Chapter two�Overview of Subacute Care


I.	Introduction


	The purpose of this chapter is threefold.  First, it is designed to provide a history of the development of the term subacute care.  Second, it identifies current definitions of subacute care as described in the literature and by health care providers.  Finally, the chapter reviews estimates of the current amount of subacute care in the health care market.  


	The chapter is organized around the following questions:


What is the history of the term subacute care?  In the past, the term was used to describe hospitalized patients who failed to meet established criteria for a medically-necessary acute care stay.  The term is now used almost exclusively to refer to patients treated in settings other than acute care beds.


How is the term “subacute care” presently defined and used?  There is a lack of consensus regarding a specific definition of subacute care.  The term is increasingly used to describe a set of patients that in the past were described by other terms such as “High-End Medicare Skilled.”  In addition, however, there is a growing movement to invent a new type of program called “subacute care” and there is increasing consensus about elements of the ideal.


How much subacute care is there today?  It is difficult to estimate the volume of subacute care given the lack of available data and the evolving nature of the product.  Estimates range from 1.2 to 8.1 million patient days but are likely overestimates.





II.	What Is the History of the Term Subacute Care?


	The term subacute care literally means a level of care below or less than acute care.  This term has been used in common language to denote care that is not acute care.


	National policy interest in the issue of subacute care first emerged in the mid-1980’s with the introduction of Medicare’s Prospective Payment System (PPS).  At that time, there was considerable concern about potential effects of the new and intense pressure on hospitals to identify patients in the hospital who no longer met established criteria for “medically necessary acute care.”  Medicare rules at the time appeared to permit hospitals to charge beneficiaries or other insurers (e.g., Medicaid in the case of those dually eligible for both Medicare and Medicaid) for the portion of a hospital stay during which a patient was deemed to no longer meet acute care criteria.  Nursing home provider associations were concerned that hospitals might “retain” these patients, cut into the nursing homes’ traditional markets, and be able to provide nursing home services without meeting applicable state and federal regulatory standards.


	A series of studies ultimately found limited evidence of hospitals actually charging extra (beyond the PPS payment for Medicare beneficiaries) for “transitional” or “subacute” care in beds licensed for acute care.  The definitions of “subacute” used in two such studies are described below.


	In 1985, the Minnesota Department of Health commissioned a study of “Subacute/ Transitional Care in Hospitals” (Lewin-ICF, 1985).  In that study, subacute care was defined as “care provided in a licensed hospital bed to patients who no longer meet established acute care criteria” (as established by the Minnesota Foundation for Health Care Evaluation).  The Minnesota Foundation for Health Care Evaluation criteria provided a stringent definition of medically necessary acute care.


	A year later, the Prospective Payment Assessment Commission commissioned a major national study of “Subacute Care in Hospitals.”  In that study, conducted with the collaboration of the American Hospital Association, subacute care was defined as:  “Subacute care includes patients with a range of intensity of needs from those in the immediate post-acute period (including Medicare-reimbursed skilled care in nursing homes and home care) through those with minimal needs (including a custodial level of care not reimbursed by Medicare)” (Lewin-ICF, 1988).  The ProPAC study “focused particularly on subacute patients in general acute care beds, including patients waiting for nursing home placement, swing bed patients, patients who chose to remain in the hospital after the acute episode of the stay, and patients not formally admitted into acute care (e.g., patients staying in the acute care bed after outpatient surgery).”  Among other things, the study found that “only a small portion of Medicare discharges from hospitals spent one or more days as an identified subacute patients [in an acute care bed]” (Manard, et al., 1988).  The study did, however, report an apparent emerging trend at the time:  increasing development of distinct part, PPS-exempt units in hospitals to care for newly-identified “subacute patients,” and the related development of increasing capacity (or need) to care for more acutely ill, “post-acute” patients in freestanding nursing facilities and other settings.


	During the late 1980’s and into the early 1990’s, the term “subacute care” was still seen in the popular press and provider literature with its older meaning, referring to patients “backed-up” in acute care hospital beds by choice or for lack of appropriate alternatives.  A 1990 article in the Cincinnati Business Courier, for example, defined subacute care as “temporary care for patients who no longer need to stay in expensive acute care beds, but cannot be placed in a nursing home because there aren’t enough skilled beds.”


	Today, the term “subacute care” in policy discussions, in the titles of conferences, in the provider literature, and in reports of Wall Street analysts most frequently refers to particular types of patients (and sometimes special programs) in settings other than in acute care hospital beds:  in nursing facilities, at home, in some long-term hospitals, and in some additional types of specialized rehabilitation facilities.  Controversies and consensus regarding the use of the term today are discussed below.


III.	How Is Subacute Care Presently Defined?


A.	There is no single, agreed-upon definition of subacute care. 


	Based on the review of the literature, the site visits, and interviews with providers and experts, we found that many people used definitions of subacute care which included varying descriptions of patients, staffing, services, and/or settings.  The following sections illustrate the variety of definitions provided by health care associations, trade publications, journal articles, and health care providers. 


	Several health care associations have developed official definitions of subacute care.  These definitions apply to a wide range of patients, services, and settings.  Exhibit 2.1 lists the official definitions of subacute care as given by: the American Health Care Association (AHCA), International Subacute Healthcare Association, Inc., National Subacute Care Association, and the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  At the time of this writing, the American Hospital Association (AHA) did not have a formal definition of subacute care.  However, for its annual survey of providers, the AHA groups a number of services into a category labeled “subacute.”  These services include rehabilitation, chronic disease, hospice, psychiatric, chemical dependency, mental retardation, skilled nursing, intermediate care, and residential care/elderly housing.


	The current literature uses the term subacute care nearly exclusively to refer to patients treated in settings other than acute care hospitals.  Exhibit 2.2 provides examples of definitions found in the literature.�


	We found little consensus on a precise definition of subacute care in our stakeholder interviews and site visits.  That is, none of our respondents referred us to definitions developed by any of the national associations; each provider we interviewed had his or her own idea regarding the key elements of the concept as it is used in practice.  Many definitions of subacute care included comparisons of settings or “platforms” and descriptions of services and patients.  Some respondents consider only SNFs to be the appropriate setting for subacute care, while others include rehabilitation and long-term hospitals.  Few respondents mentioned home health care as part of the subacute spectrum.  


	Many respondents referred to subacute care as “post-acute care.”  Several discharge planners referred to subacute care as a step-down from an acute hospital and a step-up from a nursing home, noting that subacute patients still have complex medical needs that require a higher intensity than available in a traditional skilled NF.  Subacute care was also mentioned as an intermediary step between an acute stay and a rehabilitation hospital for patients who are not capable of completing three hours of therapy per day.


Exhibit 2.1�“Association Definitions of Subacute Care”


Source�
Definition�
�
American Health Care Association1�
Subacute care is defined as a comprehensive inpatient program designed for the individual who:


Has an acute event as a result of an illness, injury, or exacerbation of a disease process;


Has a determined course of treatment; and


Does not require intensive diagnostic and/or invasive procedures.


The severity of the individual's condition requires an outcome-focused, interdisciplinary approach using a professional team to deliver complex clinical interventions (medical and/or rehabilitation).


These highly specialized programs promote quality care through efficient and effective utilization of health care resources.�
�
International Subacute Healthcare Association, Inc.�
Subacute care is a comprehensive, cost-effective and outcome oriented approach to care for patients requiring short-term, complex medical and/or rehabilitation interventions provided by a physician-directed interdisciplinary, professional team. Subacute services should be administered through defined programs without regard to setting. Subacute programs typically are utilized as an inpatient alternative to an acute hospital admission or an alternative to continued hospitalization, and may be a component of a vertically integrated health care system.�
�



1 	The American Health Care Association officially adopted JCAHO’s definition, found at the end of this exhibit.


�
Exhibit 2.1 (continued)�Association Definitions of Subacute Care


Source�
Definition�
�
National Subacute Care Association�
Subacute care patients are sufficiently stabilized to no longer require acute care services but are too complex for treatment in a traditional nursing center. Subacute care centers and programs typically treat patients who present rehabilitative and/or medically complex needs and require physiological monitoring.


Subacute care patients may require:


Treatment and/or assessment of the care plan by physician;


Nursing Intervention of more than 3 hours per day; and/or


Therapy services (i.e., physical therapy, occupational therapy, speech therapy, respiratory therapy, psycho-social);


The need for ancillary or technological services (i.e., laboratory, pharmacy, nutrition, diagnostic, DME); and


Utilization of case management/coordination services.


Individuals at the subacute level of care are most effectively and appropriately served by an outcome-oriented interdisciplinary treatment process. Subacute care programs are focused on outcomes of functional restoration, clinical stabilization or avoidance of acute hospitalization and medical complications.


A subacute level of care can be provided in a variety of settings, including skilled nursing facilities, acute hospitals and specialty hospitals.


The objectives and goals of subacute care are the cost-effective and creative use of health care resources to achieve maximal outcomes.�
�
�
Exhibit 2.1 (continued)�Association Definitions of Subacute Care


Source�
Definition�
�
Joint Commission on Accreditation of Healthcare Organizations�
Subacute care is comprehensive inpatient care designed for someone who has had as acute illness, injury or exacerbation of a disease process. It is goal-oriented treatment rendered immediately after or instead of acute hospitalization to treat one or more specific, active, complex medical conditions or to administer one or more technically complex treatments, in the context of a person's underlying long-term conditions and overall situation. Generally, the individual's condition is such that the care does not depend heavily on high technology monitoring or complex diagnostic procedures. It requires the coordinated services of an interdisciplinary team including physicians, nurses, and other relevant professional disciplines, who are trained and knowledgeable to assess and manage these specific conditions and perform the necessary procedures. It is given as part of a specifically defined program, regardless of the site.


Subacute care is generally more intensive than traditional nursing facility care and less than acute care. It requires frequent (daily to weekly) recurrent patient assessment and review of the clinical course and a treatment plan limited (several days to several months) time period, until a condition is stabilized or a predetermined treatment course is completed.�
�



�
 Exhibit 2.2�Selected Definitions for Subacute Care (Ordered by Date)�(From the Literature)


Source�
Definition�
�
Manard, B., Gong J., et al.


(1985)�
"The use of hospital beds to provide a level of service below what (has been) thought to be traditional acute care services."�
�
Manard, B., Gong, J., et al.


(1988)�
"Care provided to patients who do not meet established criteria for medically necessary acute care."�
�
Koska, M.T.


(February 1989)�
"Transitional care unit", "Provides lower-cost inpatient care", "A private-sector approach to containing costs."�
�
DeLorme. T. & DeLorme, J.


(August 1989)�
"Long-term care settings that are cost effective, while offering a high quality of care."�
�
Cincinnati Business Courier


(1990)�
"Temporary care for patients who no longer need to stay in expensive acute care beds, but cannot be placed in a nursing home because there aren't enough skilled nursing beds."�
�
Grim, S.A. 


(1990)�
ProPAC definition: "Care provided to patients who do not meet established criteria for medically necessary acute care."


Ohio Department of Health: "A primary focus to prevent further physical deterioration, to restore or rehabilitate and/or to provide terminal care for patients who no longer require acute care but require 24 hour/ 7 days a week nursing care by a professional nurse, who needs the availability of emergency backup, and may require two or more procedures or therapies provided by a licensed nurse or therapist."�
�
Komarek, A.G.


(1990)�
"The subacute care program addresses the special nursing needs of medically fragile patients who do not need acute care but are too ill to be cared for by most skilled nursing facilities."�
�
Marren, J.


(January-February 1990)�
"Alternative care facility", "Lower-cost subacute facilities linked to skilled nursing and other long-term facilities."�
�
McDowell, T.N.


(October 1990)�
"Subacute patients no longer satisfy the criteria for medically necessary acute care services but still require care during the subacute phase of recovery."�
�
Hegland, A.


(November 1990)�
"A nursing home which has been turned into a more acute or subacute NF where all of the rehab patients are integrated throughout the facility, rather than placed in a separate unit."�
�
Lutz, S.


(April 1992)�
"Subacute care facilities provide care to patients who are chronically ill but medically stable at less expensive rates than acute-care hospitals."�
�
Fowler, F.J.


(October 1992)�
"Subacute care provides a less costly setting for acute care patients who no longer need hospitalization but couldn't fully benefit from other levels of care such as: home care, skilled and long-term care and rehabilitation."  "Transitional care."�
�
Kelly, M.


(November 1992)�
Subacute care units provide "brain injury rehabilitation, high intensity stroke and orthopedic programs, ventilator programs, complex wound care, specialized infusion therapy, or post surgical recovery programs... in specialized units of long-term care facilities."�
�
Freaney, M.


(May 1993)�
"Subacute care patients still need a sophisticated level of care while recovering from surgery or while still hooked to a ventilator."  "Post-acute," "Step-down," "Transition," "Specialty nursing services."�
�
�
Exhibit 2.2 (continued)�Selected Definitions for Subacute Care (Ordered by Date)�(From the Literature)


Source�
Definition�
�
Balsano, A.E. & Fowler, F.J.


(July 1993) �
"Specialized level of care designed to address the post-acute discharge needs of special populations."�
�
�xe "Taylor, K.S. (July 1993)"�Taylor, K.S.


(July 1993)�
"Subacute care units and facilities treat patients who require longer stays than do traditional acute care patients."�
�
National Health Policy Forum


(July 1993)�
"Subacute care strategy is directed at providing post-acute care at a less costly and more medically intensive way than skilled nursing facilities."  "Post-acute care," "Near-acute care," "Transitional care," "Super-skilled care."�
�
Hyatt, L.


(July-August 1993)�
"Subacute patients are sufficiently stabilized to no longer require acute care services but are too complex for treatment in a conventional nursing center."�
�
Willging, P.


(August 1993)�
"Subacute is a hybrid between the hospital and the nursing facility."  "Transitional care."�
�
Singleton, G.W.


(September 1993)�
"Provides medical and rehabilitation services," "Subacute care patients receive acute-hospital quality care and more quality of life."�
�
Barnett, A.A.


(October 1993)�
"Subacute care units treat patients too sick to go home but not sick enough to be hospitalized."�
�
Burns, J.


(December 1993)�
"Subacute care units house patients who no longer require inpatient acute-care services yet need a higher level of care than is available in traditional skilled-nursing facilities or at home."�
�
Brooks, S.


(1994)�
"Subacute patients are sicker than the typical long-term care resident, but they stay for 90 days or less.  They are usually recuperating from surgery but do not need intensive care."   "Subacute care units incorporate technology with the more comfortable atmosphere of nursing homes."�
�
Burk, S.


(February 1994)�
"Subacute care is medical and rehabilitative therapy that is either short-term (3-30 days), intermediate (31-90 days), or long-term (91 days-2 years)."�
�
Hegland, A.


(February 1994)�
Subacute care includes, "Nursing home ventilator programs that decrease length of stay and overall cost of care."�
�
Levenson, S.A.


(March 1994)�
"Currently the term subacute may be used to describe almost anything from high intensity, short-term rehabilitation to traditional skilled nursing facilities."   "Care rendered immediately after, or instead of acute hospitalization... given in a discrete unit of a hospital or facility, or a freestanding facility, as part of a specifically designed program... at a level of service generally more intensive than a nursing facility but less intensive than an acute care facility."�
�
�
Exhibit 2.2 (continued)�Selected Definitions for Subacute Care (Ordered by Date)�(From the Literature)


Source�
Definition�
�
Taylor, K.S. 


(March 1994)�
"Subacute care is split between Medical (hospitals) and rehabilitative (long-term care) services."�
�
Burns, J. 


(April 1994)  �
"Subacute care- the area of patient care that lies somewhere between inpatient hospitalization and long-term services."�
�
Gonzales, C. 


(April 1994)�
"Subacute care- a niche in the inpatient delivery of intensive rehabilitative medial care- offers services that fall somewhere between skilled nursing and acute hospital care."�
�
Hegland, A. 


(April 1994)�
Subacute care services include "IV therapy, tracheotomies, and total parenteral  nutrition."�
�
Anders, K.T. 


(June 1994)�
"Sub-acute is a step-down unit from a hospital, not a step-up from long-term care."  "Subacute care falls into two broad categories: medical and rehabilitative."�
�
Burns, J. 


(June 1994)�
"Provides comprehensive services for smaller hospitals and nursing homes."�
�



	Most respondents we interviewed indicated that they consider subacute to be a distinct level of care, but they disagreed about what this level of care was.  Managed care plans and subacute providers all indicated that subacute care programs provide a more intense level of service than traditional SNFs.  Some others, however (e.g., the physiatrists we interviewed), stated that subacute is little more than regular SNF care with a new name.  Some providers told us that they believed that “true” subacute care was a distinct form of care, including such elements as a new emphasis on achieving better outcomes in a cost-effective manner through the use of clinical protocols, interdisciplinary teams, and outcomes measurement.  Other providers told us they thought that many providers who called their programs “subacute care” were simply providing care for a set of heavier care patients than they had traditionally cared for.  One provider called these patients and services “plain vanilla high-end Medicare SNF patients.”


B.	The term “subacute” is increasingly used to describe a set of patients that in the past were described by other terms such as “High-End Medicare Skilled.”


	We concluded from our review of the literature and interviews that when the term “subacute care” is used in practice it nearly always refers to patients whose needs fall somewhere between acute hospital care and “traditional” longer-term nursing facility care.  In practice, the care provided to these patients is increasingly being referred to as “subacute care.”  Thus, the term “subacute care” has indeed come to be used to refer to a level of care --skilled care for patients with complex needs -- that some nursing facilities and home care providers have been providing for years under a variety of different names (e.g., “high-end skilled care”).  The literature includes a broad spectrum of patients and services under the term “subacute care.”  The table found below (Exhibit 2.3) provides a listing of most of the types of subacute care discussed.


Exhibit 2.3�The Types of Subacute Care Patients and Services�Mentioned in the Literature


� EMBED Excel.Sheet.5  ���


	The chart illustrates consensus that ventilator dependent patients, brain or head injury patients, or patients requiring orthopedic or cardiac rehabilitation are considered potential or “actual” subacute care patients.  In broad terms, subacute care services are the services provided to these types of patients.  In addition, post-surgical care and wound care are frequently cited.  There is less frequent mention of infusion or I.V. therapy, dialysis, or care to patients suffering from stroke, AIDS, cancer, or spinal cord injuries.  Each of the following was mentioned only once:  infectious disease or pre- and post-transplant care (Hyatt, 1993), pressure ulcers (Levenson, 1994), hospice (AHCA, 1994) or Alzheimer’s patients (Pentacost, 1990).  One person explicitly ruled out providing care to hospice or Alzheimer’s patients in subacute settings (Kelly, 1992).


	A recent survey of members of the National Subacute Care Association (Altieri and Downey, 1995) provides another view of the types of patients included under the term “subacute.”  As can be seen in Exhibit 2.4, the most frequently cited (top 4) types of patients cared for by the 140 facilities that responded to the question are (in descending order):  “physical rehabilitation,” “strokes,” “hip fracture,” and “wound care.”  It is interesting to note that while “ventilator dependent” patients are one of the types most consistently cited in the literature (Exhibit 2.3) as prototypically “subacute,” “ventilator care” patients are the least frequently cited specific type of subacute patient in the survey of actual practice.


Exhibit 2.4�“Types of Illnesses” Treated by 140 Member Facilities Surveyed by the�National Subacute Care Association


Survey of Respondents�
�
�
Total�
Percent�
�
Physical Rehabilitation�
129�
92%�
�
Strokes�
127�
91%�
�
Hip Fracture�
122�
87%�
�
Wound Care�
118�
84%�
�
Amputation�
116�
83%�
�
Cardiovascular�
108�
77%�
�
Musculoskeletal�
107�
76%�
�
Pulmonary�
107�
76%�
�
Oncology�
94�
67%�
�
Multiple Sclerosis�
88�
63%�
�
Brain Injury�
77�
55%�
�
AIDS�
59�
42%�
�
Spinal Cord�
53�
38%�
�
Ventilator Care�
48�
34%�
�
Other�
19�
14%�
�
NOTE:  Some of the 140 respondents to this question gave multiple answers.�
�



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





C.	There is a growing movement to invent a new type of program called “subacute care” and increasing consensus around elements of the ideal.


	There is nothing new about SNFs, long-term care hospitals, or rehabilitation facilities caring for the types of patients discussed in the previous section, except perhaps that such patients (particularly those at a higher level of acuity) may constitute a larger proportion of patients in today’s SNFs.  In addition, however, we also found substantial evidence of a movement to create a new type of program to serve those patients, a new approach to care, different from traditional Medicare or “high-end” skilled care.


	The emphasis on subacute care as something new and different is highlighted in name changes at individual facilities; the establishment of at least two national subacute care associations; the creation of accreditation standards by two national accreditation agencies; new marketing efforts by providers; efforts by providers and their associations to obtain new reimbursement, licensure, and certificate of need (CON) categories for subacute care; and numerous conferences on the topic.


	A newer, specialized meaning of the term “subacute care” seems to be emerging.  We refer to this as “ideal” subacute care (using “ideal” in the platonic sense of “prototypical”) and find growing consensus regarding elements of that ideal.


	For example, at the second technical advisory group meeting, in an attempt to determine whether greater consensus on the characteristics of “ideal” subacute care was evolving, we identified some reported characteristics of subacute care (taken from a promotional video from one state-level nursing association).  The advisory group members debated whether these were characteristics of prototypical subacute care.  The characteristics that the advisory group generally agreed exemplified ideal subacute care were:�


increased staff and use of interdisciplinary teams


increased use of high technology


(measurable) quality outcomes


substitute for short-term acute hospital days


comfortable and convenient


lower cost


goal-oriented


an emphasis on discharging patients home


continuity of care


working with physicians and hospital discharge planners





	Subsequent to that advisory group meeting, we completed additional interviews and reviewed additional documents, including the July 14, 1995, “Draft Clinical Standards” prepared by the International Subacute Healthcare Association.  Although the new subacute care is evolving through both practice and debate, we believe that at the time of this writing (September, 1995) the care elements of this idealized, prototypical subacute care include those highlighted below.


	First, ideal subacute care is an organized program.  It is more than “any type of care provided to high-end Medicare patients.”  For example, the National Subacute Care Association in the previously-mentioned survey asked providers not only about the types of patients they served, but also about the types of specialty programs they offered.  Responses to that question are shown in Exhibit 2.5.  Some programs are organized around specific disease categories (e.g., stroke or cancer) others are organized around specific interventions (e.g., pain management or wound care), and some are organized around other more or less homogeneous patient characteristics (e.g., pediatrics or medically complex).


Exhibit 2.5�“Types of Programs” Offered by Member Facilities Surveyed by the�National Subacute Care Association


Survey of Respondents�
�
�
Total�
Percent�
�
Rehabilitation�
129�
90.0%�
�
Respiratory Care�
93�
66.4%�
�
Ventilator Care�
45�
31.4%�
�
Wound Care�
108�
77.1%�
�
Medically Complex�
117�
80.7%�
�
Oncology�
68�
48.6%�
�
Pain Management�
85�
60.7%�
�
Other:


Miscellaneous


Dialysis


AIDS


TBI/Neuro


Cardiac


Post-surgical


IV Therapy


Orthopedics


CFA


Pediatrics�
43


18


5


4


4


4


2


2


2


1


1�
30.7%


12.9%


3.6%


2.9%


2.9%


2.9%


1.4%


1.4%


1.4%


0.7%


0.7%�
�
NOTE:  Some of the respondents to this question gave multiple responses.�
�



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





	We found that providers consistently distinguished between “rehabilitation subacute” and “medical subacute.”  “Rehabilitation subacute” refers to patients with orthopedic conditions, such as hip replacement; spinal cord injuries; and brain injuries.  These patients tend to require more rehabilitation services such as physical, occupational, and speech therapies.  Conversely, “medical subacute” patients tend to have conditions that require intensive medical and nursing care, but fewer other therapies.  These patients include those with cardiovascular diagnoses, cancer, ventilator care,  wounds, and IV therapy.


	In the ideal, a subacute care program is intensely focused on achieving specified, measurable outcomes.  The outcomes or goals may (some say must) vary for each patient (e.g., healing a wound or restoring the patient to a particular level of functioning).  Some argue that outcome-oriented programs are nothing new; that, in fact, part of the definition of any medical and nursing care includes preserving and/or restoring some aspect of physical functioning.  While true, subacute programs in the ideal stress an intensity of focus on outcomes, as well as achieving outcomes in a particularly efficient and lower cost manner.  For example, the American Health Care Association includes “efficient and effective utilization of health care resources” in its short definition of subacute care.


	Critics of the subacute movement (or at least of today’s practitioners) assert that subacute care is just less care, or just cheaper care.  While that may be true in some or even many cases, the ideal does include a true effort to produce greater value.  The goal is a tough one, but we were struck by the missionary zeal with which it is truly being pursued at several of the state-of-the-art facilities that we visited.


	Special resources are also included in the ideal.  These generally include physical plant features such as a distinct unit (highly recommended by NSCA in their draft standards), and more and better trained staff (than a “traditional” NF), especially physicians and nurses.  The exact degree of physician and licensed nurse involvement required is a matter of some debate, particularly since increasing the involvement of highly-trained staff increases costs.


	With respect to physicians, NSCA “Draft Clinical Standards” specify that “all subacute units should have clinical direction provided by a [qualified] physician” who may or may not also serve as the Medical Director of the facility.  In addition, this physician must “be an active participant in the Interdisciplinary Team” and “visit the unit a minimum of one (1) time per week.”  The notion of a minimum of once/week physician attention seems to be gaining sway.  For example, the Independence Blue Cross and Keystone Health Plan East (headquartered in Philadelphia) “Criteria for Sub-acute Medical Admissions” specify in part that there be an “initial physician visit and documented treatment plan ... initiated within 24 hours of admission [and] follow-up physician exams ... once/week thereafter.”


	With respect to nursing, NSCA’s preliminary recommendations include that subacute units “provide 4 hours of nursing per-patient-per-day, of which 40 percent is licensed staff.”  Independence Blue Cross and Keystone Health Plan East specify a minimum of 5 hours nursing care per-patient-per-day for patients.


	Finally, ideal subacute care encompasses a set of techniques thought essential to achieving stated goals.  These techniques include the use of interdisciplinary teams to plan and provide patient care and case managers, whose job encompasses both resource use monitoring and more traditional care-coordination activities.  Care techniques in the ideal also include the use of “care maps” and/or critical pathway protocols, program evaluation based on measured outcomes, and an emphasis on continuous quality improvement.


	NSCA defines critical pathways as “a defined sequence in which key incidents must occur in a timely order to generate a predictable length-of-stay and outcome” and recommends just that subacute providers “begin to develop and use” them, in recognition of the limited state-of-the-art.  With regard to program evaluation, NSCA recommends that “at a minimum, the program evaluation system should measure the subacute population to determine the characteristics of the patients served, medical and functional gains via participation in the program, patient satisfaction with the process, the charges and/or costs of the patient’s stay, and the extent to which medical and functional gains are lasting gains.”


D.	Few providers have actually implemented all elements of the ideal.


	In subsequent chapters we discuss the state-of-the-art facilities we visited.  In brief, while some are far closer to the ideal than others, we generally found that, as one provider told us, “The marketing is ahead of the product.”  First, the fact that we found it quite difficult to actually find real facilities willing to be studied as subacute care providers led us to conclude that there are substantially fewer “real” subacute care providers today than one might think from all the attention focused on this topic.  This is partly a function of the fact that some providers, particularly rehabilitation hospitals and units that seem to encompass many of the prototypical features, do not always identify themselves as subacute care providers.  Second, many facilities informed us that they were in the process of developing their subacute programs to be more like the “ideal.”  NSCA itself notes in the introduction to its draft clinical standards that “few if any existing subacute units will meet the NSCA clinical standards in totality.”


E.	Researchers have developed their own definitions of subacute care.


	Researchers trying to estimate the current and potential volume of subacute care are limited to provider characteristics that are available from state or national level sources of data.  The readily-available data sources are claims data (for individual patient-level data) and facility-level data from the Medicare and Medicaid certification automated data files (“OSCAR”).  Neither of these sources contains information about key program elements such as the use of measurable outcomes or critical pathways clinical protocols.  As a result of these limitations, definitions of subacute care used to estimate volume are fairly simplistic and rarely include elements that are necessary to distinguish subacute care programs from other Medicare skilled nursing and rehabilitation services.  For example, definitions of subacute care used to estimate the current volume might include:


patients who receive three or more hours of nursing care per day; 


all Medicare, commercial insurance or HMO patients in a facility; or


patients whose costs per day of care exceed an established minimum.





	These definitions clearly do not capture many of core elements considered important for an “ideal” subacute program, including a separately identified program or unit, aggressive discharge planning and goal oriented treatment, physician-directed care, protocols, case managers, measurable outcomes, and lower costs.  


	Perhaps the most sophisticated definition of a subacute care provider used to estimate the current volume of subacute care is one developed by the Center for Consumer Healthcare Information (CCHI) to estimate the number of SNFs providing subacute care.�  Using elements provided in the federal government’s survey and certification data base, CCHI limits their estimate of subacute care to the number of dedicated special care beds in SNFs meeting the following criteria:�


participates in the Medicare program;


provides physical therapy, occupational therapy and speech therapy;


has an in-house or contracted physician other than the facility’s medical director; and


has at least 10 patients receiving one or more “special treatments:”  IV therapy or blood transfusion; respiratory care; tracheostomy care; suctioning; rehabilitative services; ostomy care; tube feedings; or IV nutritional feedings.





	While this definition appears to capture more of the characteristics of a subacute care program than other definitions used to estimate the current size of the industry, it really identifies a high-end subset of Medicare SNF beds.  It does not, for obvious reasons, differentiate the type of care provided in the ways deemed essential to the newer, ideal form of subacute care.


IV.	What Types of Health Care Organizations Provide Subacute Care?


A.	Introduction


	In describing the types of health care organizations providing subacute care, we include both institutional providers and home health care providers.  There is some debate about whether home health care firms should be included as a provider of subacute care.  At least in its earliest stages, the subacute care movement seems to have been dominated by institutional providers, primarily SNFs.  This may be changing as the term (with its newer meaning) gains way.  For example, the International Subacute Healthcare Association “Clinical Standards” includes a section on “Outpatient and Home Care Programs.”


	In the next section, we describe four different ways in which providers are operationally defined and we provide the Medicare definition of the types of providers that include a subset that assert or aspire to be subacute care.


B.	There are at least four different ways in which subacute care providers are operationally defined.


	It is important to understand that there are at least four different ways in which health care organizations including subacute care are defined.  These four ways of defining subacute health care organizations are:  


By common use and understanding.  For example, we generally have a notion of what a hospital is:  it has, among other things, an operating room, an emergency room, very sick people, and a gift shop.  


By federal certification and compliance with “conditions of participation” for Medicare and Medicaid that are voluntary in some sense.  That is, providers who wish to receive reimbursement from these programs volunteer to comply with certain definitions.


Each state’s licensure requirements may contain regulations that each health care organization must meet.


Private accreditation bodies, such as the Joint Commission on Accreditation of Health Organizations (JCAHO) and the CARF The Rehabilitative Accreditation Commission (CARF), establish their own definitions for health care organizations, usually advised by expert panels.





�
C.	We provide the federal definitions for the types of health care organizations that include a subset that assert or aspire to be subacute care providers.


	These health care organizations include:


Facility-based or Institutional Providers:


Rehabilitation hospitals


Long-term hospitals


Distinct part rehabilitation units


Skilled nursing facilities, which may be either “freestanding” or “hospital-based.”


Home Health Providers





	The following formal federal definitions have been taken from federal regulations.  As stated previously, compliance with these “conditions of participation” is mandatory for those seeking Medicare reimbursement.  Some health plans also require that facilities be Medicare-certified.


	Hospital:  “The term ‘hospital’ is an institution that:  1) is primarily engaged in providing, by or under the supervision of physicians, to inpatients (A) diagnostic services and therapeutic services for medical diagnosis, treatment, and care of injured, disabled, or sick persons, or (B) rehabilitation services for the rehabilitation of injured, disabled, or sick persons” (sect. 12,320, Medicare and Medicaid Guide, Dec. 1, 1994, Commerce Clearing House).


	Long-Term Care Hospital:  “The hospital 1) must have a provider agreement...to participate as a hospital, 2) have an average length of stay greater than 25 days.”  (Section 412.23, 42 CFR Ch. IV, Oct. 1, 1994).  While the federal regulations refer to “long-term care hospitals,” people frequently refer to these institutions simply as “long-term hospitals.”  We use those terms interchangeably in this report.


	Rehabilitation Hospital:  “A rehabilitation hospital must meet the following requirements: 1) have a provider agreement to participate as a hospital, 2) except in the case of a newly participating hospital seeking exclusion for its first 12-month cost reporting period, it served an inpatient population of whom at least 75 percent required intensive rehabilitative services for the treatment of one or more of the following conditions: i) stroke, ii) spinal cord injury, iii) congenital deformity, iv) amputation, v) major multiple trauma, vi) hip fracture, vii) brain injury, viii) polyarthritis, including rheumatoid arthritis, ix) neurological disorders, x) burns.”  (Section 412.23, 42 CFR, Oct. 1, 1994).  To qualify for Medicare coverage patients admitted to rehabilitation hospitals must, among other things, be able to tolerate three hours of therapy per day, five days per week (Intermediary Manual, Chapter II, Section 3101.1).


	Hospital Distinct Part Rehabilitation Units:  “Excluded hospital units”:  “In order to be excluded from the prospective payment system, a rehabilitation unit must meet the following requirements.  1) Be part of an institution that has in effect an agreement to participate as a hospital and is not excluded in its entirety from the prospective payment systems,� 2) have beds physically separate from the hospital’s other beds, 3) be treated as a separate cost center for cost finding and apportionment purposes.  Additional requirements include:  during its most recent 12-month cost reporting period, an inpatient population of which at least 75 percent required intensive rehabilitative services for the treatment of one of the conditions:  i) stroke, ii) spinal cord injury, iii) congenital deformity, iv) amputation, v) major multiple trauma, vi) hip fracture, vii) brain injury, viii) polyarthritis, including rheumatoid arthritis, ix) neurological disorders, x) burns, and have in effect a preadmission screening procedure under which each prospective patient’s condition and medical history are reviewed to determine whether the patient is likely to benefit significantly from an intensive inpatient program or assessment.”  The director of rehabilitation of the distinct part unit must provide service to the unit at least 20 hours per week, be a physician having at least two years training or experience in the medical management of inpatients requiring rehabilitation services. (Section 412.25, 42 CRF, Oct. 1, 1994).


	Skilled Nursing Facility:  “The term ‘skilled nursing facility’ is defined as an institution (or a distinct part of an institution) that has in effect a transfer agreement with one or more participating hospitals and that: 1) is primarily engaged in providing to residents A) skilled nursing care and related services for patients who require medical or nursing care, or B) rehabilitation services for the rehabilitation of injured, disabled, or sick persons; and 2) meet detailed requirements relating to services provided, residents’ rights, professional standards, health and safety standards, and administration.  Facilities that primarily treat mental illness are specifically excluded.” (Section 12,390, Medicare and Medicaid Guide, Dec. 1, 1994).  For purposes of Medicare certification and reimbursement, a skilled nursing facility attached to a rehabilitation hospital is treated identically to a skilled nursing facility attached to an acute hospital.  The differences are in financial incentives.


	Home Health Agency:  “A home health agency is a public agency or private organization that is primarily engaged in providing skilled nursing care and other therapeutic services.  Examples of home health agencies are visiting nurse associations, official health agencies, and hospital-based home care programs.” (Section 1401, Medicare and Medicaid Guide, February 23, 1995).


D.	SNF-based providers predominate among current self-identified subacute facilities.


	In our search for state-of-the-art subacute care, we found providers licensed and certified in each of the above categories, except acute care hospitals, that asserted and/or aspired to be subacute care providers.  Those certified as SNFs were most readily comfortable with the term “subacute care.”  But other state-of-the-art providers (long-term hospitals, rehabilitation facilities, and some home care providers) were willing to be included in this study (and are developing some linkages with the subacute care movement) because they are both proud of the services they provide and believe that much of what they do is consistent with ideals and/or program features otherwise identified with subacute care.


	Many of these types of providers or “platforms” define themselves to meet certain reimbursement and certification criteria. The various “platforms” are shaped according to the above definitions but some are also re-inventing themselves as a result of different incentives.  For instance, several rehabilitation hospitals now have attached skilled nursing facilities in order to treat subacute patients. 


	The recent and welcome survey conducted by the National Subacute Care Association provides to our knowledge the only “national” estimate of the distribution of types of facilities that self-identify as subacute (see Exhibit 2.6).  As can be seen, 58 percent are licensed as freestanding SNFs, with an additional 26 percent licensed as hospital-based SNFs.


V.	How Much Subacute Care Is There Today?


A.	It is impossible to provide a reliable estimate of the current amount of subacute care nationally due to the evolving definition of subacute care and the lack of data.


	The absence of a specific, agreed-upon definition of subacute care or of a subacute care program or patients and the evolving nature of the industry make it impossible to determine with any accuracy or reliability the volume of subacute care.  The newer, more stringent definitions for subacute care further exacerbate efforts to provide reliable estimates of �



Exhibit 2.6�“Types of Facilities” Responding to a Survey of Members of the�National Subacute Care Association


Survey of Respondents�
�
�
Total�
Percent�
�
Acute General Hospital�
5�
3.6%�
�
Rehabilitation Hospital�
8�
5.7%�
�
Acute Long-term Care Facility�
6�
4.3%�
�
Hospital Based SNF�
36�
25.7%�
�
Freestanding SNF�
81�
57.9%�
�
Specialty Hospital�
1�
0.7%�
�
Residential�
2�
1.4%�
�
Other�
11�
7.9%�
�
TOTAL*�
150�
107.1%�
�
NOTE:  Some respondents indicated more than one type of licensure�
�
Source:	Robert J. Atieri and Kate Downey, (Longshore & Simmons) in conjunction with the National Subacute Care Association, “Survey:  Subacute Care Human Resources,” August, 1995.





volume because they include program elements that are not captured on any large, national or state level data base.  These characteristics are particularly important in distinguishing subacute care programs from traditional Medicare skilled nursing care.


	Researchers’ difficulties identifying and collecting data on subacute care providers are not limited to large data bases.  Our visits with providers and subsequent efforts to collect data on subacute care patients revealed that even many state-of-the-art subacute providers do not routinely distinguish or collect data separately for their subacute care patients.  It was not uncommon to find, for example, state-of-the-art providers who called a portion of a Medicare and/or dually-certified unit the “subacute care” wing or unit, but whose routine data systems did not distinguish those patients from others.  Thus, when we asked for something like the average length of stay of subacute patients, many providers could readily produce statistics for all Medicare patients, but (even when they agreed that all their Medicare patients were not “truly” subacute patients) either had to do extra work to develop statistics or were unable to provide data exclusively on subacute patients in a subacute program.


B.	Estimates of the current annual volume of subacute care range from 1.2 million to 8.1 million patient days, but likely are an overestimate.


	Published estimates of the current annual volume of the subacute care market range from 1.2 to 8.1 million days.  This wide range reflects the variety of definitions researchers have developed to estimate the volume of subacute care as described earlier in this chapter.


	For example, the low-end of the range of the current size and volume of the subacute care industry in 1994 indicated that the market was nearly $600 million in revenues representing approximately 1.25 million patient days (Cowen and Company, 1993).  This estimate was based on the number of patients receiving three or more hours of nursing care per day delivered in a “separately designed subacute setting” and includes freestanding and hospital-based SNFs only.  This estimate excludes rehabilitation hospital and units, long-term hospitals and home health agencies from the definition of subacute care providers.  In contrast, the high-end estimate of 8.1 million patient days and $3.4 billion in revenues includes long-term hospitals, but does not exclude patients who require fewer than three hours of nursing care or rehabilitation per day (Ting, 1995), and thus may include some traditional NF patients who are excluded in virtually all formal definitions of subacute care.  


	Because these definitions do not capture most of the critical elements of an “ideal” subacute care program, they likely overestimate the current volume of “true” subacute care.  As discussed earlier in this chapter, these definitions are likely to include many providers lacking a separately identified program or unit, aggressive discharge planning and goal oriented treatment, physician-directed care, protocols, case managers, and measurable outcomes.


	Estimating the current amount of subacute care is difficult not only because of data limitations and the lack of a clear definition, but also because publicly-traded companies have an incentive to overestimate the amount of subacute care they provide in order to maximize their value and attract capital.  We were told, for example, that Wall Street typically pegs a relevant company’s earning “multiple” (hence the stock price) in part to the proportion of subacute beds.  Providers, payors, and those who supply the industry with capital are generally aware of the difference between what a company reports and the amount of “true” subacute it can provide.  A recent report from a prominent investment concern known for expertise in health care warns that “unless an investor is willing to spend a considerable amount of time visiting company facilities it can be quite difficult to separate the men from the boys when it comes to subacute care”� (Alex. Brown & Sons, Inc., 1993).


�
C.	The wide range in published estimates of the potential annual volume of subacute care from 21.9 million to 48.2 million patient days reflects the large degree of uncertainty in the definition of subacute care.


	We reviewed three published estimates of the current potential annual volume of subacute care (Exhibit 2.7).  These estimates, which vary from 21.9 million to 48.2 million patient days, differ by which provider types they consider as subacute care providers and in their methods used to calculate volume.�  


Exhibit 2.7�Three Published Estimates of the Current Potential Annual Volume of �Subacute Care


Author�
Ting/CCHI�
Miner and Hicks�
Abt�
�
“Current” Year�
1994�
1992�
1991�
�
Volume�Patient Days (Millions)��Revenues (Billions)�
�21.9���10.4�
�24.1-48.2���$10-$20�
�26.1-30.2








$8.3-$9.5*�
�
Identified Subacute Care Providers�
Freestanding and Hospital-based SNFs; Long-term hospitals�
Freestanding and Hospital-based SNFs; Long-term hospitals�
Freestanding SNFs�
�
Method of Analysis�
Analysis of hospital discharge data for Seattle market, applied diagnosis and procedure information by age to national census data�
Estimate that 10% - 20% of acute care general hospital use is appropriate for subacute.�
Analysis of Medicare claims data and expert panel to identify appropriate diagnoses and potential substitution of current acute care hospital use.�
�



Sources:	Sherman and Walker (Abt) “Subacute Care in Freestanding Skilled Nursing Facilities:  An Estimate on Savings to Medicare,” 1994; H. Ting, “Subacute Care Analysis of the Market Opportunities and Competition,” 1995; Miner and Hicks (Cower and Co.), “The Post-Acute Specture of Care,” 1993.


	*  To better compare the Abt estimates to the others, we applied the estimates of the proportion of the potential subacute care volume that is Medicare (65%-75%) to their estimates of the potential volume of subacute for the Medicare program in 1991 (2.9 million patient days, $6.2 billion in revenues) to calculate the total potential volume for all payors.





1.	Providers included in definition of subacute.


	Two of the three estimates (Ting, Hicks and Miner) include freestanding and hospital-based SNFs and long-term hospitals as subacute care providers.  The third estimate (Abt) assumes that all of the potential volume of subacute care will be provided in freestanding SNFs.  Interestingly, none of the estimates includes rehabilitation hospitals or units as providers of subacute care, although one of the estimates (Ting) indicates that 44 percent of the current volume of rehabilitation providers is appropriate for subacute care in a SNF.


2.	Methodologies for calculating volume.


	The largest of the three estimates (Miner and Hicks) also uses the least rigorous methodology for estimating potential volume.  This estimate is based on the authors’ determination that between 10 percent and 20 percent of general acute care hospital days are potential subacute care days.  


	In contrast, the smallest of the three estimates (Ting) appears to use a relatively sophisticated methodology.  Ting applies current practice patterns in Seattle to diagnosis and procedure information from hospital discharge data.  Seattle is selected because of the availability of detailed data and the author’s belief that Seattle serves as a good model of future practice patterns due to its low hospital utilization rates and average lengths of stay and “wide availability of subacute care programs.”   


	The Abt estimate uses an expert panel to identify diagnosis groups for which there may be appropriate substitution of subacute care for acute hospital care and to estimate the potential substitution effect (i.e., percent of patients in each diagnosis group that might be candidates for subacute care and proportion of total inpatient days that might be appropriate for subacute care).


�



� For an extensive review of the “subacute care” literature, please see Appendix B.


� The above statement does not mean that all Advisory Group members formally “endorsed” those elements.  Several members of the group represent national provider organizations that are having their own internal debates regarding the size of the subacute care tent.


� CCHI also includes long-term hospitals in their estimate of subacute care volume.  Their estimate of the volume of subacute care provided by long-term hospitals is based on telephone interviews with these providers and other unspecified criteria.  


� The dedicated special care units considered include:  AIDS, Alzheimer’s Disease, dialysis, disabled children and adolescent, head trauma, Huntington’s Disease, ventilator/respiratory care, or other specialized rehabilitation.


�   Other “conditions of participation” not included in the information above include that the hospital “has enough beds that are not excluded from prospective payment systems to permit the provision of adequate cost information, have written admission criteria that are applied uniformly to both Medicare and non-Medicare patients, have admission and discharge records that are separately identified from those of the hospital in which it is located and are readily available, have policies specifying that necessary clinical information is transferred to the unit when a patient of the hospital is transferred to the unit, meet applicable State licensure, have utilization review standards applicable for the type of care offered in the unit, be serviced by the same fiscal intermediary as the hospital, use an accounting system that properly allocates costs, maintain adequate statistical data to support the basis of allocation, report its costs in the hospital’s cost report covering the same fiscal period and using the same method of apportionment as the hospital, on the first day the unit is fully equipped and staffed and is capable of providing hospital inpatient rehabilitation.  Other conditions:  ensure that the patient receive close medical supervision and furnish through the use of qualified personnel, rehabilitation nursing, physical therapy, and occupational therapy, plus, as needed, speech therapy, social services or psychological services, and orthotic and prosthetic services.


� The need to distinguish between “true” subacute care providers and others has led industry and managed care organizations to support efforts to develop standards for accreditation and to develop outcomes measures.


� The year for which each estimate was produced also differs, ranging from 1991 to 1994.  Any change in the potential volume of subacute care over this three year period is likely to account for only a small amount of the variation in the three estimates.
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