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Assessment of Patient Outcomes of Rehabilitative Care Provided in Inpatient Rehabilitation Facilities (IRFs)
and After Discharge: Study Highlights for Stroke Patients

Background: Stroke is a leading cause of long-term disability in the United
States according to the American Heart Association (AHA). The AHA
estimates that 795,000 people each year experience a stroke, of which
approximately 247,000 require formal rehabilitation services in either an
inpatient rehabilitation facility (IRF) or skilled nursing facility (SNF).! Studies
suggest that IRF rehabilitated stroke patients generally experience better
clinical outcomes than stroke patients treated in SNFs. According to these
studies, IRF-placed stroke patients require fewer days of rehabilitation,
demonstrate greater functional and cognitive improvement,%*** are more likely
to be discharged directly to the community,® and have a lower mortality rate
one year after rehabilitation’ than clinically comparable SNF-placed stroke
patients.

Key Findings: Results from our analysis of 16,985 clinically and
demographically matched SNF to IRF stroke patients appear consistent with
previous research. We observed the average length of an IRF stay for a stroke
patient to be less than half that of the average SNF stay (15.5 vs. 32.1 days) (p
<0.0001). Following patients’ initial rehabilitation stay, our study found that
compared to matched SNF discharged stroke patients, the IRF population
experienced on average (all statistically significant at p<0.0001):

= 29.3 percent lower (14.2 percentage point difference) all-cause
mortality rate over a two-year period

= 96.8 day difference in average days alive over a two-year period

= 37.1 fewer emergency room visits per 1,000 patients per year

= 92.0 more days residing at home (i.e., without receiving facility-based
care) observed over a two-year period

= Cost $16.33 more per day observed over a two-year period

We observed no statistical significant difference in annual readmission rates
between IRF and SNF stroke patients.

Discussion: Similar to earlier studies, our findings indicate that stroke patients
treated in IRFs experience better clinical outcomes than matched stroke patients
who received rehabilitation in a SNF (i.e., on measures of length of rehabilitation
stay, mortality, emergency room utilization, and home days). Although our study
did not investigate the possible drivers unique to IRF and SNF rehabilitation that
may have led to the observed differences, some studies have shown that the
rehabilitation typically provided to stroke patients in IRFs®°— namely, duration
and frequency of therapy sessions and use of a multidisciplinary care team —
improves rates of community discharge™ and results in fewer deaths.**?
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Differences in regulatory and accreditation
requirements for IRFs and SNFs may also
contribute to the superior rehabilitation
outcomes observed in IRF discharged
patients. For instance, IRFs, but not all SNFs,
must maintain a 24-hour RN staff and
provide daily physician oversight.™

Difference in Mortality Rate between IRF
and SNF Stroke Patients Two Years after
Initial Rehabilitation Stay

60%

50% - 14.2 Percentage
Point Lower

40%
30%
20%
10%

0%

Two Year Mortality Rate

IRF SNF

Difference in Number of Home Days*
between IRF and SNF Stroke Patients
Over Two Years

700
600
500 -
400 -
300 -
200 -
100 A

O 4

92 More Days
at Home

Number of Days at Home

IRF SNF

* Number of days not receiving facility-based care

Difference in Emergency Room Visits per
1,000 Patients per Year between IRF and
SNF Stroke Patients

850 T37.1Fewer —
g, 800 1
2= 750 -
T8 700 -
O +
&5 650 -
z®
&8 600 -
%3
5 S 550 -
E -
e 500 -
IRF SNF

Source: Dobson | DaVanzo analysis of research identifiable
20% sample of Medicare beneficiaries, 2005-2009

“Buntin MB. Access to postacute rehabilitation. Arch Phys Med Rehabil. 2007;
88:1488-93.

Dobson DaVanzo & Associates, LLC 450 Maple Avenue East, Suite 303, Vienna, VA 22180 703.260.1760www.dobsondavanzo.com
© 2014 Dobson DaVanzo & Associates, LLC. All Rights Reserved.



