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So I actually think it’s really important to use a clinical lens, and particularly for, as I’m taking 

care of patients, it’s a lens that really focuses on that patient in front of me. 

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

the cost side.  

So I’ve found in a clinical interaction, it’s hard to sort of take that step back to the health policy 

person and say, “This might not be worth the money.” But it’s actually relatively easy to say, 

“You know, I don’t think this is going to help you very much. And in fact, not only might it not 

help you, but it might hurt you, because the consequences of doing this test are x, y, and z.” 

 

So when we describe something as low-value, I think what we’re typically trying to do is to 

distinguish it from something that is no-value. But it turns out that no-value interventions, first of 

all, are probably very few and far between. 

 

I think it’s going to be hard to address the problem of low-value care by having payers and 

policymakers make rules, because there’s this clinical heterogeneity story. 

 

As we sort of are starting to move with policies toward changing around the incentives and the 

payment systems, accountable care organizations, global payment policies, that actually gives 

incentives to providers and provider systems to say where is the low-value stuff that we can cut 

out? Because that’s how the patients will do better and we will do better. And when you start 

turning the onus on physicians and physician organizations, I think that we’ll get more traction. 

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


The Choosing Wisely campaign tells a very nice story. There are now upwards of 60 lists, 

totalling 300 or more recommendations of services that tend to be utilized in common practice 

but for which the value is not deemed to be high, for sure, and may in fact be negative — in fact, 

the harms outweigh the benefits. 

 

Physicians for a long time have had guidelines to recommend that we should be utilizing 

highvalue services, but we haven’t had clear guidelines as to what low-value services look like. 

So now we have that road map. 

 

I think there’s a much broader recognition societally that we’re spending too much on health 

care, and that it’s coming at the expense of doing things like hiring more teachers, hiring more 

police officers, rebuilding our schools, rebuilding our infrastructure.  

 

And so, in that setting, when we’re actually now having tools that are coming about that are 

going to help us with these decisions as providers, and increasing recognition that this is part of 

our job as physicians, and it’s part of our professional responsibility.  

We’re seeing the payment reforms that are going to support this sort of work, things like 

Choosing Wisely, highlighting that it’s OK to start looking for and thinking about:   

What services are actually hurting people?  

Where do we see low value?  And trying to eliminate it.  

So any movements in that direction, I think, are going to be useful and, frankly, necessary as we 

try to sort of grapple with all this as a country. 

NEJM Perspective Roundtable 

Avoiding Low-Value Care 
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Il territorio è preparato a gestire 

vecchi fragili con instabilità 

clinica? 



Nearly one fifth patients discharged from a hospital have an acute medical 

problem within the subsequent 30 days that necessitates another 

hospitalization. These recently discharged patients have heightened risks 

of myriad conditions, many of which appear to have little in common with 

the initial diagnosis. 

How might the post-hospital syndrome emerge? Hospitalized patients are 

not only enduring an acute illness, which can markedly perturb 

physiological systems, but are experiencing substantial stress. During 

hospitalization, patients are commonly deprived of sleep, experience 

disruption of normal circadian rhythms, are nourished poorly, have pain 

and discomfort, confront a baffling array of mentally challenging 

situations, receive medications that can alter cognition and physical 

function, and become deconditioned by bed rest or inactivity. 

















La clinical governance rappresenta ancora un concetto nuovo e poco diffuso. La 
valutazione dell’attività clinica ambulatoriale e delle prestazioni, il 
miglioramento degli standard assistenziali e la “cultura dell’organizzazione”, 
ancora poco diffusa a livello delle realtà ambulatoriali ed ospedaliere sul 
territorio, diventerà un imperativo al quale sarà sempre più difficile sottrarsi. 
Questo dipende in gran parte dal fatto che la popolazione che usufruisce dei 
servizi sanitari stia mutando, sia dal punto di vista demografico sia, 
conseguentemente, dal punto di vista clinico.  
 
Le necessità assistenziali stanno diventando sempre più importanti, sia 
quantitativamente sia qualitativamente, ed è impensabile affrontarle 
prescindendo da un approccio olistico e multidisciplinare. Dal momento che il 
Medico di Famiglia già utilizza questo tipo di approccio, ancora una volta la sua 
attività risulta un ottimo punto di partenza per questo tipo di valutazione.  
 
La realtà esaminata nel lavoro presentato rende conto di questo fatto: solo per 
la valutazione geriatrica è necessario un approccio che, per motivi logistici, è 
impossibile da svolgere durante la quotidiana attività dell’ambulatorio del 
Medico di Medicina Generale; a questo proposito, potrebbe risultare utile una 
maggiore interazione, anche solo consultiva, con i Geriatri. 









La recente attenzione delle regioni a modelli 

sistematici e diffusi di disease management, da 

correlarsi allo sviluppo di forme associative strutturali 

dei MMG, rappresenta un elemento di novità nelle 

priorità di agenda dei policy maker sanitari. 

..si propone una nuova segmentazione dell’utenza, non 

più principalmente per patologia o per ambiti di cura 

(prevenzione, ospedale, territorio), ma per profilo 

assistenziale: cronicità, acuzie, non autosufficienza, 

etc. 

 





L’esempio del PDTA 

demenze.. 

59 pazienti in un anno.. 
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The phenomenon of the hospital-dependent 

patient has not been studied systematically. 

Little is known about the prevalence of hospital-

dependent patients, the percentage of readmissions 

that they account for, and whether they cluster at 

specific types of hospitals. 







“Chronic critical illness” is a nebulous term for the condition of the 5 to 10% of patients who 

survive a catastrophic illness or surgical procedure but are left with a prolonged (by one 

definition, longer than 21 days) need for mechanical ventilation. These patients tend to have 

recurrent infections, organ dysfunction, profound weakness, and delirium. At least half are 

dead within 1 year. Among those who survive, readmission rates are high, most remain 

institutionalized, and less than 12% are at home and functionally independent 1 year after 

their acute illness. The cost to the health care system is astronomical — more than $20 

billion annually. 

 

Only recently has the specialty focused in on the cognitive deficits, depression, and post-

traumatic stress that follow critical care. In addition, the expansion of LTAC hospitals during 

the past two decades — described to me by one physician as “where Lazarus meets 

Darwin” — quite literally takes chronic critical illness out of view of the physicians who care 

for these patients during the acute phase of their illness. As a result, I believe, we do our 

patients a disservice despite our best efforts. 

We — intensive care clinicians — have created chronic critical illness, and that makes it 

especially painful to see. Perhaps one reason for our failure here is that we don’t have a 

strong grasp of what chronic critical illness is. 

 

Furthermore, some recent data suggest that we might be able to improve our 

prognostication for these patients. One scoring system uses four characteristics of patients 

in acute care settings — an age of more than 50 years, a low platelet count, and the need for 

vasopressors and for dialysis — to delineate a subgroup of patients who are at the highest 

risk of death. Integrating a model like this one into clinical practice could enable us to have 

clearer conversations that lay out likely outcomes and alternatives, including withdrawal of 

further interventions. 

 



 

“This is a disease. It’s sometimes or even often worse than some cancers in 

terms of its mortality and effect on quality of life. People know what cancer 

means. They’ve heard of it. But they’ve not heard of this.” 

 

The primary goal would be to offer firsthand experience to inform decision 

making in the acute care arena. In addition, involving house officers in LTAC 

hospitals could encourage an academic look at best practices and outcomes in 

an arena where such perspective has historically been lacking. 

 

But we owe it to our patients to try. Facing a future in which the numbers of 

chronically critically ill patients are expected to increase, we can’t continue to 

look away. 

 



The phenomenon of the hospital-dependent 

patient has not been studied systematically. 

Little is known about the prevalence of hospital-

dependent patients, the percentage of readmissions 

that they account for, and whether they cluster at 

specific types of hospitals. 



Approximately 20% of Medicare patients who have been 

hospitalized are readmitted within 30 days, with substantial 

implications for outcomes and costs of care. Many reasons 

have been identified,  including  

-poor transitions from the hospital setting, 

-lack of medication reconciliation, 

-inadequate access to medical services after discharge (e.g., 

timely post discharge appointments with primary care 

physicians and specialists), 

-and lack of accountability regarding which clinician 

is responsible after discharge. 

 

The problem has been conceptualized as a failure of the 

health care system to fulfill its responsibility to provide 

comprehensive, coordinated, and continuous care. 



Accordingly, the Centers for Medicare and Medicaid Services 

began to invoke penalties for readmissions of patients who 

have been discharged after hospitalizations for selected 

diagnoses.  

Hospitals and health systems are responding with 

innovations such as care coordinators, post-discharge 

pharmacists, care transition coaches, and afterhours 

clinics.  

Although these efforts aimed at system-level 

problems do reduce the rate of preventable readmissions, 

there remains another more intractable cause of 

readmissions — hospital-dependent patients. 



Hospital-dependent patients differ from those with chronic 

critical illness, many of whom require ventilators to sustain 

Life, in that they may be precariously and transiently 

compensated while hospitalized.  

 

They are often comfortable and may have an acceptable 

quality of life (e.g., interactions with family and friends) in the 

hospital when supported and comforted by high nurse-to-

patient ratios, available monitoring and diagnostic 

capabilities, and on-site physicians and therapists who can 

respond quickly to changes in their condition. 



Yet they are unable to make it outside the hospital setting 

when the response is not quick enough or the necessary 

treatments are not available.  

 

Such patients are usually old, almost always have multiple 

chronic conditions, and have minimal physiological reserve 

to compensate for acute stress or injury.  

 

They develop pulmonary edema, flares of chronic obstructive 

pulmonary disease, orthostatic hypotension, myocardial 

ischemia, acute kidney injury, fevers, and sudden delirium 

and may experience falls, often without identifiable 

precipitants. 



Usually, hospital-dependent patients are not recognizable as 

such at the time of the first admission. 

 

During almost all index admissions, the patient, family 

members, and clinicians assume that the patient will be 

restored to usual health.  

 

This optimism is generally justified, since none of 

the many prognostic indicators are accurate enough to 

predict the trajectory of an individual patient. 

 

Hospital-dependent patients are readmitted not because of 

inadequate hospital discharge, care transitions, or post-

hospital care, but because their medical problems 

cannot be managed outside the hospital. The amount of 

medical and instrumental support that can be mounted is 

simply not enough.  



It is tempting to conclude that these patients are discharged 

to the wrong location and that they should be sent to skilled 

nursing facilities (SNFs), 

but most SNFs cannot or do not provide the needed level of 

treatment and support for them, and the readmission rates 

from SNFs are similar to those from home. 

 

These patients are often relieved to be back in the hospital 

because they feel more secure than they do at home or in 

nursing facilities. Many have established relationships with 

hospital staff and clinicians who remember them from prior 

admissions, and these familiar faces provide reassurance. 



Hospital-dependent patients tend to follow a course of 

readmissions with progressive deterioration in functional 

status and loss of resilience over a period of months to 

years. 

  

Usually, each rehospitalization finds them worse than when 

they were discharged a few weeks (or days) earlier, and 

treatments become less effective.  

 

The final period of life is often characterized by a series of 

crises, apprehension, and discomfort  

until a decision 

to switch to hospice care is made or the patient dies in the 

hospital despite the fact that “everything” was done. 



In many ways, the existence of hospital-dependent patients 

is a direct product of the successes and advances of 

medicine.  

 

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

died quickly. 

There was little we could offer once their conditions 

progressed to end-stage.  

With the advance of technology and new medications, 

such patients now survive longer; acute decompensations 

can be corrected with acute care interventions. 

The phenomenon of the hospital- dependent patient has not 

been studied systematically, eventhough most clinicians will 

recognize patients who meet the profile (see table). 

 





Little is known about the prevalence of hospital dependent 

patients, the percentage of readmissions that they account 

for, and whether they cluster at specific types of hospitals. 

 

Although such patients have existed for many years, they 

have assumed increasing importance in the current frenzy 

over hospital readmissions.  

 

These patients’ readmissions are counted in readmission 

rates, and their cases may erroneously be considered 

to represent failures of the transition process.  

However, the underlying causes of these readmissions are 

not failed transitions and the approaches to their 

management must be tailored accordingly. 



A necessary first step is ensuring that treatment in the 

hospital is commensurate with hospital- dependent patients’ 

goals and preferences. Clinicians may mistakenly assume 

that continued acute care is what patients want.  

Conversely, some of these patients may be unaware that 

hospice care is available. Therefore, it is crucial to discuss 

the goals of care.  

Nevertheless, after informed discussion, there remain 

many people who opt for continued acute care.  

Although these patients may be in the last months of life, 

they simply are not ready to make the switch to an end-of-life 

approach to their care.  

They want to live, and they believe that they can maintain 

an acceptable quality of life. Ironically, while they remain in 

the hospital, they may be able to do so. 



Beyond addressing hospital dependent patients on a case-

by case basis, there must be a more systematic approach. 

Medicine has yet to acknowledge the ethical and practical 

predicament of having created a population of incurable, 

fragile, but not yet terminally ill patients without concurrently 

developing a health care system that can meet their 

needs.  

By default, frequent, unplanned readmissions to the acute 

care hospital have become the fail-safe backup. 

 

Developing appropriate and cost-effective approaches for 

patients who have complex conditions and whose goals of 

care require continuous or frequent hospital-level support will 

not be easy. 



The existing venues for providing post-hospital care — 

home health services, SNFs, long term acute care facilities, 

and “hospital at home” — do not have the capability or 

capacity to care for these patients, and it is unlikely that they 

could easily gear up to do so.  

Health care systems need to recognize this unmet need and 

begin planning ways of providing this level of care as well 

and as efficiently as possible. 

 

With each new lifesaving advance, some of the lives saved 

will remain dependent on an ongoing acute level of care. For 

these patients, the systemic “continuity of care” fixes that 

assume that patients can return to the community with 

existing resources will not work.  



Alternative long-term acute care solutions will be necessary.  

 

We must recognize that the cost of providing this care 

outside of the hospital may approach that of care 

provided in the hospital.  

 

If we are to continue developing lifesaving interventions for 

the most advanced illnesses, this is a cost we must be willing 

to bear. 



Bisogno crescente 

CCI 

Hosp-dependent patient 

Who cares? 
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Post-Acute Care Reform — 

Beyond the ACA  
D. Clay Ackerly, M.D., and David C. Grabowski, Ph.D.  

 Patients’ discharge plans are often 

made for financial rather than clinical 

reasons, which contributes to the 

inefficient use of post-acute care and 

the high rate of readmissions. 



Post-Acute Care Reform — 

Beyond the ACA  
D. Clay Ackerly, M.D., and David C. Grabowski, Ph.D.  

 A good example of the strong role of 

financial incentives was the decrease in 

length of hospital stay and the increase 

in use of post-acute care after the 

implementation of Medicare’s hospital 

inpatient prospective payment system 

(see graph).  





 Mrs. T. is an 88-year-old woman who lives alone, has a history of 

congestive heart failure and osteoarthritis, and has traditional fee-

for-service Medicare coverage. One day, she was found lethargic 

and sent to the emergency department, where she was discovered 

to be in renal failure and was ad- mitted to the hospital for fluids 

and monitoring. Her hospitalist concluded that she had 

accidentally overdosed on Lasix (furose mide). On hospital day 2, 

Mrs. T. was having difficulty ambulating, although her cognition 

and renal function had improved and she felt “back to her old self” 

and was eager to go home. The hospitalist had two primary 

options. He could keep Mrs. T. in the hospital another night, 

although she was medi- cally stable and had no further diagnostic 

or medical needs. That would cost the hospital money under 

Medicare’s system of fixed payments for diagnosis-related groups, 

but it would give Mrs. T. more time to recover her strength and 

extend her stay to the 3 days required to qualify her for a stay in a 

Medicare skilled nursing fa- cility (SNF) if needed.1 The hospitalist 

believed this option was wasteful and potentially harm- ful, in that 

it placed Mrs. T. at further risk for hospital-acquired conditions. 

Equally important, it went against her wishes — particularly if the 

end result was a SNF stay. 



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

 the Lasix to prevent a repetition of the cause of this admission 

and arranging for a follow-up evaluation by a visiting nurse. 

Home health agencies are expected to provide an admission visit 

within 48 hours after discharge, and they receive a fixed payment 

from Medicare for a 60- day episode of care — a policy that may 

neither match the needs of a patient requiring prompt, intensive 

short-term skilled care nor provide agencies with appropriate 

reimbursement for that intensive care.  

 This option presented a higher risk of falls and further 

medication errors, but it served the hospital’s interest in limiting 

lengths of stay and Mrs. T.’s desire to return home. 

 The hospitalist had few tools to guide this choice or mitigate the 

risks associated with either option. Both options presented a  

 high likelihood of readmission, and neither one encouraged the 

provision of a high-quality, high-value mix of acute and post-

acute care services. Why were there no better options? 



  Demonstrations currently being evaluated under the Affordable 

Care Act (ACA) incentivize a more efficient mix of acute and 

post-acute care services.  

 For example, under a bundled-payment system, hospitals and 

post-acute care providers are paid for a fixed “bundle” of 

services around a hospital episode, including post-

hospitalization care.  

 In an accountable care organization (ACO) with risk- based 

payment, networks of providers can share in savings if they 

reduce the total cost of care for a defined patient population and 

meet a series of quality metrics.  

 Under both approaches, provider systems have incentives to 

deliver cost-effective acute and post-acute care services and 

prevent costly readmissions. Although these payment reforms 

have promise, substantial regulatory and operational barriers 

remain. 



 In particular, three issues may impede the delivery  

 of high-value services over an entire episode of care.  

 First, the ACA reforms retain some burdensome payment 

regulations and rules that will hinder the delivery of the highest-

value mix of services. ACOs cannot change most of Medicare’s 

fee- for-service payment regulations in purchasing post-acute 

care. These regulations include the 3-day rule for qualifying for 

Medicare-covered SNF care; fixed payment for a 60-day episode 

of home health care, which hinders flexibility in tailoring services 

to patients’ needs; and a rule for inpatient rehabilitation facilities 

requiring that 75% of cases fall within 13 diagnostic categories, 

which limits the number and types of patients admitted to these 

facilities. We support the recent efforts by the Centers for 

Medicare and Medicaid Services (CMS) to waive the 3-day rule for 

organizations participating in the Pioneer ACO program, but we 

believe Congress should consider relaxing all these payment 

regulations.  



 Second, merely aligning financial incentives between providers 

of acute and post-acute care will not improve quality and reduce 

costs for episodes of care.  

 True coordination of care — defined as the organization of 

services among the hospital, physicians, post-acute care 

provider, and patient to encourage the delivery of the highest-

value services — is required to ensure the best possible 

outcomes. Potential models for coordinated acute and post- 

acute care might encompass team-based care and transition 

programs, cross-continuum case- management interventions, 

improved patient and family engagement, communication 

protocols for providers across settings to share both clinical and 

social information by means of interoperable health information 

technologies, and focused investments in clinical coverage in 

post-acute care settings (e.g., telemedicine or transitional 

medicine teams). Most of these on-the-ground activities, 

however, are in their infancy. Thus, we believe that CMS should 

support research to develop and evaluate various models and 

then encourage implementation of high-value approaches.  

   



 Third, even with payment changes and improved coordination, 

providers are often “flying blind” when attempting to tailor a care 

plan to a patient’s and family’s needs.  

 Simply put, we have insufficient understanding about which 

post-acute care setting (e.g., home with or without services, SNF, 

or other care facility) benefits which types of patient — which 

makes it impossible to match patients to the setting that best 

suits their needs and maximizes the likelihood of the best 

outcomes. This lack of knowledge is attributable to both 

insufficient data and poor quality measures. CMS mandates that 

all post-acute care providers submit assessment data on 

patients’ medical, functional, and cognitive status, but because 

each  post-acute care setting uses a different instrument, it’s 

impossible to evaluate discharge outcomes such as functioning 

across settings. Thus, optimizing post- acute care delivery will 

require a common data instrument but also new quality 

measures for such care. One important measure of quality would 

be the risk-adjusted rate of rehospitalization in a given post-

acute care setting.  



 In the case described above, the hospitalist was left with our 

system’s only two discharge options. Imagine how Mrs. T.’s care 

might have been different. With her care covered under an ACO 

or as part of a bundled-payment program, her providers would 

have financial incentives to provide the right care, in the right 

place, at the right time. If the additional efforts we’ve described 

above had been successfully implemented, the hospitalist could 

have used evidence on the comparative value of alternative post- 

discharge options to choose the most suitable mix of inpatient 

and post-acute care services without worrying about payment 

rules and with the support of organizational tools for coordinated 

care. For example, he might be able to keep Mrs. T. in the 

hospital for several more days and then discharge her home, 

where she’d receive intensive home health care services. Or 

perhaps she could be transitioned to a high-quality SNF and 

receive longitudinal case-management services to support a 

more rapid recovery and an ultimate return home.  



Hospitals and physicians participating 

in bundled-payment or shared-savings 

programs will need to establish meaningful 

partnerships with all types of post-acute 

care providers. Partnerships with SNFs 

are particularly important, since they 

account for about half of Medicare’s 

post-acute care spending. 



A striking conclusion from the Institute of Medicine’s recent 

report on geographic variation in Medicare spending is 

that post-acute care is the largest driver of overall variation. 

Medicare pays for post-acute care — short-term skilled 

nursing and therapy services for patients recovering 

from acute illness (typically after a hospitalization), provided 

by home health agencies, skilled nursing facilities (SNFs), 

inpatient rehabilitation hospitals, and long-term care 

hospitals. In 2012, Medicare spending for these services 

exceeded $62 billion. 

For patients who are hospitalized for exacerbations of 

chronic conditions such as congestive heart failure, Medicare 

spends nearly as much on postacute care and readmissions 

in the first 30 days after a patient is discharged as it does for 

the initial hospital admission (see graph). Post-acute care 

spending for surgical episodes is somewhat lower but still 

substantial. 





Medicare payments for post-acute care have grown faster 

than most other categories of spending. 

For example, total Medicare spending for patients 

hospitalized with myocardial infarction, congestive heart 

failure, or hip fracture grew by 1.5 to 2.0% annually 

between 1994 and 2009, while spending on post-acute 

care for those patients grew by 4.5 to 8.5% per year. 

 

Most acute care hospitals and physicians pay little attention 

to post-acute care. Patients are typically discharged to a 

post-acute care facility or home health care with little 

coordination or follow up, reappearing on the acute care 

provider’s radar screen only if they return to the hospital in 

an ambulance.  



Under fee-for-service reimbursement, acute care providers 

have had little financial incentive to invest in systems to 

ensure effective transitions to post-acute care or to support 

post-acute care providers when recently hospitalized 

patients have complications. 

 

Medicare’s recent readmission penalties have begun 

focusing hospitals’ attention on these issues.  

But Medicare’s new bundled-payment and shared savings 

programs provide much stronger incentives to integrate 

acute and post-acute care. 

 

There are many opportunities to save money and improve 

quality through better management of post-acute care. One 

lies in ensuring that patients are treated in the most cost-

effective, clinically appropriate setting. 

 



For patients hospitalized with congestive heart failure in 

2008, Medicare paid about $2,500 in the 30 days after 

discharge for each patient who received home health care, 

as compared with $10,700 for those admitted to a SNF and 

$15,000 for those cared for in a rehabilitation hospital. 

 

Under a bundled-payment or shared-savings program, 

health systems have strong financial incentives not to refer 

patients to high-intensity post-acute care settings that they 

don’t need.  

There is concern that these incentives could lead providers 

to inappropriately steer patients away from needed care in 

more intensive settings. But under bundled payment, 

health systems are also financially responsible for 

rehospitalizations, which are a significant component of total 

spending per episode.  



CRITERI DI RAZIONALITA’? 

 

In 2008, nearly 22% of patients hospitalized with congestive 

heart failure were readmitted to the hospital within 30 days, 

at an average cost of $10,800. Thus, the financial 

incentive under bundled payment is to use the post-acute 

care settings that are most likely to efficiently bring about an 

effective recovery. 

 

Apart from geographic location, hospitals will focus on 

three basic characteristics when considering SNF partners:  

 

capacity to effectively care for patients with complex needs, 

 

ability to provide high-quality care efficiently, and  

 

willingness to actively collaborate on care coordination. 



Under bundled payment, hospitals and health systems will 

pursue preferred relationships with nursing homes that are 

dedicated to post-acute care, with distinct short-stay units 

and 24/7 on-site skilled nursing staff.  

 

They will expect 24-hour coverage by a physician or 

advanced practice provider with expertise in geriatrics, and 

many will want their own physicians to conduct rounds.  

 

Preferred facilities will need to develop capacity to treat 

acute exacerbations of common conditions such as cellulitis 

and congestive heart failure on site in consultation with their 

acute care partners, rather than routinely sending patients 

with these conditions to the emergency department. 

 

Hospitals will favor SNFs with a proven record of 

performance and should assess each nursing home in the 

context of the complexity of its cases. 



Under bundled payments, one relevant measure of both 

quality and efficiency is rehospitalization. In 2011, a quarter 

of nursing homes had risk-adjusted rehospitalization 

rates of 23% or greater for five potentially avoidable 

conditions, while a quarter had rates below 15%. 

 

Average length of stay is another key metric, because 

Medicare pays nursing homes a daily fee for up to 100 days 

per spell of illness. In 2010, a quarter of nursing homes had 

an average Medicare length of stay of less than 24 days, 

while another quarter had a length of stay of more than 34 

days — a difference of about $4,000 per admission given 

the prevailing Medicare rates. 



Communication between acute and post-acute care 

providers has historically been poor. Hospital providers need 

to do a better job of providing complete clinical information to 

SNFs and responding quickly to requests from their 

clinicians, and nursing homes should be more willing 

to collaborate on managing lengths of stay with a robust 

discharge- planning process.  

 

Establishment of a clinical point person at both the hospital 

and the nursing homes would help facilitate rapid responses 

to unexpected changes in patient status. Finally, such 

partnerships will need to establish regular and transparent 

performance reporting. 



In Medicare Advantage, health plans can require that 

patients use a subgroup of preferred nursing homes. But 

traditional Medicare patients have free choice of providers — 

a feature that does not change under the bundledpayment 

and shared-savings programs. 

 

Nevertheless, physician groups and hospitals will 

increasingly establish preferred networks of post-acute care 

providers. Although they cannot require patients to use these 

providers, they may be able to make a convincing case 

based on the quality, service level, and continuity of care that 

a strong partnership can offer. 



Hospitals can take other steps to reduce post-acute care 

spending under a bundled-payment system.  

 

Those with extra bed capacity can keep some Medicare 

patients in the hospital longer and discharge them to home 

health care rather than a nursing home or rehabilitation 

facility; 

the extra cost of extending a hospital stay by an additional 

day or two is far less than the average cost of a nursing 

home admission. 

 

According to one study involving 12,000 patients, the 

incremental cost incurred on the last full day of 

hospitalization was just 2.4% of the average total 

cost per admission. 



Un warning solo USA 

 

Although the trends discussed above will generally be 

good for Medicare patients, they will draw resources away 

from non preferred providers. For nursing homes in 

particular, this will diminish their ability to adequately care for 

long-term residents for whom Medicaid is the primary source 

of payment. 



AHA e post-acuzie 

 

La scelta della remunerazione based on  

Severity (e quale strumento) 

Bundle payment 
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RIASSUMENDO 
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Procedure ed obiettivi 

Misurazione outcome (e rimborso) 



Our pathway 

 

Post acuzie fra Territorio ed Ospedale 

Pazienti e livello di cura (CCI e AHA) 

Post-acuzie in evoluzione 

Regione Lombardia 2014 

Guidare il percorso 



Quali pazienti  

 

Selezione dei pazienti 

 

Obiettivi  e procedure 

 

Risultati  

 

Elasticità al cambiamento 

Decision making: percorso 



Pazienti ricoverati nel 2013:     354 

Ricoverati da geriatria (no consulenza, 40%):   142 

 

Consulenze eseguite:      443 

Di queste (tipo consulenza):  

NPWT           75 

Richiesta trasferimento    368 

 

Dei quali ricoverati (354-142):     212 

Motivo non ricovero:  

rifiuto del ricovero (non indicazione); indirizzo ad altro percorso 

(riabilitazione, hospice); doppia richiesta (ricoverati prima in altra 

struttura); eventi intercorrenti e decesso 

Decision making: percorso 



Indicazione al ricovero in base a: 

Cognitività  (pre- e attuale) 

Funzione  (pre- e attuale) 

Comorbilità 

Gravità acuzie 

Outcome attesi 

(clinico, cognitivo, funzionale, sociale) 

Scala IIA? È sempre 3 

 

Procedura-prognosi 

 



Percorsi verso post-acuzie: 

No 

Si e poi a casa 

Si e poi ritorna acuzie 

Si e poi RSA/riabilitazione 

Percorso chiaro, esplicitato 

Rendicontabile, misurabile 



Attività UCSA 2011-2013 

Anno Nov-Dic 2011 2012 2013 

Totale dimessi  34 315 354 

Durata degenza (gg) 23.1 18.8 15.6 

Età media 77.1 79.8 78.4 

Età  <70 55 (15.5%) 

        70-79 107 (30.2%) 

        80+ 192 (54.2%) 

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

Peso medio DRG 0.79 0.89 1.04 

Provenienza 

Medica  (Medicina + Geriatria) 197 (69.9%) 

               Geriatria 119 (40.1%) 

Chirurgie 46 (16.3%) 

Pronto Soccorso 0 10 (2.8%) 

Domicilio 3 (1.1%) 32 (9.0%) 



Raggruppamenti diagnostici 

Anno 2012 2013 

Respiratorio 70 (24.8%) 85 (24.0%) 

Cuore 40 (14.2%) 59 (16.7%) 

SNC e psycho 35 (12.5%) 68 (19.2%) 

Gastrointestinale e fegato 44 (15.5%) 24 (6.8%) 

Altro (metabolico ,ortopedico, et al) 93 (33.0%) 118 (33.3%) 



Pazienti con bisogni: 

BPCO riacutizzata (% alta rericoveri) 

Scompenso cardiaco 

Insufficienza respiratoria - LTOT 

Trattamento RT 

Delirium (FP protocol) 

Hospital dependent patients? 

Chronical critical illness? 

Adeguare alle necessità 



 Aspetti clinici: 

 1) E’ necessario chiedere in Regione di precisare, rispetto alla definizione dei 

nuovi criteri, cosa si intende per complessità del paziente: clinica, 

infermieristica, assistenziale, funzionale (FKT). Definire il livello di 

complessità serve a comprendere l’uso delle risorse: ad esempio, non è più 

stata affrontata la discussione del paziente in classe IIA 4, che non è 

necessariamente un malato in fase di acuzie, ma è più spesso un paziente 

con multiple malattie croniche e disabilità grave (e che richiede, come altri, 

una stabilizzazione dopo un evento somatico acuto). 

 Maggiore è la complessità, maggiore l’impegno del reparto ed il consumo di 

risorse, dato che deve essere riconosciuto (anche economicamente?).  

Adeguare alle necessità 



 2) Va richiesto chiarimento sulla definizione delle terapie interventistiche o 

rianimatorie versus mediche: chiediamo una precisazione sulla possibilità di 

proseguire le terapie “ad alta complessità” già in atto in acuzie sia in senso 

temporaneo (O2 terapia  e ventiloterapia, nutrizione enterale o parenterale 

pro-tempore, svezzamento da tracheostomia temporanea) sia in previsione di 

una loro prosecuzione domiciliare (CPAP notturna, oppure pazienti già in NET 

o NPT).  

 Inoltre, chiediamo la definizione della UCSA come reparto che esegue terapie 

mediche long term (per esempio, antibiotici per endocardite o 

spondilodiscite; medicazioni complesse con ricorso alla Vacuum therapy; 

trattamento radioterapico in pazienti che non possono effettuare il 

trattamento dal domicilio). Questo autorizza a ricoverare malati complessi, e 

può essere la premessa  di un riconoscimento di cura (anche onerosa 

economicamente) per i reparti “virtuosi”, che hanno maggiore impegno nelle 

attività. 

Adeguare alle necessità 



 3) Tra gli aspetti clinici e funzionali viene giustamente sottolineata la 

necessità di perseguire eventi positivi ed evitare eventi negativi, recuperando 

lo stato funzionale premorboso anche attraverso un trattamento riabilitativo 

(necessità riportata anche nella scala IIA seconda versione). Se l’onere della 

spesa per il trattamento della riabilitazione è a carico della singola UCSA, 

chiediamo: 

 -che la indicazione al trattamento fisioterapistico possa essere data (e 

formalizzata in cartella clinica) dal medico della UCSA, senza 

necessariamente ottenere autorizzazione del fisiatra della struttura (come 

avviene in Lombardia per altri specialisti, ortopedici e neurochirurgi, per 

esempio). 

 -che venga previsto un rimborso per il trattamento FKT, con modalità da 

concordare in Regione 

Adeguare alle necessità 



 Aspetti procedurali 

 1) L’area per acuti si trova attualmente a disposizione numerose possibilità 

per la gestione della post-acuzie: subacuti, riabilitazione, cure intermedie (ex 

IDR e letti di post-acuti in RSA). La scelta della prosecuzione delle cure deve 

essere oculata: oltre ad alcuni suggerimenti già dati nelle regole 2014 (per 

esempio, i pazienti ortopedici che non hanno carico vanno indirizzati ai post-

acuti), chiediamo che venga sottolineato il diverso obiettivo fra subacuti 

(stabilizzazione e guarigione) e post-acuti (sollievo ed assistenza socio-

sanitaria pre-istituzionalizzazione). Una tale riorganizzazione evita passaggi 

di tipo puramente assistenziale, onerosi e di lungo termine (acuto-subacuto-

postacuto, etc): a meno che la continuità di cure sia giustificata 

dall’evoluzione clinica in un percorso prestabilito e razionale (esempio: 

paziente operato di frattura di femore in ortopedia; trasferito in subacuti per 

terapia della polmonite e del delirium; successivo trasferimento in post-acuti 

in attesa del carico da un mese, e poi trasferito in riabilitazione per la FKT). 

Adeguare alle necessità 



 2) La delibera non precisa quali esami o strumenti di follow up siano 

utilizzabili per il monitoraggio del malato nel passaggio dalla fase acuta alla 

guarigione. In assenza di precise indicazioni (la delibera cita in breve: evitare 

RM e EGDS, che interpretiamo come un evitamento di funzione diagnostica 

delle UCSA, quanto un contenimento di una spesa eccessiva), riteniamo che 

ogni esame ematochimico o strumentale possa essere eseguito in UCSA, 

purchè abbia significato nella specifica condizione del malato ed abbia utilità 

nell’evidenziare l’evoluzione in  senso migliorativo o peggiorativo delle 

condizioni cliniche. Inoltre, la gestione delle riacutizzazioni di una malattia 

cronica, in UCSA richiede il ricorso ad una strumentazione diagnostica 

(l’alternativa sarebbe un aumento dei ritrasferimenti in acuzie per eseguire 

diagnosi e terapia). 

 Va considerato, infine, l’impegno ad programmare alcune analisi di follow up, 

soprattutto se particolarmente costose (PET, RM, etc), dopo la dimissione 

dalla UCSA quando il paziente è rientrato al domicilio, a meno che siano 

strettamente indicate dall’evoluzione clinica durante la degenza. 

Adeguare alle necessità 



 3) Ricoveri dal Pronto Soccorso: nella vecchia delibera veniva citata l’area di 

subacuti come alternativa al ricovero “improprio” dal Pronto Soccorso in 

reparto per acuti (ad esempio: paziente con diagnosi effettuata in PS, che 

deve fare solo terapia).  

 Chiediamo che venga formalizzata chiaramente la possibilità di effettuare 

ricoveri dal PS di pazienti che devono eseguire terapia per patologie mediche 

o sindromi geriatriche intercorrenti (polmonite, delirium, dermoipodermite) 

ma che non siano più gestibili al domicilio per problematiche organizzative o 

familiari. 

 La natura e l’organizzazione della UCSA non può certo permettersi uno 

standard elevato di posti letto per il PS, vivendo prevalentemente sulla 

programmazione dei ricoveri. Tuttavia, la possibilità di ricoverare dal PS, 

oppure di programmare ricoveri di pazienti visitati in PS che abbisognano di 

cure ospedaliere, va formalizzato. 

Adeguare alle necessità 



 4) Ricoveri dal domicilio: come anticipato nella delibera, i pazienti possono 

venire ricoverati in UCSA dal territorio, purchè esista un percorso condiviso 

con la ASL di riferimento (per esempio, in Brescia esiste già un protocollo 

delle ammissioni protette dal domicilio, che dal 2012 prevede la possibilità 

del passaggio diretto da casa alla subacuzie, previo contatto fra il MMG e i 

colleghi delle UCSA: vedi allegato oppure consulta il sito www.aslbrescia.it).  

 Come per i ricoveri da PS, anche in questo caso non si prevede una 

percentuale di ricoveri elevata sul totale (9% nel 2013 in UCSA 

Poliambulanza, come esempio): tuttavia, rappresenta una alternativa 

interessante per ricoveri programmati che non vadano a pesare sui reparti di 

acuzie. Va considerato, tuttavia, che tali ricoveri possono determinare un 

aumento delle spese per la UCSA: durante la degenza, infatti, è possibile che 

il paziente necessiti di approfondimenti ematochimici o strumentali per 

meglio comprendere la natura dei sintomi (anche esami di follow up della 

patologia cronica, riacutizzata). 

Adeguare alle necessità 









Conclusioni 

Razionalità: 

Classificazione e rimborso sui risultati 

UCSA on the spot, e gli altri? 

 

Quali outcome (oltre alla FIM?): 

Re-ricoveri, mortalità,  

uso dei servizi, ricovero RSA 

 

 



Nella lampada fedele 

La piccola fiamma della speranza è evocata dal racconto 

di un’altra fuga, Giuseppe deve fuggire in Egitto, in fretta, 

nella notte, dietro un sogno, dietro un angelo che dice 

troppo poco.. 

Il protagonista poteva sembrare Erode..ma il mondo è 

affidato a chi, come Giuseppe, sa sognare, ascoltare, 

andare, proteggere. 

Giuseppe rappresenta tutti quelli che, in silenzio, fanno 

ciò che devono fare, semplicemente. Quelli che hanno 

capito che il nostro compito supremo nel mondo è 

custodire delle vite con la nostra vita.. 

 

Ermes Ronchi. Al mercato della speranza, 2009 



Nella lampada fedele 

A Giuseppe non serve avere la mappa completa, gli 

basta sapere che Dio intreccia il suo respiro con quello 

dei tre fuggiaschi….sa che dietro a tutto questo c’è una 

presenza e che il filo rosso della storia è saldo nelle sue 

mani. 

“So che il denaro comanda nel mondo, ma so anche che 

non è il denaro il senso delle cose. So che la violenza 

traccia strade di sangue e cerca ancora adoratori, ma so 

che mille uomini giusti tracciano vie di pace, che milioni 

di uomini buoni continuano a stringere il nodo degli 

affetti, dentro le loro famiglie e oltre, quando tutto spinge 

alla disgregazione”. 

  

Ermes Ronchi. Al mercato della speranza, 2009 


