© O fﬁ {os
¥y Karolinska
Institutet

L’anziano e i servizi post ospedalieri:
I’esigenza di una maggiore razionalita

Stefano Boffelli
GRG Venerdi, 28 marzo 2014




Our pathway

Post acuzie fra Territorio ed Ospedale
Pazienti e livello di cura (CCl e AHA)
Post-acuzie in evoluzione

Regione Lombardia 2014

Guidare il percorso




NEJM Perspective Roundtable
Avoiding Low-Value Care

Atul A. Gawande, M.D., M.P.H., Carrie H. Colla, Ph.D., Scott D. Halpern, M.D., Ph.D.,
M.Bioethics, and Bruce E. Landon, M.D., M.B.A., M.Sc.
N Engl J Med 2014; 370:e21 April 3, 2014

So | actually think it’s really important to use a clinical lens, and particularly for, as I’'m taking
care of patients, it’s a lens that really focuses on that patient in front of me.

When I’'m thinking about my patients, | focus much more on the benefit side than, for instance,
the cost side.

So I've found in a clinical interaction, it’s hard to sort of take that step back to the health policy
person and say, “This might not be worth the money.” But it’s actually relatively easy to say,
“You know, | don’t think this is going to help you very much. And in fact, not only might it not
help you, but it might hurt you, because the consequences of doing this test are x, y, and z.”

So when we describe something as low-value, | think what we’re typically trying to do is to
distinguish it from something that is no-value. But it turns out that no-value interventions, first of
all, are probably very few and far between.

| think it’s going to be hard to address the problem of low-value care by having payers and
policymakers make rules, because there’s this clinical heterogeneity story.

As we sort of are starting to move with policies toward changing around the incentives and the
payment systems, accountable care organizations, global payment policies, that actually gives
incentives to providers and provider systems to say where is the low-value stuff that we can cut
out? Because that’s how the patients will do better and we will do better. And when you start
turning the onus on physicians and physician organizations, | think that we’ll get more traction.


http://www.nejm.org/toc/nejm/370/14/

NEJM Perspective Roundtable
Avoiding Low-Value Care

The Choosing Wisely campaign tells a very nice story. There are now upwards of 60 lists,
totalling 300 or more recommendations of services that tend to be utilized in common practice
but for which the value is not deemed to be high, for sure, and may in fact be negative — in fact,
the harms outweigh the benefits.

Physicians for a long time have had guidelines to recommend that we should be utilizing
highvalue services, but we haven’t had clear guidelines as to what low-value services look like.
So now we have that road map.

| think there’s a much broader recognition societally that we’re spending too much on health
care, and that it’s coming at the expense of doing things like hiring more teachers, hiring more
police officers, rebuilding our schools, rebuilding our infrastructure.

And so, in that setting, when we’re actually now having tools that are coming about that are
going to help us with these decisions as providers, and increasing recognition that this is part of
our job as physicians, and it’s part of our professional responsibility.

We’re seeing the payment reforms that are going to support this sort of work, things like
Choosing Wisely, highlighting that it’s OK to start looking for and thinking about:

What services are actually hurting people?
Where do we see low value? And trying to eliminate it.

So any movements in that direction, | think, are going to be useful and, frankly, necessary as we
try to sort of grapple with all this as a country.



The Legality of Delaying Key Elements of the ACA

Nicholas Bagley, ].D.
April 3, 2014, M EMGL) MED ME|M.ORG

PERSPECTIVE THE LEGALITY OF DELAYING KEY ELEMENTS OF THE ACA
Delays in Implementation of ACA Provisions.
Action Date Description Statutory Effective Date  New Effective Date
Announced
Delay of capson  February 20, Delayed imposition of caps on out-of-pocket Plans with policy years  Plans with policy years
out-of-pocket 2013 spending for insurers that use more than one starting on or after starting on or after
spending company to administer benefits January 1, 2014 January 1, 2015
Mandate delay for  July 2, 2013  Postponed the application of the employer mandate January 1, 2014 January 1, 2015
all employers for all employers
First “like it, keep  November Encouraged state insurance commissioners not to Plans with policy years ~ Plans with policy years
it" fix 14, 2013 enforce new ACA rules governing health insurers starting on or after starting on or after
(e.g., community rating, guaranteed issue) for re- January 1, 2014 October 1, 2014
newed plans that were in effect on October 1, 2013
Mandate delay for February 10, Postponed the application of the employer mandate January 1, 2014 January 1, 2016
mid-size 2014 for mid-size employers (51-100 employees)
employers
Second “like it, March 5,  Encouraged state insurance commissioners notto  Plans with policy years  Plans with policy years
keep it” fix 2014 enforce new ACA rules governing health insurance  starting on or after starting on or after
for renewed plans that were in effect on October1,  January 1, 2014 October 1, 2016

2013
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Il territorio e preparato a gestire
vecchi fragili con instabilita
clinica?



&% The New England
‘%‘ Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumheolz, M.D.

Nearly one fifth patients discharged from a hospital have an acute medical
problem within the subsequent 30 days that necessitates another
hospitalization. These recently discharged patients have heightened risks
of myriad conditions, many of which appear to have little in common with
the initial diagnosis.

How might the post-hospital syndrome emerge? Hospitalized patients are
not only enduring an acute illness, which can markedly perturb
physiological systems, but are experiencing substantial stress. During
hospitalization, patients are commonly deprived of sleep, experience
disruption of normal circadian rhythms, are nourished poorly, have pain
and discomfort, confront a baffling array of mentally challenging
situations, receive medications that can alter cognition and physical
function, and become deconditioned by bed rest or inactivity.

MENGL) MED 3682 NEIM.ORG JANUARY 10, 2013



6% The New England
sy Journal of Medicine

Post-Hospital Syndrome — An Acquired, Transient Condition
of Generalized Risk

Harlan M. Krumhelz, M.D.
During hospitalization,

clinicians should not only address
1i - — oy — D resdmission | £h€ urgencies of the acute illness
7] for other but also seek to promote health
o B Redmisson actively by. strr?ngthenm.g patients
P cause and contributing to their physio-
E logical reserve. Attention to sleep,
§ w0 nutrition, activity, strength, and
13: judicious symptom management
] may pay great dividends. Many
0 interventions may be akin to those

Heart failure  Pneumonia COPD  Gastrointestinal . . s
problems developed for reducing delirium.
Condition at Initial Discharge Shorter lengths of stay put an

Proportions of Rehospitalzations for Causes Other Than the Condition at Initial Discharge. cven greater premium on prepar-
Data are from Jencks et al* ing patients for a successful con-

M ENGL) MED 3682 NEJM.ORG JANUARY 18, 2013 valescence from the first day



Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 1. Assistiti ambulatorio Medicina Generale.
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Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 6. Patologie croniche diagnosticate.
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Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 8. Patologie croniche nei pazienti in ADP.
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Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 12. Classi di farmaci assunti per sesso ed eta.
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Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 4. Ricoveri per fascia d'eta e reparto.
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Elderly’s clinical governance in General Practice

F. SARDI"™, S. SANTACROCE™, G. RICEVUTT”
G GERONTOL 2010;58:141-150

Fig. 10. Visite specialistiche prescritte per sesso ed eta.

Numero
] — 35
- 30
25
Femeine 7584 A ‘ LN :::
Machi 7584 " \
3 - 10
sl 1O 2 B B Fe .!l\.n\s
Machi5.74 .
[ A 3 N )

Maschi65-74 | Femmine 65-74 [l Maschi75-84 [l Femmine 75-84




Elderly’s clinical governance in General Practice

F. SARDI'™, S. SANTACROCE™, G. RICEVUTT"*

G GERONTOL 2010;58:141-150
La clinical governance rappresenta ancora un concetto nuovo e poco diffuso. La
valutazione dell’attivita clinica ambulatoriale e delle prestazioni, il
miglioramento degli standard assistenziali e la “cultura dell’organizzazione”,
ancora poco diffusa a livello delle realta ambulatoriali ed ospedaliere sul
territorio, diventera un imperativo al quale sara sempre piu difficile sottrarsi.
Questo dipende in gran parte dal fatto che la popolazione che usufruisce dei
servizi sanitari stia mutando, sia dal punto di vista demografico sia,
conseguentemente, dal punto di vista clinico.

Le necessita assistenziali stanno diventando sempre piu importanti, sia
guantitativamente sia qualitativamente, ed € impensabile affrontarle
prescindendo da un approccio olistico e multidisciplinare. Dal momento che il
Medico di Famiglia gia utilizza questo tipo di approccio, ancora una volta la sua
attivita risulta un ottimo punto di partenza per questo tipo di valutazione.

La realta esaminata nel lavoro presentato rende conto di questo fatto: solo per
la valutazione geriatrica & necessario un approccio che, per motivi logistici, &
impossibile da svolgere durante la quotidiana attivita dell’lambulatorio del
Medico di Medicina Generale; a questo proposito, potrebbe risultare utile una
maggiore interazione, anche solo consultiva, con i Geriatri.



Scenari per lo sviluppo dei servizi territoriali:
confronto tra modelli regionali di presa

in carico della cronicita

di Clara Carbone, Eleonora Corsalini, Francesco Longo e Alberto Ricci’

£72% | Universtts Commerciate Centro di Ricerche sulla Gestione

CERGAS ‘
¥ Luigi Bocconi dE‘"'AS&Stema Saﬂltaria e Smla‘e

Tabella 9.1 Prevalenza delle malattie croniche in Italia, per classi di eta (dati 2010)

Classe d'eta Prevalenza malattle croniche l:% 5U totale pupulazlnne}
Uomini Donne Medla
0-14 10,1 8,0 9,1
15-17 14,7 15,0 14,8
18-19 12,1 17,6 14,6
20-24 13,0 18,4 15,7
25-34 16,9 18,2 17,5
35-44 22,5 26,9 24,7
45-54 36,7 427 39,8
55-59 53,6 61,2 57,5
60-64 60,9 68,4 64,6
B5-74 71,4 79,2 75,6
75 e oltre 83,0 89,1 86,7
Totale 34,8 42,1 38,6

Fonte: ISTAT, Annuario statistico italiano 2011



Scenari per lo sviluppo dei servizi territoriali:
confronto tra modelli regionali di presa

in carico della cronicita
di Clara Carbone, Eleonora Corsalini, Francesco Longo e Alberto Ricci’

Tabella 9.3 Popolazione pazienti cronici e spesa per le patologie croniche,
suddivise per classi di gravita — Regione Lombardia

Classe di gravita Patologle dli riferimento Incidenza sul totale Incldenza sul totale

della patologla della popolazione della spesa
cronlca per la cronicita

lupus, asma, neoplasie (non attive), epllessia, Ipercole-

sterolemia, diabete, Ipertensione 80% 55%

Lieve

artrite reumatolde, BPCO, neoplasle affive, demenze,
Media parkinson, Insufficlenza renale cronica, cardiopatie, 16% 25%
malattle rare in stadio precoce, HIV
sclerosl multipla, malattie respiratorle che Implicano
ossigenoterapla, neoplasie attive, demenze, parkinson,
Insufficlenza renale cronica con diallsl, scompenso,
traplant], malattie rare In stadio avanzato, HIV

Fonte: DDG Sanita 4383 del 15/05/2011

Grave 4% 20%



Scenari per lo sviluppo dei servizi territoriali:
confronto tra modelli regionali di presa
in carico della cronicita

di Clara Carbone, Eleonora Corsalini, Francesco Longo e Alberto Ricci’

Tabella 9.4 Patologie croniche a cui e associata una tariffa CReG (DDG Sanita

4383/11)

Patologle prevalenti Comorbllita principale
— Insufficlenze renall

Nefropatie — Diabete

— Diabete — Broncopneumopatie

— Ipercolesterolemia _ Asma
— Scompenso

8rco _ E:rré?g S:tllr:-'zexrasculn atle

_ Disturbl/patologle che Implicano ossigenoterapia . ”ESSTE P

— Broncopneumopatle P

. — Gastro-enteropatie
— Malattle neuromuscolari
— Malattle rare

Cardigpate —Lupus

— Scompenso — Demenze

— Ipertensione — Parkinson

— Cardiopatie-vasculopatie —AIDS

—Traplanti



Scenari per lo sviluppo dei servizi territoriali:
confronto tra modelli regionali di presa
in carico della cronicita

di Clara Carbone, Eleonora Corsalini, Francesco Longo e Alberto Ricci

La recente attenzione delle regioni a modelli
sistematici e diffusi di disease management, da
correlarsi allo sviluppo di forme associative strutturali
dei MMG, rappresenta un elemento di novita nelle
priorita di agenda dei policy maker sanitari.

..SI propone una nuova segmentazione dell’'utenza, non
piu principalmente per patologia o per ambiti di cura
(prevenzione, ospedale, territorio), ma per profilo
assistenziale: cronicita, acuzie, non autosufficienza,
etc.



Tabella 9.8 Elementi di confronto tra i modelli analizzati di servizi territoriali
per la cronicita

Elemento Reglone
Lombardia — CReG Emilla Romagna — Toscana — CCM

NCP-CdS

Assetto modello Funzionale Strutturale Strutturale

Anno di Introduzione 2011 2006 2008

Fase di implementazione Sperimentale Aregime A regime

Livello di accentramento Alto Basso Alto

reglonale

Adeslone MMG Facoltativa Obbligatoria (MCP), facoltativa Facoltativa

(Cas)

Regolazione rapportl MMG
aderentl-ASL

Forme assoclative Inferessate

Assegnazione del pazlente

Modalita di remunerazione
MMG partecipanti

Fomitore di tecnologla
Stimolo all'integrazione

Focus su specifiche patologle

Integrazione con servizl soclall

Forte accento sull'autocura
e la valorizzazione del
contesto familiare e soclale

Ruolo del’infermiers

Contratto di senvizio

Cooperative (ex art.54 ¢.3
lettera B ACN 2005)

Tramite gara ad evidenza
pubblica e accettazione

da parte del paziente;
indipendente dalla scelta del
MMG da parte del paziente

Margine economico
del gestore del CReG

Socleta di Servizl, ASL
Tra MMG

Sl Nefropatle,
Broncopneumopatie,
Cardiopatie

Mo
No

Marginale

Accordo Integrativo
reglonale/aziendale

Aggregazion funzionall
(ex art.26 bls ACN 2010)

Automatica In base
alla scelta del MMG da parte
del paziente

Integrazioni alla quota

capltaria
ASL

Tra tutte le professlonalita
dell'assistenza territoriale

Mo

sl
Mo

Rilevante

Accordo Integrativo
reglonale/aziendale

Aggregazionl funzionall
(ex art.26 bis ACN 2010)

Automatica In base
alla scelta del MMG
da parte del paziente

Integrazioni alla quota
capltaria

AsL

Tra tutte le professionalita
dell'asslstenza territoriale

Sl: Diabete, BPCO,
Cardiopatle, Ictus
sl

Sl

Rllevants




L'esempio del PDTA
demenze..

59 pazienti in un anno..
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Pinching the Poor? Medicaid Cost Sharing under the ACA

Brendan Saloner, Ph.D., Lindsay Sabik, Ph.D., and Benjamin D. Sommers, M.D., Ph.D.

On December 12, 2013, the Centers for Medicare
and Medicaid Services (CMS) reached an agree-
ment with the state of Iowa to expand Medicaid to
low-income adults under the Affordable Care Act



In any insurance plan, one ob-
jective of cost sharing is to in-
crease efficiency and reduce total
spending. Absent cost sharing,

Beneath the rhetoric, questions
remain about whether more cost
sharing in Medicaid 1s desirable
policy. Cost sharing could repre-
sent a substantial financial bur-
den for people living near the
poverty level. A no-frills monthly

For example, increased cost shar-
ing for medications has been as-
sociated with higher utilization of
inpatient and emergency depart-
ment services among patients with
chronic illness.* These risks are

A second objective is to foster
personal responsibility. In the
words of Iowa Governor Terry
Branstad, cost sharing helps en-
rollees “take ownership of their
own health.” This notion blends

More generally, research shows
that patients are not good at dis-
tinguishing between care that is
necessary and care that is not,
with the result that cost sharing
leads to reduced use of preven-
tive services and essential drugs.?
Furthermore, if cost sharing is
not well targeted, it may lead to
long-run increases in spending.

Ultimately, if this sort of flexibil-
ity encourages more states to ex-
pand Medicaid, most low-Income
adults will be better off for the
effort — since some cost sharing
is almost certainly preferable to
being left without any coverage
at all.



Emergency Hospitalizations for Adverse
Drug Events in Older Americans

Daniel S. Budnitz, M.D., M.P.H., Maribeth C. Lovegrove, M.P.H.,
Nadine Shehab, Pharm.D., M.P.H., and Chesley L. Richards, M.D., M.P.H.

M EMGL | MED 365,21 MNEJM.ORG NOVEMBER 24, 2011

Table 2. National Estimates of Emergency Hospitalizations for Adverse Drug Events in Older U.S. Adults, According
to Therapeutic Category, 2007-2009.*

Annual National Proportion of
Estimate of Emergency Department

Hospitalizations Visits Resulting in

Therapeutic Category (N=99,628) Hospitalization
ne. % (95% Cl) F

Hematologic agents 42,104 42.3 (35.549.0) 44.6
Endocrine agents 22,7326 22.8 (16.7-28.9) 421
Cardiovascular agents 9,800 9.8 (7.1-12.5) 423
Central nervous system agents 9,621 9.7 (7.6-11.8) 32.2
Antiinfective agents 3,759 3.8 (2.64.9) 17.4
Antineoplastic agents 28827 2.9 (09497 51.0
Other agents 3,211 3.2 (2.6-3.8) 15.0
Medications not stated or not known 957 1.0 (0.5-1.5) 20.6
Medications in more than one therapeutic category 4,568 46 (2.7-6.5) 41.2

CONCLUSIONS

Most emergency hospitalizations for recognized adverse drug events in older adults
resulted from a few commonly used medications, and relatively few resulted from
medications typically designated as high-risk or inappropriate. Improved management
of antithrombotic and antidiabetic drugs has the potential to reduce hospitalizations
for adverse drug events in older adults.




Increased Ambulatory Care Copayments
and Hospitalizations among the Elderly

Amal N. Trivedi, M.D., M.P.H., Husein Moloo, M.P.H., and Vincent Mor, Ph.D.

N ENGL) MED 362;4 NEJM.ORG JANUARY 28, 2010

Differences in Estimates per 100 Enrollees

A

Characteristic
Income
High
Medium
Low
Education
High
Medium
Low
Race
White
Black
Other
Condition
Hypertension
Diabetes
Myocardial infarction

Qutpatient Visits

'

i
—_—

L3

T
-100

T
-50

1
50

Service Use Decreased

CONCLUSIONS
Raising cost sharing for ambulatory care among elderly patients may have adverse
health consequences and may increase total spending on health care.

Service Use Increased

B

Characteristic
Income
High
Medium
Low
Education
High
Medium
Low
Race
White
Black
Other
Condition
Hypertension
Diabetes
Myocardial infarction

Inpatient Admissions

5 10

Service Use Increased




Results of the Medicare Health Support
Disease-Management Pilot Program

Nancy McCall, Sc.D., and Jerry Cromwell, Ph.D.

Table 4. Differences in Rates of Growth for Acute Care Utilization per 1000
Beneficiaries between the Last 12 Months of the Medicare Health Support
Pilot Program and a 1-Year Baseline Period.*

Company Hospitalizations Emergency Room Visits

For Ambulatory For Ambulatory
For Any Care-Sensitive For Any Care—Sensitive
Condition Conditionst  Condition Conditions{

Aetna —44+ -10 13 -2
Healthways -29 -15 13 -2
CIGNA Health Support 27 3 12 6
Health Dialog -6 -22 -4 -7
Green Ribbon Health 12 5 15 5
LifeMasters 21 -5% 621 5
McKesson 18 13 43 9
XLHealth 20 27 22 16

CONCLUSIONS

In this large study, commercial disease-management programs using nurse-based
call centers achieved only modest improvements in quality-of-care measures, with
no demonstrable reduction in the utilization of acute care or the costs of care.



Health Care Spending and Quality in Year 1
of the Alternative Quality Contract

Zirui Song, B.A., Dana Gelb Safran, Sc.D., Bruce E. Landon, M.D., M.B.A.,
Yulei He, Ph.D., Randall P. Ellis, Ph.D., Robert E. Mechanic, M.B.A..,
Matthew P. Day, F.S.A., M.AAA., and Michael E. Chernew, Ph.D.

M ENGL ) MED 36510 NEJM.ORG SEFTEMEER &, 2om
ABSTRACT

BACKGROUND

In 2009, Blue Cross Blue Shield of Massachusetts (BCBS) implemented a global pay-
ment syvstem called the Alternative Quality Contract (AQC). Provider groups in the AQC
system assume accountability for spending, similar to accountable care organizations
that bear financial risk. Moreover, groups are eligible to receive bonuses for gquality.

METHODS

Seven provider organizations began 5-year contracts as part of the AQC system in
2009, We analvzed 20062009 claims for 380,142 enrollees whose primary care
physicians (PCPs) were in the AQC system (intervention group) and for 1,351,446
enrollees whose PCPs were not in the system (control group). We used a propensity-
weighted difference-in-differences approach, adjusting for age, sex, health status,
and secular trends to isolate the treatment effect of the AQC in comparisons of
spending and gquality between the intervention group and the control group.

RESULTS

Average spending increased for enrollees in both the intervention and control groups
in 2009, but the increase was smaller for enrollees in the intervention group —
$15.51 (1.99%) less per quarter (P=0.007). Savings derived largely from shifts in
outpatient care toward facilities with lower fees; from lower expenditures for proce-
dures, imaging, and testing; and from a reduction in spending for enrollees with the
highest expected spending. The AQC system was associated with an improvement
in performance on measures of the guality of the management of chronic condi-
tions in adults (P<0.001) and of pediatric care (P=0.001), but not of adult preventive
care. All AQC groups met 2009 budget targets and earned surpluses. Total BCES pay-
ments to AQC groups, including bonuses for guality, are likely to have exceeded the
estimated savings in year 1.

COMNCLUSIONS

The AQC system was associated with a modest slowing of spending growth and
improved guality of care in 2009, Savings were achieved through changes in referral
patterns rather than through changes in utilization. The long-term effect of the
AQC system on spending growth depends on future budget targets and providers’
ability to further improve efficiencies in practice. (Funded by the Commonwealth
Fund and others.)
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PERSPECTIVE POST-ACUTE CARE — CONTROLLING MEDICARE SPENDING

The Hospital-Dependent Patient

David B. Reuben, M.D., and Mary E. Tinetti, M.D.

N ENGL ) MED 370;8 NEJM.ORG FEBRUARY 20, 2014

The phenomenon of the hospital-dependent

patient has not been studied systematically.

Little is known about the prevalence of hospital-
dependent patients, the percentage of readmissions
that they account for, and whether they cluster at
specific types of hospitals.



4007 —e— Heart disoase
—pe (S ANCET

3509 —.4-—. Tuberculosis
S 450 =——dr—— Dijarrheal disease
a ===0== Pnoumonia
S 250
2 2004
(%3]
< 1501
m
@
O 100

50 1
0 T T T T ;

O O & B 5 D b S o
Nép S A - - L C = - Nﬂfp
Year

Figure 1. Crude Death Rates for Leading Causes of Death in the
United States from 1900 to 1950.

Data are from the Centers for Disease Control and Prevention.

60+
501
404
304
204

10

Deaths from Cardiovascular
Disease (%)

1800 1910 1920 1930 1940 1850
Year

Figure 2. Percentage of Deaths from Cardiovascular Dissase in
the United States from 1900 to 1850.

Data are from the Centers for Disease Control and Prevention.!

PHASE 1: THE PANDEMIC OF
CARDIOVASCULAR DISEASE EMERGES

SHATTUCK LECTURE — CARDIOVASCULAR MEDICINE AT THE TURN OF THE

MILLENNIUM: TRIUMPHS, CONCERNS, AND OPPORTUNITIES

EUGENE BRAUNWALD, M.D.

November 6, 1997
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Figure 3. Estimated Short-Term Martality from Acute Myocar-
dial Infarction in the United States in Different Eras.

Maodified from Antman and Braunwald,” with the permission of
the publisher.

PHASE 2: THE BATTLE IS JOINED
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Figure 4. Reduction in Heart Failure, Stroke, and Death from
Coronary Causes or Monfatal Myocardial Infarction (MI) in the
Systolic Hypertension in the Elderty Program {SHEP).
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Figure 5. Changes in Age-Adjusted Death Rates from Coronary
Heart Disease (CHD), Stroke, and Moncardiovascular Disease
{Mon-CVD} in the United States from 1950 to 1995.

Data are from the Mational Heart, Lung, and Blood Institute =

PHASE 3: THE WAR HAS NOT YET
BEEN WON

Emergence of Mew Epidemics of Cardiovascular Disease

Two new epidemics of cardiovascular disease are
emerging: heart failure and atrial fibrillation. Hospi-
tal admissions for heart failure have climbed steadily,
so that this condition has become the single most
frequent cause of hospitalization in persons 65 years
of age or older; it is now responsible for more than
875,000 admissions each year in the United States.?
Despite the development of a number of effective
new therapies for heart failure, such as angiotensin-
converting—enzyme inhibitors and cardiac transplan-
tation, the prognosis for patients with this condition
remains poor, and deaths have more than doubled
in just 14 years.*

What 1s the explanation for this increase! The
prime candidates for the development of heart fail-
ure are patients with hypertension in whom death
from stroke has been prevented by antihypertensive
therapy and survivors of acute myocardial infarction
who have been spared death from arrhythmia. Nor-
mally a steady dropout of cardiac cells occurs during
life, 230 and it may be postulated that heart failure
develops once the number of viable myocytes drops
below a critical threshold required to maintain car-
diac compensation.®! The programmed death of my-
ocytes appears to be accelerated in the presence of
ventricular hypertrophy secondary to hypertension,32
which also accelerates the develnpment of heart fail-
ure in such patients. Similarly, survivors of acute my-
ocardial infarction have a reduced number of viable
myocytes, and the ongoing attrition of the remain-
ing cells may make these patients more susceptible
to the development of heart failure.
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Chronic Critical lllness

Daniela Lamas, M.D.

“Chronic critical illness” is a nebulous term for the condition of the 5 to 10% of patients who
survive a catastrophic illness or surgical procedure but are left with a prolonged (by one
definition, longer than 21 days) need for mechanical ventilation. These patients tend to have
recurrent infections, organ dysfunction, profound weakness, and delirium. At least half are
dead within 1 year. Among those who survive, readmission rates are high, most remain
institutionalized, and less than 12% are at home and functionally independent 1 year after
their acute illness. The cost to the health care system is astronomical — more than $20
billion annually.

Only recently has the specialty focused in on the cognitive deficits, depression, and post-
traumatic stress that follow critical care. In addition, the expansion of LTAC hospitals during
the past two decades — described to me by one physician as “where Lazarus meets
Darwin” — quite literally takes chronic critical iliness out of view of the physicians who care
for these patients during the acute phase of their iliness. As aresult, | believe, we do our
patients a disservice despite our best efforts.

We — intensive care clinicians — have created chronic critical iliness, and that makes it
especially painful to see. Perhaps one reason for our failure here is that we don’t have a
strong grasp of what chronic critical illness is.

Furthermore, some recent data suggest that we might be able to improve our
prognostication for these patients. One scoring system uses four characteristics of patients
in acute care settings — an age of more than 50 years, a low platelet count, and the need for
vasopressors and for dialysis — to delineate a subgroup of patients who are at the highest
risk of death. Integrating a model like this one into clinical practice could enable us to have
clearer conversations that lay out likely outcomes and alternatives, including withdrawal of
further interventions.
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Chronic Critical lllness
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“This is a disease. It’'s sometimes or even often worse than some cancers in
terms of its mortality and effect on quality of life. People know what cancer
means. They’ve heard of it. But they’ve not heard of this.”

The primary goal would be to offer firsthand experience to inform decision
making in the acute care arena. In addition, involving house officers in LTAC
hospitals could encourage an academic look at best practices and outcomes in
an arena where such perspective has historically been lacking.

But we owe it to our patients to try. Facing a future in which the numbers of
chronically critically ill patients are expected to increase, we can’t continue to
look away.
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The Hospital-Dependent Patient
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The phenomenon of the hospital-dependent

patient has not been studied systematically.

Little is known about the prevalence of hospital-
dependent patients, the percentage of readmissions
that they account for, and whether they cluster at
specific types of hospitals.



Approximately 20% of Medicare patients who have been
hospitalized are readmitted within 30 days, with substantial
Implications for outcomes and costs of care. Many reasons
have been identified, including

-poor transitions from the hospital setting,

-lack of medication reconciliation,

-iInadequate access to medical services after discharge (e.g.,
timely post discharge appointments with primary care
physicians and specialists),

-and lack of accountability regarding which clinician

IS responsible after discharge.

The problem has been conceptualized as a failure of the
health care system to fulfill its responsibility to provide
comprehensive, coordinated, and continuous care.



Accordingly, the Centers for Medicare and Medicaid Services
began to invoke penalties for readmissions of patients who
have been discharged after hospitalizations for selected
diagnoses.

Hospitals and health systems are responding with
Innovations such as care coordinators, post-discharge
pharmacists, care transition coaches, and afternours
clinics.

Although these efforts aimed at system-level

problems do reduce the rate of preventable readmissions,
there remains another more intractable cause of
readmissions — hospital-dependent patients.



Hospital-dependent patients differ from those with chronic
critical illness, many of whom require ventilators to sustain
Life, in that they may be precariously and transiently
compensated while hospitalized.

They are often comfortable and may have an acceptable
guality of life (e.g., interactions with family and friends) in the
hospital when supported and comforted by high nurse-to-
patient ratios, available monitoring and diagnostic
capabilities, and on-site physicians and therapists who can
respond quickly to changes in their condition.



Yet they are unable to make it outside the hospital setting
when the response is not quick enough or the necessary
treatments are not available.

Such patients are usually old, almost always have multiple
chronic conditions, and have minimal physiological reserve
to compensate for acute stress or injury.

They develop pulmonary edema, flares of chronic obstructive
pulmonary disease, orthostatic hypotension, myocardial
Ischemia, acute kidney injury, fevers, and sudden delirium
and may experience falls, often without identifiable
precipitants.



Usually, hospital-dependent patients are not recognizable as
such at the time of the first admission.

During almost all index admissions, the patient, family
members, and clinicians assume that the patient will be
restored to usual health.

This optimism is generally justified, since none of
the many prognostic indicators are accurate enough to
predict the trajectory of an individual patient.

Hospital-dependent patients are readmitted not because of
Inadequate hospital discharge, care transitions, or post-
hospital care, but because their medical problems

cannot be managed outside the hospital. The amount of
medical and instrumental support that can be mounted is
simply not enough.



It is tempting to conclude that these patients are discharged
to the wrong location and that they should be sent to skilled
nursing facilities (SNFs),

but most SNFs cannot or do not provide the needed level of
treatment and support for them, and the readmission rates
from SNFs are similar to those from home.

These patients are often relieved to be back in the hospital
because they feel more secure than they do at home or in
nursing facilities. Many have established relationships with
hospital staff and clinicians who remember them from prior
admissions, and these familiar faces provide reassurance.



Hospital-dependent patients tend to follow a course of
readmissions with progressive deterioration in functional
status and loss of resilience over a period of months to
years.

Usually, each rehospitalization finds them worse than when
they were discharged a few weeks (or days) earlier, and
treatments become less effective.

The final period of life is often characterized by a series of
crises, apprehension, and discomfort

until a decision

to switch to hospice care is made or the patient dies in the
hospital despite the fact that “everything” was done.



In many ways, the existence of hospital-dependent patients
IS a direct product of the successes and advances of
medicine.

During our training in the 1970s and 1980s, such patients
died quickly.

There was little we could offer once their conditions
progressed to end-stage.

With the advance of technology and new medications,

such patients now survive longer; acute decompensations
can be corrected with acute care interventions.

The phenomenon of the hospital- dependent patient has not
been studied systematically, eventhough most clinicians will
recognize patients who meet the profile (see table).



PERSPECTIVE THE HOSPITAL-DEPENDENT PATIENT

Characteristics of Patients Who Are Readmitted to Hospitals.*

Hospital-Dependent Patients with Failed Patients with Chronic
Characteristic Patients Transitions Critical lllness
Continqous need for life-sustaining - - +
equipment
Precipitous flares + H- H-
Multiple chronic conditions + +H- +
Decreased physiological reserve + #- #-
Need for close monitoring by nursing staff ¥ - 4-
Need for immediate medical response + - #-

* A plus sign denotes usually present, a plus-minus sign sometimes present, and a minus sign usually absent.




Little is known about the prevalence of hospital dependent
patients, the percentage of readmissions that they account
for, and whether they cluster at specific types of hospitals.

Although such patients have existed for many years, they
have assumed increasing importance in the current frenzy
over hospital readmissions.

These patients’ readmissions are counted in readmission
rates, and their cases may erroneously be considered

to represent failures of the transition process.

However, the underlying causes of these readmissions are
not failed transitions and the approaches to their
management must be tailored accordingly.



A necessary first step is ensuring that treatment in the
hospital is commensurate with hospital- dependent patients’
goals and preferences. Clinicians may mistakenly assume
that continued acute care is what patients want.

Conversely, some of these patients may be unaware that
hospice care is available. Therefore, it is crucial to discuss
the goals of care.

Nevertheless, after informed discussion, there remain

many people who opt for continued acute care.

Although these patients may be in the last months of life,
they simply are not ready to make the switch to an end-of-life
approach to their care.

They want to live, and they believe that they can maintain
an acceptable quality of life. Ironically, while they remain in
the hospital, they may be able to do so.



Beyond addressing hospital dependent patients on a case-
by case basis, there must be a more systematic approach.
Medicine has yet to acknowledge the ethical and practical
predicament of having created a population of incurable,
fragile, but not yet terminally ill patients without concurrently
developing a health care system that can meet their

needs.

By default, frequent, unplanned readmissions to the acute
care hospital have become the fail-safe backup.

Developing appropriate and cost-effective approaches for
patients who have complex conditions and whose goals of
care require continuous or frequent hospital-level support will
not be easy.



The existing venues for providing post-hospital care —
home health services, SNFs, long term acute care facilities,
and “hospital at home”™ — do not have the capabillity or
capacity to care for these patients, and it is unlikely that they
could easily gear up to do so.

Health care systems need to recognize this unmet need and
begin planning ways of providing this level of care as well
and as efficiently as possible.

With each new lifesaving advance, some of the lives saved
will remain dependent on an ongoing acute level of care. For
these patients, the systemic “continuity of care” fixes that
assume that patients can return to the community with
existing resources will not work.



Alternative long-term acute care solutions will be necessary.

We must recognize that the cost of providing this care
outside of the hospital may approach that of care
provided in the hospital.

If we are to continue developing lifesaving interventions for
the most advanced ilinesses, this is a cost we must be willing
to bear.
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MEDPAC’S LTCH PAYMENT PoLICY PROPOSALS

AHA has long supported patient criteria to preserve LTCH services for the sickest
patients who need extended hospital stays. However, we strongly oppose the two LTCH
payment policy proposals that would elimmate the LTCH prospective payment system
(PPS) and transition all payments for LTCH services to the mpatient PPS. These reform
approaches, discussed most recently at the November meeting, are based on a new
subcategory of patients — chronically, critically 11l (CCI) patients — who are defined by
the number of intensive care unit (ICU) and coronary care umt (CCU) days during their
LTCH stays or prior general acute care hospital stays. MedPAC estimates that 40 percent
of current LTCH patients would meet the new CCI criteria under the mpatient PPS, with
additional npatient PPS patients also meeting the criteria.



MedPAC’s CCI Proposals Do Not Fully Define High-acuity Patients. The CCI metric
has little to do with the number of complications and comorbidities (CCs) or major
complications and comorbidities (MCCs) of very sick patients. The table below shows
that, as the number of ICU/CCU days increases from zero to eight for LTCH patients, the

average severity of illness (as indicated by LTCH CC/MCCs) does not increase in a
corresponding fashion.

Median Number of LTCH CC/MCCs by Prior ICU/CCU Days

for LTCH Patients Matched to a Prior Stay
&
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ICU/CCU Days in Prior Stay
Source: 2010 and 2011 Inpatient Standard Analytical Files.
Note: Prior stay is defined as one where the LTCH patient was admitted within 30 days after the prior
inpatient hospital discharge and is not limited to STACH discharge only as some LTCH patients are
admitted from other facilities e.g., inpatient psych or rehab (freestanding or distinct part unit), rural
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joint replacement cases. The AHA is very concerned about IRF/SNF site-neutral
proposals for two reasons. First, IRFs are required to admit only patients who
require hospital-level services, and payments should reflect the cost of providing
that level of care. SNF rates are wholly inadequate for IRF-level care. IRFs provide
unique clinical value for patients who require hospital-level care and intensive
rehabilitation after an illness. mjury or surgery, with some of the key differences in the
scope of services provided by these two settings outlined in the chart below.

IRFs vs. SNFs

Required by Medicare IRFs SNFs
Close medical supervision by a physician with specialized training Yes No
24-hour rehabilitation nursing Yes No
Multidisciplinary team approach Yes No

3 hours of intensive therapy; 5 days per week Yes No
Patients must require hospital-level care Yes No
Physician approval of preadmission screen and admission Yes No
Medical care and therapy provided by a physician-led multidisciplinary medical

team including specialty trained registered nurses Yes No
Readmission rates to general acute hospitals 9.5% (2010 19.2% (2011)
Discharge rate to community 71.0% 2010) | 27.8% (2011)
2011 Medicare fee-for-service spending $6.54 hillion $31.3 billion
Projected Medicare margins for 2013 (Freestanding SNF margins only) 8.5% 12-14%

The data cited in this document are drawn from the Medicare Payment Advisory Commission’s March 2013 Repori to Congress, and the FY 2012
SMF Final Rule
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The Revolving Door Of
Rehospitalization From Skilled
Nursing Facilities

ABSTRACT Almost one-fourth of Medicare beneficiaries discharged from
the hospital to a skilled nursing facility were readmitted to the hospital
within thirty days; this cost Medicare $4.34 billion in 2006. Especially in
an elderly population, cycling into and out of hospitals can be
emotionally upsetting and can increase the likelihood of medical errors
related to care coordination. Payment incentives in Medicare do not
encourage providers to coordinate beneficiaries’ care. Revising these
incentives could achieve major savings for providers and improved quality
of life for beneficiaries.
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B CARE OF THE AGING PATIENT: CLINICIAN'S CORNER
FROM EVIDENCE TO ACTION

Finding the Right Level of Posthospital Care
"We Didn't Realize There Was Any Other Option for Him"

Robert L. Kane, MD Box 1. The Physician's Role in Managing Care
JAMA. 2011:305(3):284-293 Transitions and Addressing Placement Options

Manage underlying medical conditions, considering pa-
tient goals, life expectancy, and comorbid conditions.
Consider the functional implications of the patient’s medi-
cal conditions (see Table 1).

Communicate with those working in supportive roles (eg,
home care and nursing home staff).

Communicate with families and patients. Use family con-
ferences to discuss end-of-life decisions.

Assess whenever an older person is making a major care tran-
sition. Are there any conditions that can be controlled bet-
ter, any medications that can be reduced or discontinued?
Advocate for patients and families getting an opportunity
to make thoughtful decisions.

Facilitate families getting access to their own advocates/
case managers.

Be alert for signs of neglect and abuse.

Appreciate the high-risk nature of caregiving.




___________________________________________________________________________________________________________________|
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
Inpatient Facilities specifically icensed to provide  Medicare (must Prospective payment 1000-2000  Physiatrist
rehabilitation active rehabilitation. Patients must have a per episode based
facilities receive at least 3 h a day of PT qualifying 0N case mix
and/or OT and must show condition)
progress to be kept on Medicare. Medicaid
Skilled nursing Many nursing homes ceartified to Medicare Daily rate based on 150-300 Primary care clinician
facility provide posthospital care under Medicaid casemix (100 d (physician, nurse
Medicare. Skilled needs include but copayment practitioner, bath),
complex medication schedules, after 20 d) medical director
wound care, or rehabilitation.
Long-term care Facility certified by Medicare to handle  Medicare Variation of hospital 1500-3000  Hospitalist
hospital complex care (eq, ventilator care payment DRG
and weaning) of patients
discharged from hospitals.
Home health care Medicare-certified care supenvised by Medicare Payment per episode 100-300 Primary care clinician
registered nurses. Other core stafft. ~ Medicaid (limited) based on case mix
physical, occupational, and speach
therapists, and social workers.
Cutpatient May be certified to conduct active Medicare Payment per visit 100-200 Primary care clinician
rehabilitation rehabilitation. Medicaid
Hospice/ Intended for those at terminal phase of ~ Medicare (hospice;  Payment per day 200-300 Primary care clinician
palliative care life with expected prognosis =6 palliative care or palliative care
mo. Hospice 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 other
medical care.
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Post-Acute Care Reform —
Beyond the ACA

D. Clay Ackerly, M.D., and David C. Grabowski, Ph.D.

Patients’ discharge plans are often
made for financial rather than clinical
reasons, which contributes to the
inefficient use of post-acute care and
the high rate of readmissions.



Post-Acute Care Reform —
Beyond the ACA

D. Clay Ackerly, M.D., and David C. Grabowski, Ph.D.

A good example of the strong role of
financial incentives was the decrease In
length of hospital stay and the increase
In use of post-acute care after the
implementation of Medicare’s hospital
Inpatient prospective payment system
(see graph).
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Mrs. T. is an 88-year-old woman who lives alone, has a history of
congestive heart failure and osteoarthritis, and has traditional fee-
for-service Medicare coverage. One day, she was found lethargic
and sent to the emergency department, where she was discovered
to be in renal failure and was ad- mitted to the hospital for fluids
and monitoring. Her hospitalist concluded that she had
accidentally overdosed on Lasix (furose mide). On hospital day 2,
Mrs. T. was having difficulty ambulating, although her cognition
and renal function had improved and she felt “back to her old self”
and was eager to go home. The hospitalist had two primary
options. He could keep Mrs. T. in the hospital another night,
although she was medi- cally stable and had no further diagnostic
or medical needs. That would cost the hospital money under
Medicare’s system of fixed payments for diagnosis-related groups,
but it would give Mrs. T. more time to recover her strength and
extend her stay to the 3 days required to qualify her for a stay in a
Medicare skilled nursing fa- cility (SNF) if needed.1 The hospitalist
believed this option was wasteful and potentially harm- ful, in that
It placed Mrs. T. at further risk for hospital-acquired conditions.
Equally important, it went against her wishes — particularly if the
end result was a SNF stay.



Alternatively, the hospitalist could send Mrs. T. home, holding

the Lasix to prevent a repetition of the cause of this admission
and arranging for a follow-up evaluation by a visiting nurse.
Home health agencies are expected to provide an admission visit
within 48 hours after discharge, and they receive a fixed payment
from Medicare for a 60- day episode of care — a policy that may
neither match the needs of a patient requiring prompt, intensive
short-term skilled care nor provide agencies with appropriate
reimbursement for that intensive care.

This option presented a higher risk of falls and further
medication errors, but it served the hospital’s interest in limiting
lengths of stay and Mrs. T.’s desire to return home.

The hospitalist had few tools to guide this choice or mitigate the
risks associated with either option. Both options presented a

high likelihood of readmission, and neither one encouraged the
provision of a high-quality, high-value mix of acute and post-
acute care services. Why were there no better options?



Demonstrations currently being evaluated under the Affordable
Care Act (ACA) incentivize a more efficient mix of acute and
post-acute care services.

For example, under a bundled-payment system, hospitals and
post-acute care providers are paid for a fixed “bundle” of
services around a hospital episode, including post-
hospitalization care.

In an accountable care organization (ACO) with risk- based
payment, networks of providers can share in savings if they
reduce the total cost of care for a defined patient population and
meet a series of quality metrics.

Under both approaches, provider systems have incentives to
deliver cost-effective acute and post-acute care services and
prevent costly readmissions. Although these payment reforms
have promise, substantial regulatory and operational barriers
remain.



In particular, three issues may impede the delivery
of high-value services over an entire episode of care.

First, the ACA reforms retain some burdensome payment
regulations and rules that will hinder the delivery of the highest-
value mix of services. ACOs cannot change most of Medicare’s
fee- for-service payment regulations in purchasing post-acute
care. These regulations include the 3-day rule for qualifying for
Medicare-covered SNF care; fixed payment for a 60-day episode
of home health care, which hinders flexibility in tailoring services
to patients’ needs; and a rule for inpatient rehabilitation facilities
requiring that 75% of cases fall within 13 diagnostic categories,
which limits the number and types of patients admitted to these
facilities. We support the recent efforts by the Centers for
Medicare and Medicaid Services (CMS) to waive the 3-day rule for
organizations participating in the Pioneer ACO program, but we
believe Congress should consider relaxing all these payment
regulations.



Second, merely aligning financial incentives between providers
of acute and post-acute care will not improve quality and reduce
costs for episodes of care.

True coordination of care — defined as the organization of
services among the hospital, physicians, post-acute care
provider, and patient to encourage the delivery of the highest-
value services — is required to ensure the best possible
outcomes. Potential models for coordinated acute and post-
acute care might encompass team-based care and transition
programs, cross-continuum case- management interventions,
Improved patient and family engagement, communication
protocols for providers across settings to share both clinical and
social information by means of interoperable health information
technologies, and focused investments in clinical coverage in
post-acute care settings (e.g., telemedicine or transitional
medicine teams). Most of these on-the-ground activities,
however, are in their infancy. Thus, we believe that CMS should
support research to develop and evaluate various models and
then encourage implementation of high-value approaches.



Third, even with payment changes and improved coordination,
providers are often “flying blind” when attempting to tailor a care
plan to a patient’s and family’s needs.

Simply put, we have insufficient understanding about which
post-acute care setting (e.g., home with or without services, SNF,
or other care facility) benefits which types of patient — which
makes it impossible to match patients to the setting that best
suits their needs and maximizes the likelihood of the best
outcomes. This lack of knowledge is attributable to both
Insufficient data and poor quality measures. CMS mandates that
all post-acute care providers submit assessment data on
patients’ medical, functional, and cognitive status, but because
each post-acute care setting uses a different instrument, it’s
Impossible to evaluate discharge outcomes such as functioning
across settings. Thus, optimizing post- acute care delivery will
require a common data instrument but also new quality
measures for such care. One important measure of quality would
be the risk-adjusted rate of rehospitalization in a given post-
acute care setting.



In the case described above, the hospitalist was left with our
system’s only two discharge options. Imagine how Mrs. T.’s care
might have been different. With her care covered under an ACO
or as part of a bundled-payment program, her providers would
have financial incentives to provide the right care, in the right
place, at the right time. If the additional efforts we’ve described
above had been successfully implemented, the hospitalist could
have used evidence on the comparative value of alternative post-
discharge options to choose the most suitable mix of inpatient
and post-acute care services without worrying about payment
rules and with the support of organizational tools for coordinated
care. For example, he might be able to keep Mrs. T. in the
hospital for several more days and then discharge her home,
where she’d receive intensive home health care services. Or
perhaps she could be transitioned to a high-quality SNF and
receive longitudinal case-management services to support a
more rapid recovery and an ultimate return home.
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Post-Acute Care — The Next Frontier for Controlling Medicare
Spending

Robert Mechanic, M.B.A.
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Hospitals and physicians participating

In bundled-payment or shared-savings
programs will need to establish meaningful
partnerships with all types of post-acute
care providers. Partnerships with SNFs
are particularly important, since they
account for about half of Medicare’s
post-acute care spending.



A striking conclusion from the Institute of Medicine’s recent
report on geographic variation in Medicare spending is

that post-acute care is the largest driver of overall variation.
Medicare pays for post-acute care — short-term skilled
nursing and therapy services for patients recovering

from acute iliness (typically after a hospitalization), provided
by home health agencies, skilled nursing facilities (SNFs),
iInpatient rehabilitation hospitals, and long-term care
hospitals. In 2012, Medicare spending for these services
exceeded $62 billion.

For patients who are hospitalized for exacerbations of
chronic conditions such as congestive heart failure, Medicare
spends nearly as much on postacute care and readmissions
In the first 30 days after a patient is discharged as it does for
the initial hospital admission (see graph). Post-acute care
spending for surgical episodes is somewhat lower but still
substantial.
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Data are from Gage et al.? Thirty-day fixed episodes include the full amount of all claims incurred
within 30 days after discharge, including readmissions. COPD denotes chronic obstructive pulmo-
nary disease, and DRG diagnosis-related group.



Medicare payments for post-acute care have grown faster
than most other categories of spending.

For example, total Medicare spending for patients
hospitalized with myocardial infarction, congestive heart
failure, or hip fracture grew by 1.5 to 2.0% annually
between 1994 and 2009, while spending on post-acute
care for those patients grew by 4.5 to 8.5% per year.

Most acute care hospitals and physicians pay little attention
to post-acute care. Patients are typically discharged to a
post-acute care facility or home health care with little
coordination or follow up, reappearing on the acute care
provider’s radar screen only if they return to the hospital in
an ambulance.



Under fee-for-service reimbursement, acute care providers
have had little financial incentive to invest in systems to
ensure effective transitions to post-acute care or to support
post-acute care providers when recently hospitalized
patients have complications.

Medicare’s recent readmission penalties have begun
focusing hospitals’ attention on these issues.

But Medicare’s new bundled-payment and shared savings
programs provide much stronger incentives to integrate
acute and post-acute care.

There are many opportunities to save money and improve
guality through better management of post-acute care. One
lies in ensuring that patients are treated in the most cost-
effective, clinically appropriate setting.



For patients hospitalized with congestive heart failure in
2008, Medicare paid about $2,500 in the 30 days after
discharge for each patient who received home health care,
as compared with $10,700 for those admitted to a SNF and
$15,000 for those cared for in a rehabilitation hospital.

Under a bundled-payment or shared-savings program,
health systems have strong financial incentives not to refer
patients to high-intensity post-acute care settings that they
don’t need.

There Is concern that these incentives could lead providers
to inappropriately steer patients away from needed care in
more intensive settings. But under bundled payment,

health systems are also financially responsible for
rehospitalizations, which are a significant component of total
spending per episode.



CRITERI DI RAZIONALITA’?

In 2008, nearly 22% of patients hospitalized with congestive
heart failure were readmitted to the hospital within 30 days,
at an average cost of $10,800. Thus, the financial

Incentive under bundled payment is to use the post-acute
care settings that are most likely to efficiently bring about an
effective recovery.

Apart from geographic location, hospitals will focus on
three basic characteristics when considering SNF partners:

capacity to effectively care for patients with complex needs,
ability to provide high-quality care efficiently, and

willingness to actively collaborate on care coordination.



Under bundled payment, hospitals and health systems will
pursue preferred relationships with nursing homes that are
dedicated to post-acute care, with distinct short-stay units

and 24/7 on-site skilled nursing staff.

They will expect 24-hour coverage by a physician or
advanced practice provider with expertise in geriatrics, and
many will want their own physicians to conduct rounds.

Preferred facilities will need to develop capacity to treat
acute exacerbations of common conditions such as cellulitis
and congestive heart failure on site in consultation with their
acute care partners, rather than routinely sending patients
with these conditions to the emergency department.

Hospitals will favor SNFs with a proven record of
performance and should assess each nursing home in the
context of the complexity of its cases.



Under bundled payments, one relevant measure of both
guality and efficiency is rehospitalization. In 2011, a quarter
of nursing homes had risk-adjusted rehospitalization

rates of 23% or greater for five potentially avoidable
conditions, while a quarter had rates below 15%.

Average length of stay Is another key metric, because
Medicare pays nursing homes a daily fee for up to 100 days
per spell of iliness. In 2010, a quarter of nursing homes had
an average Medicare length of stay of less than 24 days,
while another quarter had a length of stay of more than 34
days — a difference of about $4,000 per admission given
the prevailing Medicare rates.



Communication between acute and post-acute care
providers has historically been poor. Hospital providers need
to do a better job of providing complete clinical information to
SNFs and responding quickly to requests from their
clinicians, and nursing homes should be more willing

to collaborate on managing lengths of stay with a robust
discharge- planning process.

Establishment of a clinical point person at both the hospital
and the nursing homes would help facilitate rapid responses
to unexpected changes in patient status. Finally, such
partnerships will need to establish regular and transparent
performance reporting.



In Medicare Advantage, health plans can require that
patients use a subgroup of preferred nursing homes. But
traditional Medicare patients have free choice of providers —
a feature that does not change under the bundledpayment
and shared-savings programs.

Nevertheless, physician groups and hospitals will
Increasingly establish preferred networks of post-acute care
providers. Although they cannot require patients to use these
providers, they may be able to make a convincing case
based on the quality, service level, and continuity of care that
a strong partnership can offer.



Hospitals can take other steps to reduce post-acute care
spending under a bundled-payment system.

Those with extra bed capacity can keep some Medicare
patients in the hospital longer and discharge them to home
health care rather than a nursing home or rehabilitation
facility;

the extra cost of extending a hospital stay by an additional
day or two is far less than the average cost of a nursing
home admission.

According to one study involving 12,000 patients, the
Incremental cost incurred on the last full day of
hospitalization was just 2.4% of the average total
cost per admission.



Un warning solo USA

Although the trends discussed above will generally be

good for Medicare patients, they will draw resources away
from non preferred providers. For nursing homes in
particular, this will diminish their ability to adequately care for
long-term residents for whom Medicaid is the primary source
of payment.



AHA e post-acuzie

La scelta della remunerazione based on
Severity (e quale strumento)
Bundle payment
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Hospital Readmission Reduction Program (HRRP). The HRRP imposes
financial penalties on hospitals for ““excess’™ readmissions when compared to
“expected” levels of readmissions. The penalty program began on Oct. 1, 2012,
and can reduce hospital base Medicare payments by up to 1 percent in FY 2013.
The potential penalty increases to 2 percent of base payments in FY 2014, and 3
percent in FY 2015 and beyond. The initial payment penalties are based on the
30-day readmission measures for heart attack, heart failure and pneumonia that
are currently part of the Medicare IQR. The AHA is concerned about both

the readmission measures used in the HRRP, and the manner in which the
payment penalty is calculated.

The current readmission measures do not adegquately adjust for socio-
economic factors. All hospitals, regardless of the circumstances they face, aim
to provide the highest quality of care to the patients and families that rely on
them. Applying an appropriate adjustment tfor socioeconomic factors would
acknowledge the reality that hospitals cannot always control or change structural
barriers to accessing resources that can help prevent readmissions. In some
cases, these barriers relate to an incomplete health care infrastructure in those
communities. For example, a lack of access to primary care, mental health services,
physical therapy and other rehabilitative support can affect readmissions. Other
factors can include lack of transportation (which can affect access to medical
care), and inconsistent access to nutritious foods. Given the financial impact ot
the HRRP, we remain concerned that without an adjustment for socioeconomic
factors, resources will be taken away from hospitals caring for patients facing the
most challenging circumstances. In recognition of these concerns, the Medicare
Payment Advisory Commission (MedPAC) intends to further explore the role
socioeconomic factors play in readmissions.



Focus on Preventable Readmissions. Several years ago. the AHA. in consultation with
clinicians, developed a framework (Figure 1) to help policymakers and providers consider the
different types of readmissions. This framework was developed to inform acute care hospital
readmission reduction policies, and we believe it 1s also applicable to post-acute care. While
some readmissions might have been avoided if the patient received the right care at the right
time. still others may be unavoidable due to the natural progression of disease. accepted
treatment protocol. or a patient’s preferences. Some readmaissions are part of a planned course of

treatment. This framework can aid policymakers in designing a program for reducing
readmissions that targets those re-hospitalizations that are less desirable and potentially
avoidable.

Figure 1: A Framework for Classification of Readmissions
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The framework contemplates four distinet types of readmissions:

1) Aplanned readmission related to the mitial admission, such s a series of chemotherapy
treatments or reconstructive surgery following removal of a body part

2) A planned readmission unrelated to the mitial admussion, such as readmission for
removal of a lung fumor discovered during an admission for a heart attack.

3) Anunplanned readmission unrelated to the initial admission, such as readmission for a
fracture sustained 1n a car accident following an nittal stay for an appendectomy.

4) Anunplanned readmission related to the mittal admission, such as readmission for a
surgical site infection or adverse reaction to a medication,

It is this last group of readmissions—those unplanned but related to the initial admission—
on which AHA seeks to focus public policy efforts to reduce readmissions. Providers have
limited ability to influence the occurrence of unplanned, unrelated readmissions because they are
neither predictable nor preventable. Likewise, hospitals ought not to be expected to eliminate
planned readmissions, as these are typically part of clinically appropriate treatment plans.



POST-ACUTE ASSESSMENT INSTRUMENTS

The CMS-developed patient assessment instrument for post-acute care, the Continuity
Assessment Record and Evaluation (CARE) Tool. has been the subject of much interest among
policymakers and post-acute care providers. The purpose of the tool. which the AHA fully
supports, 15 to establish common metrics for collecting consistent data on the clinical status and
health resources provided to patients in all of the post-acute settings—home health agencies
(HHA). skilled nursing facilities (SNFs). mpatient rehabilitation facilities (IRFs) and LTCHs,
But while the underlying concept for the tool 1s still widely supported. the actual CARE Tool has
been criticized for a variety of reasons, mcluding for being too lengthy, time consuming and
failing to capture the clinical complexity and medical resources needed to treat sicker patients,
such as those treated m LTCHs.

While we are encouraged that CMS, through the Innovation Center, is not requiring
bundlers to use the full-scale CARE Tool, we encourage policy makers to look bevond the
B-CARE tool to other post-acute assessment instrument models that have emerged in
recent vears, The AHA has identified several provider-developed discharge tools that are being
used by private payers and hospitals to provide decision support for discharges from general
acute-care hospitals. We support the use of an appropriately designed. common assessment
mstrument. And we encourage CMS to use the bundling demonstration to test a variety of
assessment tools applicable to all post-acute settings, The AHA 1s explormg the content and use
of various tools and their application to the Medicare population.



As discussed previously. functional status has traditionally been documented using subsets of
specific activities, such as eating. bathing. and transferring. For the CARE item set, the

functional status data inelude the following items (activities):

+  cating

= oral hygiens

*« toileting hvgiene

= dressing upper body

«  dressing lower body

=  wash upper body

= shower/bathe self

=  put on'take off footwear

= roll left to right

<  sit to lying

*  lying to sitting on side of bed

=  sit to stand

=  bed to chair/wheelchair transfer
= toilet transfer

«  walking or wheeling (in room. 50 feet. 100 feet, 150 feet)
= pick up object

=  omne step curb

=  walk 50 feet with 2 turns

= four steps

= twelve steps

= walk 10 feet on uneven surfaces
- car transfers

=  wheel short ramp (if using wheelchair)

=  wheel long ramp (if using wheelchair)



RTI began analyses of the CARE Item Set functional status data by examining the distribution of
the numeric and letter codes for each item for each provider type at admission and discharge.

For each functional status item (activity). clinicians assign each patient a level that reflects the
assistance the patient needs to complete the activity. There are six levels that range from

Independent to Dependent:

Independent (level 6): Patient completes the activity by him/herself with no assistance from a

helper.
Setup or clean up assistance (level 5): Helper SETS UP or CLEANS UP: patient completes

activity. Helper assists only prior to or following the activity.

Supervision or touching assistance (level 4): Helper provides VERBAL CUES or TOUCHING
STEADYING assistance as patient completes activity. Assistance may be provided throughout
the activity or intermittently.

Partial/moderate assistance (level 3): Helper does LESS THAN HALF the effort. Helper lifts.
holds or supports trunk or limbs. but provides less than half the effort.

Substantial/maximal assistance (level 2): Helper does MORE THAN HALF the effort. Helper
lifts or holds trunk or limbs and provides more than half the effort.

Dependent (level 1): Helper does ALL of the effort. Patient does none of the effort to complete
the task.

If a patient did not perform an activity. a letter code 1s reported. Reasons that a patient may not
pertorm an activity include that the patient had medical or safety 1ssues, the activity was not

applicable, the patient refused. or the activity was attempted but not completed.

The bar charts reported in this appendix show the distribution of assistance levels as well as
times that the activity did not occur and the amount of missing data. A written summary of the
results 1s provided in the report text.



Distribution of Walk 10 Feet on Uneven Surface at Admission by Provider Type (Percent)

Superv/ Dad not
Provider type Dependent Max assist. Mod assist  touching Setup  Independent occur  Missing
LTCH 0.91 0.23 0.45 0.91 0.39 0.62 63.05 3345
IRF 0.17 0.10 1.59 3.70 1.23 0.20 51.27 41.74
SNE 0.32 0.41 1.73 3.15 0.74 0.48 4596 47.20
HHA 0.59 1.31 4.90 12 98 377 7.56 5149 17.41

Distribution of Walk 10 Feet on Uneven Surface at Discharge by Provider Type (Percent)

Superv/ Did not
Provider type Dependent Max assistt Mod assist  touching Setup  Independent  occur  Missing
LTCH 042 0.16 0.97 7.10 0.88 3.79 50.34 36.34
IRF 0.15 0.20 339 15.54 496 941 36.07 27.29
SNF 0.07 028 1.61 11.89 4.07 11.13 3310 37.84

HHA 0.57 0.74 2.63 13.12 3.89 23.66 27.21 28.17




Figure 2: Case Mix, by Severity of Illness (SOI), for Different Categorizations
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SITE-NEUTRAL PAYMENTS

There are two post-acute care site-neutral policy concepts under consideration by policy
makers—IRF-SNF site-neutral payment and inpatient prospective payment system (PPS)-LTCH
PPS site-neutral payment. The AHA opposes both of these proposals based on the absence of
a clear and reliable method to identify clinically similar patients treated in different
settings, as discussed further below.



Admission Decisions. We urge CMS to allow bundled payment providers waiver of several
regulations that restrict flexibility of admissions decision-making. Since bundled payment
participants will be taking on the risk of managing patient care, the decision to admit a patient to
a setting of care should solely be at the discretion of the bundling participant. Currently,
admission screening requirements mhibit the efficient movement of patients through an
integrated delivery system and limit the ability to determine where and how patients should be
treated. We urge CMS to allow applicants waiver of the following:

¢ Mandatory three-day stay in an acute inpatient facility prior to covering SNF services:

¢ Restrictive list of diagnosis codes limiting full retmbursement for IRFs (60 Percent Rule):

¢ Requiring patients to complete a minimum of three -hours of therapy per day for IRF
eligibility:

e Prohibitions for fransfers between co-located providers (25 Percent Rule for LTCHs):

¢ Requring a mmimum average length of stay for LTCH eligibility:

e Hospital within hospital transfers;

e Required face-to-face encounter with a physician prior to mitiating home health services:
and

¢ Requiring multiple physicians (managing and hospice) to certify that the patient meets
Medicare criteria for hospice services.



Assessment Tools. We urge CMS to allow bundled payment providers waiver of
submission of patient assessment tools. In most post-acute care settings, CMS requires
submission of assessment tools. These tools are used, in part. to justify the need for utilizing
post-acute care services. With bundled payments. the decision on how to manage a patient’s
care will be at the sole discretion of the provider. This will obviate the need for any assessment
tools. We urge CMS to allow applicants waiver of the following:

e IRF patient assessment mstrument;
¢ SNF minimum data set: and
¢ home health agency outcome and assessment information set

Beyond using assessment tools to justify the need for services, assessment tools also may serve
other functions. such as being the vehicle through which to submit data for the purpose of
calculating quality measures. By waiving the requirement of assessment tools, CMS may not
receive the quality measure data required under existing programs for any beneficiaries in a
bundled payment arrangement. However, we see this as an opportunity for CMS to explore new
and mnovative ways to measure the quality of services provided in a bundle. Specifically,
rather than recycling existing quality measures to assess care delivered in a bundle, we
urge CMS to consider new measures that better align with the comprehensive package of
services contained in a bundle. Each bundle may contain a very different collection of services
and, therefore. may require a unique set of quality metrics.



Plans of Care. Rather than require a separate care plan for each setting of care, we urge
CMS to waive this requirement for bundled payment providers and instead allow for one
care plan for all services provided under the bundle. In the mpatient acute hospital
conditions of participation (CoP) proposed regulation, CMS proposes to remove the requirement
for a care plan to be established for each different department within a hospital. The proposal
would allow for a central interdisciplinary plan of care, rather than requiring separate care plans
per discipline (nursing, respiratory care, occupational therapy and pharmacy). We commend
CMS for recognizing that this existing hospital CoP 1s a barrier to integration, and we urge CMS
to waive the following additional care plan requirements for services delivered under a bundle:

e Psychiatric hospitals:

e SNFs and nursing facilities;
e HHAs: and

e Hospice.



Discharge Planning. We urge CMS to allow bundled payment providers waiver of post-
discharge planning restrictions. There are several regulations regarding discharge or transfer
that inhibit the efficient movement of patients through an mntegrated system. In order to
maximize the benefits of an integrated system, limitations on the patient’s right to choose among
providers may be appropriate. When a patient elects to receive a bundle of services from a
provider, that patient is also electing to receive a carefully prescribed course of treatment, which
can span multiple provider settings. Providers managing a bundle of care must be given the
flexibility to direct patients to the next setting of care that 1s appropriate. That flexibility should
include guiding patients into a post-discharge setting that the bundling provider feels most
comfortable with. There are several regulations built mnto the CoPs that preclude this flexibility.
We urge CMS to allow bundle payment providers waiver of the following post-discharge
restrictions:

¢ Providing patients discharged from a general acute hospital to home care with a list of all
home care providers in the area: and

¢ Providing a detailed hospital discharge summary prior to admission to a psychiatric
tacility, SNF. NF and hospice.
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3.3.3. INTERVENTI DI RIORDINO DELLA RETE DI OFFERTA

Attivita di riabilitazione

Premessa indispensabile al percorso applicativo del Piano nazionale di Indirizzo per la
Riabilitazione (Accordo tra il Governo, le Regioni e e Province autonome di Trento e di Bolzano, ai
sensi dell'articolo 4 del decreto legislativo 28 agosto 1997 n. 281, Gazzetta Ufficiale n. 50 del
02.03.2011) e l'identificazione di concetti clinico-organizzativi e di requisiti di accreditamento in

grado di declinare efficacemente i contenuti del suddetto Piano nell’organizzazione del sistema dei
servizi.

L'evidenza, inoltre, che la Medicina Riabilitativa si organizza per livelli di complessita in risposta a
bisogni identificabili all'interno delle categorie di funzioni descritte nella classificazione ICF
(International Classification of Functioning, Disability and Health) dellOMS (non riconducibili
esclusivamente a diagnosi nosologiche) ha imposto la necessita di definire ulteriori setting
assistenziali, quali la Degenza di Alta Complessita Riabilitativa e le Macro Attivita Ambulatoriali
Complesse.



Sara posta particolare attenzione alla fase ospedaliera di riacutizzazione della malattia, e alla
gestione post-acuta dopo la dimissione dall'ospedale. E' auspicabile, infatti, lo sviluppo di
un’organizzazione ospedaliera capace di riconoscere all’accesso il malato cronico e di avviarlo
verso percorsi strutturati diversamente in funzione dei diversi bisogni associati a diversi livelli di
gravita.

| Piano sara condiviso con la DG Famiglia, Solidarieta Sociale e Volontariato per garantire una
risposta ottimale ai bisogni del paziente cronico anche durante la fase post-acuta, attraverso
I'integrazione tra strutture sanitarie, assistenziali e socio-sanitarie.

Nella stesura del Piano particolare attenzione sara posta anche agli aspetti di tipo amministrativo
necessari a garantire una buona programmazione per la cronicita, per esempio attraverso modelli
di contrattazione tra i servizi, che indirizzino verso I'organizzazione di percorsi specifici, adatti alla
tipologia di cronicita da gestire nei vari territori.



Il modello medico-riabilitativo (d'ora in poi: modello riabilitativo) si configura come un modello distinto
rispetto a quello bio-medico.

1. CONCETTI GEMERALI: DEFINIZIONE E AMEITI DEL MODELLO RIABILITATIVO

Le due caratteristiche piu specifiche del modello sono:

* |a persona nel suo complesso & l'unita di osservazione e di trattamento del modello riabilitativo,
mentre le “parti” della persona sono I'unita di osservazione nel modello sanitario;

* |a “funzione” della persona nel suo complesso & definibile come lo scambio di energia e di
informazione fra la persona e "'ambiente esterno, comprensivo di oggetti fisici, biologici e di altre
persone. Nel modello bio-medico la “funzione” & definibile come lo scambio di energia o di
informazione fra parti della persona.

La differenza tra biomedicina/medicina clinica/sanita:

b. la biomedicina si applica allo studio di parti proprie di qualsiasi persona;
c. la medicina clinica si applica alla soluzione di problemi di singoli individui;
d. la sanita si applica a popolazioni.

La differenza fra riabilitazione, medicina fisica e riabilitativa (MF&R) e riabilitazione clinica:

* |a riabilitazione mira a restituire alla persona il massimo livello funzionale (interazione ambientale,
maggiore successo nelle “attivita”, secondo il modello ICF 2001) ed & quindi lo scopo delle piu varie
attivitda umane, non soltanto sanitarie. Un’attivitd biomedica (es. un intervento chirurgico
ortopedico), un’attivitd clinica (es. una terapia neurologica) e un’attivita sanitaria (es. il
riconoscimento di mansioni lavorative ridotte o di una pensione di invalidita) possono tutte avere
come scopo condiviso la riabilitazione di una persona disabile.

* |a MFE&R condivide lo scopo riabilitativo ma prevede mezzi specificamente “fisici”, nel senso di
interventi diagnostico-terapeutici che avwengono dall’esterno sulla persona nel suo complesso. Per
esempio, I'esercizio terapeutico motorio e cognitivo si rivolgono alla persona in gquanto unitaria e
unica. Questo ne fa una Specializzazione medica a sé stante.

* in senso pid lato, tuttavia, si pud definire “riabilitazione clinica” lI'insieme delle attivitad di “medicina
clinica” svolte da medici e da operatori di formazione clinica ma non medici, e che svolgono le
professioni sanitarie di fisioterapista, logopedista, terapista occupazionale, ortottico, terapista della
neuro- e psico-motricitda in eta ewvolutiva, educatore professionale, podologo, tecnico della
riabilitazione psichiatrica.



6. RIORDINO DELLA RIABILITAZIONE

La Legge 135/2012 art.15 comma 13 lettera c) stabilisce lo standard dei posti letto accreditati
ospedalieri ed effettivamente a carico del SSN ad un livello non superiore a 3,7 posti letto per mille
abitanti, comprensivi di 0,7 posti letto per mille abitanti per la riabilitazione e |a lungodegenza
post-acuzie.

In attesa delle determinazioni del “Patto della Salute”, anche per il 2014 si prevede di perseguire
I'obiettivo di contemperare le esigenze di riduzione dell’offerta pur garantendo livelli di
erogazione di prestazioni di elevata qualita in totale sicurezza.

I riordino della riabhilitazione, dettagliatamente riportato anche nell’allegato 3 sub. C della
Direzione Generale Salute, ha visto una stretta collaborazione tra le due Direzioni. Il percorso
condiviso e stato realizzato nell’ambito delle attivita riabilitative per gli adulti, individuando due
tipologie di riabilitazione - ospedaliera e ambulatoriale — che afferiscono alla Direzione Generale
Salute ed istituendo la rete delle “Cure Intermedie”, che afferisce alla Direzione Generale Famiglia,
Solidarieta Sociale e Volontariato. In questo modo, viene assicurato un processo dinamico di
continuita assistenziale per livelli di intensita alle persone che necessitano, per eventi acuti o per
cronicita sociosanitaria, di interventi riabilitativi o abilitativi o di mantenimento / potenziamento
delle abilita residue.



Mentre con altro atto sono stati identificati i requisiti della MAC, qui vengono definite le
caratteristiche clinico-organizzative e proposti i requisiti autorizzativi e di accreditamento delle
degenze di Riabilitazione articolati su tre diversi livelli di accreditamento cosi identificati:

1. Alta Complessita riabilitativa
2. Riabilitazione Intensiva
3. Riabilitazione Estensiva

Le caratteristiche ed i requisiti di seguito descritti si fondano sull’evidenza che la Medicina
Riabilitativa richiede cultura, strumenti (risorse umane e logistiche), metodologie organizzative ed
operative proprie.

Tra gli obiettivi che ci si propone di consolidare, si evidenziano:

1.

La continuita assistenziale (Percorso Riabilitativo unico) intesa come “precoce presa in carico
globale della persona” in un “percorso assistenziale integrato” garantito da un'organizzazione
dipartimentale delle attivita di riabilitazione. In particolare si impone che il percorso
riabilitativo e la definizione e condivisione del relativo progetto riabilitativo vengano avviati
contestualmente al ricovero in acuto e che la gestione della fase dimissiva e della continuita
del percorso riabilitativo dipartimentale garantiscano l'integrazione con la rete dei servizi
territoriali.

L’utilizzo rigoroso dello strumento del Progetto Riabilitativo Individuale (PRI) che, applicando i
parametri di menomazione, limitazione di attivita e restrizione di partecipazione sociale
elencati nella International Classification of Function (ICF), definisca la prognosi nel rispetto
delle aspettative e delle priorita del paziente e dei suoi familiari; viene condiviso con il paziente
(quando possibile), con la famiglia ed i caregiver. Nel progetto riabilitativo si identificano il
referente del caso (garante della continuita del percorso), le aree di intervento specifico, gli
obiettivi, i professionisti che intervengono sui bisogni del paziente, i setting assistenziali, le
metodologie e le metodiche riabilitative, i tempi di realizzazione e la verifica degli interventi
che costituiscono i Programmi Riabilitativi.



3. La metodologia, propria della Medicina Riabilitativa, del lavoro in team interprofessionale-
disciplinare con la conseguente declinazione del Progetto in programmi riabilitativi individuali;
il medico responsabile garantisce attraverso il coinvolgimento dei professionisti appartenenti
al team, un flusso costante di informazioni al paziente, alla famiglia, ai caregiver ed al medico
di famiglia, tutti coinvolti nelle attivita del PRI.

4, |l Progetto Riabilitativo di Struttura, in cui ciascuna struttura fa riferimento a un Codice Etico
condiviso, definisce "ex ante" le proprie caratteristiche, le tipologie di offerta, le potenzialita
e le vocazioni operative, la dotazione organica con le figure professionali e le specifiche
competenze, le procedure di ammissione/dimissione e di relazione con altre strutture al fine
di garantire |a continuita del percorso.

5. La definizione di un nuovo setting di intervento riabilitativo in grado di rispondere ai bisogni
emergenti (Alta Complessita Riabilitativa) nei suoi obiettivi, contenuti, criteri di
appropriatezza e di valorizzazione.



Va recuperato il concetto di “alta complessita”, attribuibile soltanto ad alcune Unita di
offerta intensive.

Potrebbero rientrare in questa classe sia le Unita Spinali unipolari sia alcune Unita di
Neuroriabilitazione (gia cod. 75) o di riabilitazione funzionale (gia cod. 56), riconducibili
di fatto al concetto di Unita per le gravi cerebrolesioni acquisite (Linee guida del 1998),
sia Unita di riabilitazione in eta evolutiva; purche in possesso di requisiti di struttura e di
programma particolarmente elevati.

Per quanto attiene il termine “gravi cerebrolesioni acquisite” si ritiene riduttivo farle
coincidere con condizioni di postumo o di esito di coma di qualsiasi origine. Un grave
evento cerebro-vascolare cosi come ['esito di un intervento neurochirugico eseguito in
elezione possono determinare “gravi cerebrolesioni acquisite” di gravitéa e complessita
non inferiore a quelle che possono determinare coma.

Va introdotto il concetto di congruenza fra intensita e complessita della struttura e della
attivita effettiva. Appare proponibile il "criterio del 70%" per definire IAC o
intensiva una struttura: ovvero, la struttura in possesso di requisiti IAC, deve (su base
storica annuale) avere anche dimesso piu del 70% di casi IAC. Per avere la qualifica di

intensiva la struttura deve avere dimesso tra il 50% ed il 70% di casi IAC o Intensivi. Per

avere la qualifica di estensiva deve avere dimesso per almeno il 31% di casi estensivi. La
classe della struttura dovrebbe essere modificata a partire dall’anno successivo a quello
di computo del case-mix dimesso (vedi la tabella seguente).
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11. LE MAC

A seguito dei primi riscontri derivanti dall'applicazione della nuova Macroattivita Ambulatoriale Complessa e
ad alta integrazione di risorse (MAC) in ambito riabilitativo, cosi come emergente dal confronto con gli

Erogatori coinvolti sul territorio regionale ed in collaborazione con la SIMFER (Societa Italiana di Medicina
Fisica E Riabilitativa), si ritiene di integrare i disposti normativi vigenti in materia con le specifiche di contenute
di seguito riportate nel documento denominato “Protocolli e pacchetti MAC in medicina riabilitativa”.

. Criteri di accesso alla macro-attivita ambulatoriale complessa

Secondo quanto definito nell’allegato 10 della DGR n. 1X/2633/2011 possono accedere a questo setting
pazienti riabilitativi complessi con una documentata limitazione della capacita funzionale, della
partecipazione e delle relazioni/sostegno sociale.

L'intervento riabilitativo intensivo si ritiene appropriato quando si prevede un margine di modificabilita del
quadro di disabilitza ovvero quando, nella fase di recupero intrinseco, il trattamento pud positivamente
influenzare i processi biologici che sottendono il recupero o il corretto evolversi della funzione riducendo
I'entita della menomazione/disabilita, oppure guando, nella fase di recupero adattativo, si pud presumere
di far progredire il paziente ad un livello assistenziale a minore intensita.



Cure sub-acute

A seguito del confronto con gli erogatori attivi nell’lambito delle cure sub-acute, nonché avendo
valutato i riscontri forniti dalle ASL grazie all’esperienza maturata nel corso di quest’anno in tema
di controllo della stessa attivita, si dispone di modificare in parte i criteri di accesso del paziente
alle cure sub-acute individuati dalla DGR n. 1X/1479/2011, come di seguito meglio esplicitato,
rivedendo al contempo gli items (e i relativi punteggi) utili alla determinazione dell'Indice di
Intensita Assistenziale.

Si definisce quindi idoneo al trattamento in cure sub-acute il paziente che non necessita piu di
permanenza in un reparto per acuti ma richiede controllo clinico e/o follow-up stretto anche
mediante eventuali esami strumentali, eccetto quelli ad alta tecnologia (es. RMN) o invasivi (es.
EGDS), e/o richiede terapie definite di media complessita, ovvero terapie di tipo non
interventistico o rianimatorio ma terapie mediche.



| principali obiettivi del regime sub-acuto si possono cosi riassumere:

— garantire il completamento del processo di guarigione;

— gestire le comorbilita;

— ripristinare le normali attivita quotidiane (nella maggior parte dei casi durante la degenza in
UO per acuti il paziente e stato allettato);

— evitare le ricadute ed evitare, soprattutto in caso di patologie croniche, precoci
riacutizzazioni e quindi precoci e ulteriori ospedalizzazioni o accessi al PS;

— permettere un sicuro rientro al domicilio con un programma di follow-up definito
(domiciliare o ambulatoriale);

— fornire al paziente e al caregiver gli strumenti per la gestione della cronicita a domicilio.

Si precisa infine, che nell’ottica di favorire una de-ospedalizzazione dal regime per acuti nei casi in
cui ne ricorrano le condizioni cliniche, nulla osta a che I'accesso al regime di cure sub-acute
avvenga anche dal territorio o da un precedente ricovero riabilitativo, purché esistano in proposito
dei percorsi preventivamente definiti con le Asl di appartenenza degli erogatori coinvolti.



Criteri di esclusione

In merito ai criteri di esclusione, si definisce inoltre che, in assenza di disturbi del comportamento
o wandering, il decadimento cognitivo non preclude necessariamente la gestione del paziente in
cure sub-acute (es. demente con polmonite o con scompenso cardiaco), purché il decadimento
cognitivo stesso non sia il motivo del trasferimento, esistendo per queste problematiche ambiti
assistenziali differenti. E fondamentale comunque che il decadimento sia individuato e
quantificato prima del trasferimento al fine di permetterne una corretta gestione.

Indice di intensita assistenziale

Di seguito viene riportata la Scheda dell'Indice di Intensita Assistenziale modificata, la quale
prevede una compilazione congiunta da parte del personale medico ed infermieristico.

Come di consueto, viene quindi assegnato il valore per ogni hisogno assistenziale ed il valore
assegnato con maggiore frequenza costituisce I'Indice di Intensita Assistenziale: nel caso vi sia un
risultato di parita tra i valori attribuiti si assegna il valore piu alto.




b. Livello “generale-geriatrico” e “di mantenimento” vs. livello “estensivo”

Il termine “generale-geriatrico” richiama le preoccupazioni, emerse all’'epoca in cui la
classificazione nacque, che si sottovalutassero co-morbidita e fragilita clinico-sociali tipiche di
molti soggetti ultra-settantenni, per i quali non era piu disponibile una offerta ospedaliera di
tipo internistico a scopo di stabilizzazione.

Il livello “di mantenimento” rispondeva alla preoccupazione che non fosse piu disponibile una
forma di ricovero a bassa intensita di cura ma di durata prolungata, per fasce di casistica con
malattia e/o disabilita a lenta risoluzione o con particolare fragilita sociale (per le quali il
decreto LEA 2001 prevedeva la formula della “lungo-assistenza”). Nel frattempo i pazienti ultra-
-settantenni sono divenuti la maggioranza dei casi accolti in unita di riabilitazione di qualsiasi
livello. Inoltre & stata normata in Lombardia la tipologia di offerta “cure subacute” e non appare
piu giustificato (ed anzi puo apparire discriminatorio) il termine “generale-geriatrico”. Sono poi
nate unita di offerta per stati vegetativi. Appare opportuno quindi il riconoscimento del livello
“estensivo” al posto dei due livelli “generale-geriatrico” e “di mantenimento” (si veda la tabella
seguente).




RIASSUMENDO

Futuro:

Percorsi

Procedure ed obiettivi
Misurazione outcome (e rimborso)



Our pathway

Post acuzie fra Territorio ed Ospedale
Pazienti e livello di cura (CCl e AHA)
Post-acuzie in evoluzione

Regione Lombardia 2014

Guidare il percorso




Decision making: percorso

Quali pazienti
Selezione dei pazienti
Obiettivi e procedure
Risultati

Elasticita al cambiamento



Decision making: percorso

Pazienti ricoverati nel 2013: 354
Ricoverati da geriatria (no consulenza, 40%). 142
Consulenze esequite: 443
Di queste (tipo consulenza):

NPWT 75
Richiesta trasferimento 368
Dei quali ricoverati (354-142). 212

Motivo non ricovero:

rifiuto del ricovero (non indicazione); indirizzo ad altro percorso
(riabilitazione, hospice); doppiarichiesta (ricoverati prima in altra
struttura); eventi intercorrenti e decesso



Procedura-prognosil

Indicazione al ricovero in base a:
Cognitivita  (pre- e attuale)

Funzione (pre- e attuale)
Comorbilita

Gravita acuzie

Outcome attesi

(clinico, cognitivo, funzionale, sociale)
Scala IIA? E sempre 3



Percorsi verso post-acuzie:

NO

Sl e
Sl e
Sl e

DOl a casa
NOol ritorna acuzie

Dol RSA/riabilitazione

Percorso chiaro, esplicitato
Rendicontabile, misurabile



Attivita UCSA 2011-2013

Anno Nov-Dic 2011 2012 2013

Totale dimessi 34 315 354

Durata degenza (gg) 23.1 18.8 15.6

Eta media 77.1 79.8 78.4

Eta <70 55 (15.5%)
70-79 107 (30.2%)
80+ 192 (54.2%)

Genere (F) 184 (65.2%) 193 (54.5%)

Peso medio DRG 0.79 0.89 1.04

Provenienza

Medica (Medicina + Geriatria) 197 (69.9%)

Geriatria 119 (40.1%)
Chirurgie 46 (16.3%)
Pronto Soccorso 0 10 (2.8%)
Domicilio 3 (1.1%) 32 (9.0%)




Raggruppamenti diagnostici

Anno

Respiratorio

SNC e psycho

Gastrointestinale e fegato

Altro (metabolico ,ortopedico, et al)

2012

70 (24.8%)

40 (14.2%)

35 (12.5%)

44 (15.5%)

93 (33.0%)

2013

85 (24.0%)

59 (16.7%)

68 (19.2%)

24 (6.8%)

118 (33.3%)



Adeguare alle necessita

Pazienti con bisogni:

BPCO riacutizzata (% alta rericoveri)
Scompenso cardiaco

Insufficienza respiratoria - LTOT
Trattamento RT

Delirium (FP protocol)

Hospital dependent patients?
Chronical critical illness?




Adeguare alle necessita

Aspetti clinici:

1) E’ necessario chiedere in Regione di precisare, rispetto alla definizione dei
nuovi criteri, cosa si intende per complessita del paziente: clinica,
infermieristica, assistenziale, funzionale (FKT). Definire il livello di
complessita serve a comprendere I’uso delle risorse: ad esempio, non é piu
stata affrontata la discussione del paziente in classe IlA 4, che non e
necessariamente un malato in fase di acuzie, ma e piu spesso un paziente
con multiple malattie croniche e disabilita grave (e che richiede, come altri,
una stabilizzazione dopo un evento somatico acuto).

Maggiore é la complessita, maggiore I'impegno del reparto ed il consumo di
risorse, dato che deve essere riconosciuto (anche economicamente?).



Adeguare alle necessita

2) Varichiesto chiarimento sulla definizione delle terapie interventistiche o
rianimatorie versus mediche: chiediamo una precisazione sulla possibilita di
proseguire le terapie “ad alta complessita” gia in atto in acuzie sia in senso
temporaneo (O2 terapia e ventiloterapia, nutrizione enterale o parenterale
pro-tempore, svezzamento da tracheostomia temporanea) sia in previsione di
una loro prosecuzione domiciliare (CPAP notturna, oppure pazienti gia in NET
o NPT).

Inoltre, chiediamo la definizione della UCSA come reparto che esegue terapie
mediche long term (per esempio, antibiotici per endocardite o
spondilodiscite; medicazioni complesse con ricorso alla Vacuum therapy;
trattamento radioterapico in pazienti che non possono effettuare il
trattamento dal domicilio). Questo autorizza a ricoverare malati complessi, e
puo essere la premessa di un riconoscimento di cura (anche onerosa
economicamente) per i reparti “virtuosi”’, che hanno maggiore impegno nelle
attivita.



Adeguare alle necessita

3) Tra gli aspetti clinici e funzionali viene giustamente sottolineata la
necessita di perseguire eventi positivi ed evitare eventi negativi, recuperando
lo stato funzionale premorboso anche attraverso un trattamento riabilitativo
(necessita riportata anche nella scala lIA seconda versione). Se I'onere della
spesa per il trattamento della riabilitazione e a carico della singola UCSA,
chiediamo:

-che laindicazione al trattamento fisioterapistico possa essere data (e
formalizzata in cartella clinica) dal medico della UCSA, senza
necessariamente ottenere autorizzazione del fisiatra della struttura (come
avviene in Lombardia per altri specialisti, ortopedici e neurochirurgi, per
esempio).

-che venga previsto un rimborso per il trattamento FKT, con modalita da
concordare in Regione



Adeguare alle necessita

Aspetti procedurali

1) L’area per acuti si trova attualmente a disposizione numerose possibilita
per la gestione della post-acuzie: subacuti, riabilitazione, cure intermedie (ex
IDR e letti di post-acuti in RSA). La scelta della prosecuzione delle cure deve
essere oculata: oltre ad alcuni suggerimenti gia dati nelle regole 2014 (per
esempio, i pazienti ortopedici che non hanno carico vanno indirizzati ai post-
acuti), chiediamo che venga sottolineato il diverso obiettivo fra subacuti
(stabilizzazione e guarigione) e post-acuti (sollievo ed assistenza socio-
sanitaria pre-istituzionalizzazione). Una tale riorganizzazione evita passaggi
di tipo puramente assistenziale, onerosi e di lungo termine (acuto-subacuto-
postacuto, etc): a meno che la continuita di cure sia giustificata
dall’evoluzione clinica in un percorso prestabilito e razionale (esempio:
paziente operato di frattura di femore in ortopedia; trasferito in subacuti per
terapia della polmonite e del delirium; successivo trasferimento in post-acuti
in attesa del carico da un mese, e poi trasferito in riabilitazione per la FKT).



Adeguare alle necessita

2) La delibera non precisa quali esami o strumenti di follow up siano
utilizzabili per il monitoraggio del malato nel passaggio dalla fase acuta alla
guarigione. In assenza di precise indicazioni (la delibera cita in breve: evitare
RM e EGDS, che interpretiamo come un evitamento di funzione diagnostica
delle UCSA, quanto un contenimento di una spesa eccessiva), riteniamo che
ogni esame ematochimico o strumentale possa essere eseguito in UCSA,
purche abbia significato nella specifica condizione del malato ed abbia utilita
nell’evidenziare I’evoluzione in senso migliorativo o peggiorativo delle
condizioni cliniche. Inoltre, la gestione delle riacutizzazioni di una malattia
cronica, in UCSA richiede il ricorso ad una strumentazione diagnostica
(Palternativa sarebbe un aumento dei ritrasferimenti in acuzie per eseguire
diagnosi e terapia).

Va considerato, infine, 'impegno ad programmare alcune analisi di follow up,
soprattutto se particolarmente costose (PET, RM, etc), dopo la dimissione
dalla UCSA quando il paziente e rientrato al domicilio, a meno che siano
strettamente indicate dall’evoluzione clinica durante la degenza.



Adeguare alle necessita

3) Ricoveri dal Pronto Soccorso: nella vecchia delibera veniva citata I’area di
subacuti come alternativa al ricovero “improprio” dal Pronto Soccorso in
reparto per acuti (ad esempio: paziente con diagnosi effettuata in PS, che
deve fare solo terapia).

Chiediamo che venga formalizzata chiaramente la possibilita di effettuare
ricoveri dal PS di pazienti che devono eseguire terapia per patologie mediche
o sindromi geriatriche intercorrenti (polmonite, delirium, dermoipodermite)
ma che non siano piu gestibili al domicilio per problematiche organizzative o
familiari.

La natura e I'organizzazione della UCSA non puo certo permettersi uno
standard elevato di posti letto per il PS, vivendo prevalentemente sulla
programmazione dei ricoveri. Tuttavia, la possibilita di ricoverare dal PS,
oppure di programmare ricoveri di pazienti visitati in PS che abbisognano di
cure ospedaliere, va formalizzato.



Adeguare alle necessita

4) Ricoveri dal domicilio: come anticipato nella delibera, i pazienti possono
venire ricoverati in UCSA dal territorio, purché esista un percorso condiviso
con la ASL di riferimento (per esempio, in Brescia esiste gia un protocollo
delle ammissioni protette dal domicilio, che dal 2012 prevede la possibilita
del passaggio diretto da casa alla subacuzie, previo contatto fra il MMG e i
colleghi delle UCSA: vedi allegato oppure consulta il sito www.aslbrescia.it).

Come per iricoveri da PS, anche in questo caso non si prevede una
percentuale di ricoveri elevata sul totale (9% nel 2013 in UCSA
Poliambulanza, come esempio): tuttavia, rappresenta una alternativa
interessante per ricoveri programmati che non vadano a pesare sui reparti di
acuzie. Va considerato, tuttavia, che tali ricoveri possono determinare un
aumento delle spese per la UCSA: durante la degenza, infatti, € possibile che
il paziente necessiti di approfondimenti ematochimici o strumentali per
meglio comprendere la natura dei sintomi (anche esami di follow up della
patologia cronica, riacutizzata).



Tab. |. Caratteristiche di 282 pazienti ricoverati in UCSA (M + ds; n, %)

Premorboso Ingresso Dimissione
Eta 78,3 +11,4
Eta = 75 anni 81 (28,8)
Eta = 75 anni 201 (71,2)
Scolarita 7.1 39
Genere (F) 184 (65,2)
MMSE 21,3 +8,8 22,8+7.,6
MMSE: 0-15 60 (21,3) 51 (18,1)
16-23 62 (22,0) 65 (23,0)
24-30 I 1= Y i 166 (58,9)
IADL (f, perse) 33+2,7 5,5+2.0
Barthel (0-100) 75,3+ 25,2 40,4 = 241 58,7+ 295 *
Barthel: 0-24 12 (4,3) 75 (26,8) 48 (17,0)
25-49 18 (6,4) 89 (31,8) 50(18,2)
50-74 82 (29,3) 87 (31.1) 77 (28,1)
75-100 170 (60) 29(10,4) 107 (39.1)
Tinetti totale (0-28) 84 +8,0 15,3 +9,8*
GDS (0-15) 3,0+24"%
Delirium 58 (20,6) 6(2,1)*
N, Malattie 11,0+ 3,8
N, Farmaci 08,5 = 3,1
CIRS severita 01,8+0,3
CIRS comorbilita 03,016
BRASS score ? (E-Y
Albumina (g/dl) 29+04 3,0+04
Emoglobina (g/dl) 11,1+1,6 11,0+ 1,6
Colesterolo (mag/dl) 164 + 42,2 177 + 56,0
VES (mm) 48,5 = 29,7 | 45,7 = 31,3
Vive con : solo W
coniuge 77 (27,3)
parenti 55(19,5)
badante 39 (13,8)
R5A 5(1,8)

* = p < 0,05 {ingresso ws. dimissione)
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Tab. II. Procedure attuate & eventi clinici intercorrenti (ACE)

rilevati nel corso di ricovero in UCSA di 282 pazienti.

M (ds) N (%)

N. procedure/paziente (ECG, RX, consul,) | 4,8 +3,0
Catetere vescicale ingresso 69 (24,5)
Catetere vescicale dimissione 49(17,4)
N. eventi acuti/paziente 0,709

(range 0-5)
Nessun evento acuto 147 (52,1)
N. pazienti con eventi acuti 135 (47,9)
Pazienti con un solo evento acuto 91(32,3)
Piu di un ACE/paziente (range 2-5) 44 (15,6)
Durata della degenza (media) 20,0106
Durata della degenza (mediana) 18,0
Degenza < 20 giorni 177 (62,8)
Degenza > 20 giorni 105 (37,2)
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Tab. IIl. Allocazione alla dimissione da una UCSA di 282 pazienti.

N (%)
Domicilio: 182 (64,5)
con ADI 51 (18,1)
con badante 65 (23,0)
Ospedale per acuti: 28 98]
programmati 14 (4,9)
riacutizzazioni 14 (4,9)
Riabilitazione: 40 (14,3)
specialistica 17 (6,0)
geriatrica 23 (8,2)
RSA 24 (8,5)
Hospice 8 (2,9)

Post hospital sub acute care: a new model of caring through geriatric methodology
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Conclusioni

Razionalita:
Classificazione e rimborso sul risultati
UCSA on the spot, e gli altri?

Quali outcome (oltre alla FIM?):
Re-ricoveri, mortalita,
uso dei servizi, ricovero RSA



Nella lampada fedele

La piccola flamma della speranza e evocata dal racconto
di un’altra fuga, Giuseppe deve fuggire in Egitto, in fretta,
nella notte, dietro un sogno, dietro un angelo che dice
troppo poco..

Il protagonista poteva sembrare Erode..ma il mondo e
affidato a chi, come Giuseppe, sa sognare, ascoltare,
andare, proteggere.

Giuseppe rappresenta tutti quelli che, in silenzio, fanno
cio che devono fare, semplicemente. Quelli che hanno
capito che il nostro compito supremo nel mondo e
custodire delle vite con la nostra vita..

Ermes Ronchi. Al mercato della speranza, 2009



Nella lampada fedele

A Giuseppe non serve avere la mappa completa, gli
basta sapere che Dio intreccia il suo respiro con quello
dei tre fuggiaschi....sa che dietro a tutto questo c’é una
presenza e che il filo rosso della storia e saldo nelle sue
mani.

“So che il denaro comanda nel mondo, ma so anche che
non e il denaro il senso delle cose. So che la violenza
traccia strade di sangue e cerca ancora adoratori, ma so
che mille uomini giusti tracciano vie di pace, che milioni
di uomini buoni continuano a stringere il nodo degli
affetti, dentro le loro famiglie e oltre, quando tutto spinge
alla disgregazione”.

Ermes Ronchi. Al mercato della speranza, 2009



