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The American Medical Rehabilitation Providers Association (AMRPA) is pleased to
submit the following testimony for the record of the Subcommittee on Health’s hearing on
“Identifying Innovative Practices and Technology in Health Care.” We thank Chairman Roskam,
Ranking Member Levin and distinguished Members of the Subcommittee for holding this
hearing to explore and evaluate innovative practices and technologies to modernize Medicare.
We believe that proactive stakeholder engagement of this nature will pay dividends in making
the Medicare program more flexible, accountable, transparent, and ultimately more responsive to
beneficiaries’ needs and taxpayers’ concerns.

AMRPA is the national voluntary trade association representing more than 600
freestanding rehabilitation hospitals, rehabilitation units of general hospitals, and outpatient
rehabilitation service providers (collectively referred to by Medicare as inpatient rehabilitation
facilities, or IRFs). IRFs provide hospital-level care, which is significantly different in intensity,
capacity, and outcomes from care provided in non-hospital post-acute care (PAC) settings. Our
members provide medical rehabilitation services in an array of health care settings, working to
maximize patients’ health and functional skills so they can live as independently as possible by
returning home, resuming work or pursuing an active retirement.

AMRPA recognizes Congress’ obligation to modernize the Medicare program and ensure
that it evolves to meet the needs of a growing and changing population. Access to high-quality
medical rehabilitation is a critical part of that commitment to seniors and persons with
disabilities. Innovative delivery system reforms could foster better, more coordinated, patient-
centric care, but antiquated rules continue to impede the ability of these innovations to benefit
America’s seniors.

The Continuing Care Hospital

AMRPA knows of no more promising way to revolutionize PAC delivery than through
testing and adoption of the Continuing Care Hospital (CCH) model. The Centers for Medicare
and Medicaid Services (CMS), as well as the Center for Medicare and Medicaid Innovation
(CMMI), have been directed to test the CCH model, authorized by statute for a national
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demonstration program,® but have thus far refused to do so. The CCH model is not only a
compelling alternative payment model (APM) but a promising delivery system reform that
would foster better, more coordinated, patient-centric care and disincentivize costly, disruptive
and needless transfers.

The CCH model provides an opportunity to develop a patient-centered care model in
which the “silos” established by site-specific PAC Medicare payment systems are eliminated.
Care under the CCH model is delivered based on individual patient need rather than the
regulatory policies of the applicable setting. Specifically, the CCH model would organize care
around the patient instead of the setting by consolidating different levels of post-acute
rehabilitative care into a single enterprise with a single payment system and single method for
measuring quality.

The CCH could either be real (all care levels in a common physical space) or virtual (all
levels operated as a single entity, but in two or more physically distinct locations). In either
instance, the payment ramifications and corresponding bureaucratic processes, documentation
requirements, and placement imbroglios of moving patients between post-acute care settings are
circumvented, allowing clinicians to let these decisions to be driven by the individual’s clinical
indicators.

In addition to the patient-centric orientation of care, the CCH has real potential to realize
cost savings due to efficiencies and reduced administrative burden. Payments would be more
reflective of actual cost and resource use and would not include the considerable costs associated
with transferring patients among PAC settings or with meeting the extensive and often redundant
regulations of the current PAC payment systems.

CMS does not require any additional authorizing legislation or appropriations to launch
the CCH model. Congress has also given CMS explicit authority to test the CCH model within
the context of CMMI.2 Accordingly, it should compel CMS to ensure the expeditious testing of
CCH as an important step in evaluating innovative PAC payment reforms.

The Continuing Care Network

In the absence of administrative action to test the CCH model or other promising PAC
delivery system reforms, AMRPA is in the early stages of working with commercial payers to
explore opportunities to streamline the delivery of PAC services in the private sector. Most
notably, the rehabilitation hospital community is pioneering novel delivery and payment models
for managed care and engaging private partners to test and ultimately adopt these approaches.
Principally, AMRPA is leading a collaborative initiative to develop and test an integrated post-

142 U.S.C. § 1395cc-4(g).
21d. § 1315a(b)(2)(B)(xiii).
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acute network, known as the Continuing Care Network (CCNet), to coordinate care across the
PAC continuum and ensure patients are treated in the right setting at the right time.

The goal of the CCNet model is to break down the current post-acute regulatory silos and
create a full-spectrum continuing care collaborative that encompasses post-acute and continuing
care with a patient-focused approach and novel incentives for improved outcomes. The approach
aligns with the broader evolution in health care: moving toward unified payments that assess
value based on both quality outcomes and total costs of care.

Critically, the CCNet requires a robust network that fosters a full-spectrum collaborative
approach that features acute care hospitals, along with IRFs, skilled nursing facilities (SNFs),
long-term care hospitals (LTCHs), home health agencies (HHAS), and outpatient therapy
providers and clinics. A fundamental goal of the model is to move away from the restrictions
current regulatory labels may impose upon patient care in favor of a more modern construct that
enables greater flexibility in the delivery of services at alternative sites of service to better meet
the needs of patients. The CCNet takes a patient-focused approach to continuing care by
identifying more logical care pathways for patients to improve functional status and focus on
total cost of care as opposed to first-setting cost considerations. Overall costs are expected to
decrease due to minimizing crisis care utilization, such as emergency department visits, ICU
days, and hospital readmissions. Likewise, the CCNet is expected to improve performance on
key quality measures related to functional status (e.g., mortality, mobility, ADLs, etc.) and
patient experience. An important goal of the model is to achieve the long-term benefits of an
appropriate care path.

The pilot program will initially focus on patients who experience a stroke or lower
extremity (LE) fracture and require continuing care services after discharge from an acute
hospital setting. We are confident that the model presents an opportunity to integrate continuing
care providers through partnerships with one another and with managed care organizations that
could subsequently be tested through pilot projects — and ultimately expanded nationally — in the
Medicare Advantage (MA) program. AMRPA intends to share what is learned from the CCNet
with Congress and other policymakers so that we can ensure this evidence base is factored into
future innovations in the Medicare program.

AMRPA again thanks the Ways and Means Committee for its continued focus on
incentivizing innovation while mitigating burdensome regulations that hinder the ability to realize
the full potential of emerging best practices. We believe the Continuing Care Hospital is a
visionary model that could transform future delivery of PAC services and represents the next
generation of post-acute care. AMRPA stands ready to work with CMS and CMM I to fulfill
Congress’ intent that it be implemented.



