a precursor to permitting this new arrangement. AMRPA 
firmly believes proceeding with this proposal would have a profound impact on the future of 
post-acute care. Therefore, CMS should much more carefully evaluate, analyze and seek 
input on this proposal before ultimately repurposing it in a way that affords parity to all 
providers. AMRPA recommends CMS withdraw the proposal this year and until there is an 
opportunity for IRF-LTCH parity.  

 
III. Proposed Revisions of the Supporting Documentation Required for Submission of an 

Acceptable Medicare Cost Report, p. 20548 
CMS proposes to amend 42 C.F.R. § 413.24(f)(5)(i) by adding a new paragraph (E) to 
specify that for providers claiming costs on their cost report that are allocated from a home 
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office or chain organization, a cost report will be rejected for lack of supporting 
documentation if it does not include a Home Office Cost Statement (HOCS) completed by 
the home office or chain organization. AMRPA supports CMS’ efforts to ensure every chain 
organization submits a HOCS. However, we believe that this policy is overly burdensome 
and runs contrary to CMS’ efforts to put patients over paperwork.  
 
There are many rehabilitation hospital systems that are affected by this policy. For some 
systems that operate multiple locations, this requirement means that they need to submit the 
same HOCS dozens, or even hundreds of times. This is burdensome for both the hospitals 
and the Medicare Administrative Contractors (MACs) alike, whether submissions are done 
electronically or via paper submissions.   
 
AMRPA believes that CMS could easily simplify this requirement by allowing access to 
HOCS for all MACs via an electronic system. Then, one submission would be available for 
review and processing by all contractors. This approach would also encourage providers to 
adopt electronic submissions, which would further increase efficiencies for Medicare. It is 
inconsistent for CMS to be moving in the direction of adding more burdensome reporting 
requirements, especially in cases when its contractors already have the information needed 
for these cost reports in their possession.  
 
Recommendation:  
AMRPA recommends CMS withdraw this proposal to amend the regulations to require 
duplicate HOCS and instead find ways for the agency to reduce the burden on providers, 
especially when it comes to duplicative cost reporting requirements.  

 
IV. Requirements For Hospitals To Make Public A List Of Their Standard Charges Via 

The Internet, P. 20549 
 

A. Proposal to Require Hospitals to Post Standard Charges in a Machine Readable 
Format, p. 20549 
CMS proposes to update their guidelines to require hospitals to make available a list of their 
current standard charges via the internet in a machine readable format and to update this 
information at least annually. CMS also seeks information on other areas in which 
stakeholders believe CMS should impose requirements for price transparency and how to 
enforce such measures.  

 
AMRPA urges CMS to reconsider any further changes to the requirement to post standard 
charges for items and services for Part A services. Standard charges for Part A services, such 
as the Diagnosis Related Group (DRG) or Case Mix Group (CMG) payment rates (or the 
equivalent for other payors), are almost never useful to consumers, and in the few cases when 
they are, it is for non-insured individuals, and not Medicare beneficiaries. As CMS is aware, 
privately insured individuals have a wide range of different cost sharing arrangements 
depending on their insurer and plan and hence for them standard charges would not be 
helpful. Further, Medicare beneficiaries will only pay a deductible and possibly a set co-pay 
based on the number of days the beneficiary has been hospitalized for hospital (Part A) 
services for that benefit year. AMRPA is not aware of any situation in which a Medicare 
beneficiary would be paying a percentage of the standard charges for Part A services, and 
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therefore standard charge information is not valuable or insightful for Medicare beneficiaries 
either.  

 
Therefore, while we recognize CMS’ statutory directive to require the posting, there is no 
requirement that it be machine readable or that there be a penalty for failure to comply. To 
avoid an unnecessary regulatory burden with minimal benefit to consumers, CMS should not 
finalize its proposal to require standard charges be posted in a machine readable format and, 
most importantly, should not impose any penalties on providers who are not in compliance 
with this requirement. If CMS is interested in improving its beneficiaries’ understanding of 
out-of-pocket costs, it should enhance its efforts to directly communicate cost-sharing 
arrangements to beneficiaries so that they fully understand their liabilities.  
 

B. Request for Information on Cost Information Most Beneficial to Consumers and 
Requirements for Providers to Inform Consumers about Out-of-Pocket Costs for a 
Service Before Furnishing Services, p. 20549 
In its first set of bulleted questions on page 20549 of the proposed rule, CMS asks what cost 
information would be most beneficial to consumers, whether providers should be required to 
inform patients how much their out-of-pocket costs for a service will be before those patients 
receive that service, and whether CMS should require health care providers to furnish 
patients with information on what Medicare pays for a particular service performed by the 
provider.  
 
Generally, AMRPA thinks that the information providers can give Medicare beneficiaries 
about their out of pocket costs is far less helpful than information CMS can provide directly 
to beneficiaries. As noted previously, Medicare beneficiaries pay a set cost for hospital (Part 
A) services based on a deductible and co-pay for certain hospital stays. The hospitals’ 
standard charges have no bearing on what a beneficiary will pay for their hospital services. 
Therefore, what would be most beneficial to consumers is their deductible and co-pay 
liability. The most up to date deductible and coinsurance obligations can only be provided by 
CMS, who can track the beneficiaries’ current utilization to-date prior to a service. Hospitals 
will not know the extent of prior services and the impact on co-pays prior to admission of 
each Medicare beneficiary. In fact, posting standard charges will likely only serve to confuse 
consumers and caregivers. Therefore, CMS should focus efforts on directly providing up to 
date information to consumers on their current liability for any Part A services. Put simply, 
the information the hospital holds is far less useful to the consumer than the information 
CMS holds.  
 
Additionally, even if CMS did require hospitals to provide meaningless standard charge 
information to patients, it is often difficult for hospitals to predict exactly what the charges 
will be for a patient’s admission to the hospital. In most instances, the physician will conduct 
a thorough examination of a patient after admission. This exam may lead to a new diagnosis 
(and a subsequent new CMG or DRG) for the patient, and thus a different prospective 
payment rate. Further, as a hospital stay goes on and the patient’s status changes, a physician 
may determine the need for a new course for the patient. It would be overly burdensome for 
hospitals to stop each time this happens, particularly if that information is not meaningful, 
and especially if timely medical treatment is needed.  
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Further, CMS states the impetus for this Request for Information is concern about surprise 
out-of-network physician visits, which occur on the Part B side of Medicare. CMS should 
focus its efforts on enhancing requirements around the Advance Beneficiary Notice (ABN) 
pertaining to physician services to avoid this type of surprise billing. It would be 
inappropriate for CMS to require hospitals under the Part A program to account for surprise 
billing that occurs under Part B of the program. Therefore, AMRPA recommends CMS 
enhance its own efforts to inform beneficiaries about out-of-pocket costs. The billing by 
hospitals and other facilities under Part A is largely irrelevant to a Medicare beneficiary’s 
out-of-pocket costs. Additionally, if CMS is concerned about surprise billing for physician 
services, it should appropriately address those concerns through the Part B program, and not 
put an additional burden on hospitals for billing issues beyond its control.  
 

C. Noncompliance and Enforcement Mechanisms for Price Transparency Requirements, 
p. 20549 
In the second section of this RFI, CMS seeks information on how it should enforce price 
transparency requirements including civil monetary penalties and attestation to compliance 
with the requirements. AMRPA generally thinks that the burden of any enforcement 
mechanism would far outweigh the benefits to consumers. As part of its Patients over 
Paperwork initiative, CMS states that it “is moving the needle and removing regulatory 
obstacles that get in the way of providers spending time with patients.” AMRPA believes 
imposing any such penalties on hospitals for price transparency requirements would 
accomplish just the opposite of that goal by straining hospitals’ resources for information that 
is minimally beneficial to consumers. As previously stated, CMS, and not hospitals, holds the 
most information on a patient’s available benefits under Part A of Medicare. Imposing 
enforcement actions against hospitals for information held by CMS would be an unnecessary 
and unfair regulatory burden when CMS has the ability to provide the information itself, 
either to the patient directly or through the hospital.  
 
Further, when it comes to posting standard price lists, as AMRPA has previously stated, this 
information is minimally useful to consumers. Therefore, it would be a waste of agency and 
provider resources to require attestation or monetary penalties to enforce requirement. 
Instead, CMS should redirect these resources to creating a system whereby the holder of such 
information, such as CMS and insurance companies, can provide appropriate cost-sharing 
information to consumers.  
 
Recommendation:  
AMRPA believes CMS is misguided in its view that Part A providers are the key to 
improving Medicare beneficiaries’ understanding of out-of-pocket costs. While hospitals are 
willing partners in passing along helpful information to consumers, CMS is the actual keeper 
of information relevant to a beneficiary’s obligations under Part A of Medicare. Although 
hospitals do hold standard charge information, rarely is that information useful to a 
beneficiary. Rather than increasing burden on providers to post charges and pass along 
information to consumers, CMS should focus its efforts on its own communications with 
consumers, either directly or indirectly through providers, in order to improve beneficiary 
understanding of their costs. Without enhanced efforts and systems that capture all prior 
hospital stays from CMS, providers will be unable to better inform patients’ of their financial 
obligations for their Medicare Part A services. 
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AMRPA welcomes continued opportunities to collaborate with the Department of Health and Human 
Services (HHS) and CMS on these matters. If you have any questions about AMRPA’s 
recommendations, please contact Carolyn Zollar, M.A., J.D., AMRPA Executive Vice President for 
Government Relations and Policy Development (czollar@amrpa.org / 202-860-1003). 
  
Sincerely, 
 

 
 
Richard Kathrins, Ph.D. 
Chair, AMRPA Board of Directors  
President and CEO Bacharach Institute for Rehabilitation 
 
 

 
Mark J. Tarr 
Chair, AMRPA Regulatory and Legislative Policy Committee 
President and Chief Executive Officer, Encompass Health 
 

 
  
 

 
 

 
 
  


