
 

 

June 26, 2017          
 
Ms. Seema Verma 
Administrator                                                                       
Centers for Medicare & Medicaid Services 
Hubert H. Humphrey Building 
200 Independence Avenue, S.W., Room 445-G 
Washington, DC 20201 
 
RE: CMS-1671-P, Medicare Program; Prospective Payment System Inpatient Rehabilitation Facility 
 
Dear Ms. Verma: 
 
On behalf of its member hospitals, the Michigan Health & Hospital Association (MHA) appreciates this 
opportunity to provide comments to the Centers for Medicare & Medicaid Services’ (CMS) regarding the 
fiscal year (FY) 2018 proposed rule to update the Medicare Inpatient Rehabilitation Facility (IRF) 
prospective payment system (PPS). For the 50 IRFs in Michigan, this rule is expected to increase 
Medicare fee-for-service (FFS) payments by approximately $2 million, or 1.1 percent, in FY 2018.  This 
minimal increase fails to cover the cost of medical inflation, further threatening the financial viability of 
IRFs and patient access to the services they provide. Our key concerns regarding the FY 2018 proposed 
rule are below.  
 
REFINEMENT OF CODES FROM THE 60% PRESUMPTIVE TEST 
 
The CMS proposes to refine the list of qualifying codes that would be used to determine an IRF’s 
compliance with the 60 percent rule. The IRF 60 percent rule requires that 60 percent of patients treated 
at an IRF for a prior 12-month period fall under 13 qualifying conditions or have qualifying comorbidities.  
The CMS assesses facility compliance with the 60 percent rule through a two-step process. Under the 
first step- presumptive assessment – the CMS contractor completes a software audit that analyzes 
diagnosis codes submitted for each patient searching for the 13 eligible conditions or comorbidities. If an 
IRF fails to demonstrate 60 percent compliance using this initial presumptive test, the CMS contractor 
may select a second step involving a comprehensive assessment in which a contractors audit a sample 
of the facility’s medical records to assess compliance with the policy. IRFs that are out of compliance with 
the 60 percent rule are not eligible for payment under the Medicare IRF, but are paid under the IPPS 
instead.  
 
Since the Oct. 1, 2015 implementation of ICD-10-CM, certain diagnosis codes were inadvertently omitted 
from counting toward a facility’s compliance with the 60 percent rule. The American Hospital Association 
(AHA) has noted that some of the changes proposed to the set of codes for FY 2018 are supported with 
limited clinical and/or policy rationale.  As a result, it is not possible to determine whether the changes are 
based on the annual ICD-10-CM code changes, clinical reasons, policy changes or a combination of 
different reasons. The MHA urges the CMS to ensure transparency by sharing a comprehensive 
policy rationale, along with supporting data, for each proposed coding change. In addition, we 
encourage the CMS to provide separate tables in proposed and final rules for “additions” and “deletions” 
of ICD-10-CM codes, along with the rationale for each change. The display of separate tables will allow 
IRFs to identify the changes, analyze them and use the explanation in educating patients and staff.  
 
While we appreciate that the CMS has restored many of the ICD-10-CM codes for traumatic brain injury 
with either unspecified or no loss of consciousness (LOC), we urge the CMS to reconsider clinically 
similar codes for fracture of the base of the skull with cerebral laceration or contusion.  These codes were 
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inexplicably excluded from the Impairment Group Code (IGC) Brain Dysfunction – 0002.22, Traumatic, 
Closed Injury.  
 
Most ICD-10-CM code categories for chapter 19 (Injury, poisoning, and certain other consequences of 
external causes) require a 7th character for initial encounter (A), subsequent encounter (D) and sequela 
(S). Categories for traumatic fractures have additional 7th character values. However, only the 7th 
characters for “initial encounter” and “sequela” have been included in the presumptive compliance list 2. 
The MHA urges the CMS to include the applicable 7th character for “subsequent encounter” in the 
Presumptive Compliance List 2. IRF providers should follow all official ICD-10-CM coding values 
regardless of the payer. This approach would eliminate the need for IRFs to keep up with multiple 
sets of coding rules which is a significant administrative burden.  
 
Similar to the process used by the CMS in the hospital inpatient PPS where the CMS publishes tables for 
proposed additions, deletions, revisions to the principal diagnosis secondary diagnosis and 
complication/comorbidities/major complication, the MHA recommends that the CMS release details of 
the changes to identify both the additions and deletions to the presumptive methodology 
diagnosis code lists and allow providers the opportunity to review the accuracy of the codes.   
 
The MHA recommends that the CMS implement changes related to error corrections as soon as 
possible. However, we believe that IRFs need a minimum of one year to implement changes related to 
compliance with the 60 percent rule such as removing conditions that count toward the 60 percent rule. 
Deleting medical conditions requires significant time to educate and train staff.  
 
IRF QUALITY REPORTING PROGRAM 
 
Beginning with FY 2014, failure to meet IRF QRP data submission requirements and deadlines has 
subjected IRFs to a 2.0 percentage point reduction to their annual payment update. In the FY 2018 
proposed rule, the CMS proposes to remove the All-cause Unplanned Readmission Measure for 30-day 
Post-Discharge from IRFs starting with the FY 2019 program. The MHA supports the CMS decision to 
remove this measure which we believe is duplicative and confusing.  
 
In addition, the CMS proposes to remove the current Percent of Residents or Patients with Pressure 
Ulcers That Are New or Worsened (short Stay) (NQF #0678) and to replace it with a modified version of 
the measure, Changes in Skin Integrity Post-acute Care (PAC) Pressure Ulcer/Injury for the FY 2020 IRF 
QRP. In addition, the CMS would require IRFs to collect certain standardized patient assessment data 
beginning with IRF admission on or after Oct. 1, 2018, to comply with requirements mandated by the 
Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014.   
  
The MHA urges the CMS not to adopt the Changes in Skin Integrity measure for the IRF QRP until 
further testing has been done around the inclusion of unstageable pressure ulcers and deep 
tissue injuries in the measure calculation. As currently proposed, we are concerned that the definition 
of pressure ulcers included in the measure is too subjective to collect reliable, accurate measure data 
across IRFs and other post-acute care providers, which would result in the potential for the measure to 
provide misleading portrayals of IRF performance. We also urge the CMS to undertake additional 
testing of the measure to ensure that it consistently collects accurate data. The MHA also urges 
the CMS to ensure that providers have “additional training opportunities and educational 
materials” prior to implementation of this measure.  
 
The IMPACT Act requires the collection of standardized patient assessment data, with the reporting of 
these data a requirement of the PAC quality reporting programs. Failure to comply would result in a 2.0 
percentage payment reduction. The CMS proposes to introduce the required reporting of standardized 
data elements into each PAC settings’ respective assessment tools.  For the IRF setting, this would entail 
the addition of several new data elements to the IRF-PAI. Specifically, the CMS would require IRFs to 
collect data regarding functional status, cognitive function, medical conditions, impairments, and several 
types of special treatments and services. Providers would fulfill the FY 2019 requirement by reporting 
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data elements already implemented in the various quality reporting programs. However, IRFs would be 
required to report data based on several new elements beginning Oct. 1, 2018.  
 
The MHA, along with the AHA and others, believes the implementation of these data elements is 
too much, too soon.  We urge the CMS to delay the reporting of the data elements by at least one 
year. In addition, we urge the CMS to cautiously assess whether all of these data elements are 
necessary to meet the IMPACT Act mandate.  The CMS’ proposal would add 18 new data elements to 
the IRF-PAI. Since many of these elements have multiple parts, this could result in 50 additional tasks for 
a provider dramatically changing their workload and causing a significant administrative burden.  
 
Starting in calendar year 2018, the CMS proposes to publicly report data for three assessment based-
measures and three claims-based measures. The claims-based measures were finalized as part of the 
FY 2017 IRF rule and include:  
  

o Medicare Spending Per Beneficiary 
o Discharge to Community and 
o Potentially Preventable 30-Day Post-Discharge Readmissions.  

 
We believe that IRF performance on each of these measures may be affected by socio-demographic 
factors and urge the CMS to assess each measure for the impact of such factors and incorporate 
adjustments as needed.  The MHA urges the CMS to include a risk adjustment for socio-
demographic status for any readmission measures adopted for use by IRFs.  It is inappropriate to 
penalize IRFs that care for high proportions of patients who socio-demographic conditions create barriers 
in accessing service for circumstances beyond their control.  
 
We believe that our recommended changes would result in a positive outcome for IRFs and the Medicare 
beneficiaries they serve.  If you have any questions, please contact me at (517) 703-8608 or via email at 
vkunz@mha.org.  
 
Sincerely,  

 
Vickie R. Kunz 
Senior Director, Health Finance 
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