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The Honorable Seema Verma 

Administrator 

Centers for Medicare and Medicaid Services  

U.S. Department of Health and Human Services 

Attention: CMS-1694-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.  

 

In 2016, 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 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 

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

PAYMENT POLICY xx. (Mar. 2018) 
2 Id.  
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proposed in this rule that would have consequences for IRH/Us. The comments contained in this 

letter 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 

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.  
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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.3 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.  

 

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 

                                                      
3 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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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.4  

 

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 

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 

                                                      
4 See Motor Vehicle Mfrs. Ass’n v. State Farm, 463 U.S. 29, 43 (1983). 
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Section 1886(d) of the Social Security Act.5 While Congress did create rehabilitation units, it 

did not create LTCH units, intending LTCHs to be only freestanding hospitals.6 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.7 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 

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.8 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.9 

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.  

                                                      
5 See Id. § 1395ww (d)(1)(B). 
6 Id. § 1395ww(d)(1)(B)(iv)(I). 
7 Medicare Prescription Drug, Improvement, and Modernization Act of 2003 § 405(g), Pub. L. No. 108-173, 117 

Stat. 206, 2268 (Dec. 8, 2003). 
8 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).  
9 See Medicare Benefit Policy Manual § 110.2.5 - Interdisciplinary Team Approach to the Delivery of Care.  
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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.10 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. 

 

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.  

 

                                                      
10 42 U.S.C. § 1395cc-4(g). 
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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 a 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 a 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’ 

Interpretative Guidance for the hospital [Conditions of Participation] CoPs.”11 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.”12 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 

                                                      
11 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).  
12 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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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 a 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 

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 
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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 

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.  
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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 

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.  
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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.  

 

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 



   

  
 

 

12 

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. 

 

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  
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