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Acute care hospitals are working to find new ways 
to collaborate with post-acute care providers. Driven 
by the increasing prevalence of ACOs, episode-based 
reimbursement models, and hospital readmission 
penalties, these relationships are vital.

The collaboration with physicians, post-acute care 
providers, and home and community-based services 
centers on coordinating patient care so that it is 
effective and efficient and patients won’t need to return 
to the hospital.

It has become clear that existing relationship-based 
referral patterns will no longer achieve acceptable 
results from post-acute care providers. Tight care 
coordination and data analytics are the order of the day, 
placing new operational demands on hospitals in areas 
in which they may not be deeply versed.

In this guide, we’ll explore those demands and offer  
insights and solutions on how to address them.

introduction
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6 critical reasons 
for post-acute care 
collaboration

Over 2500 hospitals saw reduced reimbursement due 
to readmission penalties in fiscal year (FY) 2017. This 
resulted in the Centers for Medicare and Medicaid Services 
withholding more than $500 million in payments under 
its readmission reduction program.  While this represents 
a slight decline from FY 2016, it still highlights the vital 
need for post-acute care collaborations in six key areas 
as hospitals navigate the delivery system and payment 
reform challenges they face today.

Those not currently part of an integrated network are 
traveling in new territory. Established relationships with 
trusted providers are critical to delivering high-quality 
care at a cost below the bundle established target price. 
According to the Medicare Payment Advisory Commission 
about 42 percent of Medicare fee-for-service (FFS) patients 
were discharged to a PAC setting after hospitalization 
in 2013. In addition between 2001 and 2013, Medicare 
spending on PAC, both facility-based and in-home, doubled 
from $29 billion to $59 billion per year and has grown faster 
than most other major Medicare spending categories.
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1. bundled payments

The Centers for Medicare and Medicaid Services (CMS) has a variety of models for bundled 
payments, which link reimbursements for multiple services patients receive during an episode 
of care. The episode of care ends either 30, 60, or 90 days after hospital discharge. Effective 
bundled payment strategies encourage collaboration among all providers involved in the 
episode of care through formal payment arrangements that include financial and performance 
accountability — meaning all parties share an interest in the quality and efficiency of care at 
each stage of treatment.

In the bundled payment models, which cover care episodes involving both acute and post-acute 
care providers, Medicare makes fee-for-service payments to providers and suppliers but later 
reconciles the total expenditures against an aggregate target price and then either makes 
additional payments or recoups money from the providers and suppliers. 

Under these models, the use of which is likely to be required more and more by CMS, the need 
for collaboration between acute and post-acute care providers, such as skilled nursing facilities, 
is clear. But hospitals often overlook the fact that a 90-day post-discharge period, for which they 
are responsible, likely will include 60 days in the community. That means that coordination with 
home health, and other home- and community-based services, is also necessary.
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2. readmission penalties

The Centers for Medicare and Medicaid Services withholds up 
to 3 percent of a hospital’s regular reimbursements if it has a 
higher-than-expected number of readmissions within 30 days of 
discharge for six conditions:

• Chronic lung disease
• Coronary artery bypass graft surgery
• Heart attacks
• Heart failure
• Hip and knee replacements
• Pneumonia

Patients with these conditions frequently need post-acute 
care, and the effectiveness of that care can have a significant 
impact on whether the patient needs to be readmitted, driving 
hospitals to collaborate with post-acute care providers.
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case study
St. Luke’s University Health Network
Bethlehem, PA

By using data to identify key statistics and leveraging 
good relationships with existing strong providers to build 
a strong post-acute network, St. Luke’s University Health 
Network was able to dramatically reduce readmisions and 
the length of stay at post-acute facilities.

Source: http://www.modernhealthcare.com/article/20161214/NEWS/161219982
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3. accountable care organizations

4. patient satisfaction

ACOs are groups of doctors, hospitals, and other healthcare 
providers, including those in post-acute care, who are jointly 
responsible for providing coordinated care to populations of 
patients and are reimbursed on that basis. When ACOs meet 
quality and financial standards for their care of the population, 
they can share in any savings achieved for the Medicare program.

While patients may have a satisfactory experience during their 
hospital stay, their overall perception of the hospital can be 
influenced by what happens after discharge, particularly if they 
need to be readmitted. Working collaboratively with post-acute 
care providers to insure a high-quality experience post-discharge 
can positively influence patients’ feeling about their overall care 
experience, including their time in the hospital.
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5. leadership role in the community

Even though the time a patient spends in post-acute care will 
very often be longer than that spent in the hospital, the hospital 
is still viewed as the linchpin of care. Active collaboration with 
post-acute care providers can keep hospitals in the driver’s seat, 
positively impacting community perception and helping maintain 
overall control of care. In a competitive landscape, if hospitals 
don’t step up to this leadership role, someone else will.

6. the future

While reimbursement models may change or be replaced, it is quite 
likely that the future of healthcare lies with alternative payment 
models emphasizing care collaboration. Establishing a strong 
post-acute care network now is an investment in the future.
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The 
4 Pillars of 

Post-Acute Care Networks
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10 Keys to Growing a 
Successful Post-Acute 
Care Network
Creating and maintaining an effective post-acute care network is a new 
challenge for many acute care hospitals, one for which they may have to 
muster new resources, such as expertise and staff. 

Here are 10 suggestions about how to build a strong network:Form a cross-disciplinary bundled payment steering team that develops 
a strategy specific to your market environment. The strategy includes critical 

success initiatives for post-acute care. It is during this stage of work that network participants 

are identified, performance metrics and targets are developed, and the overall shared savings 

program is designed.  

Understand the strengths and weaknesses of your current post-acute 
care providers. Look at quality ratings, physician/non-physician provider practice 

patterns, staffing levels, and readmission rates. Review historical Medicare utilization and 

reimbursement data for 90-day episodes of care. Use this information to select providers to 

include in your network.

Be sure to include home health and social service providers in your 
review — remember that on average two-thirds of the 90-day post-discharge period that you 

are being held accountable for involves care in the community.

Deploy a clinical redesign team to establish appropriate clinical care paths 

for 90-day bundled episodes of care, including post-acute care. 

Understand your discharge planning process. Are referrals based on relationships 

between discharge planners and post-acute care providers, or are they data-driven, as they 

need to be? Data analytics should be deployed to evaluate the performance of post-acute 

care providers on such metrics as how frequently their patients require readmission, and 

compliance with care plans, all on a diagnosis-by-diagnosis basis. This data should drive referral 

decisions by discharge planners.
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Execute collaborator agreements with all physicians and other 
post-acute care providers that will be caring for patients discharged 
from your hospital. These agreements outline specifically how these collaborators 

share in the upside gains and the downside risks of participating in a bundled payment 

arrangement. CMS requires that these agreements be in place before episodes of care 

begin to participate in any gain/risk sharing.

Establish relationships and agreements with home and community-based 

service providers.

Collaborate with post-acute care facilities on transitioning patients back into 

the community. These providers often have been involved in this process for decades, 

and they have valuable insights and best practices.

Establish transitional care management teams that follow patients 
through the care episode and track their progress. The hospitalist who 

treated the patient during their stay can insure that the post-acute care provider has 

all necessary information about the patient, including their medical history and list of 

medications, and can make sure that the patient’s care plan is properly understood. 

Alternatively, the hospitalist could oversee a nurse practitioner or physician assistant 

who would assess the patient upon admission to the post-acute care facility and make 

sure the care plan is understood and being followed. For more information, read LBMC’s 

Derek McLaren’s article, Care Transition to Skilled Nursing Facilities

Require all post-acute care partners to have a medical review program, 

in which the partner would review such things as patterns in prescribing, as well as other 

patterns of care, and order changes if needed. The review would also look at each unplanned 

discharge to a hospital, analyzing the reason it occurred and ordering changes in care 

procedures, if necessary. This program helps insure that standards of care are observed.
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summary
The operational challenges of care coordination with post-acute 

care providers can seem daunting to acute-care providers with 

limited experience in this realm. But with a well-thought-out, 

data-driven program, hospitals can establish strong post-acute 

care networks, bringing better outcomes for patients and 

operational efficiencies to hospitals.

A strong post acute care strategy is important to better manage 

patients throughout the healthcare continuum, help control 

costs under bundled payment and value-based payment models, 

improve patient quality, identify additional revenue streams and 

increase reimbursement. Think you could benefit from a post 

acute care strategist? Refer to our checklist for more information. 

The LBMC Difference: The LBMC team of experts has served 

in healthcare leadership roles ranging from Chief Executive 

Officer, Chief Financial Officer, Chief Operating Officer as well 

as other integral roles such as Chief Compliance Officer and 

Managed-Care Executive.

This expertise enables our LBMC experts to understand the 

major operational challenges of all healthcare providers bringing 

practical expertise to improve operational performance and 

boost the bottom-line. We look forward to helping you.

Nashville  615-377-4600
Knoxville 865-691-9000
Chattanooga 423-756-6585
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