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Post - Acute Care

A POSTACUTE CARE (PAC) encompasses a wide
range of health care services that share the goal
of restoring recently hospitalized patients to the

nighest level of functioning possible.

A PAC is also used to improve the transition from
nospital to the community by providing services
to patients needing additional support to assist
them as they recuperate following discharge
from an acute care hospital.

A Thus PAC usuallyinvolves rehabilitation,
although it need not involve specialized
therapies.

Buntin MB, APMR 2007
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Wide range of settings

Buntin MB, APMR 200

A Intensive Rehabilitation Facilities (IRF)
I hospitals or units of hospitals oriented toward rehabilitation.

I atleast 3 hours of multidisciplinary therapy a day, staff of nurses
working 24 hours a day and physician to oversee care daily.

I paid on a per discharge basis, 75% rule
A Skilled Nursing Facilities (SNF)

i foll ow a physicianbés plan of car e,
days, have nurses on staff 8 h/day and nurses on call 24 h/day.

I Paid on a per diem basis
A Home Health Agencies (HHA)

I provide care to homebound patients consistent with physician orders
and their assessment of the patient. They provide therapy, nursing care,
and assistance from home health aides.

I compensated according to 60-day periods
A Long Term Care Hospitals (LTCH)

I average LOS over 25 days. They vary considerably in the services they
provide and the populations they serve.

I paid on a per discharge basis



Costs of PAC care: Payment

system implementation timeline

SNF PPS
Adijusted April 2001

Outpatient
HHA IPS IEFE LTCH PPS
August 152000

Adjusted October 1998 October 1, 2002

1997 1908 1999 2000 001 2002
HHA IPS SNF PPS HHA PPS
October 1, 1997 to July 1, 1998 October 1, 2000 IRF PPS
October 1, 2000 January 1, 2002

BBRA: SNF PPS
Adjusted April 2000

BBRA: Balanced Budget Retirement Act



Growth in PAC providers from

2000 to 2007, U.S. data

Average
annual Fercent
percent change change
2000 2003 2006 2007 2000-2006 2006-2007
Home health
agencies 6,881 7,223 8,880 9 227 4 3% 3.9%
Long-term care
hospitals 263 334 394 394 7.0 0.0
Inpatient
rehabilitation
facilities 1,117 1,211 1,224 1,202 1.5 06
Skilled nursing
facilities 14 777 14 876 15,008 15,060 0.3 0.3
SourceMe d PAC analysis of data from Certification and Survey
Certificationdés Provi di nig0O0Dand GMS Qrovider bflServicedaa.t em f or 1996

F



Spending for PAC In each setting
from 2000 to 2007

20
—— All post-acute care .
—ik— Skilled nursing facilities 49.1
-Ji-- Home health agencies 420 42.8
wilpon Inpatient rehabilitation hospitals .

40— —a— Long-term care hospitals 28 1

30—

247

Dollars (in billions)

I I I I I I I
2000 2001 2002 2003* 2004 2005* 2006 2007

Source: Centers for Medicare & Medlicaid Services, Office of the Actuary



Come sono utilizzati | vari setting

del ncomparto PAC

Percent FPercent Most
discharged from Percent discharged COmmon
hospital to PAC  rehospitalized after Percentdied to a second second PAC

PAC setting setting using PAC setting in PAC setting FPAC setting setting used
SNF 5 4% 29 3% Home health
Home health 08 Hospice

Inpatient rehabilitation 3.2 0.4 Home health
Hospice 2.1 45 822 Home health
Long-term care hospital 1.0 10.0 15.5 SNF
Inpatient psychiatric i 8.7 04 SNF

Total @ 18.0 6.2 19.8 Home health

source: MedPAC analysis of 2006 claims files from CMS3S.




Ten most common diagnoses among

Medicare SNF patients accounted for more
than a third of SNF admissions in 2005

Diagnosis code Share of SNF

from hospital stay  Diagnosis admissions
209 Major joint and limb reattachment of lower extremity 5.6%
089 Simple pneumonia and pleurnisy age =17, with CC 5.3
127 Heart failure and shock 4.9
210 Hip and femur procedures except major joint age =17, with CC 3.8
014 Intracranial hemorrhage and stroke with infarction 3.6
416 Septicemia, age =17 3.6
320 Kidney and urinary tract infections age =17, with CC 3.2
296 MNutritional and miscellaneous metabolic disorders age =17, with CC 26
079 Respiratory infections and inflammations age =17, with CC 24
316 Renal failure 2.2

Total 372

Source: MedPAC analysis of DataPRO files from CMS, 2005,



The top 15 LTC 1T DRGs made up more than

60% of cases In LTCHs in 2006

LTC-DRG Description Discharges Percentage
475 Respiratory system diagnosis with ventilator support 15,698 12 1%
271 Skin ulcers 7,056 54
416 Septicemia age =17 6,676 5.1

a7 Pulmonary edema and respiratory failure 6,540 5.0
79 Respiratory infections and inflammation age =17 with CC 6,061 4.7
466 Aftercare, without history of malignancy 4 835 37
89 Simple pneumonia and pleurisy age =17 with CC 4 717 3.6
249 Aftercare, musculoskeletal system and connective tissue 4 613 3.5
88 Chronic obstructive pulmonary disease 4 594 3.5
12 Degenerative nervous system disorders 4 193 3.2
263 Skin graft and/or debridement for skin ulcer with CC 3,921 3.0
127 Heart failure and shock 3,531 2.7
462 Rehabilitation 2977 2.3
418 Postoperative and post-traumatic infections 2,663 20
316 Renal failure 2 500 1.9
Top 15 LTC-DRGs 80 575 619

Total 130,164 100.0

Mote: LTC-DRG (long-term care diagnosis related group), LTCH (long-term care hospital), CC (complication or comorbidity).

LTC-DRGs are the case-mix system for these facilities. Columns may not sum due to rounding.

Source: MedPAC analysis of MedPAR data from CMS.



Case mix Iin freestanding SNFs shifted toward
rehabilitation plus extensive services RUGs and
away from other broad RUG categories

Clinically complex category: patients comatose, with
burns, septicemia, pneumonia, internal bleeding, or
dehydration; or those receiving dialysis or chemotherapy.
Special care category: patients with multiple sclerosis
or cerebral palsy, those who receive respiratory services
seven days per week, or are aphasic or tube fed.

Extensive services category: patients who have
received |V medications or suctioning in the past 14 days,
have required a ventilator or respiratory or tracheostomy
care, or have received intravenous feeding within the past
[ days.

] Extensive services




Time of admission in PAC are variable

MNa PAC SN HEH HHA { arrredes vread fevre HMeadmession
Stroke (N = 13550
Within 1 day g 35,04 % 13.05% 13.91% 0089 3.31%
Within 30 days  30.04% 2E.24% h.BH % 1B.94%, 1 6.0 T, 1551%
Within 60 days 27 .56% 2621 % % 059 19 735% o 47O !!. 7B

Hip Replacement (N = 14 .970)

Within 1 day 18.70% 13.47% 19.72% 1B.04% 0.07% 1.01%

Within 20 days 13.94% 21.18% 6.87% 21.77% 36.24%, B.06 %

Within 60 days 13.33% 18.20% 6.28% 22.09% 10.11% 11.66%
Hip Fracture (N = T069)

Within 1 day 16.37% (373 % 12.29% 7.57% 0.04 % 1.09 %

Within 30 days 10.47% 18.85% 2.73% 10.95% 27.01% 12.14%

Within 60 days 9.15% 1 ].]*_!'f-Tc. 2.02% 11.60% 35.02% 18.38%
COPD (N = 11,667)

Within 1 day 69.51 % 11.32% 0.43% 1B.68% 0.07 % 1.65%

Within 30 days 57.64% B O8 0.31 % 27.77% 5.31% 1B.35%

Within 60 days 55.10% B.7T8% 0.24 %, 2R.24%, 7.55 "'T; 2RIABT

Poneumonia (N = 18.417)

Within 1 day 63.21% 1998 %, 0.43 % 16.32% {06 1.93%
Within 30 days 53.98% 17.15% 0.18% 23.00% 5.69% 16.18%
Within 60 days 51.83% 16.76% 0.17% 23.55% 7.69% 21.12%

CHE (N = 22.481)

Within 1 day B 17 % 1 3. 7% (.44 % 21.52% 0065 3.63%
Within 30 days 19.78'% 11.56% 0.21% 32 B9% 5.57% 23.30%
Within 60 days 16.74% 11.199% 0.21% 33.68% B.1B% 33.95%

Kane R et al, Health Services Research 2002



Use of PAC varies geographically

T Fogy T998
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Le barriere di accesso al PAC

A Financial barriers

I Include insurance coverage and provider reimbursement rates
associated with the different PPSs. Other financial barriers may include
out-of-pocket expenses for patients, cost of treatment, and the
substantial indirect costs to patients and society of residual disability

A Personal barriers

I Differential access, regardless of diagnosis, and disability or age (eg,
education, ethnicity, income).

A Structural barriers

I poorly developed referral systems, or inadequate discharge planning,
lack of appropriate service providers or facilities in the local area,
procedures or policies that limit access to some facilities (eg, 3- hour
rule, 75% rule), or inflexible institutional practices d such as referrals
restricted to a specific health care network d that limit access even
when providers or facilities are locally available.

A Attitudinal barriers

i significant differences in the use of long-term care facilities across racial
and ethnic groups that appear to be based on personal attitudes and
preferences

Ottenbacher APMR 2007



Outline della presentazione

A Cosa si intende per PostAcuzie (PAC)
A La PostAcuzie negli USA

A Intermediate e Transitional Care nel Regno
Unito e nei Paesi del Commonwealth

A La PostAcuzie e le Cure Intermedie in Italia
A Per un nuovo modello di PostAcuzie

| | Dati IPERZ2 della sperimentazione lombarda
A Conclusioni



Dehinitions of intermediate care

EBritish Geriatrics SIIIEiE{'\-J' BM
* An approach to health care intended o facilitate patients” transitions J helping doctors make better decisions
from illness to recovery, or to prevent ther ransition from home managed

chronic 1 unl:-:m ment to msttton-based dependence, or to he][:- ter mu‘m]]:;
ill people be as comfortable as possible at the end of their lives

* That range of services designed to facilitate transinon from hospatal to
home, and from medical dependence to functional independence, where
me {ﬂ:qec'r_ﬁes. of care are not 1:-runa1:h medical, the P;’I.LlE"t'.IT.E- dlﬁf]'.l.-.’l.'t":",'E'

What 1s 111termednte carer

An mternational consensus on what constitutes intermediate care 15 needed

Medical suhject hem:ling MaSH)®

* Intermediate care facilities are msatutons that provide health related care
and services to mdividuals who do not requure the degree of care that
hospitals or skilled nursing facilities provide, but becanse of thew physical or
mental condition require care and services above the level of room and board

CINAHL suhject hemlings

# Intermediate care (see subacute care) is care provided to acute care
patients who are medically stable but too unstable to be reated in
alternative healthcare settmgs such as home, ambulatory, or traditional
skilled long term care ' '

s Intermediate care facilites: entered here are materials on nm'sing home

facilities. For care gix-'en 1 a 111.1':'5:'11;._'; home, see limg termn care BMJ 200432936:“ 3
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Transitional care facility for elderly people in hospital
awaiting a long term care bed: randomised controlled trial

Maria Crotty, Craig H Whitehead, Rachel Wundke, Lynne C Giles, David Ben-Tovim,

Paddy A Phillips

Abstract

Objective To assess the effectiveness of moving
patients who are waiting in hospital for a long term
care bed to an off-site transitional care facility.

— — -
Setting Three public hospitals in Southern Adelaide.
Participants 320 elderly patients (mean age 83 years)
in acute hospital beds (212 randomised to
intervention, 108 to control).

Interventions A transitional care facility where all
patients received a single assessment from a specialist
elder care team and appropriate ongoing therapy.
Main outcome measures Length of stay in hospital,
rates of readmission, deaths, and patient’s functional
level (modified Barthel index), quality of life
(assessment of quality of life), and care needs
iresidential classification scale) at four months.
Results From admission, those in the intervention
group stayed a median of 32.5 days (95% confidence

interval 29 to 36 days) in hospital. In the control
group the median length of stay was 43.5 days (41 to
51 days) (95" confidence interval for difference 6 to
16 days). Patients in the intervention group took a
median of 21 days (6 to 27 days) longer to be
admitted to permanent care than those in the control
group In both groups few patients went home (14
(7%) in the intervention group @ 9 (9%) in the control
group). There were no significant differences in death
rates (28% v 27%) or rates of transfer back to hospital
" "

.onclusions For frail elderly patients who are
waiting a residential care bed transfer out of hospital

o an off-site transitional care unit with focus on aged
are “unblocks beds” without adverse effects.

This is the abridged version of an arficle that was posted on
bmjicom on 2 November 2005 Mipbmy.combgidoy
10, 1126/bm[ 38638, 44193363

By VOLUME 221 12 NOVEMBER 2005 bmj.com



Economic evaluation of nurse led intermediate care versus standard
care for post-acute medical patients: cost minimisation analysis of
data from a randomised controlled trial

Bronagh Walsh, Andrea Steiner, Ruth M Pickering, Jilly Ward-Basu BMJ helping doctors make better decisions

: . . 2005, 330: 699-702
What is already known on this topic

Objective To undertake an economic evaluation of nurse led
intermediate care compared with standard hospital care for
post-acute medical patients.

Design Cost minimisation analysis from an NHS perspective,
comprising secondary care, prumary care, and commurty care,
using data from a pragmatc randomised controlled trial.
Setting Nurse led unit and acute general medical wards in
large, urban, UK teaching hospatal.

Participants 2358 patients.

Outcome measure Costs to acute hospital trusts and to the
WNHS over s months.

B N -\_-_-.-.-.-.-.-.--.-.-..--n.‘r .--.r‘_-l-rr-.--.rl-..

rather than acute hospital settings may be more cost
effective.


http://www.bmj.com/

Commentary: Intermediate care: policy before evidence

Norman | Vetter

| L
BMI helping doctors make better decisions

Al nter medi ate care ha
of much new national policy when it was
launched; it lacked definition, had no
evidence for its effectiveness, and was
almed at solving a problem that it was
unlikely to impact ond In this case
overcrowding I n hosplil

2005, 331: 320


http://www.bmj.com/
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