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Participant Learning Objectives

Describe the overall program evaluation and
outcomes’ evidence from the facility’s experience

Outline the management systems that were instituted
In response to the analysis and knowledge gains

Discuss the facility’s success with application and
dissemination of key outcomes that strengthen
organizational commitment to overall quality of
services to patients

Summarize the communication instituted to strengthen
external referral hospital processes for safely and
appropriately transitioning patients



Presentation Outline

 Review CMS Guidelines for Determining
Medical Necessity

e Overview of Preadmission Screening
Documentation

 |dentify Differences in Admissions, Onset of
liness, and Emergency Discharges Since
New Rule

* Highlight Lessons Learned from
Implementation




CMS Guidelines for Medical Necessity



Access to the CMS Website for Chapter 1, Section 110 of the Medicare
Benefit Policy Manual Effective 1-1-2010
http://www.cms.hhs.gov/transmittals/downloads/R112BP.pdf

CMS Manual System

Department of Health &
Human Services (DHHS)

Pub 100-02 Medicare Benefit Policy

Centers for Medicare &
Medicaid Services (CMS)

Transmittal 112

Date: October 23, 2000

Change Reguest 6699

Subject: Coverage of Inpatient Rehabilitation Services

I SUMMARY OF CHANGLES: This Change Fequest replaces the existing imnstructions in chapter 1,
section 110 that describes coverage for inpatient rehabilitation services provided mn mpatient rehabilitation
facilities. These new instructions are supported by recent regulatory changes that can be found in 42 CF . E.

Section 412.622 (FR 74. 30762 (August 7. 2009)).

New [ Revised Material

Effective Date: For IRT discharges occurring on or after Januarv 1, 2010

Implementation Date: January 4, 2010




National Trends in IRH/U Admissions
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Overview of New Policies

* Developed by CMS Workgroup
« General physicians, physiatrists, therapists, and RNs

* Enlist input from
e CMS/HHS Medical Directors
* NIH
« Stakeholders/industry partners



Purpose of New Policies

To provide clear, up-to-date instructions for determining
and documenting the medical necessity
of IRF admissions

 Stated Goals:

« Identify characteristics of patients who require complex rehabilitation in
a hospital environment and can most reasonably be expected to benefit
from IRF services

* Focus on patient characteristics on admission and all services provided
during the IRF stay

* Focus of new policies

 Admission decision that IRF can control as opposed to patient’s
projected rehabilitation trajectory

* Rehabilitation physician’s decision-making process in the decision to
admit the patient



New Policies Outline Requirements For...

Documentation
Preadmission screening

Post-admission physician
evaluation

Invidualized overall plan of care
Admission orders

IRF-PAI

IRF medical necessity criteria
Multiple therapy disciplines

»

Intensive level of rehabilitation
services

Ability to actively participate in
intensive program

Physician supervision
Interdisciplinary team approach
to delivery of care

Definitions of measurable
improvement



Post
Admission Admission Overall
Physician Orders Plan of
Evaluation Care

Pre
Admission
Screening

* Criteria
* Multiple Therapy Disciplines
* Intensive Level of Rehabilitation Services
« Ability and Wiling to Participate in Intensive Therapy Program
* Physician Supervision
 Interdisciplinary Team Approach to Care



CMS Has Established Time Thresholds

for New Documentation

IRF Admission
Pre Admission Screening
\ )
R
48 hour_s p_rior Post
to admission Admission
\ Evaluation
Y
24 hours

post admission

. Overall Plan of Care Meeting -
—

96 hours
post admission




Severe Consequences Have Been Defined

for Non-Compliance

 Technical denial of Medicare claim

* Loss of payment for entire course of patient’s IRF
stay, as well as MD component




Pre-Admission Screening
Documentation



S Marianjoy Strategic Approach to Address
‘IP CMS Mandates

Research

« Understand guidance « Physicians » Develop short and long-
: » Focus on required term plans for medical
» Assess operational : : :
. behavioral changes necessity compliance
impact across .
e » Physician coverage
disciplines and o Staff :
. and sign-off
functional areas * Focus on process e .
. » Admissions policies
: : revisions and .
» Discuss with : « External liaison
improvements
colleagues and other processes (eg, Net
providers » Referral sites of care books and eRehab
» Focus on resetting tool)
expectations for « Convene working groups

consultation services  to prepare for RACs



Pre-Admission Assessment

« Key Factor in initial identification of patients
appropriate for IRF care

Evaluation of patient’s

« Condition
* Need for rehabilitation therapy and medical treatment

Must be detailed and comprehensive

Should demonstrate that patient:
* Has expectations for measurable improvements
 Is Able and Willing to participate as well



S Pre-Admission Screening (PAS) Identify
P Appropriate IRF Patients
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Patient’s prior level of function
— Perior to the event that led to the patient’s need for intensive rehab therapy

Expected level of improvement

Expected length of time needed to reach level of improvement
Evaluation of patient’s risk for clinical complications
Conditions that caused need for rehabilitation

Combination of treatments needed
— One of which must be OT or PT

Expected frequency and duration of treatment in the IRF
Anticipated discharge destination

Any anticipated post-discharge treatments

Other information relevant to the care needs of patient



Marianjoy Initiatives

Pre-Admission Assessment

« A comprehensive preadmission screening
* Meeting all of the essential requirements

* Conducted by a licensed or certified clinician(s) designated by a
rehabilitation physician

« Completed in the 48 hours preceding the IRF admission

* Informs rehabilitation physician who reviews and documents
concurrence with findings and results of the preadmission
screening

* Requires more than just a “check off” — must be a written note with
signature

« All pre-admission forms retained in IRF medical record

 Responsible parties include VP, Medical Affairs and Director
of Admissions
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What Impact Have the New
Rules Had?



“Looks like you’ve got all the data —what’s the holdup?”



Methodology

* Primary Objective:
 Identify any potential differences in the characteristics of
patients admitted to an inpatient rehabilitation hospital/unit
(IRH/U) that may have resulted from the CMS regulations
for pre-admission documentation justification of medical
necessity, effective January 1, 2010

e Study Design:

* Retrospective analysis of admission patient demographic
and outcome measures

« Comparisons made from prior year (Jan-Jul 2009) to same
time period of current year (Jan-July 2010) following the
Implementation of the new CMS regulations for medical
necessity documentation

* Analyses include comparisons using frequency distributions
and descriptive statistics with external benchmarks where
relevant.
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"ﬁ Source for Data Collection

(::'eRehahData.cum - Windows Internet Explorer provided by Wheaton Franciscan Healthcare
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Marianjoy Study Findings

* No meaningful clinical outcome differences across
the two time periods for the majority of discharged
patients

* The exception being a subset of patients
emergently discharged back to an acute care
facility

« The analysis to follow is limited to acute care
discharges with literature evidence to support the
Importance of acute care discharge analysis.



Acute Care Discharges 2009 and 2010

January — June

Medicare patients most vulnerable to
acute care emergent discharge
(example of table structure)

Primary Pay Source

Time Period valid Lower rate of acute care emergency discharges
—eduency | Percent after the Medicare criteria changes on 1-1-2010

2009 Medicare (example of table structure)

HMO/PPO

Medicaid Program

Private Pay Time Period

Worker's Comp 2009 2010

Commercial Frequency Valid Frequency Valid

Total (n) Percent (n) Percent
2010 Medicare Stroke

HMO/PPO Brain Injury

Commercial Spinal Cord Injury

Medicaid Musculoskeletal

Private Pay Neuromuscular

Total Total




Acute Care Discharges 2009 and 2010

January — June

IRF patients emergently discharged were
primarily at the higher Case Mix Group levels CMG

and had higher Case Mix Indices. Time Period Frequency (n) | Percent
2009 List CMGs

Patients emergently discharged back into
acute care hospitalization had significantly
lower Onset of illness and Admission FIM
score means than external benchmarks

(examples of table structure)

Time Period

2009 (n) 2010 (n)

2010  List CMGs
Std. Std.

Mean Deviation Mean Deviation

Age at Admission
Onset of lliness
Total Admission FIM
CMI




Onset of lliness Mean by Quarters

2009 and 2010

14

13 .\
12 \

T
TN

I —
N

== Facility Onset liness Mean

= BHenchimark Regional Onset lliness Mean

L 2009 L2 2009 L2010 L2 2010

Tirme =11 2009 &2 2009 21 2010 @ Q2 2010
Facility 12.5 10.9 10.8 9.0
Benchmark T3:F o 12.5 ]




Emergent Discharge Percentage by

Quarters 2009 and 2010

=¥=F acilty Emergent Discharge %
17 == Henchmark Emergent Discharge %

(1 2004 (2 2009 (1 2010 (12 200

Time (12009 | G2 2008 12010 @2 2010
Facility 1h0.8% 13.7 % 13.9% 11.6%

Benchmark — 13.7% 13.3% 13.9% 12.6%



Onset of lliness Mean by Quarters

2009 and 2010

20
e g cility Onset lHiness Mean
=#r=Henchmartk Regional Orset lliness Mean
18 Facilty Emergent Diecharge Onset lliness b= an
16
14 -\-
12 \ -.\T-‘:-—
y \
o
E 1 1 1
1 2009 2 20049 1 2010 2 2010
Time LT 2009 0 G2 2009 o 2000 0 o2 2010

Facility 12.5% 10.9%, 10.8% 9.0%
Benchmark 13.7% 12,7 % 12.5% 11.3%



Abnormality of Gait
Cysphagia

Fostsurgical Status
Hypertension

Urinary Tract Infection
Hemiplegia

Diabetes Mellitus
Corganic Personality Syndrome
Meurogenic Bowel

Fewver

Malaise and Fatigue
Aphasia

Coronary Atheroscelrosis
MNeurogenic Bladder

Atrial Fibrilllation

1]

02009
w2010
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Discussion of Findings



The Commonwealth Fund —

The Transition Care Journey

JOURNEY
(White Space)

TAKE OFF

HOSPITAL

LANDING

* Home/ Home Health
* Nursing Home

* Primary Care Physician

Office

* Rehabilitation

* Integrated Delivery

System

« Community Health

Center

e EtC...



AVOIDABLE HOSPITAL USE AND COSTS

State Ranking on Potentially Avoidable Use
of Hospitals and Costs of Care Dimension
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0O State Rank
| S > ] Top Quartile
2 HI D [] second Quartile
‘i]n':~ B Third Quartile

B Bottom Quartile
SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007



Exhibit 3. Medicare Reimbursement and 30-Day Readmissions by State
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Medicare 30-day readmissions as percent of total admissions

THE
COMMONWEALTH

FUND

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008.




FALN Rehospitalizations After Discharge in
qp Medicare Fee-for-Service Programs

Percent of patients rehospitalized (cumulative)
60% - 56%

50% -
40% - 34%

30%

19.6%

20% -

10% -

0% -
30 Days 90 Days 365 Days

THE
COMMONWEALTH
FUND

Source: Adapted from S.F. Jencks, M.V. Williams, and E.A. Coleman. Rehospitalization Among Patients in the
Medicare Fee for Service Program, New England Journal of Medicine, Apr. 2, 2009 360(14):1418-28




Timing of the Patient Hand Off is Decreasing

* According to the AHRQ Healthcare Cost and Utilization
Project,
* National average acute care LOS = 4.6 days? 2.
« The hand off of patients between levels of care is

critical to avert unplanned readmission
» Especially for clinically complex Medicare patients.

* Average onset of illness days (ie, LOS) for acute care
patients admitted to an IRH/U during 2009 — 2010 was
between 13.1 and 14.3 days

* Per eRehabData® database



Impact of Emergency Readmissions

« Of the patients returning to acute care within 30 days
» Between 20-40% do not go back to the original
hospital 1,
e This leads to under reported readmission rates by the
iIndex hospitals.
« Estimated costs from unplanned rehospitalizations
e in 2004 was $17B*
* in 2008 MedPAC estimated $18B was spent on
readmissions of Medicare patients within 30 days*.

* Medicare also calling for seamless transition of patients
across the continuum with improved coordination
* Desired result = decrease of readmissions*.



Lessons Learned From Implementation



The Medicare RPPS rules regulate the types
admissions an IRH/U can accept as well as the criteria
medical necessity criteria

Acute care hospitals also have Medicare PPS
regulations for admissions and the management of LOS
efficiency

Partnerships between IRH/Us and acute care hospitals
are critical to appropriately transition patients between
levels of care

Improvement opportunities are essential for providers to
reduce readmission rates of patients in transition.



Action Steps to Prepare IRH/U

Initiate internal systems to institute clinical and
administrative corrective action plans

Establish a database to track future RAC audits, denied
claims, and management of appeals

Develop databases and processes to be used for
statistical and financial analysis

Be involved in CMS policy discussions, in professional
associations or trade organizations

Take responsibility for your own education as a
professional and advocate with colleagues
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Prospective Payment System Documentation and Coding: Process Map for Patient Admission Process

Admissicon
Representative reviews
outreach information
for pre-admission

Admission enters
tentative RIC and 75%
Rule qualifier

Patient is admitted to
Marianjoy and
Meditech
documentation initiated
for all subsequent
recording of care

Fesident
documentation and
history and physical

written form

__/f )

Three-day admission
assessment pericd for
Inpatient Rehabilitation
Facility-Patient
Assessment
Instrument (IRF-PAI)

hJ

by nursing, and
therapies concurrently
with physician and
case management
documentation

_—

)

Health Information (HI)
Coder reviews
documentation to
determine Eticlogic
diagnosis and co-
maorbidities present

upon admission

b

HI Coders translate
Eticlogic diagnosis and
co-maorbidities into 1CD-

9 codes and enter
them into Meaditech

Abstracting module

¥

Using all
documentation HI
Coders assigns the

Impairment Group

PPS Coordinator
confirms 1GC through No
similar review of

documentation and
coding for agreement
with HI Coder

Is the 1GC
guestioned by PPS
Coordinator following
documentation
review?

Is Patient Medicare?

File
flagged for
HI assess

to be
processed
prior to bill
dropping in
BAR by
Tth day in
PFS

HI Supervisor reviews

codes for accuracy and [«
corrects if needed




Action Steps to Prepare IRH/U

Provide scorecard
guidelines for consistency
and coaching for providers

Demographics
Patient identification:

updated 10/06/10

Process PAS & PAE Educational Review

To enter patient data into worksheet: 0. Sign-0ff
. . . INPATIENTS
In Meditech Admisszions module, 10, Inpatiaats
select 12, QRC Admission Register 11. Inpatient Reports
12. ORC Admission Register
: enter the admission 13..0AC Dischargs Fagistor
Fram [10/01/10 date to process and
Thru  [T8/01/10 print to " WVIEW" fittakes a
o minute or 2 to process)
Facility{s)
e v e
TIME PATIENT HAHE ACCOUNT # SERVICE RIC RIC OUAL
-
oA ] HoBo00 1H.5HF o8 00 +
1330 Pt M HoBoon 02180 02 02
1355 W AL MODOOO 7777 IN.IDANPLE 10 18 4
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mouse hutton fo select 1550 5 LAk Hooaon IN.0BRPLE 08 08
columns of information 1557 o HOOoOD IH.G3HTBT 28 i}
from the Meditech report 1837 WOLR HOOBBE "7 IN.BYFALE 07 i
ITTED PATIENTS: 9

Paste the information into the Excel spreadsheet under the correct column heading (columns A B, C,
E, & F). To enter the Admission time information, bath the date and time columns must be selected
together in the Meditech report, then pasted into column B. Each time must then be edited to the
correct time format (from mmfdddy mmss to mmiddiyy mimiss ) The patient name is loaded into
column © which is hidden except during patient data entry from Meditech. To unhide the column,
highlight calumns B-D, then double-click on the column line between them (in the title row). The
names are converted to standard format by the formula in colurmn D which references the all-cap
names in column C. o
DWITAT 1436 NN OFORTHO
Cases with service of "IN.SMNF" are cut fram the list and pasted to the bottom of the
excel file, to be kept separate from the rest of the cases (these cases do not require
PAS or PAE completion.) The line is then highlighted in teal.

CHOTAD 178 RSN

Review of Pre-Admission Screening (PAS) in erehab: Gmina V5o P
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Basic Structure of IRF-PAI Data Entry, Review, and Final Score Determination

Nursin

Enters FIM scores with descriptive
narrative checkhozes for each shaft,
each day of assessment period, 1n
Process [ntervention Screen; these
screens are part of the medical
record.

20 304 30N

30 398 300

31 300 0P

32 30D 300

34 30E 3R

Physical Therapy

29
30
31
32
35
36
37
33

391
397

39M
39N
390
39P

390
39R

Cccupational Therapy
29 394 39N
30 9B 390
31 39C  39P
32 39D 39Q
33 9E  3I9R
34 J9F

391

39J

speech & Lanouage
39N

390
39P
39Q
39R

>~ |

e

Separate Medtech screens for each discipline, for the 3 days before discharge and for 3 days
after admission. Admit screen also has goals. All ratings are in numeric format. Entries (except
goals) are done daily, on the form each assessment day, for each of the three days of the
assesstnent period as part of the medical record. Bold, blue ftems are mandatory,

35 3OF
k] 01
i 0]
38 Bold, blue tems

are mandatory.
TIRF-PAI Items
4 ADM admissions
54 ADM admissions
5B (acct# ADM  admissions
12 ADM admissions

IRF-PAI Ahstract Report

Part of the medical record;
it 15 a worksheet used by

the Outcomes Suppott Rep
and Coder to edit [CD-9's,

s

IRF-PAI Scores Report
This 15 nat part of the
medical record; tt1s a
worksheet to he used by the
RPPS Coordinator to
review all scores entered by
clinictans. The IRF-PAI
extract program produces




A Simple 22-Step Process

How to Download Data from eRehabdata.com Data Warehouse

/

Goto

eR ehabl ata. com

FPerfarm ary
desired anakhsis or

Trarsfer button.

3o to the "File

zathrough the selection
process including time
frame to dawnload the
desired " 0AT file and

Seled the
"D ownload" file
trarefar aption

L 3

Mame and = ave the
_ | seleded file to lacal
hard drive and et

Open Excel and importthe
_|™.DAT file thatwas named

and stored on the hard

charts in Exceal.

If 5P 55 = oftware unill be
used far subsequent

anahyses, close BExel,
and open 5P 55

desired. begin d ownlo ad eRehablrata.com drive.
L J
Re-save the file Drelete the fields .E}q:'h.:'r.e the Esel file for Mame and 23we o through the Ezcel file
frequently 2= the | [ columres]) that are |4 identification of unusable | thie new Exocelfile [+ trarcsfer protocol options to
data gets - " | fields far the data purpose at [~ i ; N ) . .
reshaped. not needead. hand. 2= an "k fila. import the ® DAT file.

L 2

Once SPSS opens,
execte the File Open
command and find the

Fxk file thatwas = aved for

this anahyses.

Impartthe Exeel file
and thraugh the
SPSE file ransfer
pratocal options

L 3
¥

Onze the import process &=
complete, awe the neaw file
= a”.zav file, which i an
SPSE file extersion.

Perform irterpretation
of anahyses and
summarize resubts for
warious dudie nces,

SPE5 tables andfigures can be
copied and pasted into other
safbare programe such as Word
or PowerPoint or exported az an
HThiL fil= for [ntern et wiewing.

Once anabysis output files are
completed, modify the looks of |
the tables and graphs as desired [
within the SFSS environment.

Save the * = av
aften.

L 2

Explare the neve SP S5 data file and modit
neadad by naming and labeling wariable
rec:ading, and reclass fying new wariable

creating nevw wariables az needed, remou
oulliers, and influzntial data ele ments, =

¥

P erform desired
descriptive and

inferential statistical
procedures,
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Have effective Pre-Admission Screening process

Cultivate close working relationships between Pre-
Admission, Admission, Health Information, RPPS, and
Finance functions

Create critical checks and balance systems between
departments and functions

Conduct peer-review audits by physicians and other
clinicians — practice will be needed for RACs

Use outcomes data and benchmarks to demonstrate
system effectiveness

Network with other facilities across the continuum

Consider collaborative research and education with
referral providers
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Questions and Discussion
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