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On behalf of the members of the American Medical Rehabilitation Providers Association
(AMRPA), we appreciate the opportunity to provide a written statement for the record of the
Subcommittee’s recent hearing, “Examining Health Care Denials and Delays in Medicare
Advantage.” We thank the Subcommittee for its time and attention to these important issues and
encourage the Subcommittee to continue this focus on ensuring that Medicare Advantage (MA)
beneficiaries can access medically necessary care without delays and other barriers.

AMRPA is the national trade association representing more than 700 freestanding inpatient
rehabilitation hospitals and units, referred to in the Medicare program as “inpatient rehabilitation
facilities” (IRFs). Our hospitals and units focus on the care and functional recovery of some of
the most vulnerable Medicare beneficiaries — such as traumatic brain injury, stroke, and spinal
cord injury patients. The vast majority of our members are Medicare participating providers and
according to the Medicare Payment Advisory Commission (MedPAC), IRFs served 335,000
Medicare beneficiaries with more than 379,000 IRF stays in 2021.1

Reform of prior authorization practices and other utilization management techniques employed
by MA plans has long been at the top of AMRPA’s advocacy agenda because of the direct and
adverse impact these practices often have on some of Medicare’s most severely ill and injured
beneficiaries, including those living with disabilities. Prior authorization reform is particularly
important in the rehabilitation medicine context when timely and appropriate care transitions
from the acute care hospital can dramatically improve a patient’s functional recovery and quality
of life. While there has been significant growth in the MA program in recent years — with more
than half of all beneficiaries now enrolled in MA plans? — there has also been increasing scrutiny
of plan behavior by federal oversight entities.®> The confluence of program growth and
problematic plan behavior makes timely and effective policy changes to MA plans’ prior
authorization and denial practices all the more critical to correct serious and concerning care
access and equity issues. Reforming MA plans’ practices is particularly imperative in advancing
health equity, as research shows that minority and low-income beneficiaries enroll in MA plans
at a significantly higher rate, and these beneficiaries face larger knowledge gaps and
disenrollment rates.

Our statement focuses on four key issues:
(1) the impact of prior authorization and other MA plan practices on beneficiary access to care in

the inpatient rehabilitation facility benefit,
(2) AMRPA’s support for recent and pending policy reforms to MA plan practices,

1 Medicare Payment Advisory Commission (MedPAC), MedPac March 2023 Report to the Congress: Medicare
Payment Policy (March 15, 2023) (https://www.medpac.gov/wp-

content/uploads/2023/03/Mar23 MedPAC Report To Congress SEC.pdf)

2 Centers for Medicare and Medicaid Services (CMS), Medicare Monthly Enrollment (May 2023)
(https://data.cms.gov/summary-statistics-on-beneficiary-enroliment/medicare-and-medicaid-reports/medicare-
monthly-enroliment)

3 See, e.g., Department of Health and Human Services (HHS) Office of Inspector General (OIG), Some Medicare
Advantage Organization Denials of Prior Authorization Requests Raise Concerns About Beneficiary Access to
Medically Necessary Care (April 2022) (https://oig.hhs.gov/oei/reports/OEI-09-18-00260.asp).



https://www.medpac.gov/wp-content/uploads/2023/03/Mar23_MedPAC_Report_To_Congress_SEC.pdf
https://www.medpac.gov/wp-content/uploads/2023/03/Mar23_MedPAC_Report_To_Congress_SEC.pdf
https://oig.hhs.gov/oei/reports/OEI-09-18-00260.asp
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(3) further areas for Congressional and regulatory engagement, and
(4) additional detail and context regarding the discussion of the IRF benefit during the
Subcommittee’s recent hearing.

l. Impact of Prior Authorization and MA Plan Practices on IRF
Beneficiary Access

AMRPA members across the country report that MA plans routinely and consistently divert
beneficiaries away from IRFs to less intensive settings of care through the misuse or abuse of
prior authorization and other utilization management practices. Some of these specific tactics
include using flawed or unsupported proprietary guidelines that conflict with Medicare coverage
rules, reliance on unqualified reviewers to overturn the clinical judgment of treating physicians
and specialized rehabilitation providers who make up the rehabilitation team, using delay tactics
to pressure hospitals and patients into using inappropriate substitutes for IRF care, and not
providing real-time and responsive recourse to appeal adverse decisions. As the Subcommittee
heard from the hearing witnesses, the impact of inappropriate delays and denials of IRF
admissions that result from the misuse and abuse of prior authorization have a direct negative
impact on beneficiaries’ long-term health, function, and ability to maximize their recovery.

AMRPA recently embarked on an effort to collect data on the outcomes of MA plan prior
authorization requests for IRF admissions nationwide in August 2021. A total of 475 IRFs from
47 states, as well as the District of Columbia and Puerto Rico, submitted data on the outcomes of
12,157 requests for the survey month. Overall, the data confirmed the observations of AMRPA
members regarding prior authorization practices. More than 53% of all initial requests for an IRF
admission were denied, resulting in nearly 6,500 patients being diverted to less-intensive settings
of care during just one month. The high rate of denial was very consistent across providers, with
87% of all hospitals having at least 30% of their requests denied during the month. Each of these
denials represents the overruling of a practicing physician treating a severely and acutely ill
recovering patient.

In addition to the high rate of denial, the survey data confirmed that MA beneficiaries spend an
astounding number of unnecessary days in the acute care hospital waiting for prior authorization
determinations, with a 2.5+ day average wait time for all determinations. MA plans often claim
that prior authorization is used as a utilization management tool to mitigate unnecessary costs;
however, this fails to account for the expense of prolonged inpatient stays that may create greater
costs to patients and the Medicare program. Even among patients for whom MA plans approved
their initial request for IRF admission, the survey data represents more than 14,000 days in the
aggregate spent waiting for a determination during a single month. These unnecessary delays
result in additional acute care hospitalization expenses while restricting acute care hospitals from
filling their beds with other patients with pressing care needs. We once again note that for
patients in need of the intensive, medically managed course of rehabilitation provided in IRFs,
every day spent waiting in an acute care bed without receiving rehabilitation care can limit their
ability to recover and achieve their maximum level of health and function. The findings of
AMRPA’s survey are summarized in Appendix 1 and detailed in full in Appendix 2.
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We also appreciate the Subcommittee’s attention to the results of the Department of Health and
Human Services (HHS) Office of Inspector General’s (OIG) 2018 and 2022 report confirming
the inappropriate practices used by some MA plans. As the Subcommittee heard, the OIG found
that MA plans overturned 75% of their own denials, but only about 1% of denials were ever
appealed by beneficiaries and providers.* More recently, the OIG found that IRF services were
among the “most prominent” of the service types that MA plans denied despite meeting
Medicare coverage rules.® These findings, and similar findings raised by other provider and
stakeholder organizations, highlight another concerning issue that AMRPA has raised with CMS
and others multiple times. While some beneficiaries may eventually be able to garner a victory
on appeal in cases where their services had been inappropriately denied by MA plans, this path is
by no means assured, even when the plans are denying claims that meet the Medicare coverage
criteria. As the Subcommittee heard in Ms. Bent’s all-too-familiar testimony, the appeals process
is lengthy, costly, and comes at a time when patients are at their most vulnerable; many, if not
most, patients simply do not have the resources to be able to pursue an appeal even when their
physician and other providers can confidently assert that their care should be covered. Stricter
oversight by both Congress and the Administration, in concert with rehabilitation stakeholders, is
the only way to ensure that MA beneficiaries are not blocked from accessing the care they need.

AMRPA is pleased to learn of the Subcommittee’s outreach to the largest MA plans to learn
more about how decisions are made to deny access to care, and we look forward to additional
information being released by the Subcommittee regarding its findings.

II.  Recent Regulatory Reforms Show Promise, but Enforcement is
Critical to Ensure Compliance

As noted throughout the recent hearing, the Centers for Medicare & Medicaid Services (CMS)
recently finalized one rule focused on restricting certain MA plan practices regarding prior
authorization and other barriers to care (the “2024 MA rule”)®, and is reviewing a second
proposed rule focused on streamlining and standardizing the use of prior authorization by MA
plans and other payers (the “electronic prior authorization rule”).” AMRPA has strongly
supported both of these rules and advocated for additional refinements to ensure that they

4 Department of Health and Human Services (HHS) Office of Inspector General (OIG), Medicare Advantage Appeal
Outcomes and Findings Raise Concerns About Service and Payment Denials (September 2018)
(https://oig.hhs.gov/oei/reports/oei-09-16-00410.pdf).

5 Department of Health and Human Services (HHS) Office of Inspector General (OIG), Some Medicare Advantage
Organization Denials of Prior Authorization Requests Raise Concerns About Beneficiary Access to Medically
Necessary Care (April 2022). (https://oig.hhs.gov/oei/reports/oei-09-18-00260.pdf).

6 Medicare Program; Contract Year 2024 Policy and Technical Changes to the Medicare Advantage Program,
Medicare Prescription Drug Benefit Program, Medicare Cost Plan Program, and Programs of All-Inclusive Care for
the Elderly, 88 Fed. Reg. 22,120 (April 12, 2023).

7 Medicare and Medicaid Programs; Patient Protection and Affordable Care Act; Advancing Interoperability and
Improving Prior Authorization Processes for Medicare Advantage Organizations, Medicaid Managed Care Plans,
State Medicaid Agencies, Children’s Health Insurance Program (CHIP) Agencies and CHIP Managed Care Entities,
Issuers of Qualified Health Plans on the Federally-Facilitated Exchanges, Merit-Based Incentive Payment System
(MIPS) Eligible Clinicians, and Eligible Hospitals and Critical Access Hospitals in the Medicare Promoting
Interoperability Program, 87 Fed. Reg. 76,238 (Dec. 13, 2022).



https://oig.hhs.gov/oei/reports/oei-09-16-00410.pdf
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meaningfully address problematic payer behavior. In particular, we continue to seek an
expansion of the electronic prior authorization proposed rule to require MA plans return
decisions for expedited and urgent requests (such as post-acute care authorizations) within 24
hours (instead of the proposed 72-hour timeframe), and a commitment from CMS to publicly
report data on prior authorization practices on a service-specific basis and in a way that is easily
accessible to and understood by enrollees.

We are pleased to see that a number of Subcommittee members have signed a pending letter to
CMS calling for these specific reforms to be included in the final rule. Our detailed comments on
the 2024 MA rule can be found here and our comments on the electronic prior authorization rule
can be found here.

However, as Chairman Blumenthal stated during the hearing, these regulations (both those that
are finalized for MA Contract Year 2024 and those that are pending in the electronic prior
authorization final rule) will only have the desired impact if they are appropriately enforced.
While we are heartened that CMS has heard the calls from patients and providers to rein in these
types of plan behavior, we will be monitoring closely to understand how plans are complying
with these new and newly codified requirements and work to ensure that CMS is appropriately
overseeing the implementation of these rules when they go into effect. This is particularly
important because AMRPA members continue to report that MA plans are currently using these
tactics that will presumably be barred beginning in Contract Year 2024.

Given the Subcommittee’s investigatory and oversight functions, we believe that it may be
relevant to follow up with CMS after implementation of the rules to ensure plans are complying
with the letter and intent of the regulatory reforms. We would be happy to provide the
Subcommittee with any additional information and data from our members as well as to
highlight how CMS is working to ensure better oversight. AMRPA has recommended that CMS
develop a robust enforcement plan, including auditing processes, transparent reporting processes,
and penalties for non-compliance, to ensure that MA plans comply with the new and important
reforms outlined in these rules. MA plans should be publicly accountable for their policies and
practices, and key metrics should be able to be easily measured across plans so beneficiaries
have a better understanding of their access to post-acute care under the plan’s policies when
making enrollment decisions. At a minimum, such reporting should include the number or
percentage of denials, the reason(s) for each denial, and the turnaround time to respond to
requests for care approval. Such public reporting will also allow Congress to fulfill its oversight
role of CMS’ management of the MA program, and better understand whether and how
additional action may be necessary to ensure that MA patients can access medically necessary
care to which they are legally entitled.

I11. Discussion of IRF Coverage Requirements and IRF Payment System

AMRPA appreciates the Subcommittee’s focus on the IRF benefit, given the previously cited
findings that IRF services are among the most prominent service types denied by MA plans
despite meeting Medicare coverage rules. We would like to offer additional details and context
on some of the IRF-specific payment and coverage rules referenced during the hearing; though


https://amrpa.org/Portals/0/AMRPA%20Prior%20Authorization%20Final%20Comment%20Letter%20with%20Attachments_CMS-4201-P.pdf
https://amrpa.org/Portals/0/AMRPA%20Electronic%20Prior%20Authorization%20Comments%20Final%20Submitted.pdf
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these issues are largely not directly related to the MA policies within the Subcommittee’s focus,
we want to ensure that Members of the Subcommittee fully understand how these issues interact
with the field’s concerns about unnecessary delays and denials of medically necessary IRF care.

We recognize the Subcommittee’s attention to the costs incurred by the Medicare program, and
the need to ensure that Medicare dollars are spent on high-value care. We share the concern from
several witnesses that some of the MA plan practices discussed during the hearing may be
incentivized by the cost structure of the MA program, which offers higher profit per patient when
care is denied or patients are diverted to lower-cost settings. This is because MA plans are paid a
capitated monthly amount for each patient, thereby creating a financial incentive to care for the
patient most efficiently. We also note that some analyses have suggested that reining in the use
of prior authorization and other utilization management techniques by MA plans could result in
higher expenditures by the Medicare program in the short term. However, as noted in the OIG
report (detailed further below), a significant portion of MA denials are for care that met the
Medicare Fee-for-Service criteria, i.e., should have been covered by the MA plans (which must
provide, at minimum, the same level of coverage offered in Fee-for-Service or “Traditional”
Medicare). Therefore, AMRPA firmly believes that such inappropriate denials are not reasonable
cost-cutting measures but instead are limitations on medically necessary care to which MA
beneficiaries are entitled.

Further, the care provided in IRFs is critical to the long-term health and function of beneficiaries
who have sustained severe injuries and illnesses that necessitate intensive inpatient hospital
rehabilitation. By receiving a full course of medically necessary, intensive therapy in an IRF,
patients are able to maximize their recovery, often reducing or eliminating the need for longer-
term (and costly) medical care after discharge. For example, a study on the long-term clinical
outcomes of clinically similar patients treated in IRFs and SNFs found that patients treated in the
IRF setting were able to return to the home setting earlier while experiencing fewer emergency
room visits and hospital readmissions over the two-year study period.® In contrast, when patients
who need IRF care are instead diverted to lower-intensity settings, or face significant delays in
beginning IRF care while languishing in an acute care hospital, they may achieve lesser
outcomes, face a greater threat of readmissions, and/or need ongoing medical care and support —
all of which result in excess costs to the Medicare bottom line over the long term. AMRPA
firmly believes that ensuring patient access to the right medically necessary care, at the right
time, in the right setting, as determined by the patient’s specific care needs, is the best way to
achieve better patient outcomes and protect the fiscal health of the Medicare program.

IRF Services in OIG Report

AMRPA continues to strongly back the findings and recommendations in the OIG’s recent report
regarding delays and denials that some patients face in their MA plans. As referenced previously,
the OIG specifically identified inpatient rehabilitation as a service that its reviewers believe is
inappropriately restricted by MA plans. The OIG found that 13 percent (1,631 denials) of the

8 Dobson DaVanzo & Associates, Assessment of Patient Outcomes of Rehabilitative Care Provided in Inpatient
Rehabilitation Facilities (IRFs) and After Discharge (June 2014).
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more than 12,000 denials in the week-long sample met Medicare coverage rules, and thus likely
would have been approved in the Fee-for-Service program. Within these more than 1,500
instances of inappropriate denials, the OIG report highlighted approximately 30 specific
examples: four of these involved denials of IRF admissions.

In each of these examples, the OIG found that MA plans determined the request for IRF
admission did not meet the Medicare coverage criteria, though the OIG’s physician panel found
otherwise. These cases follow common patterns that frequently inhibit patient access to IRF care.
In one example, the MA plan determined that a lower level of care (such as a skilled nursing
facility or home health care) was sufficient and thus denied the IRF admission, while the OIG
reviewers found that the patient’s condition was in fact severe enough to necessitate the medical
supervision and management that occurs in an IRF. This trend was specifically referenced in the
2024 MA proposed rule preamble, which clarified that MA plans cannot deny a request for
otherwise covered post-acute care services in a particular setting just because the patient might
be able to also receive care in a less-intensive setting.® Other denials included inappropriate
determinations that patients did not meet the Medicare medical necessity criteria for IRF
admission.

The report also noted that at the time of the OIG’s data request, three out of four of these
inappropriate denials had not been reversed, though the report does not confirm whether or not
those three cases had been appealed. We again emphasize that no matter how egregious any
given denial of care may seem to both patient and provider, the appeals process is difficult and
burdensome for even the most well-resourced patients. Ms. Bent also noted that even
successfully reversing a denial does not mean that a given beneficiary can stop worrying about
their coverage and does not protect the patient from receiving subsequent denials. A robust
appeals process allows some beneficiaries the ability to challenge care denials but cannot
substitute for further action to rein in these practices.

CMS Rules for Classification of IRFs

As referenced in the written testimony from the Subcommittee’s witnesses, IRFs must comply
with specific criteria to maintain their classification as IRFs and receive Medicare payment under
the IRF Prospective Payment System (PPS), as opposed to the traditional acute care hospital
payment system (IPPS). IRFs must meet all criteria to be classified as an inpatient hospital under
Medicare regulations and meet the so-called “60 Percent Rule.” This requires that at least 60% of
all patients admitted to an IRF for treatment must have a diagnosis of one or more of 13 specified
conditions listed in 42 C.F.R. § 412.29(b)(2). These conditions include stroke, spinal cord injury,
congenital deformity, amputation, major multiple trauma, hip fracture, brain injury, certain
neurological conditions, burns, certain severe arthritis conditions, and bilateral hip or knee
replacements when the patient has a body mass index equal to or greater than 50 or is age 85 or
older. The other 40% (or less) of an IRF’s patients may qualify for coverage with a wide variety

9 Medicare Program; Contract Year 2024 Policy and Technical Changes to the Medicare Advantage Program,
Medicare Prescription Drug Benefit Program, Medicare Cost Plan Program, Medicare Parts A, B, C, and D
Overpayment Provisions of the Affordable Care Act and Programs of All-Inclusive Care for the Elderly; Health
Information Technology Standards and Implementation Specifications, 87 Fed. Reg. 79,452, 79,501 (Dec. 27, 2022).

7
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of other debilitating conditions. IRFs are evaluated on an annual basis to determine whether they
have met or exceeded the 60 Percent Rule in order to maintain their exclusion from the IPPS.

It is important to note that the 60 Percent Rule is purely used to determine, in the aggregate,
whether a freestanding rehabilitation hospital or unit can maintain its designation and payment
under the IRF PPS and is not used to determine whether individual patients qualify for admission
to IRFs. IRF admission decisions are driven on an individual basis by a detailed set of Medicare
coverage rules, laid out separately in 42 C.F.R. § 412.622. These extensive coverage
requirements involve an individualized assessment of each potential IRF patient, not based on
their single diagnosis code, but on a comprehensive evaluation of the patient’s needs and
prospective outlook in response to treatment. Patients who are appropriate for IRF care have
conditions that are serious enough to require intensive, interdisciplinary treatment, in a hospital
setting, with significant medical management and oversight. If a patient does not meet the full
slate of coverage criteria in the clinical judgment of the rehabilitation physician, they will not be
approved for an IRF admission. In fact, our members consistently report that a high percentage
of patients referred to IRFs are determined by the IRF clinical team to not meet these very
stringent criteria.

There are a number of highly complex patient populations that benefit from receiving IRF care
that fall outside the conditions covered in the 60 Percent Rule. These conditions, including
cardiac, oncology, and pulmonology (among others), are clearly suitable for intensive
rehabilitation, as these patients require multi-disciplinary medical teams and close medical
supervision by a full-time physician. Any insinuation that these patient populations should not be
treated in an IRF due to the fact that they fall outside of those conditions listed in the 60% rule is
a misunderstanding of the highly complex and diverse IRF patient population and fails to
recognize changes in care delivery since the 60% rule was first implemented in 1984 (then
referred to as the 75% rule). AMRPA would therefore strongly counter any suggestion that MA
plans should use the conditions cited in the 60 Percent Rule to enforce a higher standard of
access to IRF admissions, as such policy would impede access for patients who clearly benefit
from IRF services and violate the existing coverage rules.

We share the Subcommittee’s particular concern about MA plans’ reliance on algorithms,
proprietary guidelines, and other strict criteria that are not found in the Medicare coverage
regulations, to restrict access to care against the decisions of treating doctors and other clinicians.
Along similar lines, allowing MA plans to utilize the 60 Percent Rule as a de facto coverage
restriction would not only go beyond the scope of MA plans’ authority but would serve as
exactly the type of “checkbox” restrictions that eliminate the role of physician judgment in an
IRF admission. Such policy would also fail to reflect advances in medicine and technology that
have made intensive rehabilitation an integral part of the recovery for an increasingly broad
range of patients*® — which in turn demonstrates the ongoing need for patient-centered and
physician-led admission decision-making.

*k%k

10 As an example, due to treatment advances and improved outcomes, the American College of Surgeon’s
Commission on Cancer now requires that rehabilitation services be included in order to certify a cancer program.
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We appreciate the Subcommittee’s time and attention to these critical issues and look forward to
working with you and your colleagues to advance health care policy reforms that ensure patients
are able to access the care they need. If you have any questions, please contact Kate Beller,
AMRPA Executive Vice President for Policy Development and Government Relations, at
kbeller@amrpa.org.

Sincerely,

W
Anthony Cuzzola
Chair, AMRPA Board of Directors

VP/Administrator, JFK Johnson Rehabilitation Institute
Hackensack MeridianHealth


mailto:kbeller@amrpa.org
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Appendix 1: Access to Inpatient Rehabilitation for Medicare Advantage
Beneficiaries: An Examination of Prior Authorization Practices (Executive
Summary)

Background: AMRPA has long demonstrated the impact of PA through patient experiences and
examples of provider burden. In 2021, CMS asked whether AMRPA could work to “quantify”
the impacts of these practices with hard data on delays and other adverse outcomes. As a result,
AMRPA embarked on an effort to collect data on the outcomes of MA plan PA requests for IRF
admissions nationwide in August 2021. As part of this effort, a total of 475 IRFs from 47 states,
plus the District of Columbia and Puerto Rico — approximately 40% of all IRFs nationwide —
submitted data on the outcomes for 12,157 requests for the survey month. The results
demonstrate numerous failures in the current PA process used by MA plans.

Results: Overall, the data confirmed the observations of AMRPA members regarding PA
practices. First, the data showed that MA plans overrule the judgment of treating, specialized
rehabilitation physicians at a very high rate. Overall, more than 53% of all initial requests for an
IRF admission were denied, resulting in 6,482 patients being diverted to less-intensive settings
during the course of just one month. The high rate of denial was very consistent across providers,
with 87% of all hospitals having at least 30% of their requests denied during the month. Given
the rigorous screening performed by IRFs prior to making a request for admission, these results
are driven in large part by the use of unqualified reviewers and reliance on inappropriate
guidelines, as well as the lack of practical appeal options.

PA Requests for Admission to IRFs

(August 2021)
Percent of Initial 53.32%
Requests Denied
Average Wait Time 2.59 Days
for Denied Requests
Average Wait Time 2.49 Days
for Approved
Requests
Total Wait Days 30,926

In addition to the high rate of denial, the survey data confirmed that MA beneficiaries spend an
astounding number of unnecessary days in the acute-care hospital waiting for PA determinations.
The average wait time for all determinations was more than two and a half days. This experience
was also consistent among providers across the country, with 84% of IRFs reporting that the
average response time was two days or greater. Even among patients that MA plans approved
upon the initial request, there was a total of more than 14,000 days spent waiting for PA
determinations during the month. Therefore, even when appropriate determinations are made, the
process is still harmful to beneficiaries due to delays in receiving needed interventions, and the
process is still costly to Medicare and providers.

10
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In addition to the continued restrictions on IRF access due to PA, AMRPA has also been able to
collect data on the outcomes of waiver of PA requirements. AMRPA did this by analyzing data
from the early months of the COVID-19 PHE, when MA plans voluntarily waived their PA

policies. The findings statistically affirm the inappropriate denial of IRF access for MA

beneficiaries.

Comparison of Medicare and MA Patients’ Use of IRF Services

Q42019 Q2 2020 Q32020
Part A Part A Part A MA
Medicare Pall?gwts Medicare Pall?glts Medicare Patients
Patients Patients Patients
FFS vs. MA Admissions 79.93% 20.07%| 69.54% 30.46% 76.45% 23.55%
Case Mix Index 1.42 1.54 1.50 1.53 1.49 1.57
Discharge to Community 78.58% 74.92%| 77.29% 77.29% | 74.15% 71.83%

Source: eRehabData®

In 2019, and consistent with historical figures, MA beneficiaries represented only 20% of
Medicare IRF admissions despite representing approximately 36% of Medicare beneficiaries in
total. When MA plans temporarily suspended PA in response to the early stages of the COVID-
19 PHE (Q2 2020), MA beneficiary admissions to IRFs increased to more proportionate
volumes. Despite the increased admissions, the medical and functional profiles of patients
remained remarkably similar. In other words, IRFs were treating more of the same types of
patients, dispelling any notion that the PA process was properly screening out inappropriate
referrals. Unfortunately, despite CMS’ own recommendations, MA plans largely re-implemented
and maintained their PA policies in Q3 2020, and IRF admission for MA beneficiaries dropped
to levels consistent with historical levels.

Beyond data from the field, independent audits of MA plan practices have confirmed the
inappropriate use of PA. In 2018, the HHS OIG reviewed MA determinations and appeals data.!
It found that MA plans overturned 75% of their own denials. However, it also found that only
about 1% of denials were ever appealed by beneficiaries or providers. This data is consistent
with AMRPA’s assertion that the current structure and timeline of MA determinations and
appeals render little meaningful recourse for beneficiaries, especially those most in need of
timely care. Building on its prior findings, the HHS OIG issued a second report this year that

11 Department of Health and Human Services (HHS) Office of Inspector General (O1G), Medicare Advantage
Appeal Outcomes and Audit Findings Raise Concerns About Service and Payment Denials (September 2018)
(https://oig.hhs.gov/oei/reports/oei-09-16-00410.pdf.)

11
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examined the PA determinations of MA plans.!? In this report, the OIG found that IRF services
were among the “most prominent” of the service types that MA plans denied despite meeting
Medicare coverage rules. In this report, the OIG provided several specific examples of MA
beneficiaries being denied IRF care inappropriately, all of which are typical of denials occurring
on an everyday basis at IRFs throughout the country.

The data available from the Independent Review Entity (IRE), which is the second level of
appeal for MA determinations, supports the finding that there is inadequate opportunity for
appeal of plan decisions. In the most recent available IRE data, only 2,799 IRF appeals were
submitted during the first quarter of 2022.*3 A rough extrapolation points to this being
approximately 5% of the total initially denied IRF requests in a calendar quarter. Since denied
reconsiderations are automatically forwarded to the IRE, this means that very few initial IRF
denials are ever appealed due to the impractical timeline, MA plans reverse themselves at a very
high rate on Reconsideration (thereby avoiding the claim being f