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ABSTRACT 

	Healthcare continues to rapidly evolve from a simplistic fee-for-service model to that of healthcare system management of a population.  Healthcare management models that seek to advance public health include the requirement that an episode of care comprehensively also incorporate the post-acute care placement, management, and costs.  Historically, post-acute care has been managed by independent providers. However, in an era of bundled payment and responsibility for the entire episode of care being transferred to a hospital-based health care network, it is now imperative that health care systems develop a partnership on some level with their post-acute care providers.  Currently the public health is served by primarily independent post-acute care providers that are often expensive and rarely coordinate with the providers that refer patients to them. The impact of this is that a high cost post-acute care episode is driven by an individual institution seeking to maximizing revenue with a sole focus on the post-acute care issues and with little knowledge of the overall long term needs of the individual patient. This uncoordinated system has a meaningful negative impact on the value of care provided. Ultimately with respect to the population there is a consequential public health impact that offers a significant opportunity for improvement.
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1.0 	INTRODUCTION
	
	Post-acute care (PAC) has been one of the fastest growing segments of American health care and is defined as the skilled nursing services and therapy that is furnished after an inpatient hospital stay.  These settings include long-term acute care hospitals (LTACH), inpatient rehabilitation facilities (IRF), skilled nursing facilities (SNF), home health agencies (HHA), as well as other but important but less impactful providers.  Between 2001 and 2012, payments to post-acute care providers have more than doubled to $59 billion, with Medicare paying for 9.6 million PAC encounters including IRF and LTCH discharges, home health agencies, and SNF stays (Medicare Payment Advisory Commission, 2014a).  Today, most health systems are still in the early stages of acute and post-acute integration. 
	With the advent of current reforms to reduce and control healthcare spending and the burden on providers to limit and control these costs through new models of value-based purchasing, the need for an integrated and coordinated post-acute care network (PACN) is greater than ever.  Recent payment reforms target hospital readmissions. Combined with the growth of more risk-based contracts, a hospital’s successful navigation of heath care reform will depend to a significant degree on what happens to a patient following discharge.  The effective coordination and collaboration of patient needs and services is vital in providing high quality, cost-effective care (Boyd et al. 2005).  Consequently, the development of strategic partnerships with PAC providers will greatly enhance care transitions and the quality of care delivered post-discharge.	Steps have been taken to enhance care coordination and information sharing in many hospitals. There also have been efforts toward the organizational changes that are needed to deliver seamless services across a given episode of care.   There is still, however, significant room for improvement.  Appropriate care coordination depends in large measure on the complexity of needs of each patient or patient population.  As complexity increases, the challenges involved in coordinating the delivery of appropriate care also increase.  Ongoing work by the Centers for Medicare and Medicaid Services to promote care integration and coordination as a means to limit spending have developed new payment and delivery system models exemplified by Accountable Care Organizations and bundled payments.  These delivery models and payment structures have proven to be successful in many environments.  However, the value and quality of care delivered to the patient still has great variability between provider centers.  There is also recognized need for improvement at each individual center.  The purpose of this essay is to discuss the impact of the most recent reforms in post-acute care and how hospitals should navigate these reforms in payment and value-based purchasing models. This includes the evaluation and selection of appropriate partners on services, optimal coordination of care and best practices following an acute care episode.  




2.0	 POST-ACUTE CARE: THE CURRENT MARKET

	The Affordable Care Act has shifted the emphasis from volume to value and has placed focus on the Triple Aim of healthcare, which strives to improve the patient experience, lower the per capita cost of healthcare, and improve the health of populations.  These goals can only be attained through coordination of efficient and timely patient care across the continuum.  Post-acute care has thus been a target for reform given its very expensive and fragmented nature.   
	Post-acute care in the United States has attracted the attention of policymakers since the Institute of Medicine’s 2013 report that identified the sector as accounting for 73 percent of the variation in Medicare spending (Institute of Medicine, 2013).  Nationally, post-acute care is known to have significant room for improvement toward efficient, clinically appropriate, and cost-effective care delivery (Institute of Medicine, 2013).  Often cited is that there are similar patients with similar conditions that are treated in many types of settings with varying costs.  The variability of these costs results from factors such as the initial PAC setting the patient is placed in, the wide variety of conditions, comorbidities, and severity of each PAC patient; and the number and types of PAC services received (American Hospital Association, 2015).  With PAC services currently being utilized by 42 percent of Medicare beneficiaries that are discharged from a hospital, the leaders in the PAC sector moving forward will be those that are able to optimize the use of their services and improve care coordination.   
	Many factors affect and influence PAC placement decisions, and as a result have led to the inconsistent use of medical services, which largely contributes to the variation in PAC spending.  Placement decisions vary widely and reflect a variety of clinical and nonclinical factors.  Most generally, Medicare admissions criteria are often the key determinant to which PAC setting a patient is placed (American Hospital Association, 2015).  Other clinical factors include the patient’s major diagnosis, level of acuity required, and functional status.  Nonclinical factors include local practice patterns, the availability of PAC in each geographic area, bed and clinical capacity, patient preference, and financial arrangements between a PAC provider and the referring hospital (Buntin, 2007).  The variability of these placement decisions has been a target for policymakers, resulting in demand for interventions to improve transitions between settings, as well as common episode-based payment models that extend beyond a single setting (American Hospital Association, 2015).  
	As organizations move toward becoming fully risk-capable with government payers aggressively implementing new value-based purchasing measures, it is important that hospitals develop referral networks of high quality post-acute care (PAC) providers to achieve the best clinical outcomes, reduce readmissions and control costs.  In developing these networks, none have been more successful than what are referred to as “Continuing Care Networks”, or CCNs.  These networks can be based formally (i.e. ACOs) or informally (i.e. open communication; common referral mechanisms, etc.).  There is variability of the degree to which hospitals and PAC providers are integrated in these network.  However, at the most basic level is common protocols, care pathways, and data sharing mechanisms.  Many CCNs have led to the establishment of ACOs, which has the network at risk financially.  Importantly, the recent narrowing of many major healthcare providers PACNs appears to becoming a trend nationally.  As a result of Medicare’s value-based purchasing program and the new Medicare Spending per Beneficiary measurement that monitors cost performance and readmissions effective October 1st, 2014, organizations must limit the number and type of PAC providers in their preferred networks and are now accountable for the cost and quality of care patients receive post-discharge. 
	As payment models continue to evolve, it will be essential for providers to develop PAC integration strategies where there is alignment of incentives for each stakeholder.   Across the United States, however, the adoption of new payment and delivery models has much variation.  The most advanced models currently include PAC providers that have adapted strategies that incorporate bundled payments, ACOs, and other provider networks that shift the burden of care from a single provider to multiple providers.  In rural settings, the adoption of these strategies has been slow and in some areas not possible due to the low volumes of patients served in some settings (American Hospital Association, 2015).       
	However, although aligning incentives between providers helps control costs, it will not directly improve quality for episodes of care.  True coordination of care must be across the entire continuum of providers and requires seamless organization of services from the hospital, physicians, and post-acute care providers with the effort of each provider toward the delivery of the highest-value services (Coleman and Boult, 2003a interventions, communication protocols for providers across settings, and improved patient and family engagement (Ackerly and Grabowski, 2014).  It is hoped that these efforts to change the way PAC is delivered and financed will lead to a reduction in the overall volume of PAC services, and therefore a significant reduction in healthcare spending.  

2.1	Payment Reform

	In the current healthcare market, financial incentives among providers remain disproportionate and inconsistent.  Even the necessity for PAC is not well defined for certain patients and their unique needs.  As payment models continue to evolve with the rollout of the Affordable Care Act and the Value-Based Purchasing Program, it will be essential for providers to develop PAC integration strategies in the future where these incentives are aligned.  	
	The most drastic measure shaping the way the healthcare is delivered has been the Hospital Value-Based Purchasing (VBP) Program.  This initiative rewards acute-care hospitals with incentive payments for the quality of care that they provide to Medicare beneficiaries.  In 2014, an additional ACA program was launched called the Medicare Spending per Beneficiary (MSPB) measurement that monitors cost performance for an entire episode of care and financially penalizes hospitals with high levels of spending (Medicare Payment Advisory Commission, 2014).  This resulted in an even larger incentive to improve care coordination among PAC providers.  As of 2015, the MSPB now accounts for 20 percent of a hospital’s VBP payments (Medicare Payment Advisory Commission, 2014).   Already, Long Term Acute Care Hospitals (LTACHs) and Inpatient Rehab Facilities (IRF) are beginning to experience decreasing referrals and shorter lengths of stay for patients admitted as a result of payment reforms (Schumacher and Dobkin, 2014).  In the future, hospitals will likely shift their attention to rely more heavily on SNFs and HHS to provide PAC services to control costs (Schumacher and Dobkin, 2014).  As a result, it is likely that these higher cost PAC providers such as LTACHS and IRFs will likely continue to be squeezed out of PACNs.  
[bookmark: _GoBack]	Payment reforms historically have been as a response to the Medicare Prospective Payment System.  Traditionally, payments to hospitals and post-acute care providers have been paid separately and without regard to the quality and efficiency achieved across an entire episode of care (Ackerly, 2014).  More recently, Medicare has begun to reimburse for transitional care management, however, current payment systems differ by setting, and reimbursements remain largely setting-specific (The Centers for Medicare and Medicaid Services August 21, 2013).  As a result, these shortfalls encourage providers to tailor discharge and treatment plans around financial rather than clinical reasons (Jancks et al., 2009).  In particular, the current market encourages providers to increase payments by conducting patient assessments, increasing the amount of therapy required, and selecting certain types of lucrative services over others (MedPac: Report to Congress).  As a result, there is still great flexibility in placing patients in various PAC settings.  The culmination of the these effects is detrimental to the proper and efficient use of the PAC care continuum, and greatly contributes to the per capita spending on PAC varying more than any other covered service (Jancks et al., 2009).     
	Other efforts to deliver, assess and pay for episodes of care that cover multiple settings and target enhanced care coordination include the Bundled Payments for Care Improvement Initiative (BPCI).  Effective January 1st, 2013, this payment bundle consists of payment for PAC services included in an episode of care for select conditions beginning 30 days before discharge and end 30, 60, or 90 days after the initiation of the episode of care (Medicare Advisory Commission, 2014).  
Notably, CMS requires each BPCI applicant to develop a comprehensive plan that can offer beneficiaries a continuum of care including PAC and home-based services (American Hospital Association, 2015).  Most recently, moreover, CMS finalized a mandatory hip and knee bundled payment, called the Comprehensive Care for Joint Replacement (CJR), which will launch in selected markets beginning April 1st, 2016 (American Hospital Association, 2015).  The bundle includes the hospital admission for the joint replacement surgery and all additional care provided during the 90-day period following discharge.  Hospitals must meet quality and performance targets to quality for the savings (CMS.gov: BCPI, 2016). 
	There is current evaluation under the auspices of the ACA to incentivize a more efficient mix of acute and post-acute care services.  Historically, PAC referral was driven by patient geographic wishes and referral relationships between hospitals and post-acute care providers (Buntin et al., 2005).  However, new payment and delivery reforms seek to encourage adoption of innovative programs that reduce readmissions and costs after a hospital stay (Coleman, 2003; Kind et al., 2012).  One large step in the right direction to incentivize post-acute management has been the formation of Accountable Care organizations that hold providers responsible for the total cost of care and a set of quality measures for a defined patient population.  
	The engagement of ACOs and post-acute providers depends on several factors including existing relationships, types of quality improvement and cost reduction programs, the degree of formal integration desired, and local provider characteristics (Colla et al., 2016).  There are a few current approaches to ACO implementation in post-acute care.  Depending on the level of consolidation desired these might include formal integration of post-acute care sites within the ACO, selective contracting for ACO services, and relying upon informal (noncontracted) referral relationships with post-acute care providers (Keckley and Hoffman, 2010).   However, the degree of inclusion of post-acute care providers in ACOs still appears to depend on pre-ACO existing relationships and referral patterns (Colla et al., 2016).  Notably, if a strong informal network already exists, the ACO may not benefit from formal integration (Shay and Mick, 2013).  
	Many hospitals have been hesitant to shift towards value-based models such as ACOs due to CMS’s Medicare Condition of Participation of hospitals.  With these conditions, hospitals must meet certain health and safety requirements in order to participate in Medicare and Medicaid programs.  Consequently, many of these models have been slow to be adopted simply because many hospitals do not have the resources to provide high quality, cost effective care. 
	While ACOs have formed recently and quickly in the healthcare market, little has been documented about the effects of PAC participation in ACOs and how these relationships will be transformed into clinical practice changes (Colla et al., 2016).  Post-acute care provider “buy-in” to ACOs in the current healthcare market has been limited, largely due to the differences in payment systems and the availability of such services.  In a national study examining 269 ACOs and their degree of integration with post-acute care providers, it was found that less than half (45%) of Medicare ACOs include at least one type of post-acute service within the ACO (Colla et al., 2016).   Moreover, these ACO’s typically included rehabilitation services while skilled nursing is most often contracted outside of the ACO (Colla et al., 2016).  In addition, the majority of ACOs that offer post-acute care include hospitals where clinicians are accountable for cost and quality.  It is important to note the most successful ACOs that include post-acute care within the ACO or contract outside of the ACO for similar services have advanced comprehensive chronic care management programs and systems to assure smooth transitions of care (Colla et al., 2016).  
	A complementary approach to that of ACO population health management is one in which bundled payments that focuses on discrete bundles of healthcare items and services around a distinct hospital episode.  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. Overbearing payment regulations that hinder the delivery of the highest-value mix of services is considered one of the most significant issues impeding the delivery of high-value care over an entire episode.
	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.  There is also a fixed payment for a 60-day episode of home health care, which hinders flexibility in tailoring services to patients’ needs.  In addition there is 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 (Medicare Payment Advisory Commission, 2013).  These regulations have caused great impediments in the coordination of high-value services, and have resulted in a few recent reforms. 	With respect to the 3-day hospitalization rule a partial remedy has been offered by CMS.  Starting August 2014, CMS has offered a waiver for the three-day hospital stay rule for hospitals participating in two alternative payment and delivery initiatives under the ACA: The Medicare Pioneer accountable care organization program and bundled payments.  The Medicare Pioneer ACO program simply offers higher levels of shared savings, and therefore risk, than current ACOs in the MSSP.  The waiver is a voluntary option for participating hospitals.  If hospitals choose the option they will have greater flexibility to do whatever is determined to be best for the patient and not require a three-day hospital stay simply to be eligible for SNF care.  Supporters of the waiver argue that will reduce unnecessary hospitals stays because the admission was solely for the purpose of entitlement to skilled-nursing care.  Critics, on the other hand, say that this could prompt a rush of admissions to skilled nursing when patients could be better served in home care or less-intensive settings.  On the whole however, the waiver will allow accountable care and bundled-payment contracts to increase flexibility to admit patients to skilled nursing without a three-day hospitalization, which will ultimately reduce pressure on doctors to hospitalize patients unnecessarily or send them home too soon.   It is hoped that the greater flexibility will offer cost savings for the total episode of care.
	
2.2	PACN Development Challenges

	There is significant interest in making the PAC continuum seamless for the patient, cost-effective for payers, and convenient and clinically appropriate for physicians and caregivers.  Nonetheless, the lack of data sharing and innovative payment structures make these coordination efforts difficult to achieve (Shay and Mick, 2013).  With the shortfall of government payments, many providers have been left with no choice but to seek reimbursement for each patient at the most lucrative level of care.   Perceived budget constraints, narrowly focused outcome objectives and care patterns, and reluctance to think beyond acute care discharge unfortunately hold sway in many healthcare organizations. Further complicating efforts are traditional physician practice patterns and referral arrangements as well as distinct organizational and professional cultures. (Institute of Medicine, 2013).  
	Many systems have recognized these deficiencies, but wish to remain nimble in the complex healthcare environment by expanding their PAC services through owned or contracted facilities.  ACOs and Bundle programs strive toward efficiency and value in selection of post acute providers and managed care organizations have operated post acute “narrow networks” for many years.  However, due to the Medicare Condition of Participation for hospitals, which requires hospitals to adhere to health and safety requirements as a means to participate in CMS programs, many have been hesitant to move in this direction for fear of retribution or financial penalty.  As a result, most acute care provider entities remain in their own “silos of care” making it often very difficult to move patients from one setting to another. 
	The largest development challenge to PACN integration appears to be the current reimbursement systems and processes as well as the lack of financial incentive for the movement of patients to the appropriate level of care (Institute of Medicine, 2013).  Exacerbating this problem, moreover, is the complexity of patient needs for PAC.  In particular, nursing homes have always served two different types of patient populations, namely those that require additional assistance before retuning home and those that reside in these facilities until they die.  Given these differences, the fundamentals of value-based care including decreased lengths of stay and the successful transition into another setting do not apply to longer-term patients (American Hospital Association, 2015).  
	Other PACN development challenges arise from the fact that few organizations have the entire complement of PAC resources including ambulatory care and in many markets there remain gaps in access and availability of certain PAC resources (MedStar Executive Case Study, 2011).  At the other extreme, the organizations that contain a large host of PAC services have the challenge of effectively managing the sheer number of partners involved (MedStar Executive Case Study, 2011).   Most hospitals, however, work with an extensive set of PAC providers.  On average, a single hospital each year will work with 60 different PAC facilities to as many as 200.  A large number of PAC providers can place a large burden on the hospital or health system as it becomes increasingly impossible to understand each individual provider’s capabilities and strategic goals (The Advisory Board, 2013).  Analysis of provider capacity and volume shifts with overall utilization trends can result in opportunities for collaborating with PAC providers. 
	Another development challenge is agreeing on priorities, metrics, and protocols as all PAC settings differ in these respects.  One example is Beaumont Rehabilitation and Skilled Nursing Center at Westborough in Massachusetts, an affiliate of Salmon Health and Retirement communities, which has long noted the challenges of integration with hospitals.  The level and degree of “warm handoffs” where a nurse or other caregiver relays pertinent patient information to Beaumont’s facilities upon discharge has been noted to vary greatly among referring hospitals in the Massachusetts area.  This problem is apparent in many systems across the United States, where there is simply no agreed-upon standard for when these conversations need to take place and the breadth and depth of the information to be shared.  Some hospitals have developed their own protocols and other tools to ensure that discharge transition plans and instructions are shared effectively and timely, while others simply send paperwork without even a phone call.  Beaumont Rehabilitation has implemented a team-based approach that utilizes select nurse navigators to promote efficient and timely handoffs whereby information on the status and condition of the patient can be relayed back to the care team. 





3.0	FUNDAMENTALS OF BUILDING A POST-ACUTE CARE NETWORK
	
	Hospital leaders know that developing strategic partnerships with PAC providers can greatly enhance care quality, outcomes, transitions, and reduce readmission rates.  However, the lack of financial incentives and underdeveloped technical capability hinders preferred PACN performance improvement efforts because it results in a narrowed focus on care transition and readmissions. This impedes a more formal clinical care integration (The Advisory Board, 2013).  To be successful in a value-based contract market hospital leaders need to transform their existing partnerships into strategic ones.   Leveraging PAC partner clinical expertise broadly, creating specialized cross-continuum programs, and building complementary care management capabilities are three key strategic initiatives hospitals can undertake to leverage their PACN.         
	As the payment system improves, organizations will be incentivized to engage in more value-based contracts through the formation of ACOs with PAC providers.  It’s important to outline the varying degrees of integration, including level of engagement in the ACO-PAC spectrum, because varying engagement levels impact care coordination and the overall utilization of certain PAC services.  These levels of integration, and their key descriptions, are as follows:   

1. Minimal Commitment – Within this system, the ACO-PAC relies solely on referral relationships.  The ACO typically tracks and informs on a minimal set of metrics such as utilization and performance trends, readmission rates, and average length of stays in a facility. 
2. Conditional Collaboration – In this arrangement, PAC preferred providers for select conditions are established, however not formally, wherein certain ACO standards and protocols are enforced.  In addition, data that is shared and more clinical collaboration takes place to control costs, improve outcomes, and decrease readmissions in the network. 
3. Partnership – The ACO has select partners with SNFs, LTACHs, HHSs, and IRFs to promote clinical collaboration.  A common EMR is accessible to all partners.  
4. Financial Integration – In this arrangement, the ACO-PAC partnership goes one step further to include quality measures and shared risk.
5.  System Integration – The ACO formally partners with PAC providers by sharing risk and reward and all patient data through a common EMR.  The formation of integrated care management teams, and transition coordinators and protocols is what separates this level of integration from financial.   A merger to this degree also achieves system integration.       
	
	The highest level of PAC integration is system integration. Integration achieves true coordination of care to ensure the best possible outcomes.  However, system integration is very difficult to achieve due to budget and resource limitation.  Health care remains a local business that is fundamentally driven by local issues, and as such, these situational factors play a large role in the degree of integration available as well as the level desired.  The local payer mix, competition, regulatory environment, and socioeconomic and demographic characteristics all limit and influence the development of PAC integration (MedStar Executive Case Study, 2011).  
	
3.1	Evaluating PAC Provider Performance
	
	Health systems face three major challenges in developing the post-acute network and in managing the performance of selected partners.  Specifically these include the lack of metrics to understand utilization of individual post-acute services, the inability to measure performance, and the nonexistence of integration to improve quality levers (The Advisory Board Company, 2013).  
	Addressing the first issue, to effectively evaluate the utilization of services from a PAC provider it is vital to understand the degree of integration they can sustain (Coleman, 2003).  Each service needs to be clearly defined and referral patterns need to reflect those pathways.  Key service metrics to evaluate include the number of beds, average occupancy rate, the number and degree of specialty services, disease management programs, and the accessibility of pharmacy services (The Advisory Board Company, 2014).  The degree of information systems such as a common EMR, the presence of case management teams, specific discharge planning, and the use of effective clinical pathways are factors that effect utilization (Keckley and Hoffman, 2010).  Furthermore, utilization will also be improved by having a better understanding of each individual PAC provider’s clinical staffing, training, and processes.  The evaluation of staffing practices such as staffing ratios, turnover, education processes, and the availability of the medical director on-site, are key staffing factors an organization should evaluate when selecting a PAC provider (The Advisory Board Company, 2014).  High performance levels often coincide with the degree to which planners, case managers, admission coordinators, information systems personnel, and executive staff align and communicate (Coleman, 2003).    
	With regard to the second issue, there is a recognized inability to consistently measure ongoing performance.  Often, hospitals cannot feasibly collaborate on performance improvement with all of the PAC providers their patients use.  As a result, it’s important that organizations select strategically aligned partners that have identified areas of concern in the existing partnership (The Advisory Board, 2013).  Typical metrics include cost data for certain conditions, as well as quality information including length of stay, patient satisfaction, ED visit and hospital readmission rates, and clinical and functional outcomes (The Advisory Board Company, 2014).  This data needed for proper evaluation has been limited, however, because typically data on performance is either incomplete or not current.  Another curtail has often been the limited communication between the acute provider and PAC provider, which can lead to insufficient information exchange.  The sheer volume of potential metrics can also lead to inconsistent tracking across organizations and overwhelm the providers that must track different metrics for each of their referring hospitals.  Overall, the key metric in evaluating PAC performance is the 30-day readmission rates with a focus on Medicare penalty-eligible conditions (The Advisory Board, 2013).   This metric very much speaks to the clinical quality of the PAC provider. 
	Finally, a known lack of integration to improve quality levers is a detriment to coordination efforts.  The insufficient integration with PAC providers to improve performance is a large challenge in network development (The Advisory Board, 2013).  Even with the identification of preferred PAC partner’s performance improvement may not improve without sustained meaningful collaboration between the acute and PAC providers. Integration barriers include underdeveloped information exchange and a lack of shared accountability. (Shay and Mick, 2013).  All shareholders in the network must effectively communicate expectations as well as set timeframes for improvement.  Additionally, opportunities to share resources including staff, best practices, and care management protocols must be identified.  Forums to communicate and update leadership on progress will promote healthy collaboration and effective management.
	To improve care coordination efforts, key metrics should be evaluated.  Many PAC providers do not have standardized admission processes, which greatly detriment the ability to provide the highest quality of care at the lowest cost.   The ability to agree on regular care planning meetings, a common electronic medical exchange, and discharge planning processes are areas where care coordination can be greatly impacted if agreed upon.  The dedication to innovative care delivery protocols and standards is ideally what hospitals evaluating PAC providers should focus on.  This is typically a direct result of effective management and governance.  



3.2	PAC Provider Integration Criteria 
	
	When evaluating a PAC provider, a series of common criteria should be utilized by a hospital or health system to evaluate the ability to include a PAC provider into its PACN.  Common elements that each PAC provider should be held accountable and evaluated include compliance with federal and state regulations, geographic access for all patients, admissions allowed 24/7, and lower-than-average survey deficiencies (American Hospital Association, 2015).  In addition to these universal elements, the American Hospital Association has developed specific PAC criteria for the two major PAC settings:  SNFs and HHAs, as these settings will be the ones largely utilized in the future.
Skilled Nursing Facilities
· Minimal three-star quality rating (obtained from CMS).
· Separate PAC unit for patients
· Network ACO or health system physician serves in the SNF.
· 24/7 RN coverage; 1RN/15 patients.
· Use of assessment tools that improve patient outcomes and reduce admissions.
Home Health Agencies
· Above average scores in state on Medicare Home Health Compare website.
· Have at least state average recertification rates.
· Tracks common outcome measures such as 30-day hospital readmission rates, and patient/family satisfaction ratings.
· Higher than average patient satisfaction ratings reported on the Home Health Consumer Assessment of Healthcare Providers and Systems (HHCHAPS)

	PAC providers should meet these minimum requirements and achievement levels to be selected for integration into a PACN.  In this evaluation phase, hospital and health systems should also potentially look to provide additional staff education for PAC providers who meet these requirements, however at the bare minimum for inclusion.  Those PAC organizations that fail to meet any of these requirements given ample consideration and support should not be integrated into the network until they can comply.  

4.0	LOOKING AHEAD: THE FUTURE OF PACN
	
	With the increasing proportion of patients being discharged to PAC settings, coupled with the great variation in spending, there is a large need to develop and utilize evidence-based care pathways and tools for placing patients in the appropriate care setting. PAC placement decisions discharge tools are currently based on limited evidence to guide post-hospitalization planning. However, measures that improve overall episodes of care have been developed. The need to select a PAC setting in a more systematic manner to reduce readmissions, limit variation in post-hospital care and overall cost will provide significant incentive to further develop such pathways. 
	Payment structure reforms currently in development offer the expectation of formal contracts achieving true system integration with PACN.   The possibility of site-neutral payments and the movement towards narrowed networks, are two major factors that will encourage PAC providers to better define and defend their value in the future (Medicare Payment Advisory Commission, 2014).   Narrow networks of high-performing PAC providers that offer geographic coverage and adequate capacity will result in the healthy occupancy rate that is required to sustain such networks.  This effect provides a financial incentive to continue to create common protocols and standards for effective transitions to lower costs and improve quality. 
	Currently developed site-neutral policies will initiate the process of establishing one price for similar patients regardless of the setting in which the care is provided.  In addition, CMS has recently proposed that PAC providers use a common assessment tool to record and analyze data on patient’s medical, functional, and cognitive status as a means to optimize PAC delivery (Medicare Payment Advisory Commission, 2014).  All of these measures will further incentivize providers to utilize PAC services in the most cost-effective, coordinated, and efficient way possible.  





4.1	PAC innovations 

	The current provider leaders in the PAC field are adapting to the new value-based payment system by establishing new models that will further their sustainability.  These innovations can only be achieved by some providers in the field, however, as many smaller organizations simply lack the necessary resources for successful development (American Hospital Association, 2015).   Innovations in the PAC field take two forms: those fully led by the PAC provider and those led by the hospital or health system.  Notable innovative approaches taken by two providers specifically are as follows: 
	
Kindred Healthcare Integrated Care Partnerships	 
	Kindred Healthcare Incorporated is a health care services company that offers a host of integrated services across the United States, which includes hospitals, nursing centers, and rehabilitation facilities.  This system is well known for being a front-runner in navigating the continuum of care by adapting to the changes in payment programs.  Across multiple PAC settings, Kindred utilizes a care delivery redesign approach that allows their integrated network to assume more risk.  In particular, Kindred’s strategy utilizes a integrated model that in partnership with the Cleveland Clinic in Cleveland, Ohio includes participation in the BCPI initiative.  This partnership reinforces both organizations commitment to high quality care and outcome goals.   Four key aspects include:

· Joint operating committees: A key committee, among other joint committees in this partnership, is the Joint Quality and Care Management committee.  This group serves are the focal point and coordinating entity to provide stewardship for performance and outcome improvement.
· Electronic medical record connection: The medical record system is linked thereby allowing physicians and other caregivers easy access to a patient’s medical record.
· Performance improvement: The development and implementation specific condition care management programs helps link acute and PAC services.  
· Physician communication: Weekly interdisciplinary team meetings in Kindred’s PAC settings with staff from both organizations largely help promote effective patient planning and best practices.

	By establishing these four functional areas, Kindred Healthcare has greatly improved the coordination of care across PAC settings, and has drastically reduced costs by improving quality.  Both systems understand, however, that this strategic collaboration is not without its fair share of challenges.  One major challenge PAC providers have is being excluded in ACOs, as a result of the large collaborative and financial task of effective integration.  A common trend is that PAC venues have been typically commoditized rather than aligned with payers.  Despite these challenges, however, Kindred Healthcare continues to strive to become a population health leader pursuing partnerships with additional health systems and ACOs. 

Christiana Care Health System’s Virtual Telemonitoring Program	
	Another innovative approach to care management and establishing partnerships in the PAC continuum is Christiana Care Health System’s Virtual Telemonitoring Program in Community SNFs.  Christiana Care Health System includes two hospitals with more than 1,100 patient beds, an HHA, a network of PCPs and an extensive range of outpatient services.  Its HHA, the Christiana Care Health System’s Visiting Nurse Association (CCVNA), is the largest accredited home care agency in Delaware.  
	To improve care transitions among these various settings, Christiana recently launched a program that seeks to improve transitions between the systems HHAs and the non-system SNFs.  The focus was to reduce preventable readmissions from local SNFs.  Working with non-system SNFs, the CCVNA team and Christiana Care’s heart failure program created a partnership with six SNFs to use remote telemonitoring and other effective strategies to promote effective treatment and coordination.  Using a virtual model, Christiana’s home health nurses monitor high-risk CHF patients on a daily basis to identify and report any significant changes in condition.  If a change is observed, the home health nurses communicate with the appropriate SNF nurse or physician to report concerns and treatment advice.  Ultimately, the SNF clinical team makes the final decision on the course of treatment; however, this collaborative partnership enhances communication and greatly contributes to improved care transitions for patients.  
	This collaborative structure has seen great success in improving patient outcomes and controlling costs.  Performance data on CHF patients have shown a reduction in readmission rates from 18 to 12 percent in the high-risk target population.  The system has also reported that the SNF clinical team has appreciated the expertise and guidance of the CCVNA nurses.  This type of model is being explored by other health systems across the United States whereby clinical care teams overlap to provide cross-continuum case management and team-based care.    

4.2	Next Steps for PAC

	The future of the PAC market is certainly on the dawn of rebirth.   Recent policy changes have taken steps towards fostering a culture of coordination, and these reforms will only place more pressure on hospitals and PAC providers as the movement towards the Triple Aim takes hold.  The nature and type of PAC services a patient receives will continue to be a focus for all stakeholders.  Consequently, the efforts to establish an effective PACN must focus on the following key areas:

· Strengthen the Evidence-Based Delivery System
	Standardized patient assessments being implemented by CMS for use by providers across all PAC settings will promote the efforts to develop a payment system that is based on evidence and proven principles.  Hospitals and health systems must be ready to navigate these changes, as site-neutral payments will likely be in effect in the near future.  Additionally, outcomes data that is submitted to CMS should be properly risk-adjusted based on evidence to avoid penalizing providers who use extra resources to treat sicker patients.
· Increase Patient-Centered Focus 
	Hospitals must work with their PAC providers to develop effective clinical as well as non-clinical metrics to better meet the needs of their patient population.   Non-clinical metrics should focus on patient safety and satisfaction.  

· Improve Hospital-to-PAC Discharges
	To improve transitions of care, the discharge process between the hospital and PAC settings as well as across PAC settings must be a heavy focus.  Currently discharge methods and protocols can vary greatly even within the same health system when working with non-system PAC providers.  Standardized discharge protocols and care pathways need be evidence-based, but also need to reflect the individual patient and their needs.  The degree to which the care team aligns and communicates to establish these protocols will ultimately affect the quality of care a patient receives.


5.0	CONCLUSION
	
	PAC organizations are necessarily making significant strides to navigate the care continuum and experiment with how care can be provided more effectively and efficiently.  Recent payment reforms hold significant promise to reduce per capita spending on PAC services and establish more clinical coordination between providers.  At the same time, new innovative care models whereby hospitals and PAC providers utilize team-based care management approaches have demonstrated improvement in clinical outcomes and patient satisfaction. 
	Essential elements and factors that a hospital should focus on when evaluating a PAC provider, as well as how to effectively coordinate care and establish a network once that provider has been selected have been detailed.  Most notably, policy changes have significantly affected the payment and delivery of post-acute services.  As a result, many hospitals and health systems have greatly decreased the number of PAC providers they utilize, and have cut out more costly, lower quality providers.   Narrowing this network has proven successful in improving the alignment of care teams and systems as well as provided a benefit to the PAC providers by the ability to maintain a healthy occupancy rate.  
	Ultimately, collaborative relationships with PAC providers should be strategic.  For example, if a strong referral system already exists, the system may not benefit from more formal integration, such as the formation of an ACO or participation in bundled payments.  Hospital leaders must understand that healthcare largely remains a business driven by local issues.  As a result, situational factors such as the regulatory environment, socioeconomic and demographic characteristics, and completion, are a few of the large factors that limit and influence the development of PAC integration.  To be successful, a hospital must effectively evaluate these factors when looking to either expand or strategically reduce their network of PAC providers.
	When evaluating a provider for inclusion, universal criteria such as compliance to federal and state regulations should obviously be a priority, but specific criteria also need to be a focus.  PAC organizations that fail to meet any of these requirements should not be integrated into the network until they comply. Providers should also be evaluated in five key operational areas including staffing practices, services, quality, care coordination, and strategic alignment with the parent hospital.  Having strong governance and management is a key indicator of high performing organization.  Ultimately, high performers in these operational areas will greatly lead to improved clinical collaboration and the quality of care delivered to the patient.  High performance levels in these areas directly coincide with the degree to which case managers, admission coordinators, caregivers, and executive staff align and communicate.  
	Hospitals want to be able to work effectively with their PAC providers and expect them to perform at a high level.  One notable challenge has been the efforts to create uniform protocols, clinical pathways, and care-management approaches as a means to deliver high quality, cost effective care.  Many PAC providers work with a number of hospitals, ACOs, and physician groups, all of which typically have different requirements for outcome measures and metrics.  Expectations for length of stay for a certain condition or what a particular patient should be doing within a certain time period when undergoing therapy sessions are examples of different requirements a certain system may have.  As a result, when expanding a PAC network, it’s important to understand the patient population served and the complexity of their needs when collaborating with providers on common protocols and clinical pathways.  The demand for certain PAC services over others, the availability of PAC providers in the area, local competition, and payer mix, are also additional factors that should be considered when incorporating a provider in the network.  Governance and management processes should complement the clinical care approaches to be utilized.  The organization’s mission, vision, and culture should also align with the hospital’s strategic goals.  Complicating these approaches are the likely traditional physician practice patterns and referral arrangements that are already in place, along with their inherent unique cultures.  The alliance of governance structures and cultures is a vital component, often overlooked, that can make or break successful integration. 
	  Once the provider has been selected, how a hospital or health system coordinates care with a PAC provider is a vital component to how effective that care will be.  The level of coordinated team-based care and transition programs, as well as cross-continuum case management and established communication protocols will vary the impact of coordination.  The formations of joint operating committees and interdisciplinary teams have proven extremely beneficial in coordinating effective care.  In many settings, nurse navigators also complement these approaches and work with patients to promote efficient and timely care.  
	When and where a patient is placed in a PAC setting greatly impacts the degree and cost of care.  As a result, patient placement decisions should be evidence-based and also should attempt to reflect the needs of the patient, despite financial pressures to place them in certain settings.  Selecting the proper PAC setting in a systematic, standardized manner will help to reduce readmissions and limit the variation in post-hospital care.  A patient-centered focus through the development of reporting metrics, both clinical and non-clinical, will promote effective case management.   Importantly, hospitals and PAC providers should begin discharge planning on the first day upon entry into the facility, particularly in SNFs where discharges to HHAs could be swift.  Comprehensive discharge plans for transitional care have proven to significantly reduce hospital readmissions and should be a priority of both the hospital and PAC provider.  
	Moving to the future, PAC providers, particularly SNFs and HHAs will continue to grow in utilization.  The leaders in the PAC sector moving forward will be those that are able to optimize the use of these services and improve transitional care coordination thereby reducing costs.  In the very near term, continued bundled payments and site-neutral payment policies will begin the process of establishing one price for similar patients, regardless of the setting in which the care is provided.  These payment reforms hold much promise to improve coordination while incentivizing providers to utilize PAC services in the most cost-effective, coordinated, and efficient way possible.  However, merely aligning these incentives will not alone improve the quality of care delivered to the patient.  The degree of integration with PAC providers and the ability to build complementary, overlapped care management teams and programs to provide cross-continuum case management will ultimately affect the quality, efficiency, and cost-effectiveness of transitional care.  
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