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Ø  Speaker Introduction 

Ø  Identify 2015 – 2016 Growth Opportunities 

Ø  Discuss Potential Short-term Initiatives 

Ø  Review Potential Strategies for post-ACA Success 

Ø  Questions 

Focus of Today’s Session 



n  Over one-third of the +/- 100 freestanding NFP IRFs nationally 

n  Multiple proprietary IRFs and systems 

n  Major academic medical centers and integrated health systems 

n  Community hospitals and faith-based organizations 

n  Freestanding and hospital-based SNFs 

n  Freestanding and hospital-based HHAs 

n  Proprietary and NFP LTCHs 

n  Clients in 40+ states 

n  Other 
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National Rehab and Post-acute Consulting Experience 

Post-acute Clients 



Rehabilitation and Post-Acute Utilization Rates 
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Nationally, approximately 3.5 percent of all Medicare acute care 
discharges utilize IRF/IRU services post-discharge 
Best Practice standards of aggressive providers, however, 
suggest actual potential between 4 – 6 percent 
Medicare utilization critical benchmark, because +/- 65 percent 
of all IRF/IRU discharges are Medicare 

National Post-acute Utilization Rates (a,b) 

Discharge 
Disposition 

Nat’l Medicare FFS  Best Practices 
2006 2009 2012 2013 Low High 

SNF 18.8% 19.8% 20.3% 20.6% 16.0% 18.0% 
HHA 13.8% 15.2% 15.9% 16.7% 22.0% 24.0% 
IRF 3.4% 3.3% 3.5% 3.5% 4.0% 6.0% 
LTCH 0.9% 1.1% 1.2% 1.2% 1.5% 2.0% 
Hospice 1.6% 2.1% 2.7% 2.8% 3.0% 3.5% 

Total 38.5% 41.5% 43.6% 44.9% 46.5% 53.5% 

(a) National rates - June 2015 MedPAC Data Book, pg 71. 
(b) Best Practices – Walter Consulting  



Wide Variations in Conversion Rates Among States 
Although the national rate of Medicare FFS acute discharges to IRF/IRU is 3.5%, there 
are wide variations among states  
-  This suggests that many providers in states with low conversion rates likely have 

short-term opportunities to increase referrals and admissions 
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FY 2013 Estimated Medicare FFS Acute Care Discharges to IRF/IRU 

State Rate Rank State Rate Rank State Rate Rank 
AK 1.1% 48 KY 3.1% 24 NY 1.9% 43 
AL 4.3% 12 LA 5.5% 6 OH 2.5% 31 
AR 6.9% 4 MA 2.8% 26 OK 3.4% 21 
AZ 5.1% 7 MD (a) 0.8% 51 OR 1.0% 49 
CA 2.1% 39 ME 3.7% 16 PA 5.7% 5 
CO 3.6% 18 MI 2.1% 38 RI (b) 2.1% 40 
CT (a) 0.8% 50 MN 1.4% 47 SC 4.8% 8 
DC (b) 3.9% 15 MO 3.4% 20 SD 2.1% 37 
DE 2.5% 32 MS 2.3% 33 TN 3.7% 17 
FL 3.5% 19 MT 2.1% 36 TX 7.0% 2 
GA 2.3% 34 NC 2.2% 35 UT 3.3% 23 
HI 2.0% 41 ND 2.7% 28 VA 3.1% 25 
IA 1.7% 45 NE 2.6% 30 VT 1.6% 46 
ID 2.7% 29 NH (b) 7.0% 3 WA 1.8% 44 
IL 2.8% 27 NJ 3.3% 22 WI 2.0% 42 
IN 4.0% 14 NM 4.6% 10 WV 4.2% 13 
KS 4.7% 9 NV 9.4% 1 WY 4.5% 11 
 Source: Kaiser Foundation and American Hospital Directory.  
 (a) May be understated due to out-migration to neighboring states.  
 (b) May be overstated due to in-migration from neighboring states.  
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Acute Care Inpatient Rehabilitation 
% Acute Medicare 
Discharges to IRF 

Discharges Admissions ADC Medicare 
ALOS Hospital Beds Medicare Total ADC Beds Medicare Total Medicare Total 

Hospital 1 171 2,711 7,814 88.0 20 266 456 8.0 13.7 11.0 9.8% 
Hospital 2 267 3,262 11,471 189.2 23 283 455 8.2 13.2 10.6 8.7% 
Hospital 3 100 3,589 1,991 14.5 29 432 651 14.2 21.4 12.0 8.1% 
Hospital 4 556 9,070 32,431 484.3 58 725 1,090 26.2 39.4 13.2 8.0% 
Hospital 5 294 4,078 11,489 164.0 18 318 484 10.5 15.9 12.0 7.8% 
Hospital 6 237 3,752 10,309 128.1 29 391 585 14.7 22.0 13.7 7.0% 
Hospital 7 185 2,938 7,877 92.0 20 203 310 6.2 9.5 11.2 6.9% 
Hospital 8 256 4,645 10,270 150.7 22 313 492 9.6 15.1 11.2 6.7% 
Hospital 9 286 3,409 13,470 185.5 28 193 386 7.9 15.8 14.9 5.7% 
Hospital 10 395 4,629 19,464 275.3 25 241 567 8.9 21.0 13.5 5.2% 
Hospital 11 276 2,944 10,037 114.2 20 153 282 5.2 9.6 12.4 5.2% 
Hospital 12 124 1,254 1,490 56.5 25 63 114 2.2 4.0 12.9 5.0% 
Hospital 13 328 3,640 9,301 140.5 20 181 293 5.9 9.6 12.0 5.0% 
Hospital 14 191 2,104 6,578 84.8 33 98 262 4.0 10.8 15.0 4.7% 
Hospital 15 330 4,606 13,929 174.4 24 210 307 7.1 10.4 12.4 4.6% 
Hospital 16 230 4,863 9,575 121.4 20 216 337 7.3 11.4 12.4 4.4% 
Hospital 17 519 6,183 26,671 391.6 50 266 750 11.3 31.8 15.5 4.3% 
Hospital 18 162 2,436 7,287 76.5 15 94 146 3.6 5.5 13.9 3.9% 
Hospital 19 522 5,740 17,989 285.6 25 216 393 6.9 12.6 11.7 3.8% 
Hospital 20 548 7,494 28,570 366.3 30 276 663 10.0 24.2 13.3 3.7% 
Hospital 21 264 2,785 12,051 176.6 20 89 199 4.1 9.2 16.9 3.2% 
Hospital 22 364 3,436 7,951 91.3 20 91 123 3.6 4.8 14.4 2.7% 
Hospital 23 571 7,950 23,563 414.3 38 166 516 6.8 21.2 15.0 2.1% 
Hospital 24 572 10,845 35,341 492.5 20 218 501 7.7 17.6 12.8 2.0% 
Hospital 25 370 5,015 19,016 267.4 20 95 234 3.4 8.5 13.3 1.9% 
Hospital 26 532 3,552 17,832 289.9 20 54 155 2.5 7.1 16.8 1.5% 
Hospital 27 774 9,862 25,845 360.7 24 110 236 3.9 8.3 12.9 1.1% 
Source: FY 2013 and FY 2014 Provider Medicare Cost Reports. 

2013 – 2014 Estimated Georgia Rehabilitation Utilization by Hospitals With IRFs/IRUs 

Data notes:  
Ø  % Medicare Discharges to IRF assumes all hospital discharges to IRF were placed in the 

hospital IRF, and that all Medicare IRF admissions came from host hospital 



Georgia IRF/IRU Providers Preliminary Take-aways 
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1.  As a group, Georgia IRF/IRU providers appear to have a higher census 
from prior years 

-  12 of 26 providers operational in 2013 had a higher census in 2014 
-  Volume of Medicare and Total admissions up for many providers 
-  The Percent of Medicare Admissions are higher for many providers 

-  The overall IRF/IRU Use Rate for Georgia also appears to have increased 
slightly from 2013 to 2014 



Georgia IRF/IRU Providers Preliminary Take-aways 

6 

1.  As a group, Georgia IRF/IRU providers appear to have a higher census 
from prior years 

-  12 of 26 providers operational in 2013 had a higher census in 2014 
-  Volume of Medicare and Total admissions up for many providers 
-  The Percent of Medicare Admissions are higher for many providers 

-  The overall IRF/IRU Use Rate for Georgia also appears to have increased 
slightly from 2013 to 2014 

2.  This is clearly due to Dan’s 2014 presentation… 



Georgia IRF/IRU Providers Preliminary Take-aways 

6 

1.  As a group, Georgia IRF/IRU providers appear to have a higher census 
from prior years 

-  12 of 26 providers operational in 2013 had a higher census in 2014 
-  Volume of Medicare and Total admissions up for many providers 
-  The Percent of Medicare Admissions are higher for many providers 

-  The overall IRF/IRU Use Rate for Georgia also appears to have increased 
slightly from 2013 to 2014 

2.  This is clearly due to Dan’s 2014 presentation… 

3.  However, significant growth opportunities still appear to exist in the State 
-  10 of the 27 Georgia providers have Medicare conversion rates under 

the target 4% - 6% range, and another 10 providers that have higher 
conversion rates have relatively low ALOS suggesting potential census 
problems 

-  The relatively low Medicare ALOS for these providers might suggest a 
lower overall CMI, and a diagnostic mix that will likely need to shift further 
from orthopedics over time 



Georgia IRF/IRU Providers Preliminary Take-aways 
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4.  Additionally, Georgia has over 100 acute care hospitals, but only 27 of 
those hospitals and systems have their own IRF/IRU program – even if 
your program begins to reach the maximum potential for internal referrals, 
there may be opportunity for increased external referrals 

5.  The increased presence of proprietary IRF/IRU providers in the 
State continues to suggest that national providers still see great 
rehabilitation opportunity in GA 



So, There is Any Growth Opportunity, What Does That Mean To You? 

Avg	
  FY	
  2013	
  FFS	
  Payment	
  (a)	
   $18,258	
  
Est.	
  Cost	
  (assumes	
  8%	
  margin)	
   $16,797	
  
Est.	
  Variable	
  Cost	
  (b)	
   $8,490	
  
Est.	
  ContribuIon	
  Margin	
   $9,768	
  
Est.	
  Margin	
  PPD	
  (c)	
   $757	
  
Est.	
  Annual	
  Impact	
  of	
  1	
  ADC	
   $276,305	
  
(a)	
  Source:	
  MedPac	
  March	
  2015	
  Report	
  to	
  Congress.	
  
(b)	
  Assumes	
  cost	
  structure	
  is	
  50/50,	
  fixed/variable.	
  
(c)	
  Assumes	
  12.9	
  ALOS	
  (MedPAC).	
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What could you do TODAY to get 2 more admissions this month? 

Est. FY 2013 Impact of 1 Occupied Bed Nationally, every 1.0 increase in IRF ADC 
drives $250K-$300K to the bottom line 

With a 12.9 ALOS, this equates to 28 
admissions/year, or just over 2.0 
admissions/month 
For smaller programs with a current 
margin less than 8.0 percent, the impact 
may be greater because they probably 
have a higher percentage of fixed costs, 
and the true, incremental “cost” of having 
1 additional patient is not high 



What Now? 



Top Three Reasons For Missing IRF/IRU Patients 

9 

1.  No volume targets established 
•  There must be specific annual, quarterly, and monthly IRF/IRU admission 

targets by referral source and diagnosis 

•  Targets should be based upon the actual acute care population of each 
referral source, and reflect both diagnostic and payor mix of current patient 
population  

•  Someone must have direct responsibility and accountability for achieving 
IRF/IRU volume targets – incentive compensation should be tied to achieving 
targets 
-  Too often, everyone and no one is responsible for patient volume 

•  If additional resources are required to achieve targets (FTEs, marketing 
collateral, etc.), these investments should be made if the total ROI is still 
positive 



Sample Internal IRF Demand Model 
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      ALOS   ADC   Bed Need (a)   
  Diagnosis Admits Low   High   Low   High   Low   High  

Neurology 304  16  - 18  13.3  - 15.0  16  - 18  
Orthopedics 207  10  - 14  5.7  - 7.9  7  - 9  
Brain Injury 46  17  - 20  2.1  - 2.5  3  - 3  
Non-Traumatic SCI 38  17  - 19  1.8  - 2.0  2  - 2  
Traumatic SCI 35  25  - 28  2.4  - 2.7  3  - 3  
Mjr Mltp Trm 34  20  - 23  1.9  - 2.2  2  - 3  
Cardiology 39  10  - 12  1.1  - 1.3  1  - 2  
Pulmonology 28  10  - 14  0.8  - 1.1  1  - 1  
Other Medical  116  12  - 14  3.8  - 4.4  4  - 5  

  Total 847  14   - 17    32.8   - 39.1    39   - 46    
(a) Assumes 85% occupancy. 

Georgia Community Hospital  
FY 2014 Sample Internal IRF Demand Projections 

“That Which Is Measured Improves” – Karl Pearson 



Sample Dashboard Report 

Dashboard should be customized to reflect volume targets from each major 
referral source, as well as agreed upon Quality and Financial metrics 
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IRF/IRU Dashboard Report 

  Measure Target Caution Alert Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep YTD 
    
  Utilization   

1 Total Admissions 50 45 40                           
2 Stroke/Neurology 20 15 10                           
3 Orthopedic 15 10 5                           
4 SCI/TBI 5 3 1                           
5 Other Medical 10 6 4                           

    
  Quality   

6 Returns to acute TBA TBA TBA                           
7 Total FIM Gain TBA TBA TBA                           
8 Total FIM Efficiency TBA TBA TBA   
9 Case Mix Index TBA TBA TBA   

    
  Financial   

10 Net Revenue Per Case >22% 15%-22% <15%                           
11 Direct Cost PPD <$650 $700-$750 >$750                           
12 Contribution Margin Per Case =>50% 45-50% <50%                           



Top Three Reasons For Missing IRF/IRU Patients 
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2.  IRF/IRU screens patients Out and not In 

•  Many providers are so highly risk adverse that the screening process is 
designed to uncover any potential reason to deny admission 

-  “The patient may not have a discharge disposition” 
-  “We’ve been retroactively denied on patients like this before” 

-  “We stopped taking patients with that diagnosis” 

-  “We don’t take patients with those comorbidities” 
-  “We don’t take patients on those meds or with those lab results” 

•  Do some homework: If your IRF/IRU volume is low and there are other 
providers in your region with higher conversion rates to rehab, they have 
figured out a way to admit these patients and receive payment 

-  This may require greater risk tolerance and/or operational changes 
such as improved documentation or increased medical support (i.e., 
physician consults, nursing, ancillary services, etc.) 



Top Three Reasons For Missing IRF/IRU Patients 
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3.  IRF/IRU is too slow to respond and admit patient 

•  Many rehab providers have lengthy screening processes that include 
multiple chart and bedside assessments by Intake Coordinators, physicians 
and others that can take one or more days to complete 

•  Over 50 percent of these potential patients will be admitted into a nursing 
home or competitive IRF because the referring hospital will not wait for a 
lengthy process to be completed 

•  80 percent of referrals should receive a response within 4 hours – all others 
within a day 



Just One More… 
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State % MA State % MA State % MA 
Alabama 23.6% Kentucky 23.7% North Dakota 14.3% 
Alaska 0.1% Louisiana 28.0% Ohio 38.2% 
Arizona 37.8% Maine 19.7% Oklahoma 16.3% 
Arkansas 18.6% Maryland 8.6% Oregon 43.1% 
California 38.4% Massachusetts 19.6% Pennsylvania 39.4% 
Colorado 36.0% Michigan 29.8% Rhode Island 35.7% 
Connecticut 23.8% Minnesota 51.2% South Carolina 21.8% 
Delaware 7.4% Mississippi 12.9% South Dakota 15.3% 
DC 11.4% Missouri 25.9% Tennessee 31.8% 
Florida 37.9% Montana 16.7% Texas 28.7% 
Georgia 28.1% Nebraska 12.7% Utah 33.8% 
Hawaii 46.3% Nevada 32.6% Vermont 6.6% 
Idaho 32.6% New Hampshire 6.3% Virginia 15.3% 
Illinois 16.3% New Jersey 15.1% Washington 29.4% 
Indiana 22.1% New Mexico 30.2% West Virginia 23.7% 
Iowa 14.1% New York 35.5% Wisconsin 35.0% 
Kansas 13.4% North Carolina 28.2% Wyoming 2.9% 
Source: Kaiser Family Foundation 

4.  Difficult payors drive admission process to the exclusion of others 
-  Although growing, Medicare Advantage currently represents just 30 percent of all 

Medicare covered lives in the country and 28 percent in Georgia 
-  Strategies should be pursued to maximize appropriate Medicare Advantage admissions, 

but the Medicare Advantage denials should not prevent an IRF/IRU from focusing on 
similar Medicare Fee-For-Service patients 

2014 Medicare Advantage Penetration by State 
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County % MA County % MA County % MA County % MA 
Appling 26.2% Dade 30.5% Jefferson 31.0% Richmond 35.7% 
Atkinson 29.1% Dawson 27.1% Jenkins 34.8% Rockdale 38.8% 
Bacon 28.7% Decatur 27.9% Johnson 28.1% Schley 33.6% 
Baker 29.1% DeKalb 39.4% Jones 36.8% Screven 30.7% 
Baldwin 43.0% Dodge 28.9% Lamar 38.1% Seminole 27.4% 
Banks 29.6% Dooly 31.7% Lanier 24.0% Spalding 36.0% 
Barrow 32.6% Dougherty 28.7% Laurens 29.8% Stephens 25.9% 
Bartow 28.8% Douglas 34.6% Lee 24.1% Stewart 40.2% 
Ben Hill 30.8% Early 33.0% Liberty 25.1% Sumter 34.3% 
Berrien 27.6% Echols 20.5% Lincoln 31.5% Talbot 39.4% 
Bibb 33.0% Effingham 27.6% Long 23.4% Taliaferro 40.3% 
Bleckley 21.2% Elbert 30.5% Lowndes 22.1% Tattnall 34.7% 
Brantley 24.3% Emanuel 32.1% Lumpkin 25.4% Taylor 36.5% 
Brooks 27.1% Evans 32.8% Macon 38.4% Telfair 28.9% 
Bryan 30.7% Fannin 22.9% Madison 30.0% Terrell 36.7% 
Bulloch 25.3% Fayette 28.6% Marion 33.3% Thomas 30.7% 
Burke 36.3% Floyd 24.8% McDuffie 39.6% Tift 30.8% 
Butts 37.4% Forsyth 33.2% McIntosh 33.7% Toombs 25.6% 
Calhoun 34.4% Franklin 28.5% Meriwether 39.2% Towns 25.9% 
Camden 21.5% Fulton 36.3% Miller 28.3% Treutlen 33.7% 
Candler 29.0% Gilmer 23.5% Mitchell 32.2% Troup 28.5% 
Carroll 31.7% Glascock 26.7% Monroe 27.9% Turner 37.5% 
Catoosa 28.7% Glynn 24.8% Montgomery 30.3% Twiggs 37.0% 
Charlton 22.3% Gordon 21.5% Morgan 34.3% Union 25.7% 
Chatham 33.6% Grady 30.9% Murray 16.6% Upson 38.3% 
Chattahoochee 31.1% Greene 27.9% Muscogee 30.1% Walker 29.9% 
Chattooga 32.3% Gwinnett 35.5% Newton 37.1% Walton 33.6% 
Cherokee 33.4% Habersham 29.6% Oconee 25.5% Ware 26.0% 
Clarke 27.6% Hall 29.6% Oglethorpe 29.1% Warren 35.6% 
Clay 35.3% Hancock 43.0% Paulding 33.8% Washington 40.2% 
Clayton 41.2% Haralson 31.0% Peach 27.0% Wayne 28.2% 
Clinch 29.0% Harris 27.6% Pickens 27.9% Webster 34.7% 
Cobb 32.3% Hart 23.9% Pierce 24.6% Wheeler 30.1% 
Coffee 28.8% Heard 33.7% Pike 31.5% White 31.1% 
Colquitt 28.1% Henry 36.4% Polk 27.1% Whitfield 15.8% 
Columbia 26.5% Houston 17.8% Pulaski 22.9% Wilcox 29.0% 
Cook 27.8% Irwin 28.5% Putnam 28.6% Wilkes 29.7% 
Coweta 33.4% Jackson 30.1% Quitman 29.5% Wilkinson 32.3% 
Crawford 35.3% Jasper 34.1% Rabun 20.5% Worth 26.6% 
Crisp 34.0% Jeff Davis 23.7% Randolph 36.9% 

2014 Georgia Medicare Advantage Penetration by County 

Ø  Many counties less than 
State average of 29% MA 

Ø  Regardless of MA 
penetration, do not forfeit 
potential Medicare FFS 
admissions because of 
MA admission criteria and 
processes 

Source: Kaiser Family Foundation 



What Can I Do TODAY To Increase Census?  
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A Good Place To Start Is A Review Of Annual FIM Report 
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A review of FIM/Outcomes report can tell you how your FIM changes and outcomes 
compare to your peers, but can also potentially identify marketing opportunities 

FIM Measure Facility Reg’l Nat’l Potential Opportunity 

Days Onset 14.3 12.8 12.3 

•  Days Onset longer than peer group suggests: 
1.  Your acute care hospital is incurring unnecessary LOS 
2.  You are losing IRU referrals to other providers – probably 

SNF programs 

CMI 1.23 1.29 1.31 

•  CMI that is too low suggests possibility to pick up add’l stroke or 
other higher acuity patients 

•  CMI that is too high suggests potential to admit add’l 
orthopedics and/or debility patients 

Admit FIM 61.0 57.6 58.7 •  Admit FIM higher than average suggests not admitting patients 
quickly enough & possible losses to SNF or other providers 

ALOS 12.5 13.1 13.5 

•  ALOS lower than peer group suggests potential to admit more 
high acuity patients 

•  ALOS significantly higher than peer group suggests potential to 
admit lower acuity patients (if CMI also high) 

60% 
Compliance 70.0% 65.0% 61.0% •  High compliance suggests ability to increase additional 

medically appropriate non-compliant admissions 

All FIM data must be reviewed simultaneously, 
however, so that any single item is not misinterpreted 



Referral Log May Also Provide Clues 

n  Nationally, about 50% - 60% of all IRF/IRU referrals are converted into an admission 

n  Providers should strive to maintain this level, and not have a conversion rate that is much 
higher 

-  A conversion rate higher than 60% suggests that the referral source (MD, case 
manager, etc.) is already deciding in their own mind what is medically appropriate 
for an IRF/IRU, and you are likely missing many potential admissions 

n  Too low of a conversion rate may also be a problem, as additional education may be 
necessary to avoid spending too much time on inappropriate referrals 
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Referral Source Referrals Admissions Denials Admit % 
Hospital 1 200 100 100 50.0% 
Hospital 2 200 175 25 87.5% 
Hospital 3 200 150 50 75.0% 
Hospital 4 200 75 125 37.5% 
Hospital 5 200 100 100 50.0% 
Total 1,000 600 400 60.0% 

A 50% conversion rate also 
suggests that for each 1.0 
increase in ADC, you will 

need 2 new admissions, and 
4 new referrals each month    
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Marketing and Outreach 

n  It is critical to adopt a marketing/sales approach to census development 

-  Deploy enough liaison staff to actively pursue referrals (their job should 
not be “answering the phone”) 

-  Understand what you have taught your referral sources and what it will 
take to re-train their thinking 

-  Determine how much risk you are willing to take – too much caution 
angers the market 

-  When referrals are denied, make sure the referral source knows why – 
do not leave them angry 

-  Be in control of the referral process – open the funnel and do not let 
referral sources make the decisions for you 



Other Check Points 
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Medical Director 
Ø  Is Census Development a responsibility specifically identified in the 

contract? 
Ø  Where does the Medical Director and other PM&R physicians bonus/

incentive compensation come from? 

Clinical Staff Competencies 
Ø  Higher acuity patient populations may require infusing more robust 

medical/surgical skills for nursing staff 
Ø  Do not want high return rates to frustrate referral source 

Job Descriptions 
Ø  What are you asking the IRF Marketing Director, Liaison Staff and 

Medical Director to do?  What are you paying them to do?  Are 
Census Development activities clearly articulated in the Job 
Description and is at least some of their compensation directly tied to 
performance goals? 
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Admission Criteria and Admissions Process 

Dos Don’ts  

Clearly define who you will take (may 
wish to also define who you will not 
take) 

Have many unwritten admission 
rules that are not included in written 
criteria 

If multiple physicians admit, assure 
that admission criteria is consistently 
applied 

Use one patient type as a reason to 
Never admit another patient with a 
similar profile 

Set response times and commit to 
them – no ambiguities 

Make your case management/
discharge planning function part of the 
referring hospital responsibility 

Open the referral funnel as much as 
possible – 1-800-Rehab 

Operate in Fear and be too Risk 
Adverse that you do not meet the 
needs of appropriate patient 
populations 



Q: Why Is Census Development Important Today? 
A: Because 10 Years From Now, These Will Be The Good Old Days… 
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In January 2015, CMS released its plan to rapidly shift reimbursement from FFS 
payments to value-based and at-risk payments 

-  Prior to FY 2011, virtually all provider payments were FFS 

-  In FY 2014, approximately 20 percent of payments were at-risk, alternative 
payment systems, such as ACOs, bundled payments, Medical Homes, etc. 

-  CMS has a goal of transitioning 30 percent of all payments to these 
alternative models by the end of FY 2016, and 50 percent of all payments 
by the end of FY 2018 

These reimbursement changes, coupled with similar changes by all other 
payors, and the continued growth of Medicare Advantage plans will significantly 
change the opportunities and long-term strategies for IRF/IRU providers 



Shift In Payment 

To underscore the speed at which this this transition is occurring: 
-  In addition to the Joint Replacement bundled payment project targeted for Jan 

1, 2016, based upon positive outcomes from the Bundled Payment Initiative, the 
next likely targets being CHF, pneumonia and stroke 

-  Congress has charged MedPAC with developing recommendations for a 
single bundled post-acute PPS by June 30, 2016 
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Category 1 Volume based, FFS, no link to 
quality 

Category 2 FFS with link to quality (readmission 
penalties, etc.) 

Category 3 Alternative payment, built on FFS 
model (Bundled Payments, Medical 
Homes, etc.) 

Category 4 Population Health Management 

Source: https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheets-items/2015-01-26-3.html 



Future Demand Will Remain Strong, But Less Than Prior Utilization 
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Market 
Discharge Disposition 

Discharges SNF IRF LTCH HHA Hospice Total 

Health System A - Florida 
Medicare  35,000  15.5% 4.5% 6.8% 14.2% 3.7% 44.8% 
Medicare Advantage  20,000  14.1% 2.1% 2.0% 18.2% 3.3% 39.7% 

Health System B - Ohio 
Medicare  10,700  23.6% 2.1% 2.0% 18.4% 3.0% 48.9% 
Medicare Advantage  4,300  24.4% 1.8% 1.0% 20.6% 3.1% 50.9% 

Health System C - Illinois 
Medicare  12,000  23.4% 6.5% 2.0% 18.6% 3.3% 53.8% 
Medicare Advantage  3,000  21.1% 4.0% 0.5% 22.2% 3.2% 53.0% 

2014 Post-acute Utilization – Three Sample Markets and Health Systems 

As alternative payment models increase, current Medicare Advantage 
use of post-acute care suggests how utilization patterns will shift in 
many markets 



Bottom Line on IRF/IRU Utilization 
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In most markets evaluated as part of recent client engagements, preliminary 
estimates suggest that the IRF/IRU volume will likely decrease by 30 percent 
or more as alternative reimbursement models replace Medicare FFS 

-  Georgia may be a bit less, since current utilization by Medicare overall is less 
than national average 

-  Each market is different, however, and every IRF/IRU provider should 
complete a similar assessment to test their own market trends 

However, most Georgia IRF/IRU providers do not appear to be capturing all of 
the IRF/IRU admissions that they can today, and there should be a laser focus 
to increase admissions, so that any future market decreases are at least 
partially offset by “having a larger pie” 
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While there has been recent growth in many markets, most IRF/IRU providers in 
Georgia appear to have significant census development opportunities 

-  National providers see this opportunity and are poised to capture it 

Successful census development initiatives will require strong program leadership, 
system support, a disciplined approach, and program accountabilities 
-  Without these underpinnings, census will continue to decline as payor pressures 

increase and alternative payment models become more prevalent 

Given this environment, every Georgia rehabilitation provider should develop both a 
short-term census development plan, as well as a five-year Strategic Plan for 
Rehabilitation (and Post-acute Care) to define long-term opportunities and an 
action plan to remain viable 

Rehabilitation providers will continue to provide tremendous value to the health 
system and to the community in our new world, although success in this new 
environment will require thoughtful and significant change along the way 



Questions? 
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