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Foreward 

Health care in America has undergone steady change and growth since the establishment of 

the first hospital in the 18th century. Since that time, health care providers have continued to 

evolve and adapt to meet the needs of patients and to reflect advances in medical care. New 

policies and programs addressing access and coverage, including the advent of Medicare and 

Medicaid in the mid-1960s, the rise of managed care during the 1980s, and, most recently, 

passage and implementation of the Affordable Care Act, have led to dramatic and wide-ranging 

changes to payment and regulatory frameworks. While this most recent expansion has pushed 

boundaries on many fronts, it has brought particular focus to the role of the broader health care 

continuum, including post-acute care services. Organizations across the country have realized 

that partnerships outside the traditional boundaries of hospitals and health systems are more 

important than ever.

Effective partnership with post-acute care providers will be essential to hospitals’ clinical and 

financial success and critical to building the health care system of the future. The shape of post-

acute care is driven primarily by the regulatory and payment policies of the Centers for Medicare 

and Medicaid Services, or “CMS.” Medicare represents the predominant payer for post-acute 

services (primarily under Part A), and while many other payers (i.e., Medicare Advantage, 

Medicaid, commercial plans) also cover PAC services, they most often follow CMS-driven 

initiatives in payment reform, regulatory changes, and quality measurement. In effect, there are 

not multiple payment strategies (or challenges) when it comes to engaging with post-acute 

providers. Medicare is the dominant theme and other payers add only modest, incremental 

variation. In this context, this resource book focuses primarily on the impact of Medicare on the 

PAC continuum of care and implications for hospital leadership. 

Moreover, as hospitals and health systems consider their post-acute care strategy and 

partnerships, it is important to recognize that the post-acute payment system continues to 

undergo significant changes, and the pace of change is likely to accelerate in the future. Leaders 

from CMS, the Medicare Payment Advisory Commission (MedPAC) and others have advocated 

for a unified payment system for post-acute care that is diagnosis and condition specific and 

site-neutral, akin to the DRG-based payments that hospitals currently receive. Such a “site-

neutral” approach seeks to consolidate four disparate payment methodologies (one for each 

predominant post-acute setting) into a single model that is equitable across settings. For many 

health systems who own and operate post-acute settings or business units, this change will lead 

to profound shifts in operating models and financial realities. 
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43% of Medicare  
Beneficiaries are  
Discharged from  
Acute Care Hospitals  
to Post-Acute Care

Given all of this, its important for hospital and health system leaders to understand what’s at 

stake with post-acute care, where it can benefit an organization, and how it might provide 

challenges in the future. Transformation is not isolated to the traditional boundaries of health 

system thinking, and there is ample clinical and financial opportunity for organizations who can 

partner most effectively with post-acute care providers. This guidebook offers specific guidance 

on how organizations can think about post-acute care and evaluate the opportunity for long-

term success. In addition to detailed discussion of the characteristics and reimbursement 

policies for each level of PAC care, the reader will find suggestions for developing effective 

partnerships between hospitals and PAC providers and illustrative case examples.

Why Post-Acute Care? 

The obvious question for many hospital leaders is, “With all of my priorities, why should I be 

concerned about post-acute care?” It’s a good question. Today’s hospitals and health systems 

are experiencing great change in delivery reform and payer pressures, as well as operational 

challenges. Hospital CEOs will significantly improve their organization’s ability to survive and thrive 

by developing more effective and appropriate use of post-acute care.

As a nation we use a lot of post-acute care. On average, more than 43 percent of Medicare 

Fee-for-Service (FFS) acute discharges transition to one or more levels of post-acute care.1 In this 

context, access to and utilization of post-acute care services represents a key focus area for any 

hospital or health system, regardless of whether they are focused on FFS utilization or a population 

health/value-based strategy. 

Post-Acute Care and Fee-for-Service Thinking

In a predominantly FFS market, an acute hospital does not have direct risk for post-acute spending 

or behavior. However, there are indirect risks that can significantly impact a hospital’s financial 

performance.

1 Source: MedPAC Databook June 2019

Short-Term
Acute Care

Hospital

First site
of discharge 
after acute 

hospital stay

Long-Term
Acute Care

Hospital

Inpatient
Rehab

Skilled-
Nursing
Facility

Home
Health
Care

Outpatient
Rehab

1.1% 3.8% 20.7% 17.9% 9%

Hospitals often have limited control 
of costs and outcomes sent to 

non-affiliated post-acute settings

High
Intensity of Service

Low
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For example, there is a universal agreement that hospital readmissions represent a systemic 

challenge for our health care system, and acute hospitals across America have been impacted 

by CMS’ readmission penalties. In 2016, for California alone, readmissions penalties were $28.2 

million, roughly $127,000 per penalized hospital.2 

When it comes to acute readmissions, post-acute services can be both a problem and a solution. 

Some skilled-nursing facilities (SNFs) may return patients to the hospital when they do not have the 

clinical skill to manage them in the SNF, and/or may have adopted a routine practice of readmission 

when encountering medical issues. A hospital can work to solve this by engaging with the SNF to 

understand their operational behaviors, develop common clinical pathways, and expand the SNF’s 

clinical skills. Collaborative partnership is key here; merely “expecting” the SNF to do so on their 

own rarely works.

In FFS, hospitals will also be impacted by post-acute costs associated with the Medicare Spend 

per Beneficiary (MSPB) measure, which aggregates all spending associated with a hospital stay 

for three days prior to an acute admission and for 30 days following discharge. Given that post-

acute care often occurs immediately after a hospital stay, the cost of post-acute care is a key 

driver in MSPB. As such, hospitals need to know which post-acute providers are the most cost- 

and quality-efficient when it comes to managing patients and avoiding unnecessary and costly 

readmissions.

Post-Acute Care and Population Health/Value-Based Thinking

In value-based environments such as accountable care organizations (ACOs) or bundled payment 

programs, hospitals have direct risk for post-acute spending in addition to the FFS risks considered 

above. The high variability of utilization seen across the country underscores the need for greater 

understanding and standardization of patient access to post-acute care.

According to a 2013 study by the Institute of Medicine, post-acute represents the greatest area of 

variability in health care spending — more than 70 percent.3 By way of comparison, variation for 

diagnostic testing or acute care is 14 and 27 percent, respectively. Wide variation in post-acute 

care means increased risk associated with post-acute use, and health care organizations agree 

that less risk is better. High variation in PAC utilization and costs also points to the opportunity to 

develop and implement more consistent case management practices to ensure the provision of the 

right level and amount of care — that is, the amount and intensity of care to achieve the desired 

outcome without adding unnecessary cost or utilization. Paying attention to post-acute care costs 

in a value-based environment is absolutely critical.

In a Medicare ACO, the organization is at risk for all Part A and Part B Medicare costs. Nearly 

all of Medicare-covered care in post-acute is billed under Part A, and thus is a cost for the 

ACO. Recognizing the number of patients who typically use post-acute care and the spending 

associated with it, successful ACOs look to the management of post-acute care as an important 

factor in controlling costs and improving outcomes.

2 Source: https://www .besler .com/state-by-state-impact-of-readmissions-penalties-for-2016/
3 Source: “Post-Acute Care — The Next Frontier for Controlling Medicare Spending” (N Engl J Med 2014; 370:692-694)

https://www.besler.com/state-by-state-impact-of-readmissions-penalties-for-2016/
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SNFs represent a key savings opportunity for an ACO. By focusing on utilization of the SNF setting 

and the length-of-stay (LOS) for patients in SNF, an ACO can save a substantial amount of money 

in its first or second year of operation. In the following example, an ACO hospital reviews their 

current level of SNF utilization, including number of hospital patients discharged to SNFs, average 

length of stay, and hospital re-admissions, and sets targets for reduction. When the ACO is able to 

meet their targets, they will realize significant cost savings.

Discharges
to SNF Reduction in SNF use

15%

Reduction in SNF LOS
20%

Improvement in SNF 
readmissions

20%

$7,950,000

$1,303,500

13,250

22%

500

SNF Days

Readmissions

Total

Current 
State

Financial
Impact

$9,253,500 $2,007,120

$6,360,000

$886,380

$7,246,380

10,600

18%

425

Projected
State

Financial
Impact

Reductions, 
Improvements &

Savings

Impact of Improved  
SNF Management in  
an Accountable Care  
Organization (ACO)

Post-Acute Care  
Spending Variation  
Demands Control

Total 
Spend Post-Acute

+$150

-$68

+$450

-$180

+$50

-$40

+$350

-$90

+$50

-$28

Baseline
RXAcute OP
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Depending on diagnosis, post-acute care may make up more than half of an episode’s total cost. 

To be successful under a value-based model, a hospital will need to manage post-acute cost and 

utilization while continuing to achieve desired outcomes. 

In instances where the hospital is at risk for the whole episode, meeting targets for desired 

performance or outcome will depend on services provided outside the hospital’s walls. Rather than 

leave it to chance, hospitals should evaluate and engage the right post-acute providers to define 

appropriate use, establish performance expectations and partner with providers for success. The 

same scenario applies when a hospital is in an at-risk environment — like an ACO or capitated 

payer arrangement.

Many organizations have responded to these challenges by reducing all of their post-acute use 

to the (apparently) least expensive option (frequently home health or admission to a SNF). While 

this approach might be appropriate for some patients, it does not for work for all. In a value-based 

environment, one of the guiding strategies is “appropriate use of subspecialties.” For example, 

an ACO cannot manage every patient in primary care and there is no one specialist who can 

effectively address the many types of complex patients. Post-acute care is similar; complex 

patients will require specialty care, and in many instances, the best post-acute setting for the 

patient is the one specifically designed for that patient. Sending a patient to the lowest-cost option 

may in fact prove to be much more expensive in the long run.

Why Is There a Disconnect Around Post-Acute?

For many hospitals, the historical alignment with post-acute has typically been tactical or 

transactional — acute care hospital discharge planners or case managers, and sometimes 

physicians, drive post-acute placement with specific providers or contacts at those organizations. 

Consequently, acute/post-acute relationships between specific providers have emerged and largely 

remain based on habit and historical behaviors. These historical patterns may no longer align with 

the broader strategic needs of the hospital. 

Stroke

Hip & Femur 
Procedures

Cardiac
Bypass

Heart
Failure

Hospital MD Post-Acute Care

Hospital MD Post-Acute Care

Hospital MD PAC

R

Hospital MD Post-Acute Care Readmit

Post-Acute Care  
Comprises Large  
Segment of Total 
Episodic Costs
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For instance, a hospital may decide that it wants to align strategically with a network of five SNFs 

that have been identified as high-quality, and that agree to work with the hospital around quality 

and performance improvement. This strategic intention must first overcome the historical habit of 

case managers and discharge planners who will refer to a post-acute provider that may not be part 

of that network.

In some markets, the highest volume post-acute providers can have the poorest quality or 

performance records. Hospital leaders need to elevate the importance of post-acute care as a 

strategic priority to address pressures around both financial and quality performance and work to 

shift organizational perspectives around post-acute care.

I Already Own Post-Acute Assets — Why Is This Important?

Many hospitals and health systems across California already own post-acute care assets — such 

as an inpatient or acute rehabilitation unit, home health agency (HHA) or skilled-nursing facility. 

While having these assets at your immediate disposal is a great opportunity, owning and operating 

them does not automatically mean you are aligned for appropriate post-acute use. In some 

instances, the opposite might be true.

Many hospitals have historically used some of their owned post-acute services as a less expensive 

site for a patient tying up a hospital bed or who is difficult to discharge elsewhere in the community. 

This approach has some benefits for the organization (it saves acute operating costs), but in the 

long-term, it reduces the hospital’s capacity to care for more appropriate patients in that post-acute 

setting.

In other organizations, hospitals have not optimized the operational capacity of the service to 

capture and manage their own discharges within their organization. This is often the case with 

hospital-based home health agencies, which are ideally positioned to capture business coming 

out of their own hospital but have not been optimized to compete with community-based 

organizations. If the hospital is taking risk as an ACO or via some type of capitated payment, it is 

both giving revenue away and increasing risk exposure. 

Most importantly, the reimbursement system for post-acute care has undergone serious evaluation 

by policy makers over the last several years and is likely to shift in the coming years. This shift will 

create a system, similar to the diagnosis-related group (DRG) payment system, for post-acute 

care that is site-neutral. In effect, an acute rehabilitation unit and a skilled-nursing unit would be 

paid roughly the same amount because the payment will be determined by the patient type or 

condition and not by the site of care. Currently, the SNF and IRF receive very different amounts for 

a potentially similar patient. This is a substantial operational shift for post-acute organizations. If 

your organization owns and operates post-acute assets but does not operate them efficiently or 

appropriately, this payment shift and impact on utilization may be considerable.

Post-Acute Is a First Key Step Outside Hospital Walls

The national shift towards “continuums of care” and greater integration with other community-

based health care and service organizations is the arc of our collective future. For American 

health care to survive increasing expectations and decreasing payment, we must learn to work 

collaboratively with other providers to ultimately achieve the triple aim of better care, better quality 

and lower cost.
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Post-Acute Partnerships
Hospital

Post-Acute
Providers

Working Together to Improve:
Care Transitions, Clinical Patterns, and 

Information Sharing 

Directing patients to community providers and engaging with community providers is not the same 

thing. Given the immediacy of the acute and post-acute relationship, learning to work more closely 

with post-acute organizations outside our walls is a logical first step in connecting with the broader 

array of community providers. As health care becomes less hospital- or physician-centric, hospitals 

must become a willing partner with post-acute and home- and community-based services.

Many organizations across the country have used their post-acute “lessons learned” to build 

stronger ties to behavioral health, and improve management of dialysis populations. They have 

also used these lessons to better engage around the social determinant issues driving much of our 

health care spending. For California hospitals seeking to grow in these areas, post-acute is a great 

learning laboratory.

There Is No Looking Back

Many of us are tempted to look back at what we’ve accomplished, rather than look forward and 

face the road ahead. There is no denying that health care is changing; partnering with post-acute 

care is a key journey we must take.

Building a path toward successful engagement with post-acute care does not happen by 

chance. Those organizations who have pioneered their success in this space can point to clearly 

understood challenges with post-acute and well-defined strategies to address those challenges via 

engagement, innovation and hard work. 

In the following pages, we will provide hospitals with a foundational framework to better understand 

post-acute care as well as strategic and tactical guidance on how to partner and engage 

successfully with post-acute care providers. 

What is Post-Acute?

As previously referenced, the term “post-acute” encompasses “a range of medical care services 

that support the individual’s continued recovery from illness or management of a chronic illness or 

disability.”4

Typically, post-acute encompasses services provided after a hospital stay, although some of these 

services may be ordered by a physician without a preceding hospital stay. It is important to note 

that post-acute is not a specific place, nor is it a “continuum of services.” Post-acute is a grouping 

of specialized care settings designed to treat patients based on their specific condition, diagnosis 

and/or functional status. While some post-acute settings have similarities, they are not all the same 

and they are not always interchangeable.

4  Source: Trilogy Foundation — Terminology Sheet, www .thetrilogyfoundation .org
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Post-Acute Care Settings

For the purposes of this guidebook, we will refer to and discuss four major post-acute settings. A 

brief summary overview of each is presented below.

Home Health Agencies

Home health agencies (HHA) provide a wide range of health care services that are provided in 

the home after an illness or injury. Common home health services include wound care, IV therapy, 

serious illness management and therapy services. The focus of home health is to foster improved 

health and independence in a home-based setting. Home health services are typically delivered by 

a nurse or therapist depending on the patient’s needs or plan of care. Aides may also be deployed 

in the home to support these service needs. Most patients access an HHA following an acute 

hospital discharge or through a primary care practitioner’s order. For a patient to qualify, he or she 

must have an intermittent skilled service or therapy need, and be homebound, as certified by the 

prescribing physician or qualified non-physician practitioner.

Skilled-Nursing Facility

Skilled-nursing facilities (SNFs) offer a range of services suited to individuals who require medical 

oversight, but do not require hospital-level care. Individual SNFs may provide transitional post-

acute care, or long-term residential care, or both. 

Following a hospital stay, a patient may need post-acute care (PAC) or long-term care (LTC), or a 

combination of both. While PAC and LTC can be provided in similar settings, there are important 

distinctions between them in goals, length of stay, payment, etc. 

PAC provides medical and rehabilitative care to a patient recovering from an acute injury or illness and 

is directed at improving health and functional status over an episode of care and a limited time. PAC 

is most often reimbursed through Medicare or other medical insurance. PAC care may be delivered 

at the hospital level (LTCH or IRF) or in the SNF or home setting by home health agencies, and some 

patients may require more than one level of care. For example, an individual recovering from a stroke 

may be admitted to an IRF for a period of acute medical rehabilitation, and then transition from the IRF 

to home with home health care. 

In contrast, long term care refers to ongoing and open-ended care for individuals with chronic 

conditions or functional limitations. It may be provided in SNFs or in the home or other residential care 

settings. Medi-Cal is the primary payer for long term care.

Post-Acute vs. Long-Term Care

There are differences and 

overlaps in the services 

provided by each type of 

facility . SNFs provide post-acute/transitional care, long term care, or both:

• Episodic/time-limited
• Medical treatment & rehab

• Ongoing/not time-limited
• Care for chronic needs

Long-Term Care
Residential

SNF Home

Post-Acute Care
Transitional 

LTCH IRF

SNF HH
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Common post-acute SNF services include therapy and rehabilitation, IV therapy or post-operative 

medical management, with the goal of stabilizing and restoring the individual’s functional capability 

to return home. Most SNF patients are admitted after hospital discharge. To qualify for Medicare-

covered skilled services in a SNF, a patient must have spent three preceding days in an acute 

hospital.

While most skilled nursing facilities are freestanding, others operate as distinct parts of hospitals 

or health systems. Distinct part skilled nursing facilities are typically located within, or in close 

proximity to, their affiliated or parent hospital. 

Distinct part skilled nursing facilities undergo the same oversight and survey processes as free-

standing SNFs, and in most respects are subject to the same federal and state requirements. 

Similarly, Medicare reimbursement does not differ between DP and FS SNFs; in both settings per 

diem rates are calculated based on individual patient characteristics and resource use.

Medi-Cal reimbursement rates for SNFs are calculated annually by the CA Department of Health 

Care Services (DHCS) and are based on cost reports submitted by each facility. Costs for hospital-

based distinct part SNFs are calculated separately from those of free-standing SNFs. Generally, 

Medi-Cal rates for hospital-based SNFs are significantly higher than those for free-standing SNFs. 

Subacute Care Units 

Subacute-care units are specialized SNFs or SNF units that are contracted with Medi-Cal to 

provide specialized care to medically fragile individuals on a long-term basis. Subacute care 

patients often require special services, such as inhalation therapy, tracheotomy care, intravenous 

tube feeding, and complex wound management care. While subacute beds are licensed as skilled-

nursing beds, they are reimbursed differently and are subject to additional staffing and patient 

criteria requirements. MediCal is the primary payer for subacute care services. 

• 15,000+ providers

• 96% freestanding

• 71% FP
 23% NFP
 6% Govt

• 12–13% 
 MC margins

• $11–14K/case

• Per diem/PDPM

• ALOS: 25.1 days

• 11,556 providers                                                
in 2018

• 89% FP
11% NFP

• 15.3% Medicare 
margin

• $2427/episode 
median cost

• Episodic/PDGM

• 1,170 providers

• 76% hospital-based

• 33% FP
 56% NFP
 11% Govt

• 13.8% Medicare 
margin

• $20,322/case

• Episodic/CMS-13

• ALOS: 12.7 days

• 411 providers

• 78% FP
 18% NFP
 4% Govt

• -2.2% Medicare 
margin

• $38,253/case

• Dual payment rate 
structure: 
MS-LTC-DRG and 
site neutral payment

• ALOS: 26.3 days

SNFs HHAs IRFs LTCHs

Post-Acute Landscape

Source: MedPAC publications; March 2019 Payment policies, June 2019 Data Book, March 2020 Report to 
Congress .
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Inpatient Rehabilitation Facility 

Inpatient rehabilitation facilities (IRFs), sometimes also called “Acute Inpatient Rehabilitation,” 

are highly-specialized settings that provide a coordinated program of medical care and intensive 

therapy services (usually three or more hours/day) under the direction of a rehabilitation physician. 

Typical IRF patients include individuals with traumatic brain or spinal cord injury, stroke or major 

cerebrovascular event, and complex neurologic or orthopedic issues. Nearly all IRF patients are 

admitted following an acute hospital discharge and their admission is contingent on evaluation and 

approval of a rehabilitation physician, most often a physiatrist. IRFs may be freestanding hospitals 

or distinct part units of an acute care hospital.

Long-Term Acute Care Hospital 

Long-term acute care hospitals (LTCHs) incorporate highly specialized settings that provide both 

intensive medical management and rehabilitation of highly-complex patients who require acute, 

hospital-level care and close management by a physician. Typical LTCH patients include individuals 

with complex pulmonary illness, most commonly on a mechanical ventilator, and require weaning 

to discontinue. Additionally, LTCHs manage multiple complexities, substantial wound management, 

infectious disease and multiple IV management. LTCH patients are most commonly admitted after 

hospital discharge. To qualify for Medicare LTCH payment, CMS requires that an LTCH patient 

require vent weaning or have been in an acute ICU for at least three days during the preceding 

hospital stay. LTCHs operate separately from acute care hospitals, but in some cases may be 

located within an acute care hospital building (a hospital within a hospital (HwH)). 

When an LTCH is operated as an HwH it must meet federal requirements for “separateness and 

control,” including separate governance, leadership, and medical staff, and must perform certain 

basic functions separately from the co-located acute care hospital. It also must demonstrate 

independent compliance with hospital Conditions of Participation (CoPs) and be able to 

independently meet state licensure requirements for general acute care hospitals. 

California is home to over 2,500 Medicare certified post-acute care providers* 

20 long term acute care hospitals provide extended care to patients with complex medical needs and 

multiple conditions; usually free-standing hospitals, may be co-located as a “hospital-within-a hospital” 

with an acute care hospital. 

86 inpatient rehabilitation facilities (IRFs) provide coordinated medical management and intensive 

therapy for persons who have suffered a disabling injury or illness; IRFs may operate as free-standing 

hospitals or distinct-part units of acute care hospitals. 

1,193 skilled nursing facilities operate in CA, mostly free-standing facilities though about 100 are 

operated as distinct parts SNF operated by hospitals. SNFs may provide short-term transitional care, 

long-term residential care, or both. 

1,426 home health agencies provide medical and therapy services to individuals who are homebound; 

CHA estimates that more than 100 hospitals or health care systems operate an affiliated home health 

agency. 

*Source: CMS Compare websites .

Established Presence in California

California is home to over 

2,500 Medicare certified  

post-acute care providers* . 

Many are operated by 

hospitals and health systems . 
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Post-Acute Payment and Reimbursement 

The majority of post-acute services are paid for by Medicare or Medicare Advantage, and each 

post-acute setting has its own reimbursement system. 

Skilled-Nursing

• Per diem payment

• Paid via PDGM

• Amount determined 
by acuity 

Home Health

• Episodic payment

• Paid via HHRG

• Amount determined 
by acuity 

Acute Rehab

• Episodic payment

• Paid via CMG

• Amount determined 
by diagnosis and 
functional status 

Long-Term
Acute Care

• Episodic or per 
diem payment

• Paid via LTCH-DRG

• Amount determined
by diagnosis and 
vent and ICU status 

While Medicare Advantage (MA) programs must adhere to Medicare medical necessity guidelines 

and provide reimbursement for, and access to, these services, they may establish a different 

structure or rate (e.g., negotiate a per diem rate instead of a case rate). 

Medi-Cal pays for medically necessary post-acute care services for patients who meet specific 

medical necessity criteria, subject to authorization. Payment policies for fee-for-service Medi-Cal 

beneficiaries varies by setting type: 

• LTCH: Reimbursed via the Medi-Cal acute hospital DRG program 

• IRF: Standardized per diem rate 

• SNF: Per diem rate for basic services; some care services,  
including therapy, billed separately 

• HH: per authorized visit 

Private commercial insurance and worker’s compensation may also pay for post-acute care 

services. Payment rates and procedures including authorization requirements will vary by payer 

type and may be addressed in contract agreements. 

Medicare Post-Acute 
Payment — Diverse 
Systems and Competing 
Priorities

Medicare beneficiaries must be informed of their right to choose any certified provider appropriate to 

their care needs in their geographic area and must be provided a list of those providers. Under the 

provisions of the final discharge planning rule, case managers must also provide additional quality and 

resource-use information to assist them and their caregivers in making a choice that best meets their 

goals and preferences for care.

Medicare and Free Choice

Patients still have

free choice to go the

post-acute care setting of

their choice .
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Impact of Reimbursement on PAC Utilization 

Much of the observed variation in post-acute care utilization is driven by these various payment 

systems. Historically, there have been few clear-cut or objective criteria to guide acute hospital 

discharge planners to the “right” post-acute setting for a patient, leading to wide variations in 

admissions practices. A patient with a spouse at home might receive excellent care from home 

health, but a clinically similar patient without a caregiver might need to be admitted to a SNF. 

Similarly, in some parts of the country, patients who have undergone joint replacements may 

customarily transition to a SNF, while in other parts of the country, they are more likely to be 

discharged home with home health or outpatient services for post-hospital rehabilitation. Although 

screening tools have been developed and tested over the last several years to guide these 

decisions, no specific approach has been required or adopted. As a result, most hospitals rely on 

patient choice, physician advice and — too often — old habits.

The greatest challenge presented by current “site-specific” payment systems is that they incent 

post-acute providers to maximize volume. In 2019, however, CMS implemented major revisions 

to the SNF payment system — the Patient-Driven Payment Model, or “PDPM.” While the system 

remains site specific, it is a step towards site neutral payment. Previously SNF per diem payment 

was closely tied to the amount of therapy services provided. Thus, in order to succeed financially, 

the SNF was incented to deliver a lot of PT, OT and SLP, and to maximize length-of-stay.

Medicare is a federal health care insurance program for U.S. citizens over age 65 or for younger 

individuals who are disabled. Medicare has four parts:

• Part A: Hospital and most post-acute care services — part of traditional Medicare
• Part B: Physician and other outpatient services — part of traditional Medicare
• Part C: Medicare Advantage; managed care plans covering services offered by traditional 

Medicare and possibly additional supplemental benefits
• Part D: Prescription Drug Coverage

For most patients aged 65 and over, Medicare (or Medicare Advantage) is the primary payer for post-

acute services, as long as the patient meets the coverage requirements for each particular level of 

care. Medicare is for medical care only, and does not cover long-term or custodial care (LTC).

Medi-Cal is a jointly-funded federal and state program that helps low-income individuals and 

families pay for costs associated with medical services, as well as long-term custodial care. To be 

eligible for Medi-Cal, one must have very limited income and financial assets. An individual may be 

“dually eligible” and qualify for both Medicare and Medi-Cal. Many Medi-Cal recipients are enrolled in a 

managed Medi-Cal plan (MMP), which is responsible for payment for medical services.

Medi-Cal is the primary payer for long-term services and supports (LTSS), including LTC care provided 

in a skilled-nursing facility. In some regions, the MMP is also the payer for LTSS in addition to hospital, 

physician and other medical services.

Medi-Cal vs. Medicare

While Medicare and  

Medi-Cal (referred to as  

Medicaid in other states)  

are both government- 

sponsored programs that 

cover health care costs,  

they cover different  

populations and may pay  

for different services .
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Under the new PDPM methodology, the per diem payment still exists but therapy is no longer the 

key driver. PDPM integrates six elements with greater focus on the patient’s clinical needs. CMS 

anticipates that this new structure will incent SNFs to take more clinically complex patients, given 

the program’s emphasis on covering the true costs of caring for increasingly clinically complex 

populations. PDPM also introduces a variable per diem component that reduces payment amounts 

over the course of a patient’s time in the SNF. The intent of this variable component is to shift 

behavior and incentivize shorter SNF lengths of stay. PDPM went into effect on Oct. 1, 2019. 

As such, its full impact may not be fully understood for several years. The SNF industry will likely 

experience a period of fluctuating payment levels, and provider turbulence, followed by a rebasing 

period and stabilization as SNFs adapt to the new system. 

A similar payment reform went into effect Jan. 1, 2020, for home health agencies. Under the new 

Patient-Driven Groupings Model (PDGM), greater weight is placed on clinical characteristics of the 

patient and use of therapy service thresholds is reduced in determining the appropriate payment 

amount. In addition, the timing of payment for home health is shifting from a 60-day unit to two 30-

day units within the traditional 60-day episode. In effect, payment will be issued to the home health 

agency at the 30-day mark and again at the 60-day mark. This represents an operational shift for 

home health revenue cycle but is generally viewed as a more accurate method of payment, given 

intensity of service that occurs in the first half of an episode. 

Given the evolving landscape and the continued desire to collapse post-acute payment into 

one system (rather than the four current systems), the Medicare Payment Advisory Commission 

(MedPAC) was directed through the IMPACT Act of 2014 to study the potential of a unified 

prospective payment system (PPS) for post-acute care, under which payment would be site-

neutral or based on patient characteristics rather than location of care. The results of the study 

The IMPACT Act required MedPAC to create a site-neutral payment system by 2018 for 

deployment by 2023. MedPAC’s updated evaluation in June 2016 accelerates the adoption time 

frame to 2021.

Payment Model Features:

• Common unit of service (i.e., a stay or episode) with a patient characteristic risk-adjustment 
system. 

• Payment adjustment to reflect lower costs in HHA settings.

• Separate payments for routine and therapy services and for non-therapy ancillary services, 
such as drugs.

• Outlier policies for unusually high-cost stays and unusually short stays.

PAC Unified PPS Goals:

• Payments would be based on patient acuity rather than the PAC setting. 

• Providers would have fewer incentives to selectively admit some patients over others because 
payments would better track patient resource needs.

Site-Neutral Payment

Site-neutral is essentially  

DRGs for post-acute care —  

an episodic model that  

will demand services be  

evaluated upon admission, 

proactive LOS management, 

and aggressive quality/ 

performance management .
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and follow-up analysis determined that such a system is viable and should be implemented by 

2021.5 Most experts agree that a unified system will not arrive by 2021, but it is highly likely in the 

ensuing three to five years. Until such a system is in place, CMS will likely continue to adjust the 

site-specific payment structure for each provider type in the direction of site-neutrality and continue 

to research and revise the evolving approach to unified PPS. 

It is important to understand that the concept of site-neutral or unified payment represents a 

substantial paradigm shift for much of the post-acute industry. While LTCH and IRF have been 

traditionally paid through an episodic model, the amounts they would receive under a unified 

approach are expected to be lower. SNF providers, while used to per-diem thinking, will have to 

shift to an episodic model that emphasizes much shorter lengths-of-stay than they have had in the 

past. For hospitals and health systems who own these assets, the shift in payment carries similar 

financial and operational impacts.

Post-Acute Quality

Historically, data about post-acute quality and performance has been fairly limited. Knowledge and 

understanding of providers were often tied to patient experiences, discharge planner perceptions 

and general marketplace opinions. Over the last several years, and with the advent of the IMPACT 

Act, CMS has taken many steps to improve both the quantity and depth of information that is 

publicly available about post-acute quality. 

As with hospitals, CMS uses a five-star rating system to rank post-acute providers. SNFs have 

operated under this model and the depth of data considers SNF staffing, quality, outcome 

measures and inspection results. HHAs have a similar system that encompasses quality 

performance data, outcome measures and patient experience. This information is available online 

through Medicare’s public-facing websites, Nursing Home Compare and Home Health Compare. 

As a result of the IMPACT Act, additional quality data and public reporting is also provided for IRFs 

(IRF Compare) and LTCHs (LTCH Compare). CMS Compare information for all provider types is 

available through Care Compare, Medicare’s new consumer portal, https://www.medicare.gov/

care-compare/.

The CMS Five-Star rating system across the post-acute provider types evolves almost annually 

and continues to include more robust quality measures for each care setting. SNFs have been 

operating under the five-star model the longest and their data set continues to mature and 

evolve to better align measures across the care continuum. Beyond quality and health status 

data garnered from patient assessments, the SNF system now includes claims-based measures 

around readmissions and hospital emergency department use. The rating system for home health 

considers a combination of similar assessment-based measures and claims-based measures. 

The IRF and LTACH rating systems do not utilize “stars” and are relatively new, focusing on clinical 

quality, cost, and patient outcomes. 

As these five-star systems evolve, they are additionally coming into closer alignment. One key 

provision of the 2014 IMPACT Act was a requirement to standardize data across all four PAC 

provider types. Beginning in 2016 and finalized in 2019, CMS made changes to standardize certain 

questions across the patient assessment tools in use among PAC organizations (i.e., the LTACH 

CARE data set, the IRF PAI, the SNF MDS and the HHA OASIS). This standardization will better 

allow for the comparison of patient outcomes across the various levels of care not previously 

possible, and more importantly, establish the data infrastructure required to support the desired 

unified payment model 

5 Source: MedPAC, Report to Congress, June 2018

https://www.medicare.gov/care-compare/
https://www.medicare.gov/care-compare/
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In September 2019, CMS published the final rule (42 CFR Parts 482, 484, and 485) regarding 

discharge planning around care transitions, primarily from acute hospitals to follow-on sites of 

care. The “proposed” rule was initially promulgated in late 2015 and encompassed changes in 

Conditions of Participation across multiple sites (including post-acute care). The final rule outlines 

specific focus on patient goals and patient preferences, and specifically revises discharge planning 

requirements for acute and critical access hospitals, home health agencies, long-term acute care 

hospitals, and inpatient rehabilitation facilities. (Discharge planning rules for skilled nursing facilities 

were addressed as part of a “mega-rule” change for SNFs in late 2016.)

As with all aspects of Medicare-covered services, patient choice remains central to this process. 

Hospitals must focus discharge planning efforts on “patient preferences” including goals of care 

and treatment preferences. More specifically, hospitals must:

• Develop and implement an effective discharge planning process that focuses on the patient’s 

goals and treatment preferences and includes the patient (and caregivers or support persons) as 

active partners in the planning process

• Include discharge planning evaluations that allow for timely arrangement of post-hospital care 

prior to discharge and include evaluation of the likely need for, availability of, and patient access 

to non-health care services and community-based care providers

• Ensure that patients have the right to access their own medical records upon oral or written 

request, in the form and format requested by the individual 

• Provide patients and their caregivers with assistance in selecting a post-acute provider, including 

data on post-acute provider quality and resource use measures relevant to the patient’s goals of 

care and treatment preferences.

For patients discharged and referred to a post-acute setting, the hospital must provide a list of 

Medicare-participating post-acute providers that are available to serve the patient’s geographic 

area. (The hospital must document in the medical record that the list was provided.) As part of 

this list provision, the hospital must inform the patient (or representative) of the freedom to choose 

among participating Medicare providers and suppliers. The hospital must not specify or otherwise 

limit the qualified providers or suppliers available to the patient, and the hospital must disclose any 

financial interest it might have with or among home health agencies or skilled nursing facilities.

For patients enrolled in a managed care arrangement (like Medicare Advantage), the hospital must 

share information it has about providers and suppliers in the managed care organization’s network, 

and the hospital must make the patient aware of the need to verify that providers and suppliers are 

in network.

The impact of these changes has required many hospitals across the country to closely review 

not only their case management and discharge planning practices but also the nature of their 

alignment with post-acute providers, given the added level of specificity required around post-acute 

quality and use as part of the process.

The Discharge Planning Rule

The IMPACT Act of 2014 

requires changes to how 

acute care hospitals work 

with patients to choose post 

acute providers .



Productive Partners: Hospitals and the Continuum of Care  |    16

© California Hospital Association

The Value of Improved Post-Acute Quality Data 

Efforts on the part of CMS to gather quality data about post-acute organizations serve not only 

patients and their family members to better understand their options for post-hospital care but 

also drive key elements of policy and regulatory thinking around two key topics – value-based 

purchasing for post-acute and improved acute hospital discharge planning.

Post-Acute Value Based Purchasing

Similar to the VBP programs developed for acute care hospitals, CMS seeks to reward post-acute 

organizations with incentive payments for the quality of care provided in a particular post-acute 

setting. VBP for SNFs was deployed in late 2018 and is as of fall 2020 focused on a singular 

measure: readmissions for any cause within thirty days of discharge from the preceding hospital 

stay. The future evolution of SNF VBP is considering additional measures (eight assessment-based 

and three claims-based) that SNF providers will be required to submit to CMS. Failing to do so will 

result in financial penalties for the SNF.

CMS deployed the home health VBP policy in January 2016 for HHAs in nine states (not including 

California). As of January 2021, the program has not been expanded, as CMS continues to 

evaluate the metrics and methodology for implementing a broader program. VBP measures for 

home health encompass patient outcomes, survey ratings and agency-reported measures. 

One issue precluding the further development of PAC VBP grows from MedPAC concerns about 

the validity and accuracy of assessment-based measures. MedPAC has noted that functional 

status of patients recorded at discharge from one setting and at admission to the next are often 

different, and the differences often favor reporting that would raise payments. As such, relying 

on these measures to drive incentive payments is yet to be resolved. Therefore, CMS has not 

proposed or implemented a VBP for LTACH or IRF providers. 

The Acute Discharge Planning Rule

One key development impacting appropriate post-acute use and highly dependent on an improved 

set of post-acute quality data is the updated acute discharge planning rule that was finalized in late 

2019. While the rule outlines broad expectations and guiding principles for patient transitions and 

acute discharge planning, its requirements around post-acute care are fairly specific. Per the rule, 

hospitals must “assist patients, their families, or the patient’s representative in selecting a post-

acute care provider by using and sharing data that includes, but is not limited to, HHA, SNF, IRF, 

or LTCH data on quality measures and data on resource use measures.” This specific data quality 

requirement represents a new level of detail for hospital discharge planners and likely requires 

these roles to increase their knowledge and understanding of post-acute providers available to the 

patient. It is also important to note that the “hospital must ensure that the post-acute care data on 

quality measures and data on resource use measures is relevant and applicable to the patient’s 

goals of care and treatment preferences.” Thus, data provided about post-acute options must be 

specific to the patient needs and consider the patient’s choice in care.
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Post-Acute Operations

Like their hospital cousins, post-acute operations face many of the same operational challenges 

that are endemic to American health care — workforce availability, competition for skilled workers, 

declining reimbursement, increasing regulatory expectations and an increasingly demanding 

consumer who is becoming smarter and more savvy about health care cost and quality. In addition, 

post-acute care providers face dynamics that are unique to their particular business model. The 

summary infographic below characterizes some of the major issues facing post-acute providers.

Skilled-Nursing

• New rules around conditions of 
participation challenging operators to 
adapt

• Decreased rehabilitation patients means 
shift in clinical focus — more complex

• National oversupply of SNF beds drives 
competition for quality referrals

• Industry is likely to downsize over next 
five to seven years

• Payment change from RUG to PDPM

Home Health

• Payment has undergone rebasing, 
impacting bottom-line performance

• Considerable buying and selling of 
agencies

• Preference to use home health above 
other PAC venues is increasing 
demand

• Payment change from HRG to PDGM

Acute Rehab

• Very narrow range of patient types 
appropriate for IRF

• Commercial payers increasingly deny 
IRF coverage in favor of SNF or HHA

• Shifting patient target requires greater 
specialization and reinvention

Long-Term Care

• Dual payment structure: LTCH episodic 
rate for patients that meet diagnostic 
and resource use criteria. Site-neutral 
per diem rate for others. 

PAC Operational Dynamics: 
Challenges and Opportunities
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Strategy: Engaging with Post-Acute Care

Knowing Where You Stand

As you develop a strategy around post-acute care, it is important to understand there is no one 

consistent or “ideal” strategy for post-acute engagement. The approach depends on a number 

of things. For instance, are you currently in a predominantly FFS environment or in a value-based 

setting, such as an ACO or other at-risk arrangement? The answer to this question will determine 

the urgency with which you should approach post-acute care, and how. In both FFS and ACO 

environments, post-acute care behavior will impact overall savings and acute hospital success. In 

an ACO or bundled payment, the hospital faces direct risk for post-acute care utilization, while in 

FFS, inappropriate PAC use will affect hospital performance through unnecessary readmissions or 

increased post-hospital MSPB.

An important consideration is whether you own or operate any post-acute care assets. If yes, you 

may be able to manage post-acute use and quality directly and quickly. But are your owned assets 

properly positioned and optimized to perform? If you don’t own post-acute assets, the approach 

will be different and the time to effect change in post-acute provider behavior may be longer.

Organizational timelines are important as well. Many, if not most, hospitals and health systems still 

operate in a largely FFS world, but are preparing to become value-based or an ACO in the near 

future. Many of these same hospitals have no owned post-acute assets and no defined post-acute 

strategy.

The time to start engaging with post-acute care is right now. Why? Ideally, you want post-acute 

care to be as high-performing as possible before the ACO starts. In the first year of an ACO, the 

biggest opportunity for savings is usually in post-acute care. It will take nine months to a year to 

stimulate change and quality improvement in community-based post-acute providers. Starting a 

post-acute strategy after, or at the same time as, implementation of the ACO will result in loss of 

potential savings.

The decision tree on the next page offers key questions to consider and potential responses for 

when it comes to crafting an initial post-acute engagement approach

What Are the Pain Points?

A second level of consideration includes the identification of specific issues to be addressed 

through improved post-acute engagement — in effect, what pain points need to be considered? 

Common pain points that can either be addressed or accommodated by post-acute care include:

• Quality or performance outcomes, such as readmissions or Medicare spend per beneficiary

• Acute length-of-stay challenges

• Patient satisfaction or care experience

• Specific risk for post-acute performance (PAC outcomes or quality)

• Organizational growing pains

• Market competition
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• What populations do we 
need to manage: readmissions, 
payer specific, unfunded?

• How do we gain market share/
continue growth?

• How does PAC play into our 
general strategy?

Focus #1

• What is the market dynamic? 
Largely status quo? Slow shift to 
population health, value-based 
payment or rapid movement?

• What PAC assets are available 
in the market? Is there capacity? 
What is their quality?

• What is the best approach to 
partner or integrate with PAC to 
advance strategy?

• What is the time frame and what 
is our pace?

I N T E R N A L

Do we wait,
buy, rent, lease,
build, partner?

What
do we

currently
own in PAC

assets?

Are we 
meeting 
quality 
targets 
or needs?

Focus #2

E X T E R N A L

Post-Acute Care Development Decision Tree

Pain points, in combination with knowing where you stand, often point to specific engagement 

efforts with post-acute care and can help inform or craft your organization’s strategy. For instance, 

hospitals often experience acute length-of-stay (LOS) challenges with patients with certain 

diagnoses or clinical conditions. Patients who exceed LOS targets and cost the organization 

money might be manageable in a less costly post-acute setting. That’s a pain point. But simply 

discharging these patients to post-acute is not enough to succeed in a value-based world. In order 

to succeed and to achieve sustainable financial and clinical outcomes, it is critical that acute care 

hospitals engage with post-acute care facilities to understand how the two can work together to 

reach shared goals and provide excellent patient care.

Post-acute care will undoubtedly play a key role in shaping the health care delivery system and the 

hospital of the future. If your organization anticipates a need to be more integrated with the local 

market, participate in greater risk relationships or become a true population health organization, 

developing effective partnerships with post-acute care will be essential. An acute/post-acute 

alignment strategy is one of the first steps in building a broader continuum of care and establishing 

a foundation for clinical integration and longitudinal care pathways — both of which can lead to 

better outcomes and happier patients.



Productive Partners: Hospitals and the Continuum of Care  |    20

© California Hospital Association

Key Approaches to Acute/Post-Acute Engagement and Collaboration

Every market and organization is unique, and there are many potential approaches to post-acute 

engagement. However, the most common and usually successful efforts are grouped into three 

broad approaches:

• Joint venture and ownership models

• Joint operating committees, collaborative or work groups

• High value or preferred provider networks

Each of these approaches offer varying pros and cons. The ideal option for a specific organization 

will vary based on its evolution, culture and strategic intentions.

Approaches to Acute and Post-Acute Engagement

Status Quo Joint VenturesJoint Operating
Arrangements

Narrow or Preferred
Networks Sole Ownership

• No change in 
current discharge 
behaviors or 
patient management 
practices

• Hospital or system 
utilizes wide array of 
post-acute providers 
with no regard for 
quality or outcomes

• No investment 
required

• No control over 
provider performance, 
but can control 
volume

• Basic workgroup or 
committee relationship

• Usually focused 
on fixing a problem 
or improving a 
particular process: 
care pathways or 
readmissions

• Overcomes, 
disconnects and 
builds collaboration

• Very limited 
investment 

• Slight influence 
over post-acute 
participants; 
volume redirection 
common

• Aligned network

• Emphasizes quality 
managment of patients 
in PAC via careful and 
rugged selection of 
participants, redesign 
of care and ongoing 
engagement

• Invites modest 
investment to develop 
and maintain network 
infrastructure

• Offers significant 
influence over 
participants; 
consolidates volume

• Shared ownership, 
commonly with a 
post-acute managing 
partner

• Usually involves new 
construction or 
redevelopment

• Emphasizes quality 
management through 
shared ownership 
model, but offers 
multiple challenges

• Significant capital 
investment

• Strong influence over 
operating partner, 
but often insufficient 
volume for total need

• Fully owned and 
operated asset of the 
hospital or system; 
usually on balance 
sheet

• Self-management 
challenges are very 
common 

• Comprehensive 
control over asset, but 
opportunities to use 
incorrectly

• Significant investment 
to purchase or develop 
($200-450K per bed); 
or costly to maintain, 
given age

Increasing Level of Hospital Control = Increasing Investment/Capital
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Joint Venture or Ownership

Joint venture or ownership models represent the most capital-intensive approach, as they often 

require investment in a shared relationship or outright purchase or development of a post-acute 

offering. A joint venture relationship with another organization offers less direct control over either, 

but still provides greater opportunity to influence than other approaches. For hospitals or health 

systems that need to exert full operational and quality control over post-acute, ownership is the 

ideal approach.

Balance Estate Skilled-Nursing Facility
(For-profit joint venture)

$625K
+ any 

purchased 
services 
revenue

$1,625K
margin + 

management 
fee

Annual Gross Revenue $25 million 

Management Fee $1 million (4% of gross revenue) 

5% Annual Margin $1.25 million (split 50/50)

• Nonprofit 501(c)3
• 50% owner
• Non-managing partner
• May provide some 

purchased services

Community 
General Hospital

• For-profit developer 
and SNF management 
company

• 50% owner
• Managing partner

Advancing 
SNF Care, LLC

Ownership is often challenging for some organizations; the desire to invest in post-acute services 

may be outweighed by other strategic options like building greater physician presence or 

developing outpatient or retail medicine models. Hospital and health system direct ownership of 

post-acute services is also tested by operational challenges, given the difference in post-acute 

operating models and the inherent variation in different post-acute settings — home health, skilled-

nursing facilities and inpatient rehabilitation all operate in different ways.

Joint venture relationships have emerged as the ideal alternative to direct ownership because 

they share the capital costs associated with building or buying. More importantly, they typically 

involve a partner with specific knowledge or expertise who can direct or support the operations. 

Joint ventures among acute and post-acute organizations have been more prevalent over the 

last decade than direct ownership and have typically encompassed hospitals partnering with a 

national or regional organization to develop skilled-nursing and acute rehabilitation facilities. Capital 

commitment is shared, but the external organization manages the entity. The hospital partner can 

influence quality and operations while sharing the risk for operational performance.

The downside of both ownership and joint venture is operational risk, although the degree of 

impact is mitigated by full or partial ownership. Other approaches to acute/post-acute collaboration 

offer lessening degrees of operational or direct financial risk, but can carry greater risk for quality 

performance and, in turn, impact financial performance down the road.

Joint Venture/Ownership
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Joint Operating Committees, Collaboratives or Work Groups

In recent years, the concept of “joint operating committees” (JOC) or “collaboratives” have 

emerged in many markets across the country. These collaboratives represent a starting framework 

for conversation among acute and post-acute organizations. Most are structured as chartered 

work groups that include representatives from both sides convened to address a specific issue. 

Addressing readmissions or improving patient transfers are common topics for a JOC or a 

collaborative.

JOCs and collaboratives represent a positive step toward improving communication among 

providers. Despite long-standing relationships around discharging and admitting patients, the 

acute/post-acute interface is traditionally very one-way — acute hospitals send and post-acute 

receives. The work is transactional. Given the nature of urgency associated with it, there is usually 

little time to work on the process itself. The JOC/collaborative framework creates a vantage point 

from which process and operational practice can be evaluated, tweaked and improved.

The ideal JOC or collaborative involves key leaders from both sides who are empowered to define 

and address the issue, such as a director of case management and staff, along with a clinical lead 

and staff from post-acute. Executive sponsors on both sides can overcome roadblocks and garner 

broader organizational buy-in to potential remedies or solutions. An example of a JOC/collaborative 

structure and scope is illustrated below.

Charter Defines:
• Scope of work
• Participant expectations
• Meeting schedule
• Goals

Works until goals are met

Joint Operating 
Committee/Collaborative

• Executive sponsor
• Nurse/clinical 

leadership
• Case management
• Quality

Hospital Post-Acute

• Executive sponsor
• Nurse/clinical 

leadership
• Admissions
• Quality

Central to a successful JOC or collaborative is the charter document. The charter should clearly 

define:

• The members, and any related expectations around participation and engagement

• The scope of work or problem to be covered 

• The anticipated outcome 

• Logistics around meetings and scheduling

Absent a charter, the JOC or collaborative can quickly lose focus, wander outside of scope and 

inevitably fail through lack of discipline. A sample charter is included in the Resources section of 

this guidebook.

The benefit of JOCs or collaboratives for most organizations is that they involve almost no financial 

commitment beyond staff time and, if managed correctly, can achieve desired results. A limitation 

is that they are frequently very tactical and focused on just one or two issues. Consequently, their 

ability to leverage larger, strategic operational and behavioral change is limited. Some organizations 

have managed to string together four or five JOCs that address multiple areas of concern or 

interest. However, that approach either quickly breaks down under its own weight or gives way to a 

strategic approach around a post-acute network

Joint Operating Committee/ 
Collaborative
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High-Value or Preferred Provider Networks

Perhaps the most dominant form of acute/post-acute engagement over the last decade is the 

development of “high-value” or “preferred provider” networks. This network model offers a hospital 

or health system considerable opportunity to influence quality and utilization of post-acute care 

by consolidating its discharges into a smaller, specifically defined pool of providers. While patients 

always retain choice and can choose any post-acute provider for their care, the inherent alignment 

associated with a network and the emphasis on quality and “connection” is appealing to many 

patients. Utilizing a network aligns well with the new acute discharge planning requirements, as 

quality information about a network is usually readily available to share with patients.

Skilled-Nursing
Facility

Home
Health

Skilled-Nursing
Facility

Home
Health

Skilled-Nursing
Facility Home Health Home HealthSkilled-Nursing

Facility

Hospital

Preferred Network

The network model is generally similar across most organizations. A sponsoring entity — a hospital 

or ACO — evaluates the local market for quality-oriented, community-based post-acute providers 

and selects potential participants through an evaluation process. This process typically involves 

publicly available quality data (often through CMS or other sources), as well as claims data and 

other information that might be requested of the potential provider pool. Once qualified, post-

acute organizations are engaged through an agreement or contract that defines expectations of 

participation. 

For most organizations, the advantage of networks is the ability to refine its relationship with a 

select group, thereby narrowing its span of control. The organization can focus on quality and 

utilization, the biggest drivers of post-acute cost. The costs associated with developing a network 

are far less expensive than a joint venture or ownership approach, and the ability to extend 

relationships across a larger geography is greatly enhanced. This is particularly important, since 

patients are inclined to choose post-acute options that are convenient for them or a family member.

Active governance and management are critical to a network’s success. Simply picking a group 

of providers and “anointing” them as preferred does not work on its own. The sponsoring entity 

must dedicate resources to manage the network daily, monitor quality and performance, and work 

with network members around quality improvement. A governance model must engage specific 

Building a Network of  
Preferred Providers



Productive Partners: Hospitals and the Continuum of Care  |    24

© California Hospital Association

facets of the hospital organization that interacts with post-acute (i.e., case management, clinical 

leadership, emergency department), as well as the post-acute providers themselves. Through a 

governance structure and management, the hospital or health system can create specific work 

groups or subcommittees to address a range of network development tasks — redesigning 

transitions, advancing post-acute clinical skills, evolving palliative care approaches and so on. 

Post-acute providers are typically eager to engage in this work with the hospital, not only as an 

expectation for their inclusion in the network, but also because it strengthens the relationship 

with the hospital and improves their overall market position. The expansion of post-acute quality 

reporting and value-based purchasing programs creates an additional incentive for post-acute 

entities to engage in network alignment models with a hospital or health system.

Considering Owned PAC Assets

Many hospital and health system organizations across California own one or two post-acute 

assets, and a small handful own a full continuum. For some, these assets have played a critical role 

in addressing particular challenges, such as reducing extraordinary acute length of stay issues or 

accommodating patients that are hard-to-place elsewhere In many instances, however, these PAC 

offerings are an afterthought when it comes to strategic thinking. As hospitals and health systems 

undergo increased pressure around cost and quality, owned PAC assets should represent a front-

line strategy and have a seat at the strategy table.

Optimizing for Performance

When integrating owned post-acute assets into broad strategic thinking or a specific post-acute 

engagement approach, the hospital or health system must be mindful of potential obstacles.

Owned post-acute assets are often deployed and operated in ways that are different from their 

community-based cousins and transformation will take time. Hospital-based or owned skilled-

nursing units sometimes serve as a setting for patients with acute length-of-stay challenges or 

are difficult to place elsewhere. As a result, the patient population in these units becomes highly 

Post-Acute Care 
Network Model

Oversight/Advisement

Hospital/System Sponsor

PAC Provider
Subcommittee

Clinical Education
Subcommittee

Quality
Subcommittee

Transfers
Subcommittee

Skilled-Nursing Facility Acute Rehabilitation Facility

Home Health Agency Long-Term Acute Care

Network Manager

PACN Coordinating Committee

Key Components

Post-Acute Care 
Network

System “Owned”
PACN Components

Non-owned “Community”
PACN Components
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diverse and often does not discharge quickly. Expecting this type of unit to transform within a 

short time frame to an operation that rehabilitates and transitions patients quickly in order to meet 

a desired performance or quality target is unrealistic. Similarly, hospital owned HHAs often do not 

have the same capacity or operational behaviors as proprietary operators. As a result, hospital case 

management staff are inclined to choose the faster, more responsive option. In many instances, it 

may not be the hospital-owned agency. 

Preferences for certain post-acute providers among hospital staff represents another challenge. 

Hospital leaders often want to believe that their staff will always choose their sister facility when 

it comes to post-hospital care, but the reality is often something very different. The very nature of 

“tribal knowledge” about options drives many of the decisions around post-hospital care. Discharge 

planners, case managers and other staff involved in transitioning patients operate under daily 

pressure to “free up beds” and move patients through the hospital. As a result, those post-acute 

providers who are most willing to take a patient, and take them soon, are those who will get the 

patient — regardless of quality, cost or organizational alignment. When it comes to promoting post-

acute engagement within a hospital or health system organization, internal staff are frequently the 

biggest barriers to change. (The revised discharge planning rule can be an important tool in helping 

internal staff begin to change. Leadership, however, must often step up and define the process, the 

messaging and the metrics required for staff to help patients make informed choices about post-

acute care.)

• Leadership — Does the asset have a strong leader or leadership group, and do they work from 

a set of key performance indicators? How long has leadership been in their current role? Do they 

interact effectively with other hospital departments?

• Quality Management — What processes exist for quality measurement or performance 

improvement? How is quality managed within the asset? How does this hospital- or health 

system-owned asset’s results compare to other hospital- or health system-owned assets?

• Clinical Capacity — Is the asset’s current clinical profile or capability set aligned with current 

thinking or industry best practices? Does it utilize evidence-based protocols or order sets? Are 

those protocols aligned specifically with hospital or system initiatives? How is it perceived by other 

clinical departments?

• Operational Efficiency — How does the asset perform financially within the organization 

and as compared to its peers? Is it staffed appropriately to skill and census? Is it responsive to 

admission or intake opportunities?

These represent only initial questions to consider. The Resources section at the end of this 

guidebook includes an optimization guide for considering owned post-acute assets in greater detail 

across these four domains.

Evaluating Post-Acute Operations  
and Capabilities

When considering the  

operational capabilities  

and performance of a  

hospital- or health system-

owned post-acute asset, 

there are four key domains  

to consider .
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Perhaps because of these factors, and a history of being overlooked, many hospital-owned post-

acute assets simply do not perform at levels of operational or financial performance that align with 

their community-based competitors or their respective payment or reimbursement system. This is 

not true of every single organization; some hospitals and health systems operate high-performing, 

high-quality post-acute programs, but they are in the minority. Given this preponderance, hospital 

leaders should be prepared to ask very specific and introspective questions about quality and 

capability of their owned post-acute assets. Operational evaluation and optimization are important 

steps along the journey.

Why Owned Assets Often Are Not Enough 

Beyond the operational and capability considerations, ask yourself some additional questions — 

are my post-acute assets the right ones to have? Do they have the capacity we will need? For 

most organizations, the answer is “no.” A hospital may own an inpatient or acute rehabilitation unit, 

but it lacks an HHA. Another may operate a hospital-based skilled-nursing unit, but it only offers 18 

beds. Recall that four of 10 Medicare patients end up in post-acute care; a relatively similar number 

of Medicare Advantage patients head that way, as well. If you pause for a moment and think about 

how many patients that might add up to, your own internal capacity may be quickly overwhelmed.

That begs a question — what’s my approach to engagement with non-owned post-acute 

providers? Does it mean a network, joint venture or some kind of collaborative effort?

Another consideration around the viability of owned assets arises from the cultural or historical 

issues raised earlier. Can organization perceptions around how a hospital historically deployed a 

post-acute facility shift fast enough to address the new or emerging need? For some organizations, 

shifting cultural perceptions and behavior will require an interim alternative — likely external.

Forging External Partnerships

For most organizations — even those with ample owned post-acute assets — forging external 

partnerships with post-acute providers must be a foundational element of strategic thinking. As 

previously discussed, the proximity of acute and post-acute has kept us in close comfort for many 

years. It is essential that the nature of that relationship become formal and structured, and defined 

by expectations and outcomes.

Beginning the Conversation

Most post-acute organizations are eager to engage with hospitals around a stronger relationship, 

and it’s likely that some post-acute organizations have already tried reaching out to your organi-

zation. As a result, it is often easier to start the dialogue than many imagine. Here are some key 

suggestions to consider:

• Understand the Historical Partnerships — Every hospital has some degree of natural 
alignment with a core group of post-acute partners that has simply evolved over time. By 
reviewing discharge disposition data and talking with discharge planning staff, a hospital 
leader can quickly build an understanding of who’s who.

• Make the Call — Hospital leaders should seek to engage peer-to-peer at the post-acute 
organization. The focus of acute/post-acute engagement is first strategic and then tactical. 
To that end, initial conversations should involve leaders empowered to accomplish change.
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• Share the Big Picture — The initial conversation should talk about big picture challenges 
and opportunities — pressures around payment or quality, the value of partnership, and 
where alignment regularly occurs and where it does not. Sharing perspectives often 
uncovers considerable common ground and, more importantly, it establishes a dialogue. 
Effective communication is at the core of any acute/post-acute engagement.

• Decide What’s Next — From the common ground will emerge what to do next — have 
a deeper conversation, learn more from one another or begin moving to a more formal 
engagement approach.

It is important not to underestimate the importance of having these initial conversations. Many 

organizations have charged into an engagement strategy — like a narrow network build — without 

consulting with prospective post-acute partners. This approach inevitably fails. Hospitals and health 

systems cannot expect to dictate terms and have the post-acute providers respond. Establishing 

an initial framework and communicating at the leadership level sets a precedent for staff and those 

who will ultimately engage in the work of translating strategy into action.

Tactical: Partnering with Post-Acute Care

Looking Inward: Acute-Based History and Challenges 

As hospitals and health systems contemplate direct engagement and partnering with post-acute 

care, a proverb comes to mind: “physician, heal thyself.” Many of the issues that challenge post-

acute partnering arise from historical patterns and behavior of the acute hospital. 

To execute a successful strategy of partnering with post-acute care providers, hospitals should 

begin by reviewing their historical use of post-acute care, and their practices around discharge 

planning and referral to post-acute care.

Historical Use

Hospitals can take the first step by profiling discharge data to identify post-acute providers who 

historically received the bulk of referrals. This process will identify both the scope and depth of 

post-acute distribution. In situations where patients are sent to multiple providers, the goal should 

be to consolidate post-acute use and improve span of control. Where scope of use is already 

narrow, the high-volume providers could potentially represent the key future partners.

Case Management and Discharge Planning

Hospitals can take the first step by profiling discharge data to identify post-acute providers who 

historically received the bulk of referrals. This process will identify both the scope and depth of 

post-acute distribution. In situations where patients are sent to multiple providers, the goal should 

be to consolidate post-acute use and improve span of control. Where scope of use is already 

narrow, the high-volume providers could potentially represent the key future partners.

Hospital case managers and discharge planners are a driving force for post-acute referral and may 

have established referral patterns. Unfortunately, those patterns may not align with the highest 

quality providers.
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Begin by connecting with case management to get an understanding of how the current process 

works. Inquire about why they refer to certain facilities and if there is a valid reason for using one 

over another. At a minimum, asking why shows your interest in their processes and protocols. The 

care management program is essential to ensuring that care is coordinated across the continuum 

to allow smooth transitions to the appropriate level of care and services, and to guarantee a quality 

patient experience. 

Technology and electronic referral platforms can be of particular importance in understanding 

referral patterns and post-acute provider interaction. Are discharge planners tracking PAC pro-

vider acceptance and denials, reasons for denials, or PAC provider response times? Can the EHR 

track discharges to specific providers by name or is it arbitrary? There is often a treasure trove of 

data about discharge planning behaviors and trends to be mined when it comes to understanding 

historical PAC use. 

Seeking opinions and experiences with providers further defines the nature of existing provider 

relationships. It also serves as a good indicator as to how much work will be required if changing 

discharge planning behavior around post-acute partnerships is necessary.

Connecting to Strategy

An evaluation of internal use should relate to the strategic considerations discussed previously. 

What is driving the need for improved post-acute relationships? Is it a response to specific clinical 

conditions, such as joint replacement or cardiac procedures? Does the focus relate to a desire to 

reduce acute LOS or impact readmission performance? Understanding your specific focus and 

goals is central to partnering efforts with post-acute facilities and ideally should inform approaches 

to clinical integration and quality improvement efforts.

Overcoming Tribal Knowledge

For organizations seeking better engagement with post-acute care, overcoming historical 

practices, perceptions and misunderstandings is often one of the biggest hurdles. The array of 

tribal knowledge that exists in hospitals about post-acute care is often a guiding force in where 

patients go, how they get there and who is involved in the process.

To address such misperceptions, it is important to identify the key steps in the patient’s progres-

sion of care within the hospital. Identifying when certain discharge planning actions take place can 

assist with performance improvement measures. For instance:

• How and when is the patient assessed for likelihood of readmission? Is the patient flagged 
in some manner to advise the post-acute provider of higher risk?

• Is there some type of screening or evaluation that points to an ideal site for post-acute care 
based on patient status?

• How and when are post-acute options presented to patients and family members? Are 
recommendations made or implied about a patient’s options and who does that?

• Who is accountable for a clear hand off and communication with the post-acute clinicians?

Evaluating issues around responses to these questions often reveal wide variation among hospital 

staff. Such inconsistencies can expose potential barriers when it comes to a more formal post-

acute partnering effort.
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Selecting Post-Acute Partners

Hospitals should think strategically about which post-acute providers to partner with or include 

in a network. When looking at potential partners, hospitals and other providers should assess 

existing gaps between the current landscape and desired state in order to create the infrastructure 

necessary to sustain a high-performing post-acute care network.

The Importance of Data

Available data on local post-acute providers will help form a foundation upon which to design 

an effective acute/post-acute care continuum. This can improve connections between the care 

settings and help inform who, where, what, how and when these processes will be carried out for 

each patient.

While national trends and data sets may be helpful, local patterns vary widely. Hospitals and health 

systems will need to dig deeper to get actionable data on post-acute care variation utilization, 

costs and patient outcomes.

Step 1: The Basics

Starting with the basics, leaders should take the opportunity to learn about the capacity and 

capabilities of all post-acute care providers in their communities. Focus on details such as type 

of post-acute care setting (skilled-nursing facility or inpatient rehabilitation hospital), ownership 

(nonprofit vs. privately owned) and capacity (available beds or under-utilization). Having a sense of 

clinical leadership or existing relationships is also important. A summary of key data criteria about 

post-acute providers is included in the Resources section of this guidebook.

Decision makers should evaluate available quality and clinical measures such as:

• Centers for Medicare & Medicaid Services Five-Star Quality Ratings

• Thirty-day readmission rates

• Average length of stay or utilization

• Patient and family satisfaction rates

• Discharge to Community rates

• Medicare Spend per Beneficiary

This data (typically accessed through public domains) will shed light on the performance trajectory 

of local facilities and serves to identify high-level challenges, such as widespread readmission 

issues or utilization. More detailed data, however, will be required when working through a selection 

process with potential partners to gather an accurate view of the top performers.

Step 2: Thorough Analysis

If detailed claims data is available (through participation in one of the alternative payment 

opportunities or another source), the hospital or health system should conduct a thorough analysis 

of these data points. The interaction of various measures can be particularly telling. For instance, 

a post-acute provider with a shorter post-acute LOS may be desirable, but if its readmission rate 

outweighs the cost associated with a slightly longer LOS, it quickly becomes less appealing.

Pay close attention to related clinical quality measures that show a provider’s track record and 

identifies red flags that might challenge an effective partnership without significant process 

improvements. The Resources section contains evaluation criteria which will be helpful.
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Step 3: Refining and Narrowing

You have learned as much as you can about the post-acute providers within your community. 

Now, begin a discussion with these providers to determine their level of interest in working with 

you. Selecting strategic partners requires a rigorous approach that should include not only 

comprehensive reviews of cost, quality and market data, but also evaluation of post-acute provider 

capacity to meet your expectations.

Send a request for information (RFI) document to providers in which your hospital or health system 

is interested. This process gathers a wide range of data which allows you to narrow the pool of 

potential applicants. RFIs should include extensive questions around size and capacity, ownership, 

facility or program leadership, staffing, clinical skills and quality measures.

For individuals enrolled in managed care organizations, including Medicare Advantage (MA) or 

Managed Medi-Cal plans, access to certain post-acute care services will require prior authorization. 

For some higher-cost services, such as admissions to a long-term care hospital or inpatient 

rehabilitation facility, managed care companies may seek to limit utilization by denying authorizations 

or substituting for a less intense — and less costly — level of care. 

While managed care organizations have a responsibility to manage post-acute care utilization and 

costs for their members, it is important to remember that Medicare beneficiaries maintain the right 

to access medically necessary services and the same range of benefits as their fee-for-service 

counterparts.* In the instance where a MA enrollee meets criteria for IRF care, for example, the MA 

plan may direct the member to an in-network IRF but cannot deny access to the IRF benefit. 

When prior authorization for medically necessary services is denied, providers and case managers 

may request additional communication with the plan’s medical director. A “peer-to-peer” 

discussion between the patient’s attending physician or hospitalist and the plan MD overseeing 

the authorization may provide additional support and lead to agreement on the necessary level of 

care. Additionally, hospital personnel should request that the plan provide written documentation of 

their denial of the requested service, including specific clinical rationale. Beneficiaries may pursue 

an expedited appeal through their plan. Medicare beneficiaries, including Medicare Advantage 

enrollees, may appeal a discharge to a lower level of care (e.g., SNF instead of IRF) and may request 

a review from the Quality Improvement Organization (QIO). 

*Medicare Managed Care Manual 

Medicare Managed Care and  
Care Access

Medicare beneficiaries, 

including Medicare Advantage 

enrollees, maintain the right to 

access medically necessary 

services and benefits .
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On-site visits of prospective post-acute partner facilities are beneficial when it comes to broadening 

the hospital or health system’s understanding of post-acute capacity and offerings. Hospital 

leaders can better equate outcomes and quality through a facility tour and interviews with senior 

leaders and key clinical staff. During an on-site visit, ask yourself:

• What is the physical environment like? Take into account amenities and services, availability 
of private rooms, age of equipment and general condition of the facility.

• What are the availability and response times of key ancillary services, including pharmacy, 
therapy, respiratory, lab and radiology?

• How do staff interact with patients and with one another? Are there evident practices 
around customer service and patient experience of care?

• What is the post-acute provider’s ability to accommodate the hospital’s referral patterns 
(e.g., patient volume, time of day, patient type, average response time for referral requests, 
clinical complexity, discharging service lines)?

With an RFI and site visit results completed, leaders are in a better position to reconsider utilization 

and quality metrics, and segment potential candidates into low- and high-performing post-acute 

providers. While selection criteria can vary among markets across the country, decision makers 

should look for potential post-acute care providers who demonstrate or show willingness to work 

toward:

• Low readmission rates

• Average lengths of stay

• Top quartile performance for decreased fall risks and decreased infection rates

• Better than average patient-to-staff ratios

• High patient and family satisfaction scores

• Willingness to engage in integration and care redesign

• Below national average for MSPB

• Improved function scores (mobility and ADLs)

• High discharge to community rates

Step 4: Selection and Preferred Provider Agreements

Preferred post-acute partners set themselves apart as top performers when they deliver the best 

quality and cost outcomes, successfully manage medically complex patients and commit to culture 

that supports ongoing performance improvements. Leading candidates should ideally:

• Possess adequate capacity (i.e., beds, resources) that can meet service  
volume requirements 

• Achieve suitable utilization targets and possess high-quality clinical services  
capabilities (or ability to develop them)

• Fulfill unique service needs in relation to geographic distribution and patient population

• Agree to use the full continuum of preferred providers within the network (LTCH, IRF, SNF 
and HHA)

Overall, partners must be willing to agree on overarching strategy and goals, adopt practice tools 

and implement processes that standardize patient experience and promote quality outcomes. 

Once hospital or health system leadership have selected potential partners, collaborative or 

preferred provider agreements will need to be developed. Both teams will have to work together 

to create specific goals to improve quality and ultimately impact total cost of care. Most forward-

looking post-acute organizations recognize that they can no longer operate in a silo. Many are 

eager to see themselves as an essential component or extension of the hospital or health system.
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Provider agreements must define expectations around collaboration, consistent communication 

and data sharing. As relationships evolve and integration occurs, these value-based agreements 

will also provide a basis to address risk-based payment and potential gain-sharing methodologies. 

Guidance around developing preferred provider agreements, as well as an agreement template, are 

offered in the Resources section.

Building and Managing a Network — 
A Continuous Cycle of Plan, Do, Study, Act

Determining internal roles and responsibilities ensures relevant stakeholders are fully aware of both 

the hospital’s intent and expectations around post-acute engagement. Defining who oversees 

leadership and management of the network, and who has ownership and accountability for 

implementing, monitoring and improving network operations is crucial to a successful partnership.

Key Roles and Leadership

In the early stages of post-acute partnering and selection, assemble a work group or committee 

to manage the process. Select individuals who are impacted by post-acute care to help inform 

partner selection. At the very least, a work group should include both an administrative and clinical 

lead. Additional members should represent care management, rehabilitation services, finance, 

quality, emergency department, information technology, education and communications. As 

the network evolves, these functional areas will be essential in providing development input and 

collaboration with post-acute providers. 

The network development process is likely to challenge historical thinking and practices. Make sure 

to include a senior leadership champion for post-acute care — this is critical to the development 

process and will help overcome these challenges.

Network Management and Advisement

Building an infrastructure to manage, monitor and guide the network through development and 

operation represents a critical step. An internal organizational structure for system resources 

supporting the network — reporting relationships, leadership champion, along with ancillary areas 

such as information technology, clinical education and communications — should be clearly 

outlined. A master work plan, documents and tools must also be developed. These items include, 

but are not limited to, contracts, participating provider agreements, conditions of participation and 

committee charters. 

As with any infrastructure or governance effort, clear charters and expectations are important to the 

management process. Because a post-acute network involves individuals and resources across a 

wide range of organizational areas and potential participating organizations, a committee structure 

that addresses supervision oversight and communication is also important. Network infrastructure 

should include some form of central or joint operating committee that encompasses members 

across all participants. Some of the members of this committee may be the same as those who 

were on the initial committee that focused on partner selection. Please see example charters in the 

accompanying Resources section.

This joint operating committee can be supported by a series of subcommittees that can be 

specifically focused in clinical or operational areas. For instance, subcommittees might be 

established to address clinical education needs, IT collaboration or care transition issues — 

aspects of important clinical transformation work to follow once providers have been selected and 

have agreed to participate.
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Clinical Transformation

For many post-acute providers, meeting acute hospital expectations for improved patient 

outcomes, quality and reduced costs will require investments of time and resources to develop and 

enhance clinical skill sets and capacity. Hospitals and health systems can take a leadership role 

in supporting this development process. Hospital-sponsored clinical training and on-site clinician 

development can be effective tools to strengthen the partnership and transform the acute/post-

acute care dynamic.

Post-Acute Clinical Capacity and Skill Development

Appropriate staffing and skill sets are crucial to delivering quality post-acute care and makes the 

difference between a quick recovery and a relapse or complications. The post-acute clinical team 

must be ready to admit patients in the post-acute facility around the clock. Twenty-four-hour staffing 

of registered nurses (RN) has emerged as a minimum expectation in skilled-nursing facilities to 

ensure patient safety, improve management of patient conditions and prevent re-hospitalizations. 

The window of time to initiate care for an HHA has been shrinking from 72 hours to as little as 

24 hours in some organizations. Post-acute clinicians should employ evidence-based practice, 

such as Interventions to Reduce Acute Care Transfers (INTERACT), to assess changes in status, 

communicate with other clinicians and make appropriate determinations around care.

The provider selection and accompanying site visit process may reveal clinical deficits and 

challenges that will need to be addressed. Post-acute providers may demonstrate shortfalls 

with treatment and management of specific conditions such as congestive heart failure (CHF) or 

chronic obstructive pulmonary disease (COPD), or they may be challenged with patient transitions 

or medical management. Using a subcommittee to engage directly with post-acute providers to 

redesign and train in a collaborative approach will allow both providers to understand one another 

better and collaborate on clinical skill development care pathways, leading to better outcomes — 

and better care — for the patient.

Driving Quality in Post-Acute Care

Given the investment of time and resources dedicated to partnering with post-acute care, a hospital 

or health system must be equally interested in ensuring its long-term success. While there are subtle 

differences from one organization to the next, a post-acute partnering effort, such as a network, 

is an essential component of any future-looking strategy. To that end, it is crucial to develop a 

framework that seeks quality outcomes and ongoing dialogue among partners around process and 

quality improvement.

Hospitals and health systems should desire post-acute care partnerships that can address both 

quality and costs. Outcome and quality metrics are central to post-acute engagement. Metrics 

additionally serve to distinguish the selected providers from others and to provide the basis by 

which participants will either remain in, or be removed from, the network.

Developing Measures

Developing acute and post-acute goals through strategies, tactics, objectives and establishing 

baseline measurements should involve both the acute and post-acute organizations. Program goals 

should emphasize a core set of desired measures that address challenges identified early in the 

network development process, such as readmissions, rates of community discharge, MSPB, post-

acute utilization and patient satisfaction. Some may parallel the system’s broader quality measures, 

while others might be specific to a particular post-acute setting. All parties must agree on defined 

metrics to monitor outcomes, care improvement and quality. For example, discuss utilization targets 
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by condition and also assess based on needs of each patient. This process should be viewed as 

evolutionary, and one which requires incremental development to set up preferred partners for 

success.

Once measures are defined and agreed upon, an initial data-gathering period should be employed 

(e.g., six to nine months) to establish baseline performance among the post-acute partners before 

circulating specific performance expectations to all participants.

Reporting Data and Quality Improvement

While most forward-looking post-acute organizations deploy electronic health records, many 

do not yet have the infrastructure in place to share data electronically within health IT systems. 

Consequently, acute/post-acute partners are advised to agree on quality reporting time frames 

and data submission practices to ensure consistency among network members and establish 

the bases for comparisons. Outcome data should be shared openly among participants for 

discussion and feedback. The data should also highlight potential opportunities for performance 

improvement. For example, if data demonstrates inconsistency in the management of patients with 

complex wounds, network leaders could develop and deliver clinical education and training around 

improving wound management.
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Case Summaries

For decades, inpatient rehabilitation facilities, long-term acute care hospitals, skilled-nursing 

facilities, and home health agencies have provided critical medical and rehabilitative care to sup-

port recovery following a hospitalization for an injury or illness. “Person-centered care,” partner-

ship with patients and caregivers, and coordination of care are long-held values of PAC.

The nation’s rapidly changing health care delivery system has prompted a fresh look at these 

services and the critical role they can play in achieving clinical and financial success. Across the 

country, forward-thinking hospitals and health systems are developing new practices and part-

nerships with both internal and external PAC providers. The case studies on the following pages 

are a few examples of successful integration of PAC services, and how the information and tools 

included in this guidebook can be effectively applied.

Acute/Post-Acute/PAC Hospitals Joint Venture

A university medical center needed to build a new state-of-the-art rehabilitation facility. They 

ultimately decided to partner with a national provider of post-acute services with more than 100 

long-term acute care hospitals and inpatient rehabilitation settings.

The provider brought specific experience around operating an academic rehabilitation hospital 

and aligned readily with the centers’ mission around family-patient care, education, research 

and community service. After only two years of operation and excellent results, the joint venture 

partnership doubled its bed capacity and began offering aligned outpatient services as well.

Through this relationship, the provider receives a management fee for overseeing operations 

and splits net revenue with the center who garners income from lease of property for the facility, 

purchased services to support facility operations and improved management of patients through 

the continuum of care.

Source: Premier Population Health Management Collaborative, 2020 .
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Improving SNF Utilization and Readmissions Through a Network Strategy

Soon after stepping into value-based thinking, a nationwide nonprofit health care system 

recognized a need to better engage with SNF organizations around improved utilization and lower 

cost. The nonprofit examined the operations, culture and quality of care at nearly 100 SNFs in the 

greater Phoenix area. After putting out an invitation to all Medicare-certified SNFs to apply, the 

nonprofit received more than 70 applications. Of the 70 applicants, 34 were chosen to be part of 

their network. The preferred post-acute care providers agreed to work with the nonprofit to improve 

recovery times for patients and prevent hospital readmissions. Preferred providers also benefitted 

as an affiliated provider due to the partnership. Within two years, the health care system reported 

that patients sent to preferred facilities had stays that were five to seven days shorter than those 

sent to non-preferred facilities. All but one facility in the network had hit the system’s target for 

readmissions management. Compared to the non-affiliated SNFs, the health care system’s affiliated 

network’s SNF readmission rate was less than half of the national average for unplanned SNF 

returns to hospital.

Source: Premier Population Health Management Collaborative, 2016 .

Leveraging PAC to Address Bundled Payment Readmissions

After considerable evaluation in early 2014, a Virginian nonprofit health care system elected to 

participate in a congestive heart failure (CHF) bundle as part of the Bundled Payment for Care 

Improvement (BPCI) voluntary program. At the same time, it opened a congestive heart failure 

clinic. Over the next 10 months, the system determined that 15.5 percent of CHF readmissions 

occurred within the first three days from discharge and more than 60 percent of CHF readmissions 

took place within the first 15 days after discharge. Because many of these patients were being 

cared for in a post-acute care setting, the system took steps to quickly remediate these issues.

The resulting refinement of PAC programs and procedures encompassed two broad areas. First, 

the system redesigned their practice to ensure all patients were scheduled for the heart failure 

clinic and/or their primary care physician within seven days of their discharge from the hospital or 

a post-acute provider. Second, the data affirmed a strong correlation between readmissions and 

patient comorbidities — a majority of post-acute readmissions had at least two of the following 

comorbidities: atrial fibrillation, anxiety, dementia, depression and diabetes. As a result, this system 

worked closely with PAC partners to implement improved management of these patients in PAC 

and experienced a resulting reduction in readmissions. 

Source: Premier Population Health Management Collaborative, 2016 .
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Advancing Thinking Around SNF Readmissions

Despite owning a large home health agency and a skilled-nursing facility, this Illinois nonprofit health 

system and its partner ACO recognized early on that it would need to develop a PPN of SNFs to 

meet its growing business. Considering new and expanded commercial and ACO opportunities, 

the organization evolved a PPN of nearly 40 SNFs in the greater Chicago area. From 2010 to 

2015, network SNFs reduced overall readmissions from 25 percent to 15 percent and average 

LOS dropped from 30 days to less than 18 days. At the same time, however, the health system 

continued to experience challenges in reducing outcomes and utilization outside the network and 

sought to better understand the wide variation inherent in overall SNF readmissions.

The health system worked in partnership with its EHR vendor to develop a dynamic readmission 

risk scoring capability that characterizes patient potential readmission risk and serves to inform 

appropriate post-acute placement. As a result, the health system and its SNF partners can identify 

patients who are at greatest risk for readmission following acute transfer and engage proactively 

to intervene. These efforts have led to readmissions reduction for high-risk patients and identified 

other opportunities for specific diagnoses, like COPD and CHF.

Source: The Next Big Thing: Transitions in Care, Institute for Healthcare Improvement, December 2015; Trendwatch  — The Role of 
Post-Acute Care in New Care Delivery Models, American Hospital Association, December 2015 .

Using Effective Pre-Screening to Qualify Post-Acute Placement

As the largest health care provider in Western New York moved into bundled payment, the 

system recognized that it had been discharging orthopedic patients to SNFs at a relatively high 

rate. In other parts of the country, the majority of total hip or total knee replacement patients were 

discharged to home with home health services.

With a desire to shift its total SNF utilization in favor of more cost-effective home health, this 

provider developed a predictive modeling program for patients in total joint replacement bundles 

known as “Ticket to Discharge.” The program utilizes a predictive post-discharge assessment, 

completed by a surgeon recommending that a patient undergo joint replacement surgery. The 

assessment is deployed at the same time the patient is scheduled for both surgery and a pre-

operative class. Armed with the assessment findings, pre-op class educators are better able to 

prepare individual patients for one of three options: going home and receiving outpatient services, 

going home and receiving home health services or going to a SNF for post-acute rehabilitation. 

For this provider, Ticket to Discharge has a degree of accuracy of roughly 80 percent. As a result, 

it could additionally estimate their likely use of PAC as part of the discharge planning process and 

more appropriately select PAC site of care. 

Source: Premier Population Health Management Collaborative, 2016 .
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Addressing CHF Readmissions Through Home Health Visits

A medical center in South Carolina sought to improve its overall performance with regard to 

congestive heart failure readmissions through a proactive home health strategy. Under the 

program, CHF patients are eligible for a one-time, free in-home visit by a home health care nurse 

within five to ten days following acute discharge, as well as a referral to the centers’ Heart Failure 

Clinic. Patient participation, which is entirely voluntary, is determined during an acute hospital stay 

and all arrangements are made prior to discharge. 

During the home visit, the home health nurse assesses the patient’s need for ongoing cardiac 

care, provides disease specific education, conducts a medication reconciliation, obtains vital 

signs, and assesses for signs and symptoms of worsening CHF. If an issue is identified, the nurse 

will intervene accordingly, and when indicated, seek appropriate authorization for home health 

coverage — ideally mitigating a potential readmission and better preparing the patient for improved 

self-management. This home health program, in combination with the Heart Failure Clinic, has 

proven successful in reducing CHF admissions for the overall organization. 

Source: Premier Population Health Management Collaborative, 2016 .

Advancing Integrated Care Through Acute/Post-Acute Partnership

As one of the nation’s largest providers of integrated post-acute services, this health care service 

company has been focused on advancing innovative approaches to stronger hospital and 

ACO partnerships in many select markets across the country. It’s work in Ohio offers a diverse 

perspective on how acute and post-acute organizations can work more closely to effect better 

outcomes for patients. 

First, the company formed a JOC around quality and care management with a nonprofit academic 

medical center to improve overall coordination of services and stewardship. The JOC provided 

a pathway to establish direct linkage between the center and the company’s EHRs to improve 

clinician access across patient medical histories. Next, it deployed an array of disease-specific 

programs that improve care management and transitions from acute to post-acute, acute to home, 

and post-acute to home. Proactive management of care transitions has not only reduced overall 

acute readmissions but also improved patient satisfaction with care. 

Finally, the center’s physicians play a leading role in weekly interdisciplinary care team meetings in 

the company’s post-acute programs to deploy best practices and inform patient-specific care. 

The overall result of these efforts has led to considerable shared learning for all parties, while also 

informing overall interorganizational process improvement.

Source: Operational Success through Partnership with Acute Care Providers: A Guide for Initiating Joint Quality Committees, Kindred 
Healthcare . Trendwatch — The Role of Post-Acute Care in New Care Delivery Models, American Hospital Association, December 
2015 .
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Post-Acute Networks Drive Length-of-Stay Improvement 

A university health network in Pennsylvania has been ahead of the curve, creating working 

relationships with local-post acute providers who serve four of the six hospitals in their regional 

market in 2014. An early participant in bundled payment programs, this network wanted to develop 

trusted partners among post-acute care providers who could deliver quality care, reduce SNF LOS 

and prevent readmissions to ensure savings targets were met. The health system started with 18 

post-acute care preferred providers, meeting with them quarterly to review performance data from 

report cards, discuss opportunities to improve care within the bundles and engage in two-way 

progress report sharing.

The health network found many of these providers needed to restructure their care model to 

achieve more timely completion of patient care plans, provide more comprehensive and timely 

interactions with patients and families, and implement a robust transition of care processes. 

After discovering these areas for improvement, the network embedded physicians and nurse 

practitioners within the preferred partners’ facilities, helping to drive interdisciplinary daily rounds, 

team meetings, development and implementation of care pathways, and alignment of treatment 

protocols such as diabetic insulin management.

As a result, overall SNF LOS for patients in bundled programs decreased by 22 percent and overall 

readmissions from skilled-nursing homes decreased by 23 percent. When looking at specific 

patient populations, SNF LOS for total joint replacement patients decreased by more than 50 

percent.

The network’s investment has proven successful. Based on the track record of post-acute 

providers, it ultimately narrowed the list of preferred SNFs from the initial 18 to nine in 2016. 

The health system also developed a process to review the performance of all SNFs in the 

regional market every six months and revises their list of preferred partners based on continued 

improvements and sustainability of high performance levels.

Source: Premier Population Health Management Collaborative, 2016 .
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Resources — Glossary

Accountable Care Organization (ACO) ACOs are groups of doctors, hospitals and other health 

care providers who come together to give coordinated high-quality care to their Medicare patients. 

For more information, visit the Centers for Medicare & Medicaid Services ACO’s web page.  

(See https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html) 

Activities of Daily Living (ADL)

Advance Beneficiary Notice of Noncoverage (ABN) An ABN is a written notice a health care 

professional issues to a Medicare beneficiary before furnishing an item or service for which he 

or she expects Medicare to deny coverage. Medicare requires health care professionals to issue 

ABNs in specific instances. For more information, refer to the Centers for Medicare & Medicaid 

Services Medicare Advance Beneficiary Notices publication. (See https://www.cms.gov/Outreach-

and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/

CMS1236637.html)

Advance Care Planning (ACP)

Agency for Healthcare Research and Quality (AHRQ)

Americans with Disabilities Act (ADA)

Annual Wellness Visit (AWV) Medicare covers the AWV, a preventive wellness visit that provides 

Personalized Prevention Plan Services (PPPS) at no cost to the beneficiary. For more information, 

refer to the Centers for Medicare & Medicaid Services publication, The ABCs of the Annual  

Wellness Visit (AWV). (See www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-

MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html)

Behavioral Health Integration (BHI)

Behavioral Health Organization (BHO)

Centers for Medicare & Medicaid Services (CMS)

Centers for Medicare & Medicaid Services Continuing Education Program (CMSCE)

Chronic Care Management (CCM) CCM includes care coordination services furnished to  

Medicare beneficiaries with multiple chronic conditions. For more information, refer to the Centers 

for Medicare & Medicaid Services publication Chronic Care Management Services. (See https://

www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-

Publications-Items/ICN909188.html)

Clinical Quality Measure (CQM) CQMs are tools that help measure and track the quality of  

health care services provided by eligible professionals, eligible hospitals, and critical access  

hospitals (CAHs) within our health care system. For more information, visit the CMS’ Clinical Quality 

Measures Basics web page. (See https://www.cms.gov/Regulations-and-Guidance/Legislation/

EHRIncentivePrograms/ClinicalQualityMeasures.html)

Commission on Accreditation of Rehabilitation Facilities (CARF)

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1236637.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1236637.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1236637.html
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1246474.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/ICN909188.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/ICN909188.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/ICN909188.html
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/ClinicalQualityMeasures.html
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/ClinicalQualityMeasures.html


41    | Productive Partners: Hospitals and the Continuum of Care

© California Hospital Association

Comprehensive Outpatient Rehabilitation Facility (CORF) A CORF provides multidisciplinary 

rehabilitation services at a single location in a coordinated fashion. For more information, refer  

to CMS’ Medicare Benefit Policy Manual, Chapter 12. (See www.cms.gov/Regulations-and-

Guidance/Guidance/Manuals/Downloads/bp102c12.pdf)

Conditions for Coverage (CFC)

Conditions of Participation (COP)

Durable Medical Equipment Medicare Administrative Contractor (DME MAC) DME MACs 

are specialty MACs responsible for processing Medicare claims for durable medical equipment, 

prosthetics, orthotics, and supplies (DMEPOS) in a specific jurisdiction. To find your local DME 

MAC contact information, visit the Review Contractor Directory from the CMS site and select your 

state. (See https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/

Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/index.html)

Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) For more  

information, visit the DMEPOS Fee Schedule on the CMS site. (See https://www.cms.gov/

Medicare/Medicare-Fee-for-Service-Payment/DMEPOSFeeSched/DMEPOS-Fee-Schedule.html)

Episode of Care (EOC)

Fee-for-Service (FFS) FFS is a payment method where health care items and services are paid  

for individually. Medicare Part A and Part B services are paid by Medicare using the FFS method. 

For more information, visit the All Fee-for-Service Providers web page on the CMS site.  

(See https://www.cms.gov/Center/Provider-Type/All-Fee-For-Service-Providers-Center.html)

Healthcare Common Procedure Coding System (HCPCS) The HCPCS is a set of procedure 

codes used to bill CMS for specific items and services. For more information, visit the CMS HCPCS 

web page. (See https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html) 

Health Insurance Claim Number (HICN) Medicare Number

Health Insurance Portability and Accountability Act (HIPAA) 

HIPAA Eligibility Transaction System (HETS)

Health Insurance Prospective Payment System (HIPPS)

Home Health (HH)

Home Health Agency (HHA) An HHA is an organization that provides home care services, like 

skilled-nursing care, physical therapy, occupational therapy, speech therapy, and personal care  

by home health aides. For more information, visit the HHA Center on the CMS site.  

(See https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html)

Home Health Prospective Payment System (HH PPS) For more information, refer to the  

Home Health Prospective Payment System publication on the CMS site. (See https://www.cms.

gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-

Items/CMS1243662.html)

http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c12.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c12.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/index.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/DMEPOSFeeSched/DMEPOS-Fee-Schedule.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/DMEPOSFeeSched/DMEPOS-Fee-Schedule.html
https://www.cms.gov/Center/Provider-Type/All-Fee-For-Service-Providers-Center.html
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243662.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243662.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243662.html


Productive Partners: Hospitals and the Continuum of Care  |    42

© California Hospital Association

Home Health Resource Group (HHRG) Medicare A case-mix classification in which PT  

characteristics and health status information are obtained from an OASIS assessment in  

conjunction with projected therapy use during a 60-day episode and are used to determine Medi-

care reimbursement.

Hospital-Acquired Condition (HAC) For more information, refer to the Hospital-Acquired Condi-

tions and Present on Admission Indicator Reporting Provision pdf, available on the CMS site.  

(See https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/

MLNProducts/MLN-Publications-Items/CMS1243355.html)

IMPACT Act The Improving Medicare Post-Acute Transformation Act became law in 2014. The 

goal is to incorporate standardized assessment including components of the CARE tool. Requires 

public reporting of quality measures across settings; requires hospitals and PAC providers to 

provide quality measures to consumers when transitioning to PAC.

Initial Preventive Physical Examination (IPPE) The IPPE is a one-time preventive physical exam. 

A beneficiary may receive an IPPE only within the first 12 months of the effective date of Medicare 

Part B coverage. For more information, refer to The ABCs of the Initial Preventive Physical  

Examination (IPPE) publication located on the CMS site. (See https://www.cms.gov/Outreach-

and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/

CMS1243320.html)

Inpatient Prospective Payment System (IPPS) The IPPS is how CMS pays for most inpatient 

services under Medicare Part A. For more information, visit the Acute Inpatient PPS web page on 

the CMS site, or refer to the Acute Care Hospital Inpatient Prospective Payment System  

publication also on the CMS site. (See https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/AcuteInpatientPPS/ and https://www.cms.gov/Outreach-and-Education/Medicare-

Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243657.html)

Inpatient Psychiatric Facility Prospective Payment System (IPF PPS) The IPF PPS provides 

payment for inpatient psychiatric treatment for patients in psychiatric hospitals, distinct part  

psychiatric units of acute care hospitals, and Critical Access Hospitals (CAHs). For more  

information, refer to the Inpatient Psychiatric Facility Prospective Payment System publication 

located on the CMS site. (See https://www.cms.gov/Outreach-and-Education/Medicare-Learning-

Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243666.html)

Inpatient Rehabilitation Facility (IRF) An IRF provides intensive rehabilitation therapy in an  

inpatient hospital environment for patients who require, and can benefit from, an inpatient stay and 

an interdisciplinary team approach to rehabilitation care. For more information, visit the CMS’ IRF 

Prospective Payment System (PPS) web page. (See https://www.cms.gov/Medicare/Medicare-

Fee-for-Service-Payment/InpatientRehabFacPPS/index.html)

Inpatient Rehabilitation Facility Prospective Payment System (IRF PPS) For more information, 

refer to the Inpatient Rehabilitation Facility Prospective Payment System, a CMS publication.  

(See https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/

MLNProducts/MLN-Publications-Items/CMS1243668.html)

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243355.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243355.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243320.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243320.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243320.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243657.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243657.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243666.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243666.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/InpatientRehabFacPPS/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/InpatientRehabFacPPS/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243668.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243668.html
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Length of Stay (LOS) 

Level of Care (LOC)

Long-Term Care (LTC) LTC services include medical and non-medical care for people unable  

to perform basic activities of daily living (ADLs), like dressing or bathing. Long-term support and  

services can be provided at home, in the community, in assisted living, or in nursing homes.

Long-Term Care Hospital (LTCH) LTCHs are generally defined as having an average inpatient 

length of stay of greater than 25 days and certified as an LTCH by CMS. For more information, visit 

the Hospital Center on the CMS site. (See https://www.cms.gov/Center/Provider-Type/Hospital-

Center.html)

Long-Term Care Hospital Prospective Payment System (LTCH PPS) The LTCH PPS is how 

CMS pays for LTCH stays. For more information on the LTCH PPS, visit CMS’ Long-Term Care 

Hospital PPS webpage. (See https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/

LongTermCareHospitalPPS/index.html)

Managed Care Plan (MCP)

Medicare Access and CHIP Reauthorization Act (MACRA)

Medicare Advantage (MA) An MA plan is a type of Medicare health plan offered by a private  

company that contracts with Medicare to provide Part A and Part B, and, in some cases,  

Part D benefits.

Medicare Advantage Organization (MAO)

Medicare Payment Advisory Commission (MedPAC) a nonpartisan legislative branch agency 

that provides the U.S. Congress with analysis and policy advice on the Medicare program.

Medicare Severity-Diagnosis Related Group (MS-DRG) The MS-DRGs are payment groups 

designed for the Medicare population. Patients with similar clinical characteristics and similar costs 

are assigned to an MS-DRG, which is linked to a fixed payment amount based on the average cost 

of patients in the group.

Merit-Based Incentive Payment System

National Quality Forum (NQF)

Occupational Therapy (OT) OT is treatment that helps patients return to usual activities  

(such as bathing, preparing meals and housekeeping) after an illness.

Outpatient Physical Therapy (OPT)

Outpatient Prospective Payment System (OPPS) The OPPS is how CMS pays for most  

outpatient services at hospitals or community mental health centers. For more information, refer 

to the Hospital Outpatient Prospective Payment System publication. (See https://www.cms.gov/

Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-

Items/CMS1243664.html)

https://www.cms.gov/Center/Provider-Type/Hospital-Center.html
https://www.cms.gov/Center/Provider-Type/Hospital-Center.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/LongTermCareHospitalPPS/index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/LongTermCareHospitalPPS/index.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243664.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243664.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243664.html
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Place of Service (POS)

Plan of Care (POC)

Preferred Provider Organization (PPO)

Present on Admission (POA)

Program of All-Inclusive Care for the Elderly (PACE)

Prospective Payment System (PPS) A PPS is a method of reimbursement in which Medicare 

payment is based on a predetermined, fixed amount. CMS uses separate PPSs for reimbursement 

to acute inpatient hospitals, home health agencies, hospices, hospital outpatient services, inpatient 

psychiatric facilities, inpatient rehabilitation facilities, long-term care hospitals, and skilled-nursing 

facilities.

Qualified Medicare Beneficiaries (QMB) For more information, refer to the Dual Eligible  

Beneficiaries Under the Medicare and Medicaid Programs publication. (See https://www.cms.

gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-

Items/CMS1244469.html)

Quality Improvement Organization (QIO)

Quality Payment Program (QPP) The QPP replaces the Sustainable Growth Rate (SGR) formula 

for payment to clinicians on Part B claims. (See https://www.cms.gov/Medicare/Quality-Payment-

Program/Quality-Payment-Program.html)

Resource Utilization Group Mutually exclusive categories that reflect levels of resource need in 

long-term care settings to facilitate Medicare and Medicaid payment. 

Request for Anticipated Payment (RAP)

Rural Health Clinic (RHC) RHCs are outpatient facilities that primarily engage in furnishing  

physicians’ services and other medical and health services to medically underserved rural areas. 

For more information, refer to the Rural Health Clinic publication. (See https://www.cms.gov/

Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-

Items/CMS1243500.html)

Skilled-Nursing Facility (SNF) For more information, visit the SNF Center.  

(See https://www.cms.gov/Center/Provider-Type/Skilled-Nursing-Facility-Center.html) 

Speech Language Pathologist/Pathology (SLP)

State Survey Agency (SA)

Transitional Care Management (TCM)

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1244469.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1244469.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1244469.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program.html
https://www.cms.gov/Medicare/Quality-Payment-Program/Quality-Payment-Program.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243500.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243500.html
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/MLN-Publications-Items/CMS1243500.html
https://www.cms.gov/Center/Provider-Type/Skilled-Nursing-Facility-Center.html
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Resources — Forms

The forms included:

Key Criteria to Consider When Evaluating Skilled-Nursing Facilities . . . . . . . . . . . . . . . . . . . . . . 46

Skilled-Nursing Facility Request for Information — Example  . . . . . . . . . . . . . . . . . . . . . . . 47 – 50

Key Criteria to Consider When Evaluating Home Health Agency . . . . . . . . . . . . . . . . . . . . . . . . 51

Home Health Agency Request for Information — Example . . . . . . . . . . . . . . . . . . . . . . . . 52 – 53

Skilled-Nursing Facility On-Site Visit — SNF Post-Acute Care Network (PACN)  . . . . . . . . . 54 – 59

Home Health Agency Questionnaire . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60 – 61

Post-Acute Care Network (PACN) Credentialing Criteria — Example . . . . . . . . . . . . . . . . . 62 – 63

Skilled-Nursing Facility Preferred Provider Agreement — Example . . . . . . . . . . . . . . . . . . . 64 – 65

Post-Acute Provider Quality Measures — Example . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66

Post-Acute Care Network (PACN) Coordinating Committee  . . . . . . . . . . . . . . . . . . . . . . . 67 – 68
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Key Criteria to Consider When Evaluating Skilled-Nursing Facilities

Requested Information

CMS five-star ratings — overall rating and quality rating

Facility, physical organization and capacity

Availability of private vs. semi-private room distribution

Average LOS for Medicare patients and managed care

Transfer rate of short-stay patient to long-term care

Any program specialties and capacity

Primary care coverage and medical director relationship

Leadership tenure and turnover

Staffing, especially RN coverage by shift

Therapy provision (5, 6 or 7 days)

Deployment and use of evidence-based practice, like INTERACT or similar model

EHR deployment, level of use and degree of external integration

Admission volume and “churn” and capacity for increased volume

Complex care delivery skills — IV management, complex wounds, advanced modalities

30-day readmission rates

Survey and regulatory history

Community discharge rates

Current network or alignment with other health care organizations
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Skilled-Nursing Facility Request for Information — Example (page 1 of 4)

General

Facility name

CCN

Address

City 

State/zip 

Contact phone

Sponsoring entity/corporate parent

Name and title of person completing survey

Contact phone number of person completing survey

Total Licensed SNF Beds

Medicare certified

Medicaid certified

Dually certified

Uncertified

Current operating beds

Average Daily Census (#) YTD

ADC current calendar year to date

ADC previous calendar year

Payer Mix: YTD (%)

Medicare Fee-For-Service

Medicare Advantage

Other managed care/commercial insurance

Private pay

Medicaid

Hospice

Other (describe)

Requested Information Response

Continued
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Skilled-Nursing Facility Request for Information — Example (page 2 of 4)

Medicare Fee-For-Service Short Stay  
Discharged to Home (# of patients YTD)

Medicare FFS ALOS (for patients discharged YTD)

Medicare Advantage Short Stay  
Discharged to Home (# of patients YTD)

Medicare Advantage ALOS (for patients discharged YTD)

Separate Short Stay Unit (Subacute/Transitional/Rehab)  
If yes, answer following:

# Beds — private rooms

# Beds — semi-private rooms

Shared bathrooms

Private showers

Separate entrance 

Separate gym  

Separate dining

ADC current calendar YTD

ALOS current calendar YTD

SNFist/Physician Coverage

Hours/week and days/month in SNF: SNFist 

Does MD have an NP or PA collaborating?

Collaborating NP or PA hours per week in SNF 

Medical Director

Name

# of residents as attending

Medical Director days/month in SNF

Uses NP/PA

If yes, NP/PA hours/week and days/month in SNF: 
collaborating NP/PA

 Yes  No

 Yes  No If yes, what %:

 Yes  No If yes, what %:

 Yes  No

 Yes  No

 Yes  No

 Yes  No If yes, name:

 Yes  No If yes, # in SNF: 

Requested Information Response

Continued

 Yes  No
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Skilled-Nursing Facility Request for Information — Example (page 3 of 4)

Leadership

Administrator name

# of years Administrator at this SNF

DON name

# of years DON at this SNF

Staffing

Does your facility offer 24 hour on-site RN coverage?

Staffing ratios — role to residents 

RN

LPN

Certified Nursing Assistants 

Does your facility utilize an EMR?

If so, what EMR are you using?

How long have you been on this platform?

Are you able to receive electronic referrals?  
If yes, via what platform?

Are you able to receive admissions 24/7;  
after hours; weekends?

What time frame does your facility complete their  
first care conference after admission?

How soon after admission are patients  
seen by a Physician or an NP or PA?

Therapies: In-house or contracted?

Physical therapy offered — 7 days a week

Occupational therapy offered — 7 days a week

Speech therapy offered — 7 days a week

 Yes  No

Requested Information Response

Continued

 Yes  No

 Yes  No

 Yes  No

 In-house  Contracted
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Stat Orders

How are stat orders from MD/NP received (describe)

Average time from receipt of stat order 
to completed action on order

INTERACT 3 .0 (0-no to 10-fully implemented in SNF)

Does your facility have the ability to accept  
the following types of patients: 

Behavioral health needs

Dementia 

New trachs 

Established trachs

IV — antibiotic

IV — TPN

Complex wounds

Complex wounds with wound vac

Morbidly obese

Tube feed — peg/gtube

Dialysis patient — periotoneal

Dialysis patient — fistula

All cause 30-day rehospitalizations % YTD

% Short-stay patients discharged to home per month

# Medicare FFS or managed care discharged  
per month to Home Health

% to Agency (include name)

% to Agency (include name)

% to Agency (include name)

Who is your 911 hospital?

Skilled-Nursing Facility Request for Information — Example (page 4 of 4)

Requested Information Response

Continued

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No
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Key Criteria to Consider When Evaluating Home Health Agency

Requested Information

CMS five-star ratings — quality rating and patient satisfaction rating

Geographic coverage area

Average daily census

Case mix

Recertification rate – last 12 months

Average number of visits per episode

Any program specialties and capacity

Primary care coverage and medical director relationship

Agency leadership tenure and turnover

List services offered (RN, CNA, PT, OT, SLP, MSW, HHAide)

Deployment and use of evidence-based practice

Complex care delivery skills — IV management, complex wounds, advanced modalities

30-day readmission rates

Current network or alignment with other healthcare organizations
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Home Health Agency Request for Information — Example (page 1 of 2)

General

Agency name and CCN

Primary office: street address, city, zip

Contact phone

Sponsoring entity/corporate parent (if applicable)

Licensed service area

Additional/satellite offices?

Name of person completing this survey

Agency Director name

Number of years Director at this agency

Number of years in home health industry

Medical Director name

Number of years Medical Director at this agency

Medicare Five-Star Ratings

Quality of patient care (# stars)

How often the home health team began  
their patients’ care in a timely manner (%)

How often the home health team taught patients  
(or their family caregivers) about their drugs (%)

How often the home health team  
checked patients’ risk of falling (%)

How often the home health team made sure their  
patients received a pneumococcal vaccine (%)

For patients with diabetes, how often the home health  
team got doctor’s orders, gave foot care and taught  
patients about foot care (%)

How often home health patients had to be admitted  
to the hospital (%)

How do patients rate the overall care from the HHA (%)

Would patients recommend the HHA  
to friends and family (%)

Payer Mix: YTD (%)

Medicare FFS

Managed care/Medicare Advantage

Private pay

Medicaid

Other (describe)

 Yes %   No %

Requested Information Response

 Yes  No If yes, indicate number and CCNs:
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Home Health Agency Request for Information — Example (page 2 of 2)

Operating Characteristics

Average daily census YTD (#)

Average daily census previous fiscal year (#)

Unduplicated census YTD (#)

Case mix YTD

Case mix previous fiscal year

Recertification rate (%)

Annual episodes

Average number of visits per episode

Average case weight previous fiscal year

Productivity target — RNs

Productivity target — Home Health Aides

Productivity target — Therapy Staff

Specialty Services

Telehealth capable?

Use in-home monitoring systems?

Video/Skype capable with clients?

Specialty program for CHF?

Specialty program for diabetes?

Offer private-duty services?

Admissions — Total YTD & Previous to Agency

# new admissions YTD

# from Referral Source #1: (include name)

# from Referral Source #2: (include name)

# from Referral Source #3: (include name)

# from Referral Source #4: (include name)

# from Referral Source #5: (include name)

# new admissions previous year

# from Referral Source #1: (include name)

# from Referral Source #2: (include name)

# from Referral Source #3: (include name)

# from Referral Source #4: (include name)

# from Referral Source #5: (include name)

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

 Yes  No

Requested Information Response
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Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 1 of 6)

Date: 

Facility: 

Administrator:  

DON: 

Other interviews (list names and titles):

Clinical leadership team members (list):

Continued
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Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 2 of 6)

Electronic Medical Record Technology

What EMR system do you use? 

What are your EMR plans for the next year? 

Does your EMR have bidirectional data transfer  
capability with other EMR/EHRs and are you already 
using this feature?

Pharmacy

How is pharmacy supported or provided? 

How quickly can you get orders filled:  
weekdays, nights, and weekends? 

How do you handle stat meds?

Lab Testing

How are lab tests supported or provided? 

How quickly can you get lab results, from order to result? 

How are results communicated to the SNF? 

How are results communicated to the attending physician? 

Radiology

How are X-rays supported or provided? 

How quickly can you get X-ray results, from order to result? 

How are results communicated to the SNF? 

How are results communicated to the attending physician?

Electrocardiogram

How are EKGs supported or provided? 

How quickly can you get EKG results, from order to result? 

How are results communicated to the SNF? 

How are results communicated to the attending physician?

Nursing

Is there an RN on site 24/7?

What is your RN staffing by shift and unit?

Is there always a direct care RN in your Medicare unit?

What is the current RN-to-resident ratio on your  
short-stay unit? 

How many Licensed Practical Nurses (LPNs)  
do you employ? 

Question ResponseResponseQuestion
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Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 3 of 6)

Nursing (continued)

How many LPNs staff your short-stay unit? 

What is the current LPN-to-resident ratio on your  
short-stay unit? 

What is the current CNA-to-resident ratio on your  
short-stay unit?

Do RNs and LPNs routinely work overtime or beyond  
their originally scheduled shift? How much? 

Do you employ agency RN, LPN or CNA staff?  
Percentage?

Is there role differentiation between RNs and LPNs?  
If yes, please describe. If no, please explain.

Education

Do you have a clinical or staff development educator  
in your facility? 

If yes, please describe the requirements and expectations  
for this role. 

If no, who coordinates and facilitates staff development  
for your facility?

Describe your internal continuing education program  
for RNs.

Social Work

How many social worker FTEs on your short-stay unit? 

What is the social worker-to-resident ratio on the  
short-stay unit? 

Orientation

Please describe your RN, LPN and CNA orientation process  
(pre-hire through end of orientation). 

What is the average length of time for RN, LPN and CNA  
orientation? 

Training

When new RNs, LPNs, CNAs, and social workers are hired,  
do you designate them to a specific unit, or are they trained  
on all the units throughout your facility? 

Do they primarily staff one unit and then float to  
other units?

ResponseQuestion

Continued
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Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 4 of 6)

Assessment

What is your process for assessing RN, LPN and CNA  
knowledge and skills with regard to nursing procedures  
provided to short-stay patients? 

Do you have annual (or more frequent) competency  
assessments for RNs, LPNs and CNAs? 

If yes, what is the process for determining what  
competencies to assess? 

How often do you assess your nurse’s ability to complete  
a head-to-toe assessment? 

How do you deal with gaps in a nurse’s abilities?

Continuing Education

Do you hold regular in-services for staff  
continuing education? 

If yes, please describe the types of in-services  
typically held? 

If yes, please describe how many staff participate in  
continuing education opportunities? 

If yes, describe how new learning is tested at the end of  
each in-service program.

Treatment/Procedure

What is your process for assuring treatments are  
completed as prescribed? 

How often are the vital signs (temperature, pulse,  
respirations, blood pressure and oxygen saturation)  
of your short-stay residents assessed? 

How frequently could vital signs be assessed if the patient  
needed more frequent monitoring? 

Who obtains vital signs? 

What is the process for reporting abnormal vital signs? 

How is competency assessed? 

Shift Change Procedure

Please describe your handover (handoff) processes  
between shifts, between various staff members,  
between facilities, etc. 

Do you have a tool that is routinely used? 

Do RN and LPN staff participate in visual handover of  
short-stay residents each shift? 

ResponseQuestion
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Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 5 of 6)

Early Warning System

Do you have any early warning systems in place to identify  
change in resident conditions? If yes, please describe. 

Please describe the process of what occurs when subtle  
changes are noted in a resident’s condition. 

Please describe the process of what occurs when an  
acute change is noted in a resident’s condition. 

Rapid Response

Do you have a rapid response system and team  
for a failing patient? If yes, please describe.

Event Investigation

What processes are used to investigate adverse events  
or unanticipated outcomes, including ED visits and  
unplanned hospital readmissions?

INTERACT/Care Pathways

How is your clinical staff learning INTERACT or  
care pathway tools? 

How do you educate your attending physicians on  
INTERACT or care pathway tools?

Which of the INTERACT care pathways are used regularly  
in your short-stay unit? 

Would I find the care pathway posted at your  
short-stay unit’s nursing station? 

Please describe your process for staff mastery of  
referral hospital’s nursing therapy protocols or care  
pathways.

Medicare

Please describe practitioner (e.g., MD, NP) coverage  
in your short-stay unit. 

How many hours per week do the provider or extenders  
spend in your short-stay unit? 

What is the average time from patient being admitted to  
the SNF to being evaluated by a provider (i.e., MD/PA/NP)?

Interdisciplinary Team for Short-Stay Patients

When is your first interdisciplinary team (IDT) conference  
on a new short-stay patient that includes patients, families  
and expected discharge date and placement? 

How often are interdisciplinary team conferences held for  
each short-stay patient? 

Does the attending participate in each IDT?  
If yes, in person or by phone? 

ResponseQuestion

Continued
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ResponseQuestion

Skilled-Nursing Facility On-Site Visit 
SNF Post-Acute Care Network (PACN) (page 6 of 6)

Interdisciplinary Team for Short-Stay Patients (continued)

At which IDT does the team discuss discharge goals? 

Typically, how many days after admission are discharge  
goals for short-stay patients discussed with the  
family/caregiver?

Medicare Patient ALOS

What is your ALOS for Medicare patients who go home? 

What is your ALOS for Medicare Advantage patients  
who go home?

Respiratory Therapy

How do you access respiratory therapy for your  
short-stay patients? 

How many hours per month does a respiratory therapist  
provide patient services in your SNF?

Home Health

How do you select a HHA for patient discharge from  
the SNF to home? 

What percentage of your short-stay patients who are  
discharged home are referred to a HHA?

What percentage of your short-stay patients who are  
discharged home receive a home evaluation as part of  
the therapeutic regimen?

If you would be selected as a network or  
collaborative partner SNF:

If the network or collaborative coordinator notified you  
of the need to improve compliance with a quality or  
efficiency metric, what would your process be to achieve  
compliance with the metric(s)? 

That is, what steps would you take and who would be  
involved in changing clinical behaviors in your SNF  
to achieve compliance with reasonable quality and  
efficiency metrics?

How many clinical staff from your SNF would be able to  
work on ad hoc committees to redesign care, assuming  
the committees met once every two weeks, and each  
member had one to two hours of work between meetings?
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What is your typical census?  

What has been the trend over the last two years?

What is your average time to initiate service?  

What are your biggest barriers to initiation?

What is your clinical leadership structure?

How many Registered Nurses (RNs) do you employ?  

How many HHAs?  

How many therapists?

What are the hours of your intake center?  

How do you handle after-hours calls?

What is the routine/typical shift length for RNs or HHAs?

Do RNs and HHAs routinely work overtime or beyond  

scheduled shifts?

Do you limit the number of hours per week a  

RN or HHA works?

What is your agency turnover by RN and HHA?

Do you have written job descriptions and expectations  

for your RN and HHA staff?

Do you have a clinical or staff development educator? 

If yes, please describe the requirements and expectations  

of this role. 

If no, who coordinates and facilitates staff development  

for your agency?

Please describe your RN, PT/OT and HHA orientation  

process (pre-hire through end of orientation).

ResponseQuestions

Home Health Agency Questionnaire (page 1 of 2)

Continued
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Home Health Agency Questionnaire (page 2 of 2)

What is the average length of time a RN, PT/OT or HHA  

is on orientation?

What is your process for assessing RN and HHA  

knowledge and skills with regard to routine care provided  

to Medicare patients?

Do you have an annual (or more frequent) competency  

assessment for staff? 

If yes, what is the process for determining what  

competencies to assess? 

Do you hold regular in-services for staff continuing  

education? 

If yes, please describe the types of in-services typically  

held and how many staff participate in continuing  

education opportunities.

Do you assess your nurses’ ability to complete a  

head-to-toe assessment and recognize and report  

abnormalities?

What is your process for assuring treatments are  

completed as ordered?

What process(es) is used to investigate adverse events  

or unanticipated outcomes?

What specialty programs or services do you offer? 

Do you integrate or deploy any monitoring or home  

reporting technologies?

What is your clinical or quality focus for the current year?

Do you struggle with DME or equipment availability  

for clients?

ResponseQuestion
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Easy access for patients and beneficiaries

For SNFs, this means: 

• Reasonable geographic proximity to hospital 

• The ability to have a firm commitment for admission to the SNF within two hours of notification of patient day  
and time of discharge 

• Facility readiness to admit a patient 24/7, including emergent admissions on weekends, evenings and nights

• Immediate access to the patient’s room upon arrival at the facility 

For HHAs, this means:

• Geographic coverage that aligns with the patient’s preferred site of care

• 24/7 intake and admissions

• Initial patient visit and initiation of care within 24 hours of patient discharge from the hospital, LTCH, IRF or SNF 
to home.

Compliance with federal and state regulations

For SNFs, this means: 

• Survey deficiencies that are less than average for the state

• No deficiencies in previous three years that would place the facility in immediate jeopardy or cause actual harm  
to residents

• No civil money penalties in past three years

For HHAs, this means no evidence of federal or state fraud or violation of statutes such as anti-kickback statutes 

Meets or exceeds the median outcome for federal quality standards

For SNFs, this means achieving at least a three-star rating as shown on the Nursing Home Compare website  
during the preceding 18 months.

For HHAs, this means achieving scores for each quality measure on CMS’ Home Health Compare website at least  
at the level of that for the state.

30-day or episodic hospital readmissions rate at or below national or state norms

Average 30-day hospital readmission rate from SNFs to be equal to or better than the state or market benchmark.

Average 30-day hospital readmission rate from HHAs to be equal to or better than the state or market benchmark.

Patient satisfaction ratings at or better than median reported for the state

This information is collected by SNFs via private vendors. Hospital will determine the state medians from the most 
commonly used vendors for patient satisfaction ratings to use as the credentialing basis.

For HHAs, this means patient satisfaction ratings at or better than median reported for HHCAHPs.

Patient/family engagement

Although this information typically is not collected by either SNFs or HHAs, the basis for credentialing will be the use 
of an acceptable tool or process for patient/family engagement upon admission to the SNF or HHA.

Post-Acute Care Network (PACN) Credentialing Criteria — Example (page 1 of 3)

Skilled-nursing facilities (SNFs) and home health agencies (HHAs) must meet the following credentialing criteria for initial consideration 
and admittance to the PACN. In certain cases, to assure beneficiary and hospital patient access, selected facilities and agencies that 
do not meet each and every criterion may be admitted on a probationary basis; however, such facilities and agencies must be in full 
compliance with all credentialing criteria within 12 months.

Continued
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Other credentialing standards specific to SNFs are:

Medical staff

• PACN member SNFs have an attending physician or NP rounding on the patients within 48 hours and following a 
minimum of twice per week

• Demonstrated access to 24/7 physician/NP oversight

• Demonstrated education of the above regarding the credentialing criteria and metrics that the SNF must  
comply with to retain PACN membership

RN staffing

• To assure that the SNFs in the PACN can effectively manage the care of beneficiary discharges,  
SNFs must have an RN providing care 24/7.

• Nursing competencies are evaluated and rated at least annually, deficiencies are documented, and a plan 
for skills improvement is developed, documented and implemented within three months of the competency 
evaluation.

Nursing ratios in the short-term or subacute care unit

• While nursing staffing levels are encompassed with CMS’ five star rating system, SNFs in the PACN must have a 
ratio of at least one RN to 15 short-term patients to best assure quality outcomes, and an overall nursing level in 
a unit dedicated to short-term patients of at least 4.25 nursing hours per patient day.

Seven-day therapies

• SNFs in the PACN must provide necessary therapies to patients in the short-term unit 7 days a week to assure 
that patients are actively engaged in their skilled-nursing and therapies throughout their stay.

Interdisciplinary team meeting within 72 hours of admission

• An interdisciplinary care-planning meeting (nursing, therapies, social services, dietitian, pharmacist, physician 
or nurse practitioner) is held within 72 hours of admission regardless of whether the admission occurred on a 
weekday or weekend.

Medicare Part A ALOS

• For post-acute patients, SNFs in the PACN must have an ALOS for Medicare patients, which is at or less than the 
agreed-upon sponsor target. 

Discharge to community

• For post-acute patients, SNFs in the PACN must discharge at least 85 percent of short-stay patients (not 
formerly long-term care residents) to the community. 

Use of Interventions to Reduce Acute Care Transfers (INTERACT) 3.0 Tools

• SNFs in the PACN must actively use the INTERACT tools, including the advance care planning tools. 

Other credentialing standards specific to HHAs:

Accreditation

• HHAs in the PACN must be Medicare Certified and state licensed. JCAHO, CHAP, ACHC (national accrediting 
organization). Accreditation is recommended.

Admissions

• Admission criteria must be transparent and applied uniformly. Case managers at the hospital must be notified 
within one hour if patient will be admitted to the agency. In addition, therapy services must be initiated on 
the same or following day in which order is received, and nursing visits must be provided within two hours if 
requested by patient for crisis intervention.

Appropriate recertification

• HHAs must discharge patients appropriately in accordance with patient progress and must not demonstrate 
excessive recertification rates.

Post-Acute Care Network (PACN) Credentialing Criteria — Example (page 2 of 3)
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Agreements

Provider Agrees to the Following:

Provider is currently licensed to operate as a skilled-nursing 
facility and is in good standing in the state of STATE NAME.

Provider agrees to promptly notify SYSTEM if there is a change 
in Provider’s name or address, a change of ownership or 
corporate entity of Provider, or if Provider’s license is revoked or 
suspended.

Provider agrees to comply with all federal and state laws, 
regulations and rules applicable to Provider’s operation as an 
extended care or skilled-nursing facility.

Provider agrees to provide medically necessary services as 
required by patients and only in the amount required by patients 
without discrimination on the grounds of age, race, color, sex, 
national origin, physical or mental disability, marital or economic 
status.

Provider agrees to accept patients referred to it by SYSTEM and 
other participating Network providers as the provider deems 
medically appropriate for the facility or within its clinical span of 
ability to provide care and service.

Provider agrees to provide medical care and rehabilitative 
services for Network patients that comply with Network- 
established clinical protocols and pathways to achieve patient 
outcomes and minimize the likelihood of patient rehospitalization 
during patient’s stay with Provider.

Provider agrees to meet conditions of participation as 
established by the Network, including the regular reporting 
of patient outcomes and provider performance measures, 
notification about changes in facility operational and clinical 
leadership, communication regarding survey and inspection

findings and any other operational or clinical issues that might 
impair the Provider’s ability to serve as a participating Network 
Provider.

Provider agrees to accept the provision of primary care physician 
services for patients referred to the Provider. These services will 
be provided by SYSTEM-aligned physician or practitioner, or a 
third-party entity that is additionally credentialed as a provider in 
the Network.

Descriptions

Description of Post-Acute Care Network (PACN)

The SYSTEM Post-Acute Care Network (PACN) is comprised of 
selected post-acute providers (long-term acute care hospitals 
(LTCHs)), inpatient rehabilitation facilities (IRFs), skilled-
nursing facilities (SNFs), and home health agencies (HHA), and 
hospice that agree to provide high-quality care for Medicare 
beneficiaries and patients following a hospital stay. PACN  
post-acute members have met certain criteria that are related  
to quality patient care and outcomes, such as:

• A favorable historical working relationship with  
SYSTEM hospitals’ physicians and case managers

• Admission of large volumes of patients from  
SYSTEM hospitals

• Average or better than average results on surveys,  
either by the state or by accrediting bodies

• For SNFs:

– Caregiver RN in facility 24/7

– Ability and willingness to accept unplanned weekend 
admissions on a timely basis

– Full implementation of INTERACT in the SNF

– Availability of therapies seven days/week

Skilled-Nursing Facility Preferred Provider Agreement — Example (page 1 of 2)

The following agreement to participate in the SYSTEM Post-Acute Care Network (herein after referred to as “the Network”), is entered into 

between  (hereinafter called “Provider”), and the SYSTEM, (hereinafter referred to as “SYSTEM”).

To participate in the SYSTEM Post-Acute Care Network as an extended care or skilled-nursing facility . 
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Skilled-Nursing Facility Preferred Provider Agreement — Example (page 2 of 2)

Provider agrees to participate in ongoing education and 
professional development requirements as required by SYSTEM 
or the Network.

Provider agrees that failure to comply with any portion of this 
provider agreement will be good cause for termination of this 
agreement.

This agreement will be automatically terminated if Provider 
is convicted of a criminal offense related to participation in 
Medicare or Medicaid programs, if Provider has been suspended 
or terminated from participation in Medicare, or if Provider’s 
license is suspended or revoked.

Provider agrees that at all times it will maintain general liability 
of $1,000,000 per occurrence and $3,000,000 aggregate and 
medical malpractice limits (and pay the appropriate surcharge) 
as required by the STATE Medical Malpractice Act to be deemed 
a Qualified Healthcare Provider under the STATE Medical 
Malpractice Act. If these policies are placed on a claims-made 
basis, Provider agrees to maintain prior acts coverage for claims 
made after the termination of this Agreement covering the term 
of this agreement or purchase an unlimited extended reporting 
period. The length of the extended reporting period endorsement 
shall be the longest period offered by the insurance company at 
the time of the purchase.

System Agrees to the Following:

SYSTEM agrees to refer patients to the Provider who may be 
considered medically or therapeutically appropriate for treatment 
or care in an extended care or skilled-nursing facility.

SYSTEM agrees to provide ongoing communication with the 
Provider regarding its performance and quality outcomes and 
that of other Providers in the Network.

SYSTEM agrees to provide education and clinical skill 
development opportunities for the Provider to improve patient 
outcomes, address new clinical pathways or protocols, or revise 
methods of discharge planning, case management and patient 
care.

SYSTEM agrees to identify the Provider as a member of the 
Network on communication, marketing and promotional materials 
for use with patients, family members and the general public.

SYSTEM agrees to provide access to the Provider for SYSTEM 
data regarding patients for referral through an online portal 
or EHR interface. Use of this portal is subject to additional 
confidentiality and privacy requirements.

SYSTEM agrees to notify the above-named Provider of any 
changes in the Network that may impact Provider’s participation.

General Provisions

This agreement is binding upon the parties effective       and 
will be reviewed on an annual basis.

This agreement may be voluntarily terminated by either party by 
giving thirty (30) days written notice to the other party.

Each party agrees to indemnify and hold the other party harmless 
for all claims and suits for personal injury or property damage 
resulting from the breach of its respective obligations hereunder, 
the negligent acts or omissions of the party and its employees 
while performing any service during the term of the Agreement. 
Each party agrees to give the other party notice in writing within 
thirty (30) days after receiving any notice of claim or after it has 
knowledge of any other damage, loss or expense incurred by 
them resulting from the above negligent acts or omissions. If, 
however, such claims and suits are the result of the joint fault of 
both parties, then each party’s obligation to indemnify hereunder 
shall be limited to the extent of that party’s fault.

Certification Regarding Debarment, Suspension 
Ineligibility and Voluntary Exclusion

Provider certifies, by signing this agreement, that neither it nor 
its principals are presently debarred, suspended, proposed for 
debarment, declared ineligible, or voluntarily excluded from 
participation in this transaction by any federal department or 
agency.

If Provider is a legal entity other than a person, the person signing 
the provider agreement on behalf of the Provider warrants that 
he/she has legal authority to bind Provider. 

To be completed by Provider

Provider name: 

Provider address: 

Medicare Provider phone: 

Signature: 

Name/Title: 

Date: 

To be completed by System

Approved by: 

Name/Title: 

Date: 
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Post-Acute Provider Quality Measures — Example

Patients readmitted for all cause, all diagnoses from post-acute care (PAC) setting to acute care setting  

in 30 days or less from discharge from acute care setting

Patients referred to the Emergency Department (ED) or Observation Unit and returned to PAC within  

72 hours of admission to PAC

Patients discharged from PAC to home, community or lower level of care in 60 days or less

Patients discharged from PAC to home with home health safety evaluation

Patients who are “likely” or “very likely” to recommend the PAC to others

Average length of stay (LOS) for Medicare Fee-for-Service (FFS) patients in SNF is ≤ 21 days

Mortality rate (unexpected or unanticipated deaths)

Patients with pressure ulcers that are new or worsened

Falls with injury

Patients who self-report moderate to severe pain

Annual survey deficiencies

Measures SAMPLE 
Initial Target

≤ 10% 

≤ 10%

 

≥ 85%

≥ 80%

≤ 90%

≥ 75%

≤ 3%

≤ 3%

≤ 3%

≤ 20%

≤ 7
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Mission:

The mission of HOSPITAL is MISSION. In keeping with the  
mission, the vision of the PACN, and thus its committees, is to  
improve the quality of care for our patients in the post-acute 
skilled-nursing facility setting.

Purpose:

The PACN Coordinating Committee will serve as the general  
oversight and advisement body for the PACN. The specific  
functions will be to support the development, maturation and  
guidance for the PACN.

Reporting Structure:

The PACN Member Committee and PACN Ad Hoc  
Subcommittees will report to the PACN Coordinating  
Committee. The PACN Coordinating Committee reports  
to the GOVERNANCE ENTITY.

Membership:

The PACN Coordinating Committee will be chaired by the  
PACN Coordinator and will be comprised of relevant members  
of the HOSPITAL/SYSTEM/ACO Leadership team.

Responsibilities:

1. The PACN Coordinator will be responsible for leading the  
regular discussions, developing agendas and providing  
meeting minutes to the members.

2. All members will:

a. Attend 80 percent of all scheduled meetings and assure  
that an informed representative is present for any meeting 
that he/she is unable to attend.

b. Complete all assignments within the designated  
time frame.

c. Prepare before meetings in order to fully participate.

d. With respect, openly share and contribute to the  
learning experience.

e. Abide by the agreed upon ground rules.

f. Oversee development and implementation of acute/ 
post-acute integrated processes, procedures, and  
workflow that improve patient outcomes, overall quality  
of care, and generate an overall reduction in global  
cost of care for HOSPITAL patients.

g. Approve key metrics for the PACN and perform  
ongoing review, analysis, and reporting of key metrics  
relating to outcome and quality measures for PACN  
participating organizations. 

h. Implement a continuous quality improvement  
mechanism to ensure early indicators of success or  
failure of the PACN are recognized and incorporated. 

i. Oversee and approve development of key clinical and 
patient care evidence-based practices (e.g., joint  
replacement, heart failure, pulmonary conditions and  
other related common diagnoses) and support the  
development of processes, tools and systems to  
implement such practices.

j. Coordinate health information technology and the use  
of electronic health record tools to collect and share data 
between and among HOSPITAL(s), services, physicians, 
and participating SNF providers in order to enhance  
communication and support patient management for  
better population health. 

3. Voting:

a. Voting will be by member  and each member will have  
one vote. If a member misses a meeting, that member 
may send a proxy to cast that member’s vote(s). The 
members present or represented at any given meeting  
will cast votes as needed and the majority vote will  
be the final decision on that issue unless the majority  
at a subsequent meeting decides to review the issue.

b. Decisions are made by consensus of the voting  
members present and a minimum of 50 percent plus  
one member/vote of the total membership must be  
present for a vote to occur.

c. If a committee member has a conflict of interest, he/she 
will announce it to the group and abstain from voting on 
issues aligned with the conflict.

Schedule:

The PACN Coordinating Committee will meet monthly on the 
DAY of every month from TIME to TIME.

Structure/Process/Outcomes:

The PACN will maintain a scorecard for each SNF participant  
in the PACN. The scorecard will guide the refining and/or  
creation of structures and processes, which will in turn  
facilitate achievement of expected outcomes. In addition,  
a comprehensive balanced scorecard will be maintained to  
monitor quality outcomes.

Post-Acute Care Network (PACN)  

Coordinating Committee (page 1 of 2)
(insert year)

Charter Year  

Continued
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Chair — SNF PACN Coordinator

APN

SNFist Program Physician Lead

Program Director

Executive Sponsor

Physician Sponsor and OPG Leader

Physician Quality Leader (UM)

Emergency Department Leader

Hospitalist Physician Leader

Hospice and Palliative Care Physician

Utilization Management/Care Coordination

Nursing Education Leader

Communications/Marketing Leader

IS Leader

Clinical Transformation

Clinical Guidance Council Representative

HOSPITAL Group

CNE

Pharmacy Leader

Legal Representative

Role Name

PACN Coordinating Committee Membership 
Membership in the HOSPITAL PACN Coordinating Committee will include the following individuals:

Post-Acute Care Network (PACN)  

Coordinating Committee (page 2 of 2)
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About Center for Post-Acute Care

The Center for Post-Acute Care represents the interests of CHA member post-acute care  

providers, including inpatient rehabilitation hospitals and units, long-term acute care hospitals, 

distinct-part skilled-nursing facilities and home health agencies. As a part of CHA, the Center  

for Post-Acute Care serves as the primary public policy arm of the hospital association for  

post-acute care issues. The center also advocates for hospital-based post-acute care services  

in the federal and state legislative and regulatory arenas.

The Center for Post-Acute Care is guided by an advisory board made up of CHA member  

organizations at all levels of the post-acute patient care continuum. The board oversees and  

coordinates the activities of three member forums, inpatient rehabilitation and therapy services, 

skilled nursing and subacute care, and home health and hospice.

Staff support for the Center for Post-Acute Care is provided by Patricia Blaisdell, Vice President, 

Continuum of Care, (916) 552-7553, pblaisdell@calhospital.org

About Premier Inc .

Premier Inc. is a health care improvement company uniting an alliance of approximately 3,900  

U.S. hospitals and more than 150,000 other provider organizations. As an industry leader, Premier 

has created one of the most comprehensive databases of actionable data, clinical best practices 

and efficiency improvement strategies. Our goal is to improve our members’ quality outcomes, 

while safely reducing costs. By engaging members and revealing new opportunities, we empower 

the alliance to improve the performance of health care organizations.

mailto:pblaisdell%40calhospital.org?subject=


The California Hospital Association’s Center for  

Post-Acute Care developed and published this guidebook. 

The Center represents the interests of CHA member  

post-acute care providers, and serves as the primary  

public policy arm for post-acute care issues.

This publication is designed to produce accurate and authoritative information with regard to the 
subject matter covered. It is provided/sold with the understanding that CHA is not engaged in 
rendering legal service. If legal or other expert assistance is required, the services of a competent 
professional person should be sought. 

© 2018 and 2020 by the California Hospital Association. All rights reserved. Second edition.

No part of the publication may be reproduced, stored in a retrieval system or transmitted in any 
form or by any means, electronic, mechanical, photocopying, recording, or otherwise, without the 
prior written approval of:

California Hospital Association 
ATTN: Publishing 
1215 K Street, Suite 800 
Sacramento, CA 95814 
www.calhospital.org

However, hospitals that are members of the California Hospital Association may use the model 
forms, and handouts as templates in developing their own documents. 

It is the intent of CHA to strictly enforce this copyright. 

Published by the California Hospital Association and developed in partnership with Premier, Inc.  
Printed in the United States of America.

Ordering Information
For more information, visit CHA online at www.calhospital.org/publications

For more information about hospitals  

and the continuum of care please visit  

www.calhospital.org.
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