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Le post-acute nel passato
-visione

-orientamento

-outcome

Le post-acute del presente
-nel mondo
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Premessa:
La circolarita del sistema

Una visione geriatrica:

Il malato al centro del percorso,
invece che il percorso attualmente
(in)adatto al malato (cambiato nel tempo)

Rozzini, Bianchetti, Trabucchi - Medicina delle fragilita, 2014



La circolarita del sistema

Dal concetto di salute per tutti (immortalita?)
al concetto di autosufficienza e prognosi

Curareanelltimmaginarib @nedico) pagiente,a r |
societa) in acuzie rispetto alla post acuzie

Comunicare la prognosi e la differenza fra
acuto e subacuto (riabilitazione/convalescenza)

Rozzini, Bianchetti, Trabucchi - Medicina delle fragilita, 2014



L'icnportanza del fareberse  d

Laeprinpadimensionaldelatiordiscurabélae  d e
speranzaa la sp@ranzd.deve spirare sea hatoa
della cura che la vita di chi riceve le cure.

Cio richiede una educazione degli operatori e
dei cittadini, spesso tendenti a riporre fiducia

Su un singolo atto.t.eonére su interventi
pllrionirche mell’'insgiemee contaronb alla N s 1 €
evoluzione della storia individuale.

Speranza affidabile.

Ferranini, Trabucchi - Medicina delle fragilita, 2014



L'icnportanza del fareberse  d

Modelli di cura standardizzati (linee guida,
percorsi) ma

adattati al fenotipo in continua evoluzione
|dentificare la prognosi (funzione)

Complessita-frammentazione-ricomposizione

Ferranini , Trabucchi - Medicina delle fragilita, 2014



La circolarita del sistema

Inrrealtay firoeal I'ideolpgiaf @ quindi a , |
I'ofganizzazione, e quiadrla tipologiag dele @
rnmborso,

anche quando perfetti (ad oggi perfettibili),

sono stati legati al modello:

Malattia-Convalescenza-Guarigione

Rozzini, Bianchetti, Trabucchi - Medicina delle fragilita, 2014



Il chronic care model

Fragilita da malattia cronica, instabilita
clinico-funzionale

La % di riammissioni ospedaliere evitabill
(jatrogene/organizzative) e modificabile,

ma non la riammissione da instabilita della
malattia

Prevedere i percorsi



The Commonwealth Fund ¥
The Transition Care Journey
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Three of the top conditions among Medicare beneficiaries admitted tof LTACHs|require

Intensive respiratory care.

Chart 4: Leading Diagnoses Among Medicare LTACH Patients, 2008

Respiratory System Diagnosis with Ventilator Support for 96+ Hours

Pulmonary Edema and Respiratory Failure

Septicemia or Severe Sepsis with Major Complications

Respiratory Infections and Inflammations with Major Complications

Skin Ulcers with Major Complications

Aftercare with Complications

_ 2.9%

Percent of LTACH Discharges

Source: Medicare Payment Advisory Commission. (2010). March Report to the Congress: Long-term Care Hospital Services. Washington, DC.
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Patients who have suffered a stroke account for one fifth of all Medicqre IRF admissions.

Chart 5: Leading Diagnoses Among Medicare IRF Patients, 2009*

Stroke 20.6%
Fracture of the Lower Extremity

Major Joint Replacement of the Lower Extremity
Debility

Neurological Disorders

Brain Injury

Percent of IRF Cases

Source: Medicare Payment Advisory Commission. (2010). March Report to the Congress: Inpatient Rehabilitation Facility Services. Washington, DC.
*Data are January through June, 2009
Note: Major joint replacement includes hip and knee replacements. Debility includes infirmity not otherwise specified.
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Medicgre SNF patients with one of six diagnoses account for more than 20 percent of all admissions.

Chart 7: Leading Diagnoses Among Medicare SNF Patients, 2007

Major Joint and Limb Reattachment of Lower Extremity h.5%

Simple Pneumonia and Plewrisy

Heart Failure and Shock

Hip and Femur Procedures Except Major Joint
Septicemia without Ventilation

Kidney and Urinary Tract Infection

Percent of SNF Admissions

Source: Medicare Payment Advisory Commission. (2010). June 2010 Data Book: Post-acute Care. Washington, DC.
Note: Major joint replacement includes hip and knee replacements.



Patients who receive appropriate rehabilitation therapy can make
substantial functional gains.

Chart 6: Functional Gain Points per Day for Patients with Leading Diagnoses at
One Rehabilitation Facility, 2009-2010

J 1 1

ajor Joint Replacement, Pulmonary Major Trauma with Brain Stroke
Lower Extremity or Spinal Cord Injury

Average Functional Gain
Points per Day

Source: Valir Health. (2010). Data generated using the Uniform Data System for Medical Rehabilitation. Data collected between
June 2009 and June 2010. Gains measured using the Functional Independence Measure, or FIM, scale. FIM rates patient
independence in key areas such as self-care, locomotion, and social cognition on a scale of 18 to 126 points, with 126 denoting

the highest level of independence.



Rehospitalizations After Discharge in
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
Source: Adapted from S.F. Jencks, M.V. Williams, and E.A. Coleman. Rehospitalization Among Patients in the FUND

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



n
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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 ?,
— This leads to under reported readmission rates by the
index hospitals.
Estimated costs from unplanned rehospitalizations
—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?.



Many patients receive care in multiple PAC settings during a given episode.

Chart 3: Analysis of Selected Discharge Patterns among Medicare PAC Users, 2006

PAC Setting 1 PAC Setting 2 PAC Setting 3
SNF 2.7%
Skilled Nurg?.ggl;i:mh[y (SNF) o HH 7.8%
— 0T 1.8%
Acute Hospital (AH) — Hnmeﬁ:gg L) — AH 6.0% HH 1.5%
— 0T 2.7%
Inpatient Rehabilitation Facility (IRF) HH 2.8%
5.4%
— 0T 1.3%
I Outpatient Therapy (OT)
6.0%

Source: Research Triangle Institute. (2009). Examining Post Acute Care Relationships in An Integrated Hospital System. Waltham, MA.
Note: Percentages indicate share of beneficiaries who completed transition through that point. Includes only patterns representing more than 1.3% of all transitions.
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SUBACUTE CARE

CATHERINE H. MESSICK

|PART Il PrRINCIPLES OF GERIATRICS 1997 |

Natonal Subacute Care Associanon

Subacute care is a comprehensive cost-effective inpatent
level of care for patients who: (a) have had an acute event
resulting from injury, illness, or exacerbation of a disease
process; (b) have a determined course of treatment; and
(c) although stable, require diagnostics or invasive proce-
dures but not intensive procedures requiring an acute level
of care. The severity of the patient’s condition requires

(2) active physician direcdon with frequent on-site visits,
(b) professional nursing care, (c) significant ancillary ser-
vices, (d) an outcomes focused interdisciplinary approach
utilizing a professional team, and (e) complex medical
and/or rehabilitadve care. Typically short term, subacute
care is designed fo return patients to the community or
ransition them to a lower level of care.



Joint Commission on Accreditadon of Healthcare
Organizadons

Subacute care is comprehensive inpatient care designed for
someone who has had an acute iliness, injury, or exacerba-
tion of 2 disease process. It is goal-oriented treatment ren-
dered immediately after or instead of acute hospitalization
to treat one or more specific, actve, complex medical con-
didons or to administer one or more technically complex
treatments, in the context of a person’s underlying long-
term condidons and overall situadon. Generally, the indi-
vidual's condidon is such that the care does not depend
heavily on high technology, monitoring, or complex diag-
nostic procedures.

Subacute care requires the coordinated services of an inter-
disciplinary team including physicians, nurses, and other
relevant professional disciplines, who are trained and
knowledgeable to assess and manage these specific condi-
dons and perform the necessary procedures. It is given as
part of a specifically defined program, regardless of the
site.

Subacute care is generally more intensive than traditonal
nursing facility care and less than acute care. It requures
frequent (daily to weekly) recurrent padent assessment and
review of the clinical course and a treatment plan limited
(several days to several months) period, undl a condidon is
stabilized or a predetermined treamment course is com-
pleted.



Hospital and  PA care

Payment:DRG day reimbursement
Setting:hospital nursing facility
Organization: hospital  different by setting
Outcome: known not known

Medicare certifies three different types of facilities
to provide skilled nursing care: (1) waditional free-
standing nursing homes, which typically designate a
porton of their skilled beds for Medicare patients; (2)
“distinct-part” hospital-based nursing facilities within
the walls of acute-care hospitals; and (3) rural hospitals
with swing beds (beds that can either be used for acute
or long-term care). Hospital-based programs typically
offer more “high-tech” services than do free-standing
facilities, but it is otherwise difficult to disungush pro-
grams on the basis of setting alone.




Common Skilled Nursing and Rehabilitation Services

- SKILED NURQHG SmvicEs

" TEACHING AND TRAINING ACTIVITEES

Intravenous, intramuscular, or subcutaneous injections

Nasogastric, gastrostomy, or jejunostomy feedings

Insertion or sterile irmigation of suprapubic or urethral
catheters

Dressings involving prescription medicines or sterile
technique |

Treatment of stage III or worse pressure sores

Heat reatments that are part of an active reatment
program

Insdmtion and supervision of bowel and bladder training
programs

Inidal phases of a regimen of medical gases such as bron-
chodilator therapy

Care of a colostomy or ileostomy during the early postoper-
ative period

Skilled management and evaluation of a care plan

Skilled observadon and assessment of potendally unstable
condition

Self-administration of injectable medications or com-
plex medical regimens

Diabetic teaching
Self-administration of medical gases

Gait training and prosthesis care for amputees

Caring for a new colostomy or ileostomy

Self intermittent catheterization
Administration of enteral feedings

Care of central venous lines

Care and use of braces, splints, and orthotics

Specialized wound or skin care




 SKIED REHABITATION SERVICES

Assessment Hot packs, infrared treatments, paraffin baths, and
whirlpool baths

Therapeutic exercises Ultrasound, shortwave, and microwave diathermy
treatments

Gait training Occupational therapy

Range-ofmotion tests Speech therapy

Maintenance therapy that requires complex and sophist-
cated procedures



Dicgnesis Reloted Groups Commonly Associated with Subacute Care

TYPE OF PROGRAM.

 Medica Conpmon DRG DRGDESCRJP“DN g te

l
Subacute rehabiligon Stroke 014 Specific cerebrovascular disorders except
transient ischemic attack
Orthopedic 209 Major joint and limb reattachment pro-
: cedures of lower exwremity
210 Hip and femur procedures except major
jomnt procedures, age greater than 17,
with complication or comorbid condition
211 Hip and femur procedures except major
joint procedures, age greater than 17,
without complicaton or comorbid
| condidon
| Amputaton 113 Amputaton for circulatory disorders ex-

cept upper limb and toe




Dicgnesis Reloted Groups Commonly Associated with Subacute Care

.. “MEDICAL.CONDTION

DRG. DRGDEsEmON- L

‘-‘:‘--"-T*réﬁ'cﬁ' PROGRAM L
l
Medically Complex Subacute Care Respiratory 088 Chronic obstrucdve pulmonary disease
089 Simple pneumnonia and pleurisy, age
greater than 17, with complication or co-
morbid condidon
475 Respiratory systern diagnosis with vendila-
tor Support
" Cardiac 127 Hear: failure and shock
Malnutridon 296 Nutridonal and miscellaneous metabolic
disorders, age greater than 17, with com-
plicadon or comorbid condiden
Complex Wound Care 263 Skin graft and/or debridement for skin
ulcer or celluligs, with complicaton or
comeorbid conditon
271 Skin ulcers



Responsibilifies of the Medical Director of a Skilled
Nursing Facility (42 CFR 483.75)

Implementaton of resi-
dent care policies

Admissions, transfers,
and discharges

[nfection control
Use of restraints

Physician privileges and
practices

Responsibilites of non-
physician health care
workers

Accidents and incidents

Ancillary services in-
cluding laboratory, radi-
ology, and pharmacy

Use of medications

Use and release of
medical information

- Overall quality of care

Coordination of medi-
cal care

Oversight and supervi-
sion of physician
services

Oversight of overall
clinical care of
residents

Evaluating reports of
possible inadequate
care and taking correc-
tive actions if necessary

Ensuring the support of
essential medical
consultants




Problem Areas ldentitied by the Minimum Data Set That
Require Resident Assessment Protocols and Care
Planning

Deliriwm

Cognitive loss/demenga

Visual funcoon

Communicaoon

ADL functional/rehabilitatdve potendal
Urinary incontinence and indwelling ;ﬁat.h:tcr
Pyschosocial well-being

Mood state

Behavioral symptoms

Acdviues

Falls

Nutritional status

Feeding tubes

Dehydration/fluid maintenance

Dental care

Pressure ulcer

A.m:ipsycho-tic drug use

Physical restraints




Resident Rights in Subacute Care Facilities

To choose a personal attending physician

To be fully informed about total health status and
medical conditions

To partcipate in decisions about medical care and
treaunent

To refuse treatment
To refuse to partcipate in experimental research
To formulate an advance directve

To privacy and confidentality of personal and clinical
records

To freedomn from physical and chemical restraints im-
posed for purposes of discipline or convenience and
not required to treat medical symptoms

To self-administer drugs if deemed safe by interdisci-
plinary team




Evaluating Subacute Care
Traditionally, medical programs have been evaluated

the rapid rise 1n Meédicare and other care
spending, costs (or, more often, charges because of the
difficulty in capturing actual costs) are now also being
considered in the evaluadon. Health services utiliza-
tion before, during, and after the program may also
be scrutinized as a way of judging value. Subacute care
programs distinguish themselves from many other
health care programs by a greater émphasis on patent
_outcome measures in their self-evaluation process.
Padent outcomes that are especially important in
subacute care include the relief of discomfort, stabili-
zation of a2 chronic medical condition, and restoration
of function. Curing diseases and preventing death, al-
though important goals, are less often the focus of sub-
acute care. Unfortunately, the ability to quantitate the
goals of subacute care lags behind the recognition of
their importance. Functional status is probably the
most common patient outcome evaluated by subacute




Conditiens Reviewed During Surveys ot Medicare-Certitied Skilled Nursing Facitities

- ABILITY TO PEREORM ACTIVITIES OF DALY IVING -

Bathing,
Dressing
Transferring
Toilet Use
Eaung
‘BOWEL/BLADDER STATUS o SR - Mosurmy
Catheters Bed-bound
Urinary incontnence Chair-bound
Bowel incontnence Ambulagon status
Bladder training program Physical restraints
Bowel training program Conmractures

C MewtaLSTAUS o SKNINTEGRITY
Mental retardation ' Pressure sores
Depression Preventive skin care
Psychiamic diagnosis Rashes
Dementda

Behavioral symptoms




S CaRE

Hospice

Radiation therapy
Chemotherapy
Dialysis

Intravenous therapy
Respiratory treamment

Tracheostomy care

Ostomy care

Sucnioﬁing

Injectons

Tube feedings
Mechanically altered diets
Rehabilitagve services |

Assistve devices while eating

" MEDICATIONS - -

Any psvchoacdve medicaton
Antbiotcs

Pain management program

~ Unplanned weight loss or gain

Advance directives

Inability to communicate in language of facility

Nonoral communicaton device




Da allora,

guale evoluzione?

Selezione del pazientl (iabiitazione)
Disselezione del pazientl ciinicaily complex)
Mancata efficacia? (outcome maggiori, aumento re-ricoveri)
Gestione del budget (acuzie prevalente)

Case man aJer (il reparto di post-acuzie che ricovera prima va bene)



|
Table 2. Types of Long-term Care

Public Third-party Basis for Medicare Cost Range, Predominant
Type Description Coverage Payment $/d Physician Type
Postacute care
Inpaticnt Facilties specifically licensad to provide  Medicare (must Prospective paymeant 1000-2000  Physiatrist
rehakilitation active rehabilitation. Patients must have a per episode based
facilities receive at least 3 h a day of PT cualifying on case mix
and/or OT and must show condition)
progress to be kept on Medicare, Medicaid
Skilled nursing Marty nursing homes certified to Medicare Diaily rate based on 150-300 Primary care clinician
facility provide posthospital care under Medicaid case mix (100 d (physician, nurse
Medicare. Skilled needs include but copayment practitionar, both),
complex medication schedules, after 20 d) medical director
wound care, or rehabilitation.
Long-term care Facility certified by Medicare to handle Medicara Vanration of hospital 1500-3000 Hospitalist
hospital complex care (eg, ventilator cara payment DRG
and weaning) of patients
discharged from hospitals.
Home health care Medicare-certified care supervised by Medicare Payment per episode 100-300 Primary care clinician
registered nurses. Other core staff, Medicaid (limited) based on case mix
physical, cocupational, and speach
therapists, and social workers,
Outpatient May be certified to conduct active Medicara Paymeant per visit 100-200 Primary care clinician
rehakbilitation rehabilitation. Medicaid
Hospica! Intended for those at terminal phase of  Medicare (hospice; Payment per day 200-300 Primary care clinician
palliative cara life with expected prognosis =6 palliative cara or palliative care
mo. Hospica care is a specific options vary) specialist

benefit under Medicare; as such, it
is predicated on primarily
nonhospital care.

Palliative care provides active support
like hospice care but without the
expectation of avoiding cther
medical care.

Kane, R. L. JAMA 2011;305:2343

JAMA



Table 2. Types of Long-term Care

Long-term care

Home care/ Senvices to support frail person who Medicaid (state Payment per hour 75-150 Primary care clinician

personal care neads assistance in meaeting plan and (sometimes
vanous ADL or |ADL care, waivars) minimurm numbear

of hours)

Mursing home Cartified to provide long-term care; Medicaid Paymant per day 75-300 Primary cara clinician
some offer specialized units for (physician, nurse
persons with dementia. practitioner, bothy),

medical director

Assisted living Institutional care with self-contained Medicaid in some Payment per day or B0-300 Primary care clinician
units including living quarters, a states (waivers) maonth
private bathroom, and some
modest cooking and food storage
facilities; heterogenaous and
minimally regulated. Serve less
disabled clientele than nursing
homes. Some offer specialized
units for persons with dementia.

Day care or adult Care provided in centralized facilties for ~ Medicaid (in some Payment per use B0-120 Primary care clinician

day health center varous periods of the day. Some states)
also have medical or nursing
sarvicas (ie, adult day health care
vs social adult day cara).

Adult foster care Small group living settings with care by Medicaid in some Paymeant per month 50-100 Primary care clinician
nonprofessionals; more homelike states (waivers)
than larger institutions.

Independant living Room and board and some More 50-100 Primary cara clinician
housekesping; may have social
activities and amenities.

Board and care Variant of independent ving, with room None 50-75 Primary care clinician

and some mesls.

Abbreviations: ACL, activities of daily living; DRG, diagnosis-related group; IADL, instrumental activities of daily lving; OT, occupational therapy; PT, physical therapy.

Kane, R. L. JAMA 2011:305:2843

JAMA






