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M E M O R A N D U M 

 

To: American Therapeutic Recreation Association 

 

From: Peter Thomas and Steve Postal 

 

Date: November 13, 2014 

 

Re: Summary of MedPAC Public Meeting on Site-Neutral Payments (November 7, 

2014) 

________________________________________________________________________________ 

 

On November 6 and 7, 2014, the Medicare Payment Advisory Commission (MedPAC), an 

independent legislative branch agency that provides Congress with analysis and policy advice on 

the Medicare program, held a series of meetings to discuss Medicare issues and related policy 

questions.  The meeting entitled Site-neutral Payments for Select Conditions Treated in Inpatient 

Rehabilitation Facilities and Skilled Nursing Facilities is discussed below.  

 

MedPAC principal policy analyst Carol Carter and senior analyst Dana Kelley opened this session 

by presenting the slide deck, found here: The presentation included: an overview of the difference 

between Medicare’s requirements for Inpatient Rehabilitation Facilities (IRFs) and Skilled Nursing 

Facilities (SNFs), previous clinical and financial findings of IRFs and SNFs, and an examination of 

stroke patients treated in IRFs and SNFs. The presentation largely mirrored the slide deck.     

 

The speakers wished to determine if there is a subset of the stroke population that would be a 

candidate for site-neutral payment. They also stated that in June, MedPAC examined if 17 

conditions other than stroke would lend themselves to a site-neutral policy. The speakers 

highlighted the expected total savings to Medicare for a site-neutral policy on slide 18, and stated 

that having a site-neutral policy for stroke would add savings of $256 million. 

 

Ms. Carter also clarified later in the presentation that the last two words in slide 11 should read 

“without IRFs,” and not “with IRFs.” 

 

Question and Answer Session 

 

Commissioner Kathy Buto asked if the expected total savings in Medicare on slide 18 took into 

account additional costs of hospital readmissions as well as the costs of post-acute care of the IRFs. 

Ms. Carter said that they did not take that into consideration, and would get back to her on factoring 

in those costs.  

 

Possible treatment in acute care settings. Commissioner Francis “Jay” Crosson asked if Medicare 

would save or lose money if patients in IRFs were instead treated in acute care settings. 

Specifically, he wanted to know the impact on cost of acute care hospital stay versus if they were 

transferred to an IRF. Ms. Kelley stated that they haven’t done that analysis, but she does know that 

http://www.medpac.gov/documents/november-2014-meeting-presentation-site-neutral-payments-for-select-conditions-treated-in-inpatient-rehabilitation-facilities-and-skilled-nursing-facilities.pdf?sfvrsn=0
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the average stay in IRFs is two weeks, while the average stay in SNFs is more than two weeks. 

Commissioner Chair Glenn Hackbarth stated that the current situation seems analogous to that of 

long-term acute care hospitals (LTACHs), where patients stay longer in acute care hospital and 

Medicare increases funding for outliers, rather than having these outliers stay in LTACHs. 

 

Executive Director Mark Miller stated that MedPAC could run an analysis on financial savings of 

having patients in IRFs instead being treated in acute care settings. However, these acute care 

settings would then need to figure out how to deal with therapy, or how to triage such therapy.  

 

Commissioner Crosson stated that MedPAC would need to determine if hospitals are capable of 

reconfiguring their capabilities to take care of these patients.  He stated that acute care hospitals 

could do this, as many of the IRFs are sections of acute care hospitals. Executive Director Miller 

stated that because of the three-hour rule, these patients would need to sustain three hours of 

therapy. 

  

Commission Chair Hackbarth asked if extended care in acute care hospitals cost less than SNF care. 

Executive Director Miller stated that MedPAC can investigate this further. 

 

IRFs and SNFs. Commissioner Craig Samitt, referring to slide 3, asked how more medically 

complex patients are in SNFs, while IRFs face more stringent requirements. Ms. Kelley stated that 

the IRF status was created when the impatient acute care hospital prospective payment system was 

created in 1983.  Also, she stated that they only looked at 10% of IRF cases, so this may have 

affected the comparison. 

 

Should Stroke Patients Be Included in Site-neutral Payments?  

 

Commissioners Mary Naylor and Alice Coombs did not support site-neutral payments for stroke 

patients. Commissioner Coombs stated that there are often times, i.e. when stroke patients have a 

strong chance for recovery, when it is clinically appropriate to direct them to IRFs. 

 

Commissioner Katharine Baicker stated that while supportive of site-neutral payment policy in 

general, she would defer to clinicians on stroke.  

 

Commissioner Buto stated that site-neutral payment is appropriate where settings treat the patient in 

the same way.  She did not support site-neutral payments on stroke as there is too much variability 

in care among the patient population.  

 

Commissioner Rita Redberg supported site-neutral payment for stroke.  She believes that the data 

comparing IRF and SNF utilization shows so much variability and market inconsistency. She 

believes that IRF and SNF utilization is more determined by local factors. She also suggested 

strengthening intensive home health physical therapy as a good option clinically and economically. 

  

Commissioner Warren Thomas stated that if site-neutral payments were to go into effect, the 

payment for SNFs should not be the proxy; SNF beds are declining because reimbursement is 

declining.   
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Craig Sammit recommended that if MedPAC advocates for site-neutral payments for stroke, this 

would cause a mass transfer of patients to SNFs. He advocated that MedPAC should also make a 

recommendation to liberalize conditions for IRFs (i.e. requirements of intense medical care) to 

prevent such a full-scale shift. He also stated that for site-neutral payments, MedPAC should 

advocate reducing payment for stroke patients for IRFs, but not down to the SNF level. He 

advocated looking into a blended rate for IRFs for three years. 

 

Post-acute bundle payment. Commissioner Buto suggested that MedPAC look beyond site-neutral 

payments and investigate how about a post-acute bundle payment would address better care in the 

least burdensome, most beneficial way. Commission Chair Hackbarth stated that there is an appeal 

to bundling, as it is clinician driven and clinicians are well informed about the local capabilities of 

SNFs, IRFs, and home health agencies. However, he said that isn’t a viable short-term goal and the 

system needs to be improved in the meantime. Commissioner Scott Armstrong asked the speakers 

about the status of post-acute bundling; he argued that bundling offers a much better solution than 

site-neutral payments. Ms. Carter stated that for the bundling demonstration, a second round of 

applicants are now participating in the program. A lot of the participants are in phase one of the 

program and are deciding whether to enter phase two (and to assume risk). They have until April to 

decide; most have not yet moved into phase two.  

 

Votes on Site-neutral Payments 

 

Chairman Hackbarth turned the discussion to getting a vote on the 17 conditions (not including 

stroke) that would implement site-neutral payments and the criteria used to develop them. He also 

asked for the Commissioners’ vote on a possible transition period for any payment reform and/or a 

ramp up of what conditions are included in the payment reform.  

 

Commissioner Samitt stated that he believed that there isn’t enough support for implementing site-

neutral payments to all 17 conditions, and instead, advocated that MedPAC should focus on 12 and 

then extending as needed.  He also preferred to include a longer list of conditions, and also to have a 

transition of payment reform as applied to those conditions. He stated a transition period would help 

give IRFs an opportunity to reduce their costs. 

 

Commissioners Hoadley and Redberg voted to move forward with implementing site-neutral 

payments for stroke. Commissioner Armstrong stated that MedPAC should recommend site-neutral 

payments for both the 17 conditions and stroke.  Commissioner Cori Ucello stated that she was fully 

supportive of site-neutral payments for the 17 conditions, but less comfortable with stroke. 

 

Next Steps. Commission Chair Hackbarth stated that in conclusion, the MedPAC commissioners 

have a strong consensus in adopting site-neutral payments for the 17 conditions, the criteria used to 

select them, and in implementing a transition to site-neutral payment. He also stated there was a 

strong consensus on liberalizing regulatory reform to IRFs. However, he noted that there was a split 

opinion on what to do with stroke patients, so MedPAC will revisit this at their next meeting, as 

well as post-acute bundling.  

 


