�Chapter four�Subacute Care:  THE State-of-the-Art

I.	Introduction

	The purpose of this chapter is two-fold.  It is first designed to examine the difficulties we found in identifying and comparing subacute care providers, and secondly, to describe similarities and differences among patients, settings, costs, quality and outcomes across providers.  This analysis is based on information from interviews with discharge planners, managed care groups, physicians, patient care advocates, home health agencies (HHAs), state nursing home associations, state hospital associations, state health planning associations, state Medicaid officials, and providers whose facilities we visited. 

	This chapter is organized around the following questions:

What were the key challenges to identifying and comparing subacute care providers?  Identifying providers for the site visits proved to be a difficult task for a number of reasons.  Many providers who may be providing subacute-like services do not self-identify as subacute providers.  In addition, many providers who self-identify as subacute care providers do not systematically collect data on their patients or services, which makes it difficult to compare characteristics across facilities.  

How do various types of facility-based (institutional) providers of subacute care compare?  We found a great deal of variation across provider types, including different payment incentives, different regulations, different program capabilities and staffing levels, and different cultures.

What is the role of home health care in subacute care?  We found that some “high tech” home health care providers and (less commonly) some more traditional home health care providers (e.g., local Visiting Nurse Associations) are increasingly providing care that substitutes for hospital days, exhibits several features of prototypical subacute care, and competes with subacute facilities.



II.	What Were the Key Challenges to Identifying and Comparing Subacute Care Providers?

	Every researcher faces difficult challenges.  In this case, however, we believe the difficulties we had both finding subacute providers in reportedly better developed markets and obtaining data on subacute patients are part of our findings.  These difficulties illustrate to us the very early stage of current industry development.

	As described in Chapter One, the original plan had two parts.  First, we planned to conduct fifteen site visits in four different states and to interview providers of each type (e.g., SNFs, rehabilitation hospitals, etc.).  Second, we were to develop a protocol for collecting information from the sites.  This guide was designed to identify data from each of the facilities, including patients’ functional characteristics, costs, sources of payment, outcomes, and discharge status.  However, during the process of organizing the site visits, we had difficulty identifying 15 self-identified state-of-the-art subacute providers and collecting comparable data across facilities.

A.	Some providers who are providing subacute care-like services do not self-identify as subacute care providers; in some states the name on the front door of a facility provides few clues to a facility licensure status.

	Subacute care providers often call themselves something else, because the various licensure categories and Federal certification regulations place restrictions on their ability to identify themselves as subacute care providers.  Facilities licensed and/or certified as rehabilitation hospitals and long-term hospitals typically do not call themselves subacute providers, because they provide an acute level of service.  The California Rehabilitation Association states that 75 percent of their members provide subacute care, although few rehabilitation hospitals would self-identify as subacute care providers.  In Boston, many subacute care providers are licensed as long-term hospitals, but call themselves “rehabilitation hospitals.”  In California, some of the subacute care facilities licensed as SNFs that we visited called themselves “rehabilitation hospitals.”

	The sites we visited exemplify the diversity of facilities providing subacute care.  In some market areas, we had heard there was an over-abundance of subacute care, but when we began to organize the site visits, we found fewer self-identified subacute care providers than we had expected�.

B.	Few providers - even among those who self-identify as state-of-the-art subacute care providers - are able to provide separate data for their subacute patients.

	During our preliminary telephone interviews, we found that few providers actually collect data specifically on subacute patients or, if they did, it was not organized in a way that we could collect the same type of data from each of the providers.   We decided that the best way to obtain data from the providers was to forego the written protocol and to request any data the providers had readily available on the following areas:

patient types

payor mix

cost data

readmission rates

discharge destination

average length of stay (ALOS) by condition

outcomes

staffing



	We found many inconsistencies in the amount and type of data available from the providers.  The findings presented below discuss the conclusions we reached based on the data we were able to collect from the providers and interviews with stakeholders within each market area.�  In the following section, we distinguish institutional providers from home health agencies because some respondents do not consider home health to be a suitable platform for subacute care.  Home health agencies and institutional providers also have different reimbursement and payment systems and other factors which make them difficult to compare.

III.	How Do Various Types of Facility-Based (Institutional) Providers Compare?

	Subacute care is provided by a number of different institutional provider types, or “platforms” including:  freestanding skilled nursing facilities, hospital-based skilled nursing facilities, rehabilitation hospitals, distinct-part rehabilitation units, and long-term hospitals.  Exhibit 4.1, designed to help orient readers to the rest of the chapter, highlights some key differences across these different platforms.

A.	There is both competition and cooperation among providers.

	In some cases, subacute SNF facilities are competing with long-term and rehabilitation hospitals for discharges, but there are increasing examples of cooperation in this dynamic market.  For example, we spoke with one rehabilitation hospital that is examining options for contracting with a freestanding SNF in the community to lease or manage beds in the hospital.  This relationship will be beneficial to both parties, as the hospital will have the benefit of serving additional patients and the SNF will have physicians and additional staff providing care for the patients.  We also spoke with a nursing home provider that has developed a joint venture with a nearby hospital to jointly contract with health plans, offering to accept “full risk” capitation payments covering both acute and subacute care.

	The providers and stakeholders we interviewed voiced different perceptions of which platforms will be able to compete for subacute patients, especially with the growth of managed care.  Some managed care plans refuse to contract with non-nursing facility subacute providers because their services are at a higher cost.  The degree of competition among providers appears to depend on the managed care penetration in the marketplace and on the �

Exhibit 4.1�Summary of Key Distinctions Among the Types of�Subacute Care Facilities Visited



Freestanding SNFs

more managed care patients than other platforms

tend to contract out more services (therapies, labs, x-rays)

much more marketing

stronger focus on providing evidence of outcomes and providing protocols than some long-term care hospitals we visited

case management is part of care process (liaison with managed care plan)

interdisciplinary teams

discharge focus from day 1 (special focus for managed care patients)

Hospital-based SNFs

dominated by Medicare FFS patients

some doctors more comfortable referring patients to HB SNFs, but this only matters where doctors still have some control (i.e., FFS)

said by the other providers to be creaming “clean” hips and “clean” strokes

access to more resources

fewer readmits

interdisciplinary teams

discharge focus from day 1 (concern about patients no longer qualifying for Medicare skilled care)

Long-Term Care Hospitals

great variation among these hospitals

the “old TEFRA” long-term care hospitals in Boston each appeared to be providing unique services for special populations (e.g., long stay and complex care for Medicaid patients; intense “rehabilitation” for patients with problems beyond the “HCFA 10;” one specialty program for the morbidly obese)

meet acute care hospital criteria

more physicians than SNF-based subacute; possibly fewer than in the rehabilitation hospitals we visited

Rehabilitation Hospitals and Units

traditional outcomes focus; substantial experience with FIMs and other measures

Medicare FFS (same as LTC hospitals)

meet acute care criteria

patients typically have more intensive rehabilitation requirements (not a broad spectrum of patients, as per HCFA reimbursement regulations)

more physicians than other subacute care providers

interdisciplinary team meetings





relationships between providers in the area.  For instance, in Boston, there was fierce competition for patients because there were few contractual agreements between managed care groups and providers.

	Acute hospitals have a mixed relationship with subacute providers.  To maximize Medicare margins under PPS, hospitals seek relationships with SNFs willing to accept and care for patients with a high level of need (i.e., the “quicker and sicker” patients).  But, in order to maximize other revenues and keep occupancy up, hospitals may compete with subacute SNFs for managed care patients and, under some circumstances, even for Medicaid patients.�  The best financial option for some hospitals is to discharge Medicare patients to their own hospital-based SNFs, but obtaining SNF beds is often restricted by the Certificate of Need (CON) regulations.  

	In the market area interviews with stakeholders, we heard differing opinions about the percentage of hospitals forming relationships with subacute providers or nursing homes.  In Los Angeles, one hospital association maintained that 100 percent of hospitals have an arrangement with a subacute facility: 40 percent have their own SNF and the other 60 percent have a relationship with a freestanding SNF.  We also heard that most hospitals in Miami have a relationship with a subacute SNF provider.

B.	The providers we interviewed described a wide range of patients from traditional Medicare skilled to gravely-ill, but clinically stable ventilator patients were described as suitable for various types of subacute care.

	There is little agreement on the type of patient most appropriate for subacute care.  The most commonly noted characteristic of a subacute patient is that the patient be suitable for placement outside of a general acute care hospital by virtue of being “medically stable,” a clinical judgment whose definition varies.  One nursing home association maintained that subacute care is like hospital medical/surgical units in the 1980s.  There were also differences by type of provider.  Long-term hospitals felt that they were able to handle patients with multiple complex medical needs and those who were less stable; rehabilitation providers can only admit those patients who can tolerate three or more hours of therapy per day.

	Most of the subacute patients we observed tended to be elderly regardless of the facility’s payor mix.  As the penetration of managed care continues to increase, the industry hopes to serve increasing numbers of people under the age of 65.  Many facilities are already marketing subacute care for the non-elderly to managed care providers.  Subacute care facilities are also developing specialized programs for younger patients, such as prenatal care for expectant mothers who are having difficult pregnancies.  

	One representative of a large nursing home chain provided us with a graphic representation of which patients he considered to be potentially appropriate for a subacute setting (Exhibit 4.2).  This picture, which shows the different levels of care and nursing hours across acute and post acute settings, is indicative of the belief of a growing number of providers that many patients currently treated in acute care units are suitable candidates for subacute care.  The shaded region of this picture shows that this provider believes that even a small number of patients receiving respiratory/ventilator care in an Intensive Care Unit (ICU) may be potential subacute patients.  

Exhibit 4.2�One Provider’s View of Facility-Based Subacute Care:�(Shaded Area Denotes the Types of Patients Appropriate for Subacute Care)

�

Note:	SNF=skilled nursing facility; Rehab=rehabilitation; hrs.=the number of hours per day patient requires direct care; Med/Surg=medical/surgical; ICU=intensive care unit; CARF=Commission on Accreditation of Rehabilitation Facilities.

Source:	Lewin-VHI interview with a skilled nursing facility executive.



C.	Placement into subacute care is determined by a variety of factors, including the patient’s insurer.

	There was broad agreement among providers and stakeholders that placement of patients into the subacute setting is determined by a variety of factors, but that the relative weight of these factors was determined by the patient’s insurance coverage.  Managed care groups were more likely to play a role in determining a patient’s discharge destination compared to other payors.  Managed health plans are increasingly developing contractual relationships with subacute providers, and these relationships often are a major factor in determining where the patient is discharged.  For the Medicare fee-for-service patient, there tends to be more flexibility since there are no relationships or contracts for specific subacute providers.

	In addition to insurance coverage, there are a number of secondary factors which appear to be related to patient placement, including:  patient acuity, informal support systems, patient preferences, family and physician choice, provider relationships, quality and cost.  For Medicare fee-for-service patients, patient acuity, patient preferences, family and physician choice, and provider relationships were said to play a strong role in determining whether the patient was discharged to subacute, and, if so, to which facility in particular.  For the managed care patient, the strongest of these factors include: patient acuity, cost, and whether the patient has informal or formal supports.  We learned that many managed groups will negotiate a rate based on the patient’s acuity and ability to be discharged home.  Often, the placement decision depends on the lowest negotiated cost a managed care group can obtain from a subacute provider.    

	Physician preference was said to play more of a factor in determining the placement for Medicare fee-for-service patients.  One medical director in a subacute facility said that some physicians are not knowledgeable about subacute facilities and are hesitant to transfer patients to what they consider to be nursing homes.  Most physicians with whom we talked stated they prefer discharging a patient to a hospital-based unit, where the physician can monitor the patient’s progress more closely.  Some physicians also felt that they had more control over staffing levels in hospital-based subacute units.  Many physicians acknowledged that patients are being discharged quicker and at a higher acuity level than in the past, and some are concerned about sending them to a “less acute” setting.  Some managed care organizations are attempting to educate physicians about alternatives to hospitalization.

	Placement into hospital-based versus freestanding SNFs seems to depend a great deal on the payor.  Medicare fee-for-service will pay for subacute care in the hospital-based SNF, but managed care groups we interviewed said they generally want the patient to be discharged to a less expensive, freestanding SNF.  There also was some disagreement among hospital discharge planners, doctors, and managed care groups, about whether or not a patient should be discharged to a hospital-based SNF or a freestanding SNF.  These doctors and hospital discharge planners we interviewed said that the hospital-based unit is better, because the doctor and the emergency services are easily-accessible.  Managed care groups, by contrast, argued that freestanding SNFs can handle the subacute patient, although one managed care representative in Los Angeles said they use hospital-based SNFs for a few days if a patient is unstable or fragile and then the patient is moved to a freestanding SNF.

D.	Subacute patients may be “scattered” across units or located in a dedicated wing; unit boundaries frequently do not correspond to Medicare/ Medicaid unit boundaries.

	We were surprised by the complexity of arrangements for locating subacute patients practiced by different facilities.  The two principal types of placement are “scattered beds” and “dedicated units.”  In the “scattered beds” approach, patients that the facility calls “subacute” patients are either scattered across various units, or constitute only a discrete portion of particular wings, floors, or units.  For example, one freestanding SNF we visited called itself a Subacute Care facility (the term is part of the name on the front door).  In that facility, there is one pediatric unit that one (but not all) managers we interviewed said is virtually a subacute unit.  Another manager, however, said that only some of the pediatric patients were really subacute.  In addition to the pediatric unit, the facility has a special subacute program in which 12 adult patients (housed throughout the facility) were enrolled at the time of our study.

	The dedicated unit approach appears to be more common, but takes complex forms and frequently involves boundaries that are inconsistent with the boundaries defining Medicare and/or Medicaid certified units.  Two examples are given below.

A 94-bed freestanding facility, licensed by the state as a “nursing home”

49 of the beds are in units the facility refers to as “subacute units

31 of these are certified for neither Medicare nor Medicaid

18 of these are Medicare-only certified

45 of the beds are not called “subacute” and none of these are certified.

A 99-bed freestanding facility, licensed by the state as a “nursing home”

18 of the beds are in units referred to as “subacute”

All of these beds are Medicare-only certified

81 of the beds are not called “subacute”

10 of these are Medicare-only certified

71 of these are not certified



	We found that many providers’ data systems could not readily distinguish between the subacute care patients and others.  Even those who could not do this readily, however, struggled graciously to provide data on those patients they called subacute, and most eventually succeeded.

	Many of the tables in the sections to follow present data provided by the facilities we visited.  The following key (Exhibit 4.3), provides information on the source of the data (subacute only or the entire facility) and the certification of beds.

Exhibit 4.3�Key to Providers’ Data



Freestanding and Hospital-based Skilled Nursing Facilities:

SNF1:	“SAC” Only, T18 & T19	

SNF2:	“SAC” Only, T18 & T19

SNF3:	“SAC” Only, T18 & Non-Certified	

SNF4:	“SAC” Only, T18

SNF5:	“Medically” Complex & “Ortho/Rehab,” T18 & T19	

SNF6:	“SAC” and Vent Unit Only, T18 & T19

SNF7:	“SAC” Only, T18

SNF8:	“SAC” Only, T18

SNF9:	“SAC” Only, T18 & T19

HB SNF10:	Entire Facility (“SAC” & SNF), T18 & T19

HB SNF11: 	Skilled Nursing Facility Unit, T18 & T19

HB SNF12:	Rehab “SAC,” T18; Med “SAC,” T18 & T19	



Long-Term Hospitals and Rehabilitation Unit:

LT1:	Entire Facility, T18 & T19	

LT2:	Entire Facility, T18 & T19	

LT3:	Entire Facility, T18 & T19

LT4:	“Medical SAC” & “LTC SAC, ” T18 & T19

LT5:	Entire Facility, T18 & T19

Rehab:	Distinct Part Rehab Unit, T18 & T19



Notes:	In order to keep facility names confidential, only the licensure and description of units are given.

	T18=Medicare; T19=Medicaid; SAC=subacute care; LT=long-term hospital; rehab=rehabilitation; med=medical; vent=ventilator; SNF=skilled nursing facility.

Source:	Lewin-VHI interviews with providers.



E.	As a consequence of the lack of congruence between certification and subacute boundaries, key national data bases provide limited useful information about subacute care.

	There have been various efforts to describe subacute care using existing national data bases.  One important data set is known as OSCAR file.  It contains information obtained during Medicare and/or Medicaid survey and certification process.  During those surveys, providers are asked to report the proportion of patients in all certified beds that have various levels of functional impairment.

�	The Health Care Financing Administration used these data in an effort to compare the “case-mix” of “subacute care” facilities to others.  The results are shown in Exhibit 4.4.  The table suggests that the identified subacute care facilities treat more patients who receive selected special services (e.g., respiratory care or tracheostomy care), but whose needs for assistance with activities of daily living (eating, bathing, dressing) are less than those in all nursing homes.

	The table is not, however, a reliable description of subacute care patients, compared to others.  In the instances where we have comparable data for subacute patients and all the patients in self-identified subacute care facilities, we found substantial differences.

	Exhibit 4.5 indicates that nurse staffing is roughly twice as high in subacute units as the average for the entire facility in the two cases where data were complete.  Exhibit 4.6 illustrates similar differences with respect to patients’ discharge destination.

F.	Subacute providers are developing specialized programs.

	Many subacute providers are developing specialized programs for certain types of patients, such as pediatric ventilator, traumatic brain injury, or orthopedic rehabilitation patients.  In some cases, these specialized programs have been in place for years, and have been adapted to the subacute program.  In other instances, it appears that a new name, “subacute,” has been applied to a long-standing program, with little apparent programmatic change.  In some instances, we were not sure whether the program was different or only the name had changed.  Other facilities had more recently developed specialized niches.  

	Few providers limit themselves to a certain diagnosis or specific condition, although some providers limit themselves only to “rehabilitation subacute” or other “program.”  Many of these programs included a wide range of patients who may not fit into one category, per se, but who may have similar treatment or therapy needs.  Ten of the facilities we visited have a program for ventilator patients; seven have a program for “complex medical” subacute patients.

G.	The types of conditions treated in different types of subacute care facilities are grossly similar; the severity of illness appeared to vary.

	Exhibit 4.7 provides a description of the top three patient diagnoses per facility.  Based on this descriptive data, subacute SNFs, long-term and rehabilitation hospitals appear to treat similar types of patients.  Most of these conditions are consistent with the patient types found in the subacute care literature.  We did not collect data on severity of illness within categories but, in general, saw the sickest patients in one long-term care hospital and in two freestanding SNFs.

�Exhibit 4.4�Comparison of Resident Characteristics of�Selected Subacute Care Facilities� vs. SNF/NF

Characteristics�Subacute Care Facilities�SNF/NF��Mobility����    Bedfast�6.7%�4.5%��    Chairbound�57.0%�50.5%��    Ambulatory�32.9%�42.6%��    Physically Restrained�14.8%�21.4%��    With Contractures�13.4%�19.7%��Continence����    With Indwelling Catheter�15.4%�7.3%��    With External Catheter�3.4%�0.5%��Skin Care����    Receiving Special Care�42.4%�31.1%��    With Pressure Sores�15.7%�7.2%��Special Treatments����    Intravenous Therapy/Transfusion�5.7%�0.5%��    Respiratory Care�17.5%�5.0%��    Tracheostomy Care�7.7%�0.6%��    Suctioning�9.7%�1.6%��    Rehabilitative Services�50.8%�16.9%��    Injections�20.9%�11.2%��    Ostomy Care�2.0%�2.3%��    Tube Feedings�17.3%�6.1%��    IV Nutritional Feedings�0.6%�0.1%��Independent����    Bathing�3.4%�4.2%��    Dressing�5.7%�11.7%��    Transferring�10.8%�26.7%��    Toilet Use�12.2%�23.2%��    Eating�35.4%�39.3%��Total Dependence����    Bathing�39.3%�47.7%��    Dressing�38.7%�43.5%��    Transferring�34.7%�34.2%��    Toilet Use�39.8%�40.7%��    Eating�26.1%�21.9%��

NOTE: 	Total Number of Residents-Subacute Care

			Medicare: 735; Medicaid: 386; Other:  474; Total:  1,595

		Total Number of Residents-SNF/NF

			Medicare:  101,045; Medicaid:  1,042,215; Other:  371,047; Total: 1,514,307

Source:	Special Unpublished Analysis of 1994 OSCAR Nursing Home Data by HCFA.

�Exhibit 4.5�Estimated “Productive” Nursing Hours for�Subacute Patients vs. Total Facility in 3 California Facilities

�Subacute Units�Total Facility��Self-Identified Subacute Facilities in ASPE Study�RN�LVN�Aide�Total�RN�LVN�Aide�Total��SNF 7�����.85�.86�2.73�4.44��SNF 8�3.06��2.04�5.1�.35�.59�2.49�3.43��SNF 9�2.4�2.4�1.2�6.0�.33�.62�1.76�2.71��CA Total

(Productive Hrs.)�---�---�---�---�.23�.55�2.06�2.84��

Source:	Lewin-VHI interviews with providers and California Office of Statewide Health Planning and Development, Annual Utilization Report of Long-Term Care Facilities, 1992.

Note:	“Productive” nursing hours means paid hours minus vacation, sick leave, and holidays.







Exhibit 4.6�Discharge Destination for Subacute Patients vs.�Total Facility Patients in 3 California Facilities

�Destination��Facility�Home�SNF�Hospital�Died��SNF 7������    Subacute�90%�10%����    Total Facility�69%�9%�15%�4%��������SNF 8������    Subacute�45%�32%�15%���    Total Facility�36.2%�11.4%�23.2%�27.7%��������SNF 9������    Subacute�36%�14%�26%�24%��    Total Facility�37.9%�2.7%�43.3%�13.4%��

Source:	Lewin-VHI interviews with providers and California Office of Statewide Health Planning and Development, Annual Utilization Report of Long-Term Care Facilities, 1992.



�Exhibit 4.7�Diagnoses (Top Three Per Facility)

Freestanding and Hospital-based Skilled Nursing Facilities:

� EMBED Excel.Sheet.5  ���



Long-Term Hospitals and Rehabilitation Unit:

� EMBED Excel.Sheet.5  ���

Key:	See Exhibit 4.3.

Note:	Rehab=rehabilitation; Ortho=orthopedic; Resp=respiratory; Pulm=pulmonary; IV=intraveneous; LT=long-term; SNF=skilled nursing facility

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.



	We found that patients are often divided into two major groups:  “rehabilitation subacute” and “complex medical subacute.”  “Rehabilitation subacute” includes:  hip replacement, orthopedic conditions, stroke, etc.  “Complex medical” includes:  cardiac, IV therapies, ventilator patients, etc.  Some facilities separate respiratory/pulmonary patients from complex medical patients.

	Providers also indicated that there is competition for “good” subacute care patients; but providers take a few “bad” patients in order to get a few good ones.  The good patients tend to have few complications and the potential for an easy recovery.  Bad patients may have more complications, have less chance of being discharged home, and may have longer lengths of stay.  “Good” of “bad” may also depend on the patients insurance status.

	Most subacute SNF providers we visited indicated that patients referred to their facilities were “medically stable.”  One SNF reported that some patients were only “semi-stable” at admission.  As stated earlier, ten providers we visited have programs for ventilator patients.  Most of these programs are for patients believed to be “weanable;” although one long-term hospital take patients who have failed at weaning in 30 days.  A freestanding SNF has 4 out of 20 ventilator beds used for weaning patients in cooperation with a local medical school.  Another freestanding SNF indicated that nonweanable patients are a natural result of taking weanable patients since not all patients will succeed.  Percentages of patients who do succeed are unknown.

	A number of the facilities we visited do preadmission screening of patients referred to them.  One indicated they screen only Medicare fee-for-service patients; another indicated they screen only when patients are “complex.”  One freestanding SNF indicated that they do not screen prior to admission but that they sometimes get patients who are much more fragile and who require more care than the description or chart implies.  It appears that preadmission screening does provide facilities some protection from receiving too many patients who require too much care at the same time.

H.	Medicare is the dominant payor of subacute care.

	Exhibit 4.8 shows the payor mix for member facilities surveyed by the American Subacute Healthcare Association.  Among those facilities (nearly 60 percent of which are freestanding SNFs), Medicare is the dominant payor.

	As shown in Exhibit 4.9, the subacute SNFs we visited are also dominated by Medicare fee-for-service and managed care.  Of the facilities we visited, those that have managed care patients in their subacute unit do not have Medicaid patients in their subacute unit.  California subacute SNFs were dominated by managed care, as 40 to 82 percent of their payor mix consisted of managed care.  By contrast, subacute SNFs we visited in other states had substantially fewer managed care patients.  Out of the 12 SNFs we visited, only seven had identified subacute Medicaid patients, ranging from 1 to 23 percent.

	Since many hospital-based SNFs are newer and still under their 3-year exemption, they are likely to be higher-cost and serve mostly Medicare fee-for-service patients.  They are not likely to have many private pay patients.

�Exhibit 4.8�“Current Payor Mix” for Member Facilities Responding to a Survey by the�National Subacute Care Association

Number of Facilities by Percent of Patients in Each Payor Category���<10%�10-20%�21-30%�31-40%�41-50%�51-60%�61-70%�71-80%�81-90%�>90%�Total Responding��Managed Care�55�27�10�6�2�1�1��1��103��Private Payor�34�36�14�8�4�4��1�3�2�106��Medicaid�15�15�2�5�13�11�9�9�8�1�88��Medicare�19�31�7�7�5�2�8�14�1�15�109��Other  * �23�2�1�0�1�0�0�0�0�0�27��*  In the category “Other” five respondents each indicated less than 10% of current payors were V.A.; two respondents indicated less than 10% and one respondent indicated 50% of current payors were Workers’ Compensation; one indicated 3% of current payors were CHAMPUS.  The rest were mostly unspecified.��

Source:	Robert J. Altieri and Kate Downey (Longshore & Simmons) in conjunction with the National Subacute Care Association, “Survey:  Subacute Care Human Resources,” August, 1995.



�Exhibit 4.9�Patients by Payor

Skilled Nursing Facilities:

�

Long-Term Hospitals and Rehabilitation Unit:

�

Key:	See Exhibit 4.3.�SNF=skilled nursing facility; HB=hospital-based; LT=long-term; Rehab=rehabilitation.

Note:	(1)  Data reflect all facilities, not just subacute care.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.



	The long-term and rehabilitation hospitals included in our subacute study have fewer managed care patients compared to the SNFs.  Only two of the five long-term or rehabilitation hospitals have managed care patients, and of these two facilities, managed care accounts for only 4 to 15 percent of patient mix.  Medicare is the largest payor in the long-term and rehabilitation hospitals we visited.  Medicaid varies among long-term and rehabilitation hospitals we visited from 0 to 37 percent.

	Exhibit 4.10 shows the payor mix for all long-term care and rehabilitation hospitals in Boston, Los Angeles, and Miami.  In contrast with our sample, those long-term hospitals all have more than 50 percent Medicaid patients.

I.	Information on prices paid by managed care plans is closely guarded by individual facilities.

	Since subacute facilities compete fiercely for managed care patients at the best rates they can negotiate, it is not surprising that providers were reluctant to share this information with us.  We turned instead to managed care plans for information on this matter.  

	We were able to obtain data from a few managed care groups on what managed care pays for subacute care.  The daily rate for a subacute stay was reported to range from $127 to $450 in Los Angeles, from $500 to $850 in Boston, from $420 to $750 in Ohio, and from $175 to $585 in Miami.  These figures represent rough estimates from a limited number of managed care groups, and do not account for patient condition or severity.

	Facilities are taking a number of approaches to contracting with managed care groups. One provider in Miami is in the process of developing capitated case rates for its services.  Under this payment system, the facility will produce a certain outcome for a negotiated payment.  Exhibit 4.11 is an example of one provider’s contracts with ten different managed care organizations. These contracts vary by the type of services and levels of care the subacute care facility will provide based on a set cost.  Exhibit 4.12 lists the “triggers” which correspond to various levels of patient care.

	Some of the subacute providers we visited have a large number of managed care contracts.  Four facilities reported having 25 to 32 contracts each.  One California facility reported that each contract has eight levels of care and reimbursement.  One facility in California has begun having a staff meeting to prepare for their utilization review meeting with managed care organizations and has their business manager attend the meeting to facilitate negotiation on reimbursement rates.



�Exhibit 4.10�Payor Mix at All LTC and Rehabilitation Hospitals in Boston, �Los Angeles, and Miami



�

Note:	Columbus is not listed as having any Long-Term Care or Rehabilitation Hospitals.

KEY: 	Numbers below bars indicate number of hospitals in calculation.

Source:	American Hospital Association, 1992 Annual Survey of Hospitals Data Base.  Providers identified using HCFA’s OSCAR data.



	Good data on the cost of building or converting subacute beds are not available, though this would be extremely useful.  We did obtain estimates from some facilities we visited.  In Ohio, one facility’s start-up costs per bed were $20,000 to $25,000.  This facility had converted from nursing facility to “subacute beds,” and had purchased a substantial amount of equipment to complete this transformation.  Other facilities that had converted from SNFs to subacute units, estimated the cost per bed to be from $2,500 to $5,000 in Los Angeles and from $7,200 to $9,000 in Boston.  According to a recent study by Abt Associates, the national average cost for a 40-bed conversion is $500,000 or $12,500 per bed; the source of that information was an article in a trade journal citing research on the matter that was as anecdotal and limited as our sources.

�

Exhibit 4.11�One Provider’s Contracts

CONTRACT:�#1�#2�#1�#4�#5�#6�#7�#8�#9�#10��GROUPS:�All Groups�All Groups�All Groups�All Groups�Acute Respite�������EFFECTIVE DATE:�12-91�8-93�10-91�12-92�9-91�4-91�6-92�1-91�4-92�1-91��Levels of Care and Daily Rates:�1. Skilled

2. Heavy Skilled

3. Rehab Skilled�1. Skilled

2. Hvy Skilled

3. Subacute

4. Rehab

5. Hvy Rehab�1. Skilled

2. Rehab Skilled

3. Hvy Skilled

4. Subacute�1. Skilled

2. Rehab Skilled

3. Hvy Skilled

4. Subacute�1. Respite

2. Acute Sta  1-2

3. Acute Sta 1�1. Led Rm

3. Led-Rm

Sta 1

Sta 3 w/By�1. Skilled

2. Hvy Skilled

3. Subacute

4. Rehab

5. Hvy Rehab�1. Skilled

2. Rehab Skilled

3. Hvy Skilled

4. Subacute�1. Custodial

2. Skilled

3. Hvy Skilled

4. Isolation�1. Custodial

2. Skilled

3. Hvy Skilled

4. Isolation��LEGEND:

X-Inclusion in Daily Rate������������Basic Care�X�X�X�X�X�X�X�X�X�X��Medical�X�X�X�X�X�X�X�X�X�X��Pharmacy�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��3d Gen Pharmacy�X�Excluded�Excluded�Excluded�Excluded�Excluded�X�Excluded�Excluded�Excluded��Physical Therapy�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��Occupational Therapy�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��Speech Therapy�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��X-Ray�Excluded�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��Infusion Therapy�Excluded�X�X�Excluded�Excluded�Excluded�X�Excluded�Excluded�Excluded��Oxygen Supplies�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��IV Therapy�Excluded�X�Excluded�X�Excluded�Excluded�Excluded�X�Excluded�Excluded��TPM�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded��Internal Nutrition�X�X�X�X�Excluded�Excluded�X�X�Excluded�Excluded��Laboratory�Excluded�X�X�X�Excluded�Excluded�X��Excluded�Excluded��Standard DME�X�X�X�X�X�X�X�X�X�X��Fluidized Therapy�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded��CPN Therapy�Excluded�X�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded��Specialized DME�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded�Excluded��

Source:	California Association of Health Facilities.

�Exhibit 4.12�Managed Care Contract Preauthorization Triggers�

Contract #�Triggers��Contract #1�More than 2 Therapies��Contract #2�IV

All Level 3 Patients

Specialized DME

More than 2 Therapies��Contract #3�Respiratory Therapy��Contract #4�IV Therapy��Contract #5�OK-All Admissions��Contract #6�OK-All Admissions��Contract #7�Respiratory Therapy��Contract #8�IV Therapy��Contract #9�OK-All Admissions��Contract #10�OK-All Admissions��Source:  California Association of Health Facilities.



J.	Physician involvement in subacute care varies.

	Despite claims that subacute care is physician-directed, we did not find a high degree of physician involvement in all subacute settings.  Several physicians we interviewed indicated that, in general, physicians would prefer not to visit patients in SNFs.  Different fees, the inconvenience of visiting multiple locations, and the lingering doubts (fair or not) about nursing home quality, are some of the factors that influence this reluctance.   

	In SNFs, physicians are involved primarily in interdisciplinary team meetings and as consultants.  Medicare and Medicaid require all certified nursing homes to have a minimum of one medical director on staff.  Most freestanding SNFs we visited contracted with additional specialists, including physiatrists and pulmonologists, who serve on a part-time or on-call basis.  Physicians are also present at weekly interdisciplinary teams and are responsible for providing directions for patients’ care plans.  

	Physiatrists with whom we spoke had mixed reactions to subacute care provided in SNFs.  One physiatrist indicated that he had been contacted about consulting with one SNF but that when he insisted on seeing all rehabilitation patients, the facility lost interest.  He felt the facility just wanted him to “sign off” on patients rather than assess and treat patients.  Another physiatrist maintained that some consulting physiatrists visit a subacute facility just once a month; he questioned how rehabilitative care could truly be directed over the phone.  Another physiatrist maintained that unregistered or unlicensed personnel are providing physical therapy in subacute SNFs.  He expressed great concern about managed care firms’ attitudes towards patients’ need for rehabilitation.

	Another physiatrist reported being comfortable with rehabilitation care provided in the freestanding SNF with which he is affiliated but indicated he would be more comfortable with the care in a hospital-based SNF where he would have more influence on the staffing.  One physician respondent sees subacute care SNFs filling a need for rehabilitation in rural communities that currently is unmet.  Another physician, a medical director of subacute SNF, also emphasized the importance of nursing staff in subacute facilities in describing the clinical challenges of subacute care.  He explained that subacute SNFs have less consistent staff than hospitals and are able to provide less consistent care.  He reported that some patients in subacute facilities really should be in hospitals because they need physician attention four to six days a week.

	In long-term and rehabilitation hospitals, physician participation in patient care appeared to be greater.  In long-term and rehabilitation hospitals, physicians were far more likely to visit the patients on a daily basis and to play a role in the day-to-day care plan.

K.	Subacute facilities vary in contracting out versus providing in-house therapies and physician services.

	Contracting out for services appears prevalent among subacute SNF providers.  Many subacute SNFs contract out for ancillary therapies and services, and some contract out for physician and nursing services.  In most facilities we visited, there was one full-time medical director and an in-house nursing staff, and specialists were contracted out.

	Several facilities contracted out for therapy services, including: speech therapy, occupational therapy, physical therapy, and respiratory therapy.  Most of the facilities contracted out ancillary services, including:  lab, radiology, oncology, and pharmacy services.  Competitors and some payors are critical of contracting out for therapy staff.  They maintained that contracting out can result in disrupting the consistency of a patient’s treatment.

	As discussed above, there are often financial incentives to contract out for services.  Ancillaries are reimbursed at cost and generally are not part of the routine cost limits.  Also, consulting physicians can bill Medicare directly for their services, whereas reimbursement for staff physicians is constrained by the routine costs limits and exceptions process.

	An informant indicated that whether physicians are employed by subacute facilities as Medical Directors or contract with facilities is dependent on reimbursement.  Medical Directors reportedly cannot bill Medicare or managed care organizations directly; consultants can bill Medicare directly and, depending on the contract, can bill managed care organizations directly.  

L.	Case management and tracking, physician involvement, and discharge planning vary across health plans.

	We were told that few physicians follow their patients into a subacute facility after an acute care stay.  When physicians do track patients, it is usually by way of a follow-up phone call with a case manager at the subacute care facility.  One HMO we contacted in California provides nurse practitioners and physician assistants to contracting facilities to check on patients with the potential to destabilize.

	Some health plans indicated that they have their staff follow-up with more expensive patients once they are discharged to a subacute NF.  There may also be differences in follow-up depending on the facility to which the patient is discharged.  Patients in rehabilitation hospitals may be tracked differently than patients in subacute SNFs.  One managed care group we spoke with uses different systems for tracking depending on if the patient is discharged to a subacute facility or home with home health.  Another national managed care organization uses telephone calls and faxes to follow patients in subacute facilities.

	Some subacute providers indicated that national HMOs are more difficult to work with, in part because everything, including utilization review, is done over the phone.  Local HMOs, we were told, tend to follow-up and some even visit the patient once he or she is discharged to the subacute facility.

M.	Nurse staffing is greater than in traditional nursing homes, but varies by facility type.

	The skill mix of nursing staff, typically expressed as the ratio of RNs to all other nursing staff, is believed to be directly related to the quality of patient care in acute care settings (Lewin-VHI, 1994) and presumably in subacute settings.  The number of RNs’ direct hours of patient care per day also are believed to be directly related to the quality of patient care.   A lower ratio of RNs to other nursing staff means that staff with fewer qualifications are providing more of the patient care or that RNs may be too busy to provide as much high quality care, due to time restraints.  Hours spent supervising less skilled personnel may also limit the time available for RNs to provide direct patient care.

	We had hoped to compare nursing hours in subacute units to those on acute care hospital units, but were unable to find appropriate national hospital staffing data.  For a recent project, we completed a search of all relevant databases and found limited data on nursing levels in hospitals.  The American Hospital Association Hospital Statistics reports data on registered nurses and licensed practical nurses in hospitals, but does not provide data on unlicensed nursing personnel; further, those data combine both inpatient and out-patient nursing staff.  (The Institute of Medicine is conducting a congressionally-mandated study of hospital and nursing home staffing hours that will be released in December, 1995.)

	While there are little data available on nursing levels in hospital units, we do have some data from a previous study of ventilator-dependent units. In these units, nursing hours per patient day range from two to four hours per shift, or approximately 8 to 12 hours per day, for registered nurses only.�   All of the RNs had substantial experience with ventilator-dependent patients and had previous training in cancer care units or intensive care units.

	Exhibit 4.13 shows nurse staffing by level in the U.S. and in each state we visited for nursing home units that were either Medicare and Medicaid certified (the reference used does not provide staffing data for Medicare-only units).  “Productive” nursing hours (i.e., paid hours minus vacation and other leave) averaged 3.2 across the U.S., with roughly one-third of the hours provided by licensed nurses (RNs or LPNs).

	Staffing in the subacute units we visited varies by platform, as shown in Exhibit 4.14.  Subacute SNFs tend to have higher staffing (more nursing hours per patient day) than the average nursing homes, but less staffing than long-term or rehabilitation hospitals.

Exhibit 4.13�Paid vs. “Productive” Nursing Hours per Patient Day in Dually Certified �Nursing Facilities:  1993

�Type of Nursing Staff��Source�RN’s�LPN’s�CNA’s�Total��Paid Nursing Hours Per Pt Day:1������California�1.1�0.9�2.6�4.6��Florida�0.8�1.0�2.2�4.0��Massachusetts�0.8�1.2�2.3�4.3��Ohio�2.8�1.5�2.9�7.2��U.S. Average�1.4�1.5�2.7�5.6��Productive Nursing Hours Per Pt Day:1������California�0.4�0.6�2.1�3.1��Florida�0.4�0.8�2.0�3.2��Massachusetts�0.4�0.5�2.0�2.9��Ohio�0.4�0.8�2.1�3.3��U.S. Average�0.4�0.7�2.1�3.2��

Notes:		RN=registered nurse; LPN=licensed practical nurse; CNA=certified nursing assistant.

Sources:	1	Harrington, Thollaug, & Summers, 1995, State Data Book on Nursing Home Facilities, Staffing, Residents, and Facility Deficiencies, 1991-1993.



�	As detailed in Exhibit 4.14, the data also indicate that there is a great deal of variation in nursing hours among subacute SNFs, and there is also intra-facility variation in staffing across subacute programs.  Some SNFs provide as few as 4.14 hours per patient day on their subacute units, yet several SNFs had ratios over 5.00 hours per patient day.  

	Relative to subacute SNFs, staffing in long-term and rehabilitation hospitals is higher on average, and much less variable (although some subacute SNFs provide more nursing hours per patient day).  Direct nursing hours per patient day varied among long-term hospitals from 5.50 to 6.53.  Data from one of the long-term hospitals that separated the nursing hours for the complex medical and rehabilitation subacute units, suggests that nurse staffing is high for both programs.  The distinct-part rehabilitation unit also had a high number of nursing hours per patient day.

	The ratio of RN time compared to LPN and CNA time is also greater in subacute SNFs than among traditional nursing homes.  While staffing levels are higher in subacute SNFs, a number of respondents indicated that there are still concerns about the amount of nursing provided and about the training of staff.  Hospital discharge planners and some other respondents indicated that they believed staff in many subacute programs were not adequately trained or experienced in caring for more acute patients.  For instance, one respondent claimed that at the facility where she works they perform tracheotomies, but when asked how often they perform such services, the individual responded “We just had an in-service on it last week.”

	By contrast, many of the subacute SNFs we visited specifically sought out RNs with previous experience in intensive care.  Furthermore, it was our sense, confirmed by many of the nursing staff we interviewed, that the development of subacute care is attracting a new breed of RNs with acute care experience to post-acute settings.  This trend may be accelerated by declining job opportunities in hospital settings.  Nurses Associations reported that subacute facilities and home health care are being promoted as viable employment opportunities for RNs.

	Subacute SNFs often train existing staff and/or hiring new staff.  As noted above, many facilities are hiring critical care nurses and are recruiting Directors of Nursing from acute care settings.  Critical care nurses require less intensive training than traditional nursing home nurses, because they are more experienced with the acutely ill patient.  Nurses with acute care backgrounds must learn SNF regulations.  Several critical care nurses who recently moved to the subacute setting said they enjoyed working in the subacute field because there was of an opportunity to see the patients progress from admission to discharge. 

	The retraining of long-term care nurses provides subacute SNFs with many challenges, including trying to change attitudes about work and the confidence level of nurses.  Those nurses who are accustomed to a traditional nursing home style of care have had to change their mindsets and adapt to treating the higher acuity patient.  Sometimes this change can not be�

Exhibit 4.14�Staffing (Direct Nursing Hours Per Patient Days)�at Facilities We Visited



Freestanding and Hospital-based Skilled Nursing Facilities:

� EMBED Excel.Sheet.5  ���

Long-Term Hospitals and Rehabilitation Unit:

� EMBED Excel.Sheet.5  ���

Key:	See Exhibit 4.3.�N/A=not available; SNF=skilled nursing facility; HB SNF=hospital-based SNF; LT=long-term; rehab=rehabilitation.

Note:	(1)	These do not represent direct nursing hours; they are the average number of staff by nursing levels for each of the three shifts.  The staff for SNF 7 is for 10 subacute beds.  The staffing for HB SNF 12 is for 25 beds.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.



accomplished by just teaching new skills, since subacute care is a different approach to care and requires a new way of thinking.  One local nurse’s association we interviewed reported encouraging schools of nursing in the area to introduce students to subacute facilities because this is where many patients (and jobs) will be.

	Some providers with whom we talked expressed concern about the ratio of LPNs or certified nurses assistants to RNs in subacute freestanding SNFs.  One critic reported that LPNs are providing IV care in freestanding SNFs.  A rehabilitation hospital reported that more than half of their RNs are certified in rehabilitation nursing and several SNFs that focus on rehabilitation also report employing RNs with rehabilitation certification.

	The majority of nurses associations with which we spoke had concerns about subacute care.  (One representative had information only from reading about subacute care and had no concerns.)  Nurses associations had concerns about whether subacute SNFs were staffed appropriately for the acuity of patients being referred and the quality of care provided.  An organization representing unregistered nursing staff also expressed concern about quality of care and the lack of training for unregistered nursing personnel (Service Employees International Union & Locals 22, 102, 250, & 399, 1995a; 1995b).

	Some consumer advocates expressed these same concerns.  One consumer advocate stated that “these facilities can’t even take care of long-term residents.  How are they going to take care of sicker people?”  Consumer advocates also expressed concern about patients with high acuity diverting staff from patients who are less ill.

N.	Most subacute patients are discharged home.

	One characteristic of subacute care reportedly is the focus on discharging patients home.  Some providers reported that discharge planning starts on day one in the subacute facility and, in at least one facility, patients are told their anticipated discharge date on the first day.  While prompt discharges home are a point of pride with some facilities, they are a source of concern to others, particularly those whose managed care experience is new.  Some facilities with managed care patients reported having little control over when patients are discharged from their facility and, one in particular expressed dismay over managed care organizations lack of consideration about social factors that might result in patient readmissions.  In on-site interviews, subacute providers consistently reported that a very high percentage of patients went home post-discharge:  between 70 percent and 90 percent of patients.

	As shown in Exhibit 4.15, most subacute patients are discharged home, but somewhat less frequently than the estimates we had heard.  The average subacute SNF we visited discharged 57 percent of patients home.  The next most prevalent discharge destination was acute hospitals (17 percent), followed by discharge to other SNFs (14 percent), expired (9 percent), and other.

Exhibit 4.15�Estimates of Discharge Destinations from Facilities We Visited

Freestanding and Hospital-based Skilled Nursing Facilities:

�

Long-Term Hospitals and Rehabilitation Unit:

�

Key:	See Exhibit 4.3.

Note:	Some facilities total percentages do not add up to 0 due to missing data.

	SNF=skilled nursing facility; SAC=subacute care; Rehab=rehabilitation; LT=long-term hospital; HB=hospital-based.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.

�	The average long-term or rehabilitation hospital sent a much greater percentage of patients home (69.5 percent) compared to subacute SNFs.  There were fewer deaths (3 percent) in long-term and rehabilitation hospitals compared to subacute SNFs.  Nineteen percent of long-term and rehabilitation hospital patients were discharged to SNFs. 

O.	The average length of stay (ALOS) varies for subacute patients.

	ALOS varies depending on the patient’s condition.  One facility reported that ALOS for stroke patients is 14 to 21 days, ALOS for hip patients is 14 days, and hip and knee prosthesis patients have an ALOS of 7 to 10 days.  For some diagnoses, ALOS varies significantly across subacute facilities while for others, ALOS is more similar.  Exhibits 4.16 and 4.17 demonstrate the similarities, as well as the differences in ALOS for two conditions that are commonly treated in subacute facilities.

P.	Few facilities currently are collecting data on quality or clinical outcomes.

	One of the key features of ideal or prototypical subacute care is outcomes-based care.  Of the subacute providers we visited, very few have implemented outcomes measurement systems which they can use to measure and improve their care.  Six of the facilities we visited indicate that they are either using their own outcome measure or are in the process of developing an outcome measure.  Two of the sites we visited that are not yet collecting data reported that they will use the Formations outcome measure in the future.

	Of those that do collect outcomes, the Functional Independence Measure (FIM) is the most popular, however it is limited to rehabilitation subacute. A few sites indicated that the FIM measure was not sensitive enough for subacute patients (i.e., it is said not to differentiate well among the higher levels of medical subacute); these sites were either using the FIM with another outcome measure or developing a measure they considered more appropriate for subacute care. 

	While the FIM allows for comparisons across facilities, the data provided to us do not.  As shown in Exhibit 4.18, only 4 out of 12 SNFs had outcome data available on their patients.  One long-term hospital also collected FIM scores on their subacute patients.  The rehabilitation unit collects FIM data on all of their patients.    

	Many providers expressed dissatisfaction with the FIM, saying it does not adjust for medical severity.  They also mentioned that the measures can also be manipulated to produce a “rosy” picture.  These measures can be “gamed” because admission and discharge scores are on the same page.  Providers also mentioned that the FIM fails to capture medical stability and rehospitalization, and, the LOS measure fails to capture the fact the often times discharge depends on socioeconomic factors such as family support and income, rather than the patient’s physical status.

� Exhibit 4.16�Average Length-of-Stay for Rehabilitation Patients (By days)�for Some of the Skilled Nursing Facilities We Visited

�

Key:  	See Exhibit 4.3.

Note:	This exhibit reflects only the facilities that were able to provide average length of stay for rehabilitation patients.

	SNF=skilled nursing facility; HB=hospital-based.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.



Exhibit 4.17�Average Length-of-Stay for Respiratory/Pulmonary Patients (By days)�in Some of the Facilities We Visited

�

Key:  	See Exhibit 4.3.

Note:	This exhibit reflects only the facilities that collect ALOS on respiratory/pulmonary patients.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.

�Exhibit 4.18�Functional Independence Measure (FIM) Scores�for Patients in Facilities We Visited

Freestanding and Hospital-based Skilled Nursing Facilities:

� EMBED Excel.Sheet.5  ���

Long-Term Hospitals and Rehabilitation Unit:

� EMBED Excel.Sheet.5  ���

Key:  	See Exhibit 4.3.

Note:	SNF=skilled nursing facility; HB=hospital-based; SAC=subacute; BI=brain injury; SCI=spinal cord injury; Neuro=neurological; Ortho=orthopedic; ADL=activities of daily living; Not Avail=Data not available; Not Using=facility is not using the FIM.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.



	Facilities using the FIM varied in the frequency in which they measured progress.  One facility used the FIM daily to assess improvement.  Another facility uses the FIM weekly to assess discharge potential.  A third facility uses the FIM every other week.

	A few of the providers considering or in the process of implementing an outcomes measure commented that they may use something other than the FIM.  A number of sites we visited also use patient satisfaction surveys to assess quality.

	While the FIM may be appropriate for rehabilitation patients, there is a need for a measurement system for medical subacute patients.  At the time of our site visits, there was not a well-developed measure for medical subacute, although there is an expressed need for standards and guidelines for this type of care.  

	We heard that some health plans, including Kaiser, are requiring the use of the FIM.  Other managed care groups appear to be pushing for subacute facilities to produce patient outcomes.  Subacute providers suggested that the availability of outcomes measures may be one of the key factors in the future growth of relationships between providers and managed care organizations.  Managed care plans also believe that accreditation will play an increasingly important role in determining which subacute providers will be able to provide quality care.

Q.	Rehospitalization rates vary across settings.

	Transfer and rehospitalization rates from a subacute setting provide some insight into potential quality issues.  Rehospitalization rates are defined as the percentage of patients who are transferred to an acute care setting from the subacute setting.  This rate includes emergency transfers as well as scheduled transfers for surgery and  appointments. 

	As shown in Exhibit 4.19, the provider’s self-reported estimates of transfer rates vary widely -- from 9 to 17 percent (a range that nearly doubles from the minimum to the maximum). One subacute SNF reported an estimated rate of 37 percent, although this represents both the subacute unit and the long-term unit.  Lacking comparative or national data, we do not know whether these rates are high, low, or average.  We did hear that 10 percent was the average for rehabilitation hospitals.

	Long-term and rehabilitation hospitals have readmission rates that are similar, and appear somewhat lower than the SNFs.  One long-term hospital has a much lower rate, perhaps because it has many of the resources of an acute care hospital, including an emergency room, an operating room, and an intensive care unit.

	Anecdotal reports of rehospitalization from our on-site interviews included various explanations of these events.  One facility reported that 10 to 25 percent of subacute patients go back to ICU or CCU.  Another facility reported that one patient per day goes to the emergency room (out of 80 patients).  One facility with several physicians on staff reported that there have been no rehospitalization in the previous three months.  A facility reporting that only one to two percent of patients require an emergency rehospitalization maintained that readmissions are a matter of staff competency.  Another facility maintained that emergency readmissions are a matter of staff competency and admission criteria.  Admission criteria may be a problem if a facility is accepting unstable patients.  Apparently it is possible to reduce the rate of emergency rehospitalization.  One facility reported that after providing training for their nursing staff their readmission rate dropped.

Exhibit 4.19�Acute Hospital Readmission Rates�for the Facilities We Visited�(includes emergency transfers and scheduled admissions)

Freestanding and Hospital-based Skilled Nursing Facilities:

�

Long-Term Hospitals and Rehabilitation Unit:

�

Key: 	See Exhibit 4.3

Note:	SNF=skilled nursing facility; LT=long-term; HB=hospital-based; Rehab=rehabilitation.

Source:	Lewin-VHI interviews with providers.  Data reflect providers’ estimates.





R.	Other quality indicators.

	Outcomes are only one component of quality.  As discussed in a different section of this report, other components of quality include structure (staffing, physician involvement, equipment) and process (protocols, interdisciplinary teams).  

	While some providers stated that heavy physician involvement was essential to a quality subacute program, other providers suggested that physician involvement is not necessary for proving high quality care.  These providers believe the importance is in developing a highly skilled staff and obtaining inter-staff cooperation to produce better outcomes. 

	Providers also suggested that certain equipment was essential for a quality subacute program.  For example, several providers who specialize in respiratory/pulmonary care stated that all facilities who treat ventilator-dependent patients should be equipped with rooms that have pumped-in oxygen and Puritan-Bennett 7200 respirators.  Providers also emphasized the importance of specialized therapy equipment. 

	We had heard that treatment protocols were an important component of the subacute care approach.  However, during our visits we found only one provider who had actually developed (but not yet fully implemented) standard protocols for some types of subacute care patients.  Protocols specify the expected daily course of treating patients with particular conditions, emphasized daily goals, and theoretically can be refined over time as more effective “technologies” are developed.

	Interdisciplinary teams were also mentioned as a necessary component for a quality subacute program.  Those we observed consisted of key members of the staff, including nurses, physical, occupational, respiratory and speech therapists, social workers, case managers, and -- in one case -- physicians.  The typical interdisciplinary team meeting spends 5 to 10 minutes per patient, during which all members of the staff discuss the patient’s progress.  In one we observed, the directing physician then prescribed the next steps of the patient’s care plan and, if appropriate, set a discharge date for that patient.  

	Many of the facilities we visited appeared to be in the process of developing their programs to be closer to the ideal of subacute care.  This ideal includes data collection on outcomes, developing and standardizing protocols for patient care, and training current staff to provide care to patients with higher acuity.  The lack of data and formal methods by which to compare providers has necessitated other ways for determining which providers actually deliver high quality care.  We found that most discharge planners believe “gossip” about facilities and maintain that relationships with acute care and other subacute care providers are very important.

III.	What Is The Role of Home Health Care In Subacute Care?

	The ASPE task order specified that we examine subacute care in six different settings or platforms, including in the home.  We decided that site visits to home health care providers was not an efficient way to obtain the information we needed to determine whether subacute care was being provided in the home.  Instead, we conducted telephone interviews with representatives of eight home health care providers, discussed below.

A.	Discussions with others in the subacute field initially suggested two principal roles of home health care in the subacute market.

	We developed two hypotheses about home health care and subacute care based on our interviews with hospital discharge planners, subacute facilities, and our expectations that home health care would serve two functions in the subacute care arena. 

We hypothesized that high tech home health care provided by home infusion firms would substitute for facility-based subacute care.

We hypothesized that full-service HHAs would receive referrals from subacute facilities.



Most hospital discharge planners and representatives of subacute facilities indicated that a large number of patients were discharged home with a home health care referral.  They were unable to say whether these patients actually received home health care post-discharge.

	To test our hypotheses, we interviewed four representatives of three national firms specializing in home infusion therapy or high technology home health care and six representatives of five “full-service” HHAs, including at least one HHA in each of the four market areas.�

	Exhibit 4.20 shows the representatives from the home health industry we interviewed for the home health component of this study.

Exhibit 4.20�Home Health Care Staff Interviewed

Type of Firm�Boston�Columbus�Los Angeles�Miami�Other��High Tech�Director

VP Clinical Affairs����Nursing Administrator

Nurse��Full-Service HHA�VNA VP of Planning and Corp. Development�VNA Nursing Manager�VNA President

VNA Intake Nurse�Director Medicare Division/for profit HHA

Intake Nurse���

Source:	Lewin-VHI interviews with providers.



	The representatives of the home health care firms we interviewed were, for the most part, management staff who were aware of current and prior trends in their business, details of clinical care, referral sources, payor mix, and other information to inform the study.

B.	We talked to representatives of two types of home health care firms:  those specializing in “high tech” services and “full-service” providers.

	The first type of home health care firm with which we talked is the “high tech” home infusion firm.  These national chains have some local units that are Medicare-certified “Home Health Agencies,” while other units are not certified “Home Health Agencies.”� 

	Home health care is principally covered under Medicare Part A and provides skilled nursing services, therapies, and some home health aide services.  Infusion pumps, some supplies, and infusion drugs are covered under the DME (Durable Medical Equipment) benefit, a Part B benefit.  Thus, if a Medicare beneficiary receives home infusion therapy from a Medicare-certified home health agency, part of the claim is filed by the agency under Part A and the other under Part B.  Sometimes Medicare beneficiaries are served by two different organizations:  one a certified HHA that provides the nursing services; one a home infusion company that subcontracts with the certified HHA to provide those items covered under Part B.  Home infusion companies also directly supply skilled nursing services along with the pumps, supplies, and drugs to private payors and health plans.

	Home infusion firms specialize in providing “sophisticated treatment to be given in the home, including care previously available only in a hospital” (Commerce Clearing House, 1994, p. 807).  The Office of Technology Assessment defines home infusion therapy as:  

“a medical therapy that involves the prolonged (and usually repeated) injection of pharmaceutical products, most often delivering intravenously (into a vein) but also sometimes delivered via other routes (e.g., subcutaneously or epidurally).�  Some drugs, such as antibiotics, may be infused over relatively short periods (e.g., 30 minutes) a few times each day; others, such an analgesics to relieve extreme pain, may be administered around the clock.  All of these infusion therapies have in common the need for specialized equipment and supplies and skilled nursing care in order to be administered safely” (OTA, 1992).

	According to the OTA, the home infusion industry is dominated by a few national proprietary firms that offer the therapy, including equipment and drugs, as well as clinical pharmacy and nursing services in a number of locations.�   Almost $3 billion was spent on the home infusion therapy industry in 1992 for 42,656 patients nationwide (Marsh, 1993).  In 1991, an estimated 20,000 to 35,000 elderly patients received home infusion therapy OTA (1992).  OTA (1992) estimates that 10 percent to 15 percent of home infusion patients in 1991 were covered by Medicare; this estimate closely approximates the National Alliance for Infusion Therapy’s estimate (Commerce Clearing House, 1994).  We use the terms “high tech home health care firms”  or “home infusion firms” to refer to home infusion therapy firms.

	The second type of home health care firm with which we talked is the “full-service” HHA.  The majority of HHAs provide a variety of services from a number of health care professionals, including registered nurses, licensed practical nurses, therapists (physical, occupational, speech, and respiratory therapists), and social workers as well as services from home health aides.  Medicare is the largest single payor for home health care services, paying 40 percent (Prospective Payment Commission, 1994). We use the term “full-service” HHAs to describe these firms providing a full range of home health care services to distinguish between these firms and home health care providers specializing in high tech home health care.

C.	We found that the principal role of home health care in the subacute field is among “high tech” firms which appear to be substituting for some types of institutional subacute care.

	In this section we present results obtained from our interviews with nine representatives of home health care firms designed to test the hypotheses we posed.  We also discuss the conclusions that we have drawn based on those results.  

	As stated previously, we had two hypotheses going into the home health interviews:

Hypothesis 1:  That high tech home health care provided by high tech home health care firms would substitute for facility-based “subacute care.

Hypothesis 2:  That full-service HHAs would receive referrals from subacute facilities.

From information gained during the interviews, we concluded that the first hypothesis was supported but that the second hypothesis was not supported.

1.	Support for Hypothesis 1:  High tech firms do appear to be substituting for facility-based subacute care.

	We conclude that high tech home health care firms appeared to be substituting for facility-based “subacute care.”  We base that conclusion on:

reports from these firms that they have most of the same characteristics as subacute facilities; 

differences between care delivered by high tech home health care firms and subacute facilities; and 

reports by managed care organizations that the determinant in sending a patient to a subacute facility or home is whether there is a “capable and willing caregiver” at home. 



In addition, one of the high tech home health care firms reported that it is providing training for staff in subacute facilities as well as “clinical backup,” as a niche business.  This is another way that high tech home health care firms are very involved in the “subacute care” phenomenon.

a)	Some high tech home health care firms have the same characteristics as subacute facilities reportedly have.  

	The subacute care literature characterizes subacute facilities by a number of factors, including having a product or specializing in types of care, an interdisciplinary team approach, written clinical protocols, utilizing goals and outcomes, utilizing more highly skilled staff (compared to traditional NFs), more physician involvement, the influence of managed care, and a more home-like environment than an acute care hospital.  High tech home health care firms report having some of these same characteristics. Exhibit 4.21 presents these characteristics and the number of high tech home health care firms reporting these characteristics. Since this care takes place in a home, the homelike atmosphere characteristic has been omitted from the Exhibit.  Following Exhibit 4.17 is a discussion of the high tech home health care firms and the degree to which they have the same characteristics as subacute facilities reputedly have.

	Two of the three high tech home health care firms indicate that they have specialized programs.  All three firms reported that they have interdisciplinary team meetings or formal case conferences.  By itself, interdisciplinary team meetings does not mean a home health care firm is providing subacute care.  All of these firms also reported that they have written clinical protocols, use outcomes, employ more highly trained staff, and are influenced by private insurance or managed care organizations.  Two of the three reported that, for the most part, physicians are not heavily involved in providing care.

Exhibit 4.21�How the High Tech Home Health Care Firms Compare on “Subacute” Characteristics

Characteristics�High Tech Firm #1�High Tech Firm #2�High Tech Firm #3��Specializes in types of care�yes�no�yes��Interdisciplinary team approach�yes�yes�yes��Written clinical protocols�yes�yes�yes��Utilizes outcome measures�yes�yes�yes��Utilizes more highly skilled nurses�yes�yes�yes��Physician involvement�a little�case conferences�no information��Influenced by private insurers, managed care�yes�yes�yes��

Source:	Lewin-VHI interviews with home health care providers.





(1)	High tech home health care firms specialize in programs of care.  

	Two out of the three high tech home health care firms reported that they have specific programs. All firms reported that that infusion therapy is a major part of their business.  One firm has additional programs in well baby and mother assessments through a contract with a large HMO.  They also have a program for high risk pregnancies that may require intravenous therapy, and a program for cystic fibrosis patients who use a therapy vest that provides automatic chest physical therapy. They reported that their business is dominated by newer technologies, but that infusion therapy is their core business.  Another firm has an onocology program, a program for HIV/AIDS patients, and TPN (total parenteral nutrition) as well as programs for infection requiring IV therapy, osteomellitus, Lyme disease, and bone marrow transplants.  The third firm reported that they have a wide range of patients and treatments; they do transfusions for bone marrow transplant patients, treat premature babies and HIV patients, provide pain management for terminal patients, and have respiratory patients (home ventilator patients and patients who require oxygen).

(2)	High tech home health care firms use written protocols.  

	Written protocols vary among the firms we interviewed.  One uses standards of practice from the Intravenous Nursing Society.  Another firm has clinical protocols for registered nurses and pharmacy.  That firm brought highly specialized physicians together in an attempt to reach consensus on treatment, but this has been problematic since some other physicians are reluctant to use the treatment protocols.  The third firm reported having protocols, but did not supply details.

�(3)	High tech home health care firms use outcome measures.  

	All three firms reported using clinical and process outcome measures.  One compares goals reached and not reached at discharge and their outcome measure is constructed from those scores.�  Another of the high tech home health care firms reported that outcomes include:  complications of intravenous therapy, rehospitalization, drug profiles, TPN lab values, equipment management, and asset (e.g., infusion pump) tracking.  The third firm uses unscheduled rehospitalizations, expenditures by diagnosis and complications by diagnosis.  This firm uses their outcome data in three ways:  (1) for program evaluation, (2) as a marketing tool, and (3) to produce peer-reviewed journal articles (e.g., Chertow et al., 1994; Lowrie, 1994).

(4)	High tech home health care firms use a highly trained nursing staff. 

	All three firms indicated that they use highly trained registered nurses.  All firms reported that their nurses have special training, either nurses with critical care background (i.e., intensive care or cardiac care background) or onocology experience, IV certification, or experience in HIV units or bone marrow transplant units.  Two firms reported additional training for their nurses.  One teaches their nurses how to administer care in the home environment.  The other firm reported that they do a full, complete orientation and that newly hired nurses work with a preceptor who supervises them closely in the beginning.

(5)	Physician are not very involved in directing patient care.  

	Two of the three high tech home health care firms report that physicians are not intensely involved in directing patient care after the initial referral and prescribing drugs.  The third firm did not comment on physician involvement.  One firm does indicate that some physicians are heavily involved in patient care, but that most are not.  A HCFA 1994 policy permitting payment for physician visits to home health patients may increase the involvement of physicians in the care of these patients.

(6)	Managed care has influenced high tech home health care.  

	The home infusion therapy industry has been influenced by private insurance from its inception.  The industry started providing TPN for Crone’s disease in the 1970s when private insurers realized that the treatment could be administered more cost effectively at home and that patients were happier at home.  In the late 1970s, the industry started providing antibiotic infusion in the home after a portable, electronic pump was developed that allowed controlled flow of the drug without constant monitoring by a nurse.  Insurance companies were quick to realize the cost effectiveness of home infusion therapy, compared to hospital care.  As a larger proportion of private health insurance has become managed care, the home infusion industry has also increasingly been paid under various types of risk contracts.

b)	There are differences between high tech home health care and facility-based subacute care

	Although there are a number of similarities between high tech home health care and facility-based "subacute care,” there also are a number of differences.  The differences include:

The use of the term subacute care

The availability of registered nurses on a 24-hour basis

The focus of the care provided by the two types of firms

The types of patients that they serve 



(1)	Home health care firms do not use the term “subacute care” to describe care delivered.  

	As discussed above, there is some consensus in how the term subacute care is used and who uses the term.  The subacute SNFs appear to use the term most consistently to describe the care they deliver.  High tech home health care firms, for the most part, do not use the term subacute to describe the care they deliver.  None of the four representatives of high tech home health care firms readily used the term subacute in describing any aspect of their business, with the exception of the one firm that is training clinical staff for subacute facilities as a niche business.  One informant did state that “if you are defining subacute as ‘step down’ (care), these are things that have been done by high tech home health care for quite awhile.”

(2)	The availability of RNs differs in home health care and subacute facilities.  

	All subacute facilities have at least one registered nurse available on-site at all times.  High tech home health care firms, for the most part, do not provide nurses on-site (i.e., at the patient’s home) on a 24-hour basis, although nurses are available on a 24-hour on-call basis by phone. High tech home health care firms maintain that a large part of the care they provide is teaching patients or their caregivers how to provide self care to the point that they are confident about not needing constant nurse attention.  The largest high tech home health care firm has an 800-number that patients can (and do) call at any time of the day or night as frequently as necessary.

(3)	High tech home health care firms and subacute facilities differ in the focus of the care they provide.  

	Some subacute facilities do not seem to have specialties, although a number do specialize in one or several types of care.  All three high tech home health care firms we interviewed indicated that infusion therapy is their core business.  One informant uses the term "pharmacy driven" to describe the core business of high tech home health care firms.  She explained that high tech home health care firms “make most of their money off the pharmacy products, not providing the skilled service.”  High tech home health care firms, for the most part, do not provide rehabilitation or care from aides.�

(4)	Different types of providers serve different types of patients.

	High tech home health care firms and subacute facilities appear to provide care to different types of patients.  The most frequent diagnoses found in subacute facilities would appear to differ from diagnoses that would be treated by home infusion therapy.�  High tech home health care patients also appear to be younger than the typical subacute care facility patient.  One home health care informant estimated that patients range from 35 years old to 55 years old and maintained that the average age is brought down by the large number of HIV/AIDS patients for whom her firm provides care.  Another informant reported that her firm has a large pediatric and a large onocology patient population; she estimates that the average age of patients is 30 years old to 45 years old.  Payor mix is another factor that suggests that high tech home health care firms serve a younger population.�  Managed care is the largest payor for high tech home health care.  For most of the subacute facilities we visited, Medicare is the largest payor, indicating a larger elderly population.

	Another difference between patients provided care by high tech home health care firms and subacute facilities is the ability of the patient or his or her informal caregiver to provide care.   High tech home health care patients must be capable either of self-care or have a capable caregiver.

	Patient stability is another potential difference between patients provided care by high tech home health care firms and subacute facilities, but this is less than clear.  There is some consensus in the subacute field that patients referred to subacute facilities should at least be medically stable.  One high tech home health care informant reported that patients referred to her firm are medically stable but have the potential to become unstable very quickly.  This also appears to be true of some of the patients referred to subacute facilities.

	In sum, although there are differences between high tech home health care and facility-based subacute care in the use of the term “subacute care,” the availability of registered nurses on-site on a 24-hour basis, in the focus of delivering care, and at least the demographic characteristics (age and/or living arrangements) of patients -- there appear to be more similarities than differences.  The factors used to characterize subacute care reportedly are evident in both platforms.  To some extent, based on our interviews, high tech home health care firms appear to have some of these characteristics more consistently than subacute facilities.  High tech home health care firms appear to have formalized protocols more frequently than most subacute facilities and more frequently use goals and outcomes to assess their care.  When we asked what the differences were between the care provided patients by high tech home health care and subacute facilities, one representative of a high tech home health care firm responded that the only difference was the availability of a registered nurse on-site on a 24-hour basis.

	The care provided both in subacute facilities and by high tech home health care reportedly is provided with supervision by more highly trained registered nurses from critical care environments, although in the facilities LPNs or nurses aides provide much of the care and in the home the patient or a caregiver provide the bulk of care.  In neither setting is the norm for the physician to be heavily involved in providing patient care on a daily basis.

	In addition, some managed care firms reported that the difference is not in the platform, but in the patient -- whether the patient or a caregiver is “capable and willing.”  These reports lead to our conclusion that high tech home health care firms are delivering “subacute care.”

2.	We found little evidence that full-service HHAs receive substantial numbers of discharges from subacute care facilities.

	From information gained during our interviews with full-service HHAs, we concluded that our second notion regarding the role of HHAs in subacute care was not supported:  that full-service HHAs were not, for the most part, receiving referrals from subacute facilities.  We based our second hypothesis, in part, on reports from subacute facilities that patients were discharged home with referrals to home health care.  In addition, an article in the trade journal, Home Health Line (February 27, 1995), reported receiving a wealth of referrals from subacute facilities, or would be in the near future.  A number of the facilities that we visited did point out that this was a referral, and that there was no way that they could determine whether the patients actually received home health care services post-discharge.�

	Of the five full-service HHAs we interviewed in the four market areas, only two reported receiving referrals from subacute facilities.  One of the full-service HHAs in Los Angeles reported that 1 percent of their referrals came from subacute facilities and the full-service HHA in Columbus reported receiving 20 percent of their referrals from subacute facilities.  This latter report is very interesting because Columbus does appears to have fewer subacute facilities and lower managed care penetration rates than the other three market areas.  The fact that subacute facilities report referring patients to HHAs at discharge and that HHAs report not getting referrals raises questions about quality.

3.	Full-service HHAs appear to be providing subacute care in the home.

	Early in our interviews with full-service HHAs, it became clear that some of them appeared to be providing high tech home health care to some of their patients.  In three out of the four market areas full-service HHAs appeared to be providing high tech home health care to patients with a high level of acuity.  (The exception is Columbus.)  We concluded that although full-service HHAs were, for the most part, not receiving referrals from subacute facilities, they were providing high tech home health care or subacute care in the home.  We based this conclusion on a number of factors:

Full-service HHAs in Miami and Los Angeles indicated that patients are discharged home directly from the ICU and CCU and within 24 hours of radical surgery.

Full-service HHAs in Boston, Miami, and Los Angeles indicated that many high tech patients currently being discharged to them are identical to the types treated in the hospital two years ago, suggesting an increasing HHA case-mix.

Full-service HHAs provide some of the same services that high tech home health care firms do in three of the four market areas (Boston, Los Angeles, and Miami).

Full-service HHAs utilize more highly skilled staff to provide high tech home health care, just as high tech home health care firms and subacute facilities do.

Physicians reportedly are not very involved in directing the high tech home health care provided by both types of firms or in most subacute SNFs.

LOS is similar for both types of high tech home health care providers.

Emergency rehospitalization rates are similar for both types of high tech home health care providers.



	There appear to be a number of similarities between the high tech home health care provided by full-service HHAs and high tech home health care firms, as well as similarities between the care provided by both types of home health care firms and subacute facilities.  

a)	Patients discharged directly from the ICU and CCU are common to both HHAs and subacute facilities.  

	Full-service HHAs in Los Angeles and Miami reported that they receive patients directly from ICUs and CCUs.  They also receive patients within 24 hours of radical surgery.  For example, mastectomy patients are being discharged home and referred to full-service HHAs within 24 hours of surgery in Los Angeles.  Subacute facilities also receive referrals directly from ICUs and CCUs and following surgery.  Our full-service HHA informants in Boston, Miami, and Los Angeles also reported that most of the patients for whom they currently are providing care would have received this type of care in the hospital two years ago.

	Full-service HHAs also appear to provide some of the same services to their high tech patients as high tech home health care firms, as shown in Exhibit 4.22.  

Exhibit 4.22�The Types of High Tech Home Health Care Provided

�

Source:	Lewin-VHI interviews with home health care providers.



	One HHA in Los Angeles and the agencies in Boston and Miami reported that they provide home infusion therapy to patients.  They also reported providing IV care to onocology patients.  That same Los Angeles full-service HHA provides pediatric high tech care, care for premature babies, pain management for onocology patients, and has home patients with ventilators and trachs.  The Boston HHA provides TPN, pediatric intravenous care, blood transfusions, IV chemotherapy, and care to ventilator and trach patients.  The Miami HHA provides chemotherapy and wound care in addition to infusion therapy.  These types of care with the exception of wound care, are all provided by home infusion firms.  Although the Columbus HHA does not represent itself as providing high tech home health care, it reported using wound care specialists in providing wound care, a type of program that has appeared in some subacute facilities.  

b)	Full-service HHAs and home infusion firms both utilize more highly skilled nursing staff.

	Full-service HHAs providing high tech home health care utilize more highly skilled nursing staff to provide high tech home health care, just as high tech home health care firms and subacute facilities do. All five full-service HHAs we interviewed indicate that they are using more specialized registered nurses to provide home health care.  The Boston HHA has a team of 25 intravenous (IV) nurses.  One Los Angeles HHA reported that they hire “burned out” special nurses with ICU experience and recruit IV certified nurses.  The second Los Angeles full-service HHA reported that they are hiring more specialist nurses, especially nurses who can put in special IV lines that patients or families can administer.  The Columbus HHA uses wound care specialists to provide care to wound patients.  The Miami HHA indicated that their specialty nurses have a high technology background, but does not specify what type.

c)	Physician involvement in directing care varies.   

	Physician involvement in directing patient care appears to be more variable than the involvement of highly trained nurses across the full-services HHAs. This variation appears to be similar to what we heard from high tech home health care firms and some of the subacute facilities.  We did not hear much about the role of physicians in the high tech home health care provided by full-service HHAs, although the Boston HHA reported that they have developed teams for the physician groups with whom they work.  The nurses meet with the physicians and they are creating automated links with physicians’ offices to generate case reports.  They communicate with physicians by phone at least weekly and some times daily.

d)	Most referrals come from acute hospitals for all three types of providers.  

	As shown in Exhibit 4.23, referral sources also appear to be similar for full-service HHAs and high tech home health care firms with most (50-80%) coming from acute care hospitals.  Nearly 100% of subacute care patients treated in facilities come from hospitals.  The Boston HHA reported that recently they have been receiving more referrals directly from managed care organizations or physician offices.  These reports are less influential in convincing us that full-service HHAs provide high tech home health care than the fact that patients are coming directly from ICUs and CCUs in hospitals, the type of care they deliver, or the use of specialty nurses. 

e)	Emergency rehospitalization rates are similar for both types of home health care firms.  

	Emergency rehospitalization rates appear to be similar for both types of high tech home health care providers (Exhibit 4.24).  Rehospitalization for emergencies ranges from 0 percent for one of the high tech home health care firms to eight percent for another high tech home health care firm.  Four out of the eight firms provide us with no information on emergency rehospitalization.  The full-service HHA in Boston reports a total rehospitalization rate, including emergency and planned rehospitalizations; they report that 35 percent of their patients go back to the hospital.  The Columbus HHA reports that few patients have emergency rehospitalizations, but they do not consider their patients to require high tech home health care.  Two of the high tech home health care firms estimate that the percentage of their patients requiring rehospitalizations, including emergency and planned readmits, are 10 percent to 18 and 33 percent, respectively (Exhibit 4.25).

	One high tech home health care firm reported that many of their rehospitalizations are due to patients being immuno-suppressed or to disease progression, but that these rehospitalizations are not through the emergency room.  Another high tech firm reminded us that their patients are “very sick.”  One full-service HHA reporting a low rehospitalization rate noted that they consider emergency readmissions to be a “failure” on their part.  Another full-service HHA that reported a high rehospitalization rate attributed at least part of that rate to the fact that many of their patients routinely use the emergency room for primary care.  Another full-service HHA reported that most rehospitalizations are for patients with wounds, CHF, or COPD, who would have rehospitalizations regardless of the care they receive.

Exhibit 4.23�Sources of Patients Cared for by Home Health Providers In This Study

PROVIDER�Hospital�Home, Clinic, or Physician�Subacute ��High Tech #1�60%�40%���High Tech #2�70%�30%���High Tech #3�75%�25%���Boston HHA�80%�20%���Columbus HHA�60%�20%�20%��Los Angeles HHA #1�75%�25%���Los Angeles HHA #2�94%�5%���Miami HHA�50%�50%�1%��Source:  Lewin-VHI interviews with home health care providers.



Exhibit 4.24�Estimated Emergency Rehospitalization Rates for Home Health Care Patients�Treated by Providers In This Study

�

Source:	Lewin-VHI interviews with home health care providers.  Data reflect providers’ estimates.



Exhibit 4.25�Readmission Rates for High Tech Home Health Care Patients

�

Source:	Lewin-VHI interviews with home health care providers.



�f)	Lengths of stay vary widely for both high tech home health care patients and subacute facility patients.  

	Lengths of stay vary widely for high tech home health care patients and across full-service HHAs, as illustrated in Exhibit 4.26.  Lengths of stay also vary widely for subacute facility patients.

Exhibit 4.26�High Tech Home Health Care �Lengths of Stay Vary Widely

�

Source:	Lewin-VHI interviews with home health care providers.  Data based on providers’ estimates



	Variation may be due to the age of the patient, the type of care required, and the payor, among other factors.  For example, the Boston HHA estimated that a 40 year old with knee surgery will only require a 21-day stay while a 75 year old with a double lung transplant will require a six months stay.  The Miami HHA reported that wound care would require a 56 to 84 days stay while fracture patients have an ALOS of the same length.  Onocology patients with co-morbidities would have an ALOS of 42 to 56 days.  One of the Los Angeles full-service HHAs reported that the stay for a new diabetic patient usually is 30 days for Medicare managed care patients while it is 60 days for Medicare fee-for-service patients.  The other Los Angeles HHA reported that their average LOS is 45 days, agency wide.  Miami reported an average of four to six weeks.  High tech firms appear to have similar variation in LOS.  One of the high tech home health care firms indicated that the ALOS for home infusion therapy is 21 days while the stay for their TPN patients is 120 days.  Generally, ALOS for the home health patients served by the infusion therapy firms with whom we spoke is greater than the ALOS for the subacute SNF we visited.

	There also are differences between high tech home health care provided by HHAs and high tech home health care firms.  

High tech home health care makes up a greater proportion of business for the high tech firm when compared to full-service HHAs. 

High tech home health care firms appear to provide care to different types of patients than full-service HHAs. 

Average visits per week appear to be different for full-service HHAs when compared to high tech home health care firms. 

The payor mix for high tech home health care are different for the two types of firms. 

The settings in which high tech home health care patients were treated two years ago are different for high tech firms versus full-service HHAs.  



g)	Full-service HHAs provide a smaller proportion of high tech home health care than home infusion firms.  

	High tech home health care makes up a greater proportion of business for the high tech home health care when compared to full-service HHAs, as shown in Exhibit 4.27.  

	The high tech home health care firms report that between 71 percent and 99 percent of their patients require high tech home health care services.  In contrast, full-service HHAs report between 0 percent and 20 percent of their patients require high tech services.  This large difference appears to reflect the different emphases of the two types of agencies.  High tech home health care firms were developed specifically to address the home infusion market; home infusion represents their core business.  In contrast, the full-service HHA agencies appear to have just recently begun to provide high tech home health care and this is not the major thrust of their business.  Rather, the major thrust is providing skilled nursing care and therapies.

h)	Full-service HHAs and home infusion firms have some types of patients that are different.  

	High tech home health care firms reportedly provide care to different types of patients than full-service HHAs.  Both types of firms provide high tech home health care to many of the same types of patients.  At the same time, high tech home health care firms are reportedly “pharmacy driven.”  This may be why they do not provide wound care, as full-service HHAs do.  Another apparent difference:  high tech firms report providing care for HIV/AIDS patients while full-service HHAs do not.

Exhibit 4.27�Percentage of High Tech Home Health Care Being Provided By Firms



�

Source:	Lewin-VHI interviews with home health care providers.





	Average visits per week appear to be higher for full-service HHAs compared to high tech home health care firms, as illustrated in Exhibit 4.28.  HHAs appear to provide a greater frequency of skilled nurse visits than high tech home health care firms.  Two of the three high tech home health care firms reported providing skilled nurses two or three visits per week and one to two visits per week, respectively.  The third high tech home health care firm reported that there is no average, but that their maximum is two visits per day.  The full-service HHAs reporting explicitly that they provide high tech home health care (excluding Columbus) reported at least daily skilled nursing visits at the beginning of a stay.  Some HHAs reported that some patients require two skilled nursing visits per day, especially patients with large decubitis ulcers.  One Los Angeles HHA reported an average of two skilled nursing visits per day for high tech home health care patients.  Full-service HHAs appear to start off the high tech home health care stay with a high intensity of skilled nursing visits and taper off; all four of the HHAs providing high tech home health care reported that the number of skilled nursing visits per week tapers off during the home health stay.  High tech firms seem to have a consistent number of skilled nursing visits across patient stays.  One high tech home care firm informant reported that the number of skilled nursing visits per week is determined by the number of blood draws required.  High tech firms indicated that they provide intense patient education during the initial skilled nursing visits.  

�

Exhibit 4.28�Average Visits Per Week Comparison Between�Home Infusion Firms and  Full-Service Home Health Agencies�

�

Source:	Lewin-VHI interviews with home health care providers’.





i)	Medicare pays for most full-service high tech care HHAs while managed care pays for most home infusion firm care.  

	The payor mix for high tech home health care is different for high tech firms versus full-service HHAs.  As one can see in Exhibit 4.29, commercial insurance or managed care organizations are the primary payors for the care provided by home infusion firms we interviewed while Medicare pays for the largest proportion of high tech care provided by the full-service HHAs.  Together managed care and private fee-for-service insurance pay for 75 percent of the care provided by high infusion firm #1, while “commercial insurance” pays for 66 percent of the care provided by high tech firm #3.�  High tech firm #2 has the least managed care for the three firms, with managed care paying for 50 percent of the care; we do not know how 25 percent of that firm’s care is distributed among payors other than Medicare fee-for-service and managed care.  Medicare fee-for-service pays from 12 to 25 percent of the care provided by these firms.  We are unable to distinguish between the proportion paid by Medicare and by Medicaid for the care provided by high tech firm #3.  Four out of the five full-service HHAs receive the lions share of payment for high tech care from Medicare fee-for-service �

Exhibit 4.29�Estimated Payor Mix for Home Health Care Firms In This Study

PROVIDER�Managed Care�Medicare FFS�Medicaid�Private Insurance (FFS)�Mix of Various Payors��High Tech #1�60%�12%�10%�15%���High Tech #2�50%�25%���25%1��High Tech #3�66%��33%����Boston HHA�15%�65%���20%2��Columbus HHA�0%�99%�����LA HHA #1�25%�75%�����LA HHA #2�75%�25%�����Miami HHA�40%�60%�����1 Medicaid, private FFS, and self-pay.  2 Medicaid and private FFS insurance

LA = Los Angeles; HHA = “full-service” home health agency

Source:  Lewin-VHI interviews with home health care providers.



patients.  The fifth HHA received 25 percent of its reimbursement from Medicare for fee-for-service patients, but does not distinguish between Medicare managed care and other managed care patients.  Two of the three home infusion firms appear to get at least a proportion of their payment for high tech home health care from Medicaid while only one of the full-service HHAs (Boston) mentions Medicaid as a payor.  The Los Angeles HHA #2 apparently does not have any Medicaid patients; 75 percent of its reimbursements comes from managed care and Los Angeles county does not have managed care for its Medicaid recipients yet.

j)	Patients were treated in different places two years ago.  

	The settings in which high tech home health care patients were treated two years ago are different for home infusion firms versus full-service HHAs.  Home infusion firms indicate that most patients they currently treat would have been treated by home infusion firms two years ago.  In contrast, the full-service HHAs indicate that the high tech patients for whom they currently provide care would have been treated in the hospital two years ago.

k)	Based on these similarities and differences, we conclude that full-service HHAs are providing subacute care in the home.  

	Based on the similarities between the high tech home health care provided by full-service HHAs, home infusion firms and subacute facilities, we conclude that full-service HHAs are providing high tech home health care or subacute care in the home.  The apparent acuity of patients as evidenced by the fact that both HHAs and subacute facilities have referrals directly from ICUs and CCUs and after radical surgery, the similarity of high tech services provided by both HHAs and home infusion firms, the use of higher skilled nurses by all three types of firms, the similarity of emergency rehospitalizations for both HHAs and home infusion firms, and the wide variation in LOS for both HHA high tech home health care and subacute facility patients all support our conclusion.

	Based on the differences between the high tech home health care provided by full-service HHAs and home infusion firms, we conclude that in some cases, the two types of firms currently are treating different types of patients for different types of problems.  While full-service HHAs appear to be treating many of the same types of diagnoses that home infusion firms treat, only HHAs appear to be treating wound patients.  This difference may be explained by the fact that home infusion firms are “pharmacy driven” and make most of their profit from drugs rather than providing skilled nurses.

D.	Other findings from our interviews with informants about subacute home health care.

	In this section we discuss other information obtained in our interviews with HHAs and other informants that are relevant to subacute care being provided by HHAs.  

Informants from some of both types of home health care firms expressed concerns (and lack of concerns) about high tech home health care administered by lay people.

Some of our respondents expressed concern about the increased role of managed care in health care and home health care and managed care’s record in home health care.

Consumer advocates also expressed concern about the increased role of managed care and consumer’s ability to access home health care.

Some of our respondents expressed concern about poor and near-poor patients requiring long-term home health care not being able to access home health care as more resources are shifted to patients with higher acuity.  This has been called the "no care zone.”



1.	Informants expressed concerns (and lack of concerns) about high tech home health care administered by lay people.

	We asked the high tech firms whether they had concerns about lay people (i.e., patients or their caregivers) administering high tech home health care.  Only one of the four informants from high tech firms expressed concerns, and then her concerns were mainly about the elderly providing self-care or care as primary caregivers.  One informant explained that patients over 55 years of age are more reluctant to take on home health care and maintained that older patients require more education, often on a daily basis.  She further reported that if the patient has no caregiver, they have to use a full-service HHA and have to negotiate with the managed care firm for that.  The only informant (not an administrator) who had concerns about lay people providing high tech home health care thought that it was “unfair to patients.  They are being told that they or family have to do care,” regardless of whether they felt competent to do so.

	The other three informants from home infusion firms expressed no concerns about this issue.  One indicated that they provide a great deal of patient education and have no concerns about lay people providing this care and pointed out that caregivers are phenomenal people.

	Another informant indicated that “sometimes lay people do a better job than professionals.  They don't get careless and they are very careful.”  She reported that she has taught an 85 year old blind woman to care for her husband’s IV.  A third informant reported that patients who are not appropriate for home health care go to SNFs.  She had no concerns about lay people delivering care, noting that over the years she has seen people learn amazing things; family members rise to the occasion.

	In general, it appears that home infusion firms have confidence in the ability of their patients and their families to assist in providing high tech home health care in the home.

2.	Our respondents expressed concern about the increased role of managed care in health care and home health care and some managed care organization’s record in home health care.

	Representatives of the full-service HHAs we interviewed took the interview as an opportunity to express their concerns about managed care.  All full-service HHA informants indicated that managed care organizations are conservative in allowing home health visits, allow fewer visits per week, and have shorter LOS.  One informant indicated that managed care organizations dictate that the RN go in for two visits for teaching and no more, and that “they are not taking into consideration that patients and their family cannot always absorb the information that quickly.”  She also reported that managed care patients do not get home health aides, except very rarely, and that managed care patients get a maximum of three physical therapy home visits; she maintained that there is no physical therapy provided if patients are 90 years old.  She maintained that “As long as there are children (even if children live out-of-state), they get no home health aide.”  Another informant said that managed care patients do not get the minimum necessary to “help them get on their feet.”  Two HHA informants pointed out that patients and their families do not know their rights.  One further says that families have the right to refuse to accept patient care but that they do not know that.

	One full-service HHA in Los Angeles reported that patients who used to be the norm for referral to home health care are not “even seeing a discharge planner these days.”  She maintained that if a careful chart reviewer were to examine their patient charts, they could distinguish among patients with regard to the amount of service each received by who paid the bills by Medicaid, Medicare FFS, or Medicare managed care.  There are no social worker or home health aide visits for Medicaid patients and there are considerably fewer visits for Medicare managed care patients.  

	Two of the full-service HHA informants reported that there is a Medicare fee-for-service model and that it is difficult to change staff’s perception that it is the correct model.  One further explained that “With regular Medicare I feel the HHA can do something for patient.  I couldn’t sleep at night if all patients were managed care.”  One firm has instituted managed care teams of employees who only work with managed care patients in hopes of avoiding the mindset that Medicare fee-for-service means good care, while managed care always means underservice.  But the HHA staff we interviewed generally felt beleaguered by pressures to reduce services, especially for Medicare beneficiaries.  One informant used the interview to complain that as HHAs have absorbed more and more care for higher acuity patients, they have been increasingly attacked for their utilization of the Medicare benefit.

3.	Consumer advocates also expressed concern about the increased role of managed care and consumer’s ability to access home health care.

	One consumer advocacy organization in California has been very active in investigating complaints from Medicare beneficiaries with managed care coverage about their ability to receive home health care services.  A representative of this California advocacy group indicated that although managed care organizations are required to provide the same services to their Medicare enrollees as fee-for-service beneficiaries receive, some managed care organizations appear to be uninformed about the required benefits and about the mandate to provide them.  For example, she explained that some managed care firms will say “we don’t cover home health aides,” not realizing that if a Medicare beneficiary qualifies for an aide visit, they should receive an aide visit even if the managed care organization does not cover aides for their non-Medicare enrollees. 

	Findings from an empirical study that compared utilization, costs and outcomes, adjusted by severity of illness, for Medicare fee-for-service home health care patients to managed care home health patients (Shaughnessy et al., 1994), provide preliminary confirmation that Medicare managed care patients are restricted in their use of home health care.  This study found that higher utilization was directly related to better patient outcomes and that fee-for-service patients had both higher utilization and better outcomes than managed care home health care patients.

4.	Some of our respondents expressed concern about the “no care zone.”

	We asked our respondents from full-service HHAs whether they saw evidence of patients being in the “no care zone.”  This is a notion presented by Estes, Swan and Associates (1993) that postulates that as HHAs provide more and more high tech home health care and care to higher acuity patients that long-term care patients requiring home health care are not able to access home health care.  In other words, as more resources are shifted to patients with higher acuity, other patients with less acuity are deprived of these resources.   

	Although the representatives of the full-service HHAs were not familiar with the way Estes, Swan and Associates use this term “no care zone,” they did indicate that some patients are not receiving home health care who should.  Three of our informants from the HHAs discussed the fact that Medicaid patients fall into a “no care zone.”  One informant (Miami) indicated that she is sure that a “no care zone” exists for Medicaid patients, although not through her agency.  Her agency donates supplies to indigent patients.  She maintained that a “no care zone” also exists for Medicare managed care patients:  these elderly patients could get more with regular Medicare, but they do not understand that the HMO restricts them, and do not know their rights.�  The informant from Columbus also sees Medicaid patients as falling into a “no care zone” since for-profit HHAs will not take Medicaid patients.  She noted that “it costs $60 to $70 per visit for an RN, Medicaid reimburses $40.”  One of our informants in Los Angeles pointed to the fact that Medicaid does not provide home health aides in California as evidence that Medicaid patients are in a “no care zone.”

E.	Some providers argue that current Medicare reimbursement for home infusion therapy compared to SNFs is a barrier to appropriate home infusion therapy for FFS patients.

	Some home health care providers argue that current Medicare reimbursement policies favor provision of I.V. therapies in SNFs rather than at home (Home Health Line, January 9, 1995).  The fact that complaints include current Medicare reimbursement policy for home infusion therapy requires that firms file two claims:  one for the skilled nursing component of the therapy; the other for the DME and drug component.  In addition, Medicare does not reimburse physicians for managing home infusion therapy (Home Health Line, January 9, 1995) and patients are subject to a 20 percent copayment for equipment and drugs, unless they have supplemental insurance.  In contrast, Medicare infusion therapy patients in SNFs have no copayment for the first 20 days of a stay.  The nursing care is covered under per diem charges and although drugs are reimbursed separately, there is a quarterly adjustment for unusual costs.  Physicians are reimbursed for visiting patients in SNFs, though not for managing patient problems over the phone.

F.	We conclude that there will be more subacute care provided in the home in the future.

	We conclude that as managed care increases, either in the under age 65 market or in the Medicare market, there will be more subacute care provided in the home.  For some patients, high tech home health care appears to have the ability to substitute for facility-based subacute care.  For other patients, managed care organizations may shorten their stays in subacute facilities, discharging patients to home health, assuming that high tech home health care is less expensive than care provided in subacute facilities.

	Some managed care organizations we interviewed used the criteria of a “capable and willing caregiver in the home” to determine the post-hospital discharge destination for their patients.  In addition, managed care is the largest payor for high tech services from high tech home health care firms and managed care organizations have a long history with high tech home health care. They are comfortable with the concept of high technology treatments provided in the home.  All this seems to indicate that managed care will substitute high tech home health care for all or part of a stay in a subacute facility for appropriate patients.  Managed care’s emphasis on costs, however, may mean that more people get subacute care in the home, but each person gets less than in the past.

�

� The description of the site visit selection process is detailed in Appendix C.

� For a list of all of the stakeholders and providers, please see Appendix A.

� In some instances, even relatively low Medicaid per diem payments may cover slightly more than a hospital’s marginal costs and hence be preferable to an empty bed.

� The “subacute care facilities” are 27 facilities with SNF routine cost limit exceptions who were self-identified as subacute providers, who had average length of stay less than 50 days and ancillary costs greater than $75.00 per day.

� Triggers are points of care at which the facility has to call for preauthorization or they will not be reimbursed for the care.

� Lewin-VHI, Ventilator-Dependent Unit Demonstration Evaluation Case Studies, prepared for the Health Care Financing Administration, March 11, 1994.

� We intended to conduct telephone interviews with representatives of two types of home health care firms in each market area: (1) representatives of home infusion therapy firms, and (2) representatives of “full service” HHAs.  Some of the home infusion high tech firms would not consent to interviews or did not return our calls.  Furthermore, we found that the home infusion industry is dominated by a small number of national firms.  As a result, we changed our interview protocol for high tech home care firms to interview representatives of national firms.

� The Medicare conditions for participation for HHAs require that Medicare certified HHAs must provide skilled nursing services and at least one more qualifying therapeutic service:  either physical, speech, or occupational therapy; medical social services; or home health aide services.  Although one of the services must be provided directly by the HHA, the second service can be provided by contracting with another agency.  Some firms find it difficult to serve both private-sector and Medicare patients.  It is difficult to manage the different financial incentives (in Medicare, the object is often to increase costs to the maximum allowed by the limits; in the private sector, the object is to maximize revenues and minimize costs).  One way that high tech home care firms handle the issue of Medicare/Medicaid reimbursement is to establish two divisions, one of which is a Medicare certified HHA; while the other is not.  Medicare and Medicaid patients are then referred to the HHA division.

�   “‘Subcutaneously’ refers to injections under the skin; ‘epidurally’ refers to injections into the epidural space around the spinal cord” (OTA, 1992, p. 3). 

�   One of the high tech home care firms with whom we interviewed is reported to have 80 different locations nationally; another has 115 locations.

� They report providing data more frequently to payors requesting outcome information.

� One informant indicated that these services, when needed, are contracted out to full service HHAs that they either own or with whom they have an established relationship. This same informant indicated that ancillary services provided patients usually are social services.  Another informant indicated that her firm does not provide wound care and that some high tech home care patients will have two nurses:  one for the infusion therapy and one from a full service HHA for the wound care.  How these cases are coordinated is unclear.

�   This is a supposition on our part, based on the fact that we asked the two types of firms different questions.  We asked the subacute facilities we visited to provide their most frequent diagnoses to us.  We asked the home health care firms what types of patients they served.

� Although managed care is the largest payor of high tech home care, two of the high tech home care informants reported that Medicare managed care patients have just begun to be referred to their firms in the last few months.

�   Home health agencies are required by Medicare to do assessments of referred Medicare patients, but they are not paid for these assessments unless the patient qualifies for services.   Therefore, there is no way to determine from available data sources the number of Medicare patients who are assessed but do not receive home health care services.  Managed care firms have been found to be extremely conservative in providing home health by both empirical evidence (Shaughnessy, Schlenker, & Hittle, 1994) and anecdotal evidence. 

�  In general, we found that providers do not distinguish between Medicare managed care and other types of managed care.  

�   We also heard from a consumer advocate in Miami that Medicare managed care enrollees do not know their rights.
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