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MOVing Medicare POSt-ACUte largest health program in the nation, is Year 2000

(Y2K) compliant. Added together, these provisions
SerViceS tO PPS strain a staff that has not grown proportionally with its

implementation duties.

. . This Forum session will examine the challenge of
The Medicare prospective payment system (PPS)putting SNF, medical rehabilitation, and home health

has been the federal government's primary mechanismyepices under PPS. It will look at the health delivery and
for helping control Medicare outlays since 1983, when financing reasons for doing so, the progress HCFA has
the Social Security Amendments mandated diagnosis-made to date, and the problems that have arisen (including

re_zlated—group (DRG) rates for inpatient hospital ser- ¢ome adverse impacts on SNF, medical rehabilitation, and
vices. When Congress drafted the Balanced Budget ACt,me health services that Congress and HCFA, to the

of 1997 (BBA)—seeking savings in Medicare for a gyient that it is able to, are seeking to address).
five-year period, among other provisions—it provided

for skilled-nursing-facility (SNF), medical rehabilita-

tion, and home health services to go under PPS as welBACKGROUND

according to staggered deadlines. Since the BBA
became law, the Health Care Financing Administration
(HCFA) has been negotiating an obstacle course as i
has moved to place these post-acute services under PP

Medicare changes—whether reductions in payments

{o providers; inclusion of SNF, medical rehabilitation,

nd home health in PPS; or establishment of

edicare+Choice—were crucial parts of the budget

From a systems point of view, it makes sense to haveagreement between President Clinton and Congress that

the same payment rationale for services that sometimes$ed to enactment of the BBA. Aimed at reducing Medi-
are provided in the same setting. For example, a persoware’s rates of increase through 2002, the amendments
who has had a stroke may receive physical therapy—to Title XVIII required HCFA both to make traditional
traditionally part of medical rehabilitation—in a nursing fee-for-service Medicare more cost-effective and to
home, rehabilitation unit, or home setting. At the same continue the task—started in 1983—of moving Medi-
time, finding one type of payment system that takes intocare away from cost-based reimbursement. While
account the variations in patient illness and disability, DRGs for hospital inpatient services under PPS are
desired outcomes, and need for services is difficult. discharge-based (depending upon mean days of
Advocates for post-acute services have been quick to
point out the differences and the problems. Moreover,
during the 1990s, a new lobby—representing, for the
most part, for-profit providers that offer sub-acute ser-
vices for medically complex patients in institutional
settings that do not fit HCFA's definitions—has weighed ISSUE BRIEF/No. 743
in, seeking both recognition for covered services and
differentiation from other post-acute care.

Analyst/Writer:
Karen Matherlee

Nonetheless, with private payers and state Medicaid . .
programs well on the way to managed care, Medicare National Health Policy Forum
faces the challenge of rationalizing its traditional fee- | 2021 K Street, NW, Suite 800
for-service program into managed financial arrange- Washington, DC 20052
ments. In addition to requiring HCFA to include Medi- 202/872-1390
care Part A SNF, medical rehabilitation, and home igZé%iZ-QS?,g (fax_)m ail)
health in PPS, the BBA mandated the agency to WV\E)W nﬁwu.e u (e-mai

. . AN .nhpf.org (Web site)

develop—as an option for Medicare beneficiaries—
Medicare+Choice, in part a program of “coordinated | jydith Miller Jones, Director
care” under which Medicare (under a new Part C) pay§ Karen Matherlee, Co-Director
managed care organizations to provide defined serviceqd. Michele Black, Publications Director
The law also established a new Child Health Insurancg
Program for HCFA to administer jointly with the Health | NHPF is a nonpartisan education and informatign
Resources and Services Administration. Coincidentally,| exchange for federal health policymakers.
HCFA is responsible for seeing that Medicare, the




services per diagnosis, with outlier payments for a smalland meet certain diagnosis and treatment plan require-
percentage of anomalous cases), the PPS systems fonents. If they qualify, their Medicare-covered SNF
the post-acute services are not. The BBA prescribed acosts are paid completely the first 20 days. They pay up
per diem basis for SNF and medical rehabilitation careto $96 per day for the next 80 days and Medicare pays
and asked the secretary of the Department of Health andhe remaining allowable costs. A benefit period consists
Human Services to recommend the unit of service for of 100 days, the maximum that Medicare covers.

home health (although the BBA said that it had to be  g\E services went from $4.2 billion, serving

case-mix-adjusted). 757,000 Medicare beneficiaries, in 1992 to an estimated
Specifically, the BBA mandated the following for $11.5 billion, serving 1.14 million persons, in 1996—
post-acute services: for an average annual increase of 28.8 percent in

payments and 10.7 percent in people served. The large

. i d ital ¢ ; increase mainly resulted from a rise in the average
tine, ancillary, and capital COSts for services pro- payment per day from $152 to $286 during the petiod.
vided to Medicare Part A beneficiaries) beginning

with provider cost-reporting periods starting on or ~ Phased in over three years, a PPS system for SNFs

after July 1, 1998, a deadline which HCFA met. ~ Wentinto effect for cost reporting periods beginning on
or after July 1, 1998. Previously, SNFs had been paid

= Implementation of a PPS system for medical reha-on 3 reasonable-cost basis or through low-volume
bilitation hospitals and units by October 1, 2000.  prospectively determined rates. HCFA published an

health services by October 1, 1999, eadline  for the new system and is planning to disseminate a
delayed until October 1, 2000, by the Omnibus final regulation this summer. In the interim rule, HCFA

Consolidated and Emergency Supplemental Appro-€stablished federal rates, based upon allowable costs
priations Act of 1999. from fiscal year (FY) 1995 cost reports, for each

admission. It adjusted the per diem payments for each
The BBA also made some other changes that haveadmission by case mix, using 44 Resource Utilization
affected post-acute services: Groups, called RUGH. It also adjusted the payments

= Under Medicare Part A, for ten DRGs, treatment of {0 reflect geographic variation in wages, using the
qualified discharges from an acute- to a post-acute-NosPital PPS area wage index. The per diem payments

care setting within three days of patient discharge ast@n change daily based upon patients’ classifications as
transfer cases (with forfeiture by the hospital of part détermined by a highly intensive minimum data report
of the full DRG payment if the patient's stay is generated by the SNF. Through R®01, the federal

shorter than the mean length of stay for the DRG). rates will be blended with facility-specific payments to
ease SNFs into the payment system.

® Phase-in of a PPS system for SNFs (covering rou-

® Under Medicare Part B, capping of occupational
therapy services at $1,500 per year per Medicare
beneficiary and joining of speech-language pathol-
ogy and physical therapy services under another
annual $1,500 cap per beneficiary (that is, three
service categories and two caps).

Because of Medicare’s limitation on number of days
covered in a SNF, the program is significantly less
important than Medicaid as a payer for long-term-care
services. According to industry figures, Medicare
beneficiaries make up about a fifth of nursing home
patients at any one time. They tend, however, to have

While the latter two changes are not the topic of this greater severity of illness and to consume more re-
session per se, they have affected Medicare payments teources. Because nursing homes vary in the proportions
hospitals (in the case of the transfer policy) and to of Medicare patients they treat, the impact of the new
SNFs, medical rehabilitation hospitals and units, and per diem PPS system depends in large part upon a given
home health providers and have become enmeshed inursing home’s payer mix. (It is important to note that
PPS discussions of post-acute services. some of the Medicare patients in SNFs are dually
eligible for both Medicare and Medicaid; while Medic-

aid pays for the nursing home stay, Medicare picks up
SNF PPS—PLEAS FOR ‘REFINEMENT’ the costs [under Part B] of occupational and physical

Medicare beneficiaries qualify for SNF benefits if therapy and speech-language pathology.)
they have been hospitalized for at least three days, enter Although the savings for the SNF provisions in the
an approved SNF setting within 30 days of discharge,BBA were estimated at approximately $9 billion over



the legislation’s five-year span, some in the industry = HCFA has been sympathetic, as reflected in com-
contend that the savings could amount to $7 billion ments by HCFA officials at a town hall meeting (held
more. The Congressional Budget Office (CBO), which at the urging of House Ways and Means Committee
made the original savings estimates, maintains that itsHealth Subcommittee Chairman Bill Thomas [R-
figures are pretty much on tard&8ome contest CBO’s  Calif.]) in Baltimore on April 23 and by the DHHS
baseline, however, because of disagreement ovesecretary at the May hearing. The agency, which is
whether savings from Medicare Part B rehabilitation working with the industry to get updated information on
services provided SNF patients should be counted. the effects of the new payment system, nonetheless is

. . waiting for data to assess the situation. Among the
However, there is no doubt that some nursing homes 9 9

L . . ] changes it is considering is development of a new
are experiencing declines in revenue. Ir_1Apr|I, StandardRUGS system or adjustment of the current one to make
& Poor’s (S&P) lowered the bond ratings of several

. ) L it more sensitive to a range of severity levels and
major nursing home operators with high debt loads. In resource needs. While the final SNF rule to be issued
doing so, it expressed concetvoat the effects of the

X this summer offers an opportunity for revision, HCFA
SNF PPS on the firms. indicates that Y2K activities and constraints make it
There are approximately 16,800 nursing homes in thedifficult to make systems revisions to refine the RUGs
United States. In 1998, Beverly Enterprises, a for-profit, System before the October |, 2000, update.
ranked first, with 562 fatiies and @,293 beds. Mariner
Post-Acute Network, also a for-profit (the result of a
merger between Mariner Health Group and Paragonl\Rﬂggg:\A/‘é IT:IIEIGI:AI‘:?:\,”C‘;ITATION PPS—
Health Network), was second, with 428 facilities and )
50,471 beds. Sun Healthcare Group, Integrated Health Medicare is the largest single payer for inpatient
Services, and HCR Manor—all for-profit—ranked third, rehabilitation services. In 1996, rehabilitation hospi-
fourth, and fifth. Evangelical Lutheran Good Samaritan  tals and units treated over 450,000 patients, 70 percent
Society was the largest not-for-profit, with 223 faciliies ~ °f Whom were Medicare beneficiaries. Patients treated
L . . . in the inpatient rehabilitation setting must be capable
and 157,356 beds (ranking it 8th in units and 11thin undergoing, and likely to improve functionally
beds). Some health care systems also operate one or  from, receiving approximately three hours of therapy
more SNFs, but they rank well below the long-term-care  daily. Medicare requires that at least 75 percent of a
systems in number of units and of beds. Most of the rest  rehabilitation facility’s patients be admitted for care
are “mom and pop” operations. for one or more of 10 specified neurological,
musculoskeletal, or burn conditions. The most com-
Represented by the American Health Care Association  mon diagnoses of beneficiaries admitted to rehabilita-
and American Association of Homes and Services forthe  tion facilities, though, are stroke, hip fracture, and
Aging (depending upon whether they are for- or not-for- ~ major joint reattachment procedures such as hip
profit), the nursing homes have charged the RUGs Ill  'éPlacement. Those diagnoses describe more than half
groups as not being “refined enough” for fair payment. of beneficiaries in rehabilitation facilitiés.
They contend that the criticism particularly applies to ~ When Congress provided for establishment of the
persons with medically complex conditions as well as PPS system under Medicare Part Ain 1983, it exempted
those needing a significant number of drugs and suppliesinpatient medical rehabilitation services. Those services
remained under the Tax Equity and Fiscal Responsibil-
ity Act of 1982 (TEFRA), which capped or set limits on
them?® At the end of the 1980s and during the first half
of the 1990s, medical rehabilitation services grew
rapidly. “Aggregate Medicare payments to rehabilitation

Sens. Pete Domenici (R-N.Mex.) and Jeff Bingaman
(D-N.Mex.) have taken the lead in the Senate in asking
HCFA to revise the SNF rules. At an April 22 hearing
of the Senate Budget Committee, which Domenici
chairs, the senator told Donna Shalala, secretary of th . . . Hd
Department of Health and Human Services (DHHS),%OSpltals and units combined more t bled be-

that the SNF PPS is having a greater adverse impacm/een 1990 and 1994, from $1.9 billion to $3.9 billion.

. . oreover, “between 1986 and 1995, the number of
than expected. Warning that some nursing homes ma L . - .

. ehabilitation hospitals and distinct-part units grew,
have to close their doors, he and other senators ex-

pressed concern about the potential harm to beneficia; espectively, by 11.2 percentand 6.6 percent annually.

ries as a result. He and Bingaman have drafted a letter Since 1983, rehabilitation providers and others in the
to the secretary seeking changes and are gatheringpealth community had an ongoing debate on whether or
signatures from other senatérs. not inpatient services should go under PPS, a debate



that was settled by Congress’s BBA direction to DHHS provided under Medicare Part A. The assumption that
to implement a PPS system by October 1, 2000. Thehas been drawn from HCFA'’s articulation of its post-
ongoing debate had, in part, been based on how medicadcute care approach is that it will select a resource-
rehabilitation services could be put under PPS—whatbased case-mix system like RUGs lll, which the
the measure of services would be. The latter debate imgency views as limiting incentives for providers to
still continuing, primarily focusing on whether medical keep patients for short stays and to discharge them to
rehabilitation bould be a case-mix classification system other settings. HCFA also is responsible for coordinat-
like the RUGs Il used for SNF services or a function- ing the medical rehabilitation PPS with the SNF PPS,
ally based system such as the Functional Independencehich would be easier with similarly based systems,
Measure Function-Related Groups (FIM-FRGs) used byespecially since the distinctions between SNF and
many rehabilitation providers to assess quality of care.medical rehabilitation care for some of the same
FIM-FRGs consist “of patients with similar clinical diagnoses have faded over time.

characteristics and resource use, as measured by length

of stay.*° MedPAC and an array of industry groups, including

the American Hospital Association, are recommending

Confusing the situation is payment under Part B for adoption of FIM-FRG. MedPAC told Congress: “The
services provided in outpatient rehabilitation facilities Secretary [of DHHS] should develop a discharge-based
and for services given by medical rehabilitation practi- PPS for rehabilitation patients based on the FIM-FRG
tioners. The latter include physicians (the specialty is classification system. Policies to address transfers and
physiatry, although orthopedists and other specialistsshort-stay outliers would be necessary components of
offer services as well), occupational therapists (who Suchasystem.” In doing so, MedPAC expressed doubts
deal with small muscle groups), physica| therapiStS about_the sample size of HCFA's S.tUdy of r_e_habllltatlon
(WhO Specia”ze in |arger muscle groups), and Speech.staﬁ.tlme that paved the way for its mOdlflcatIO-n (f()r
language pathologists (who work with speech, hearing,medical rehabilitation) of the per diem PPS imple-
and language problems). The $1,500 per year cap ornented for SNFs. (HCFA is currently sponsoring a
occupational therapy services, as one category, and oﬁtUdy to te.St the modified instrument on 2,000 rehabili-
Speech-|anguage path0|ogy and physica| therapytatlon.patle.nts.) MedPAC .aISO Showed Conce.rn about
services, as another category, comes under Part B. [the “tight time frame during which HCFA aims to
refers to payment to practitioners rather than to institu-develop the new PPS” for medical rehabilitatidn.
tional settings, which is the focus of Part A. Further Backing MedPAC's recommendation, the AHA said in
confusing the matter is the blurring of the distinction House Ways and Means Committee testimony: “Reha-
between freestanding or hospital-based medical rehabilbilitation PPS payment should be based on a patient’s
itation and SNF (and, to a lesser degree, the homefbility to function independently, measurements that are
venues as settings in which occupational therapy, much better tied to the mission of medical rehabilitation

physical therapy, and speechdamge pathology than RUGs.™
Services are given. With nearly a year and a half to go before HCFA is

The largest health care system that operates rehabilit r_n_lf?md_ated ;[10 begin ph?]sing in a PPS folr mlf_dical re;‘a'
tion hospitals is HealthSouth Corporation, which had 129 P!!tation, the agency has contractors looking at the

facilities in 2 in 1998. A comparison with number SSUES and is cc_msulf[ing with various s_takeholder_s. In
acilities in 28 states in 1998. A comparison with numbe addition to the inpatient PPS, HCFA is responsible,

two and number three give an idea of HealthSouth's size:
in 1998, Sun Healthcare Group operated nine hospitals i €' the BBA, for a study from the DHHS secretary to

six states and the Catholic Health Care Network had twoCOn9ress (no later than January 1, 2001) on a revised
in one staté! While the medical rehabilitation field has COVerage policy of occupational therapy services and of
consolidated, with HealthSouth the major operator, somePhySical therapy services in outpatient settings based
contract rehabilitation organizations, such as Excellcare!PON classification of patients by diagnosis and prior

in the Chicago area, have gone out of business, becaugTVice Use. For patients, such as “patients recuperating
SNFs and other post-acute providers are no longe rom strokes, amputation, and head trauma, as well as

contracting for rehabilitation services to the extent that 0S¢ grappling with degenerative diseases such as
they were before enactment of the BEA. Parkinson’s and multiple sclerosis” featured in a May

10, 1999,Washington Posarticle’® the Part B caps
The major PPS issue is what system HCFA should seem to be the biggest issue, one that is carrying over to
adopt for medical rehabilitation services that are the Part A PPS debate.



HOME HEALTH PPS—EAGERLY goods and services upon which increases in payments
AWAITED DUE TO INTERIM SYSTEM to home health agencies are gaufjed.

Medicare defines home health services as “part-time ~ An analysis of the implications of the BBA for home
or intermittent SNF, physical therapy, medical social health—prepared by the Center for Health Policy Re-
services, medical supplies, and some rehabilitationsearch for the Home Care Coalition—contends that “the
equipment [that] may be paid for in full by Medicare” sickest patients will experience the most problems. This
when a patient is “confined at home.” A physician must is because the payment methodology creates perverse
prescribe the servicé$Between 1989 and 1995, home incentives in the way it attempts to control utilization.”
health was the fastest growing component of Medicare.The report also predicts that “efficient providers of care
“Annual expenditures for the benefit jumped from $2.6 for very ill patients may have to reduce necessary ser-
billion to $16 billion, an average annual increase of 35 Vvices, serve a healthier clientele, or leave the market.” In
percent.” The increase was attributed in part to changesiddition, the report indicates that, because “the interim
in the health marketplace as a result of the inpatientpayment system substitutes an agency-specific total
hospital PPS, resulting in the discharge of sicker payment methodology for a national payment methodol-
patients, and a court decision that struck down HCFA’s 0gy, while locking in historic differences in practice
narrow definition of home health. The number of home patterns,” it will be “more difficult to move to a final PPS
health providers expanded, as did visits. In 1996, methodology.” The center sugge&iya moratorium on
approximately 10 percent of Medicare beneficiaries the interim system, coupled with an accelerated move to
received home health services. The General Accounting? case-mix-adjusted PPS systehy); adoption of “an
Office (GAO), in a March 1996 reporMedicare: interim episode-based PPS systefo)implementation
Home Health Utilization Expands While Program of “an interim simplified risk-adjusted payment system”
Controls Deteriorateaccused HCFA of having virtu-  based on four categories of illness (“post-acute, unstable
ally no controls at afl! medically complex, stable acute management of chronic

inall d - adiusted illness, and high intensity long-term medically complex”);
Congress originally wanted a case-mix-adjusted PPS 4y sejection of “a two-level per beneficiary cost-limit

for ho_me_ health services by October 1 of this year, thepy,caq on short-stay or long-stay designations”;(ehd
deadline inthe BBA. Due to Y2K and other problems, the “reexamination of eligibility and coverage changes

deadline was pushed back to October 1, 2000. Howeverincluded in the BBA 2!

the BBA, which targets more than $16 billion in savings ) )

for home health through 2002, mandated an interim-  Theé GAO has done two surveys to monitor the issue
payment system until a PPS is implemented. The interimOf access to care, alimited survey at the end of last year
system has proven to be highly unpopular. Under it, since2nd @ more detailed survey submitted in May to the
October 1, 1997, home health agencies have been “paifi€questing congressional committees. The GAO found
their costs subject to the lower of an aggregate per visithat, overall, the changes in utilization followed the
limit or an aggregate per beneficiary limit.Moreover, ~ €xpectations implied in the statutory provisions. It did

if the agencies’ expenses in providing services are lesd10t find access problems generally, though it implied
than the cost limit, they cannot keep the difference. that there might be difficulties in some high-need cases.

However, they receive no additional reimbursement if  MedPAC, in its March 199®eport to Congress

their expenses exceed the limit. Also, older agencies tencriticized the interim payment system for not recogniz-
to have lower per patient caps than newer agencies.  ing agencies’ current patient mix.

Because the payment schedule adjusts for severity of Ideally, a PPS creates appropriate incentives by
illness only in terms of an agency’'s own historical adjusting the payment rates to reflect the relative costs
practices (that s, the case mix in its base year), agencies ©f serving different types of patients. Designing such
that have moved to higher acuity patients since then 2 System hasnotbeen easy, however, because users of
have felt disadvantaged. Initially adding to their angst home health services have extremely diverse needs.
was a provision in the BBA that provided for the Inadditiontorecommendingimplementation ofaPPS for
aggregate per visit limits to rachet down. Last fall, home health, MedPAC urged Congress and DHHS to
Congress—responding to a strong Iobbylng effort— explore additional methods to ensure appropriate use
amended the law to prevent the additional Elts. of home health services. These include clearly defin-
Congress funded the &hge with a tax provision ing home health eligibility and coverage guidelines,
affecting casino jackpot and lottery winners, as well as  requiring an independent needs assessment for benefi-
by reductions in the home health “market basket” of  ciaries making extensive use of home health care,



standardizing coding for home health visits, and systems, restrict payment for certain transfer cases,
implementing beneficiary cost-shariffg. and cap occupational therapy services (under a $1,500

A recent survey of the home health industry by limit) and speech-language pathology and physical

Modemn Healthcare had mixed results because of low therapy (combined under another $1,500 limit)?
response. Integrated Health Services was first, with severm  How do the numbers of SNF, medical rehabilitation,

million visits in 1997. However, it sold its home health and home health providers correlate with the numbers

division early this year. (HealthSouth ended its home  of Medicare beneficiaries who need those services?
health operations late last year and Columbia had sold

most of its agencies by the start of 1999.) Medshares wa® How big a factor is Y2K in the timing of BBA PPS
next, with nearly three million visits. Home Health implementation?

Corporation of America and In Home Health were next, m What changes is HCFA considering for the final
each with more than a million. Approximately 1,200 rule on SNF PPS?

home health agencies are said to have closed since )

enactment of the BBA as a result of the interim sy&fem. ™ What are the pros and cons of adopting RUGS for

KEY QUESTIONS

restrain the growth of the services’ costs without restrict- g
ing beneficiaries’ access to services is a major question,
one posed by Barbara Gage, Ph.D., in an unpublished

medical rehabilitation PPS? Of choosing FIM-FRG
instead?

® What is the status at HCFA of the medical rehabili-
Whether the post-acute payment policy changes tation PPS?

Has opposition to the interim payment system for
home health quieted since Congress reduced the cuts
in payment last fall?

paper for the Commonwealth Fund on the impact of the .
BBA on post-acute utilization. In the paper, Gage indi- ® Whatis the status at HCFA of the home health PPS?

cates that the purpose of each post-acute PPSis to -

What are the rationales for MedPAC’s recommenda-
limit the growth in expenditures by giving providers the tions on the implementation of PPS for SNF, medi-

incentive to manage the costs associated with the unit of cal rehabilitation, and home health services?

payment. Where SNF and rehabilitation facility patients . .
have fairly complex medical needs, their average cost ™ Can Medicare develop a PPS that includes all

per stay can be predicted and fair payment rates can be providers, regardless of ownership and type?
based on either a discharge or a per diem basis.

She contends, however, that, “because home healthrHE FORUM SESSION

patients are less medically complex, their treatments and

average costs may be less predictalfid\HPF will hold This Forum session will explore the BBA’s inclusion
a meeting July 13 on the impact of the BBA on home of Medicare SNF, medical rehabilitation, and home
health agencies and access to home health services.) health servicesin PPS. It will look at these services from

explore:

a systems point of view, relative to the adoption of the
Medicare hospitalinpatient PPS in 1983. It will examine
the challenges HCFA faces in implementing the BBA
What are the advantages of placing post-acute healtiPPS provisions for the post-acute services; the effects
services under PPS? What are the disadvantages?upon the services, as given to Medicare beneficiaries by

What is behind the confusion over savings estimatesdlfferent types of providers; and recommendations for

and savings claims for the BBA PPS post-acute changes in the services’ delivery and financing.
service provisions? The BBA provisions themselves?  Thomas Hoyer, director of the Chronic Care
The definitions of the services, especially medical Purchasing Group, Center for Health Plans and Provid-
rehabilitation? Crossover from Part A to Part B? ers, Health Care Financing Administration, will open
the session with a discussion of the challenges HCFA
is confronting in implementing the BBA PPS provi-
sions. Director of the Bureau of Policy Development’s
Office of Chronic Care and Insurance Policy before
What were the rationales behind BBA provisions to HCFA'’s recent reorganization, he has worked for the
coordinate SNF and medical rehabilitation PPS agency and its predecessor organizations since 1972.

Following are questions that the July 7 session will

What impact has the development of “sub-acute
services” had on provision and payment of post-
acute care?



William T. Smith, Ph.D., will address the effects of 5. Ann Saphir, “Medicare Changes Shake Long-Term Care,”
post-acute payment systems on beneficiaries. He iglodern HealthcareMay 24, 1999, 57.
president and chief executive officer of Aging in Amer- 6. Steve Teske, “Domenici, Bingaman, Seek Senate Majority
ica, a multi-faceted social agency serving the elderly, to Implement HHS Action on Nursing HomesBNA'’s
and Morningside House, 386-bed SNF with a long- Medicare Report10, no. 21 (May 21, 1999): 580.
term home health care program and two adult day health7, Medicare Payment Advisory Commission (MedPAC),
care programs (one in the Bronx and the other in West-“Post-Acute Care Providers: Moving toward Prospective
chester) for persons with Alzheimer’s Disease. He hasPayment,” inReport to the Congress: Medicare Payment
been in the field of social work since 1971, with the last Policy, 90.

20 years dedicated to the field of gerontology. 8. See Karen Matherlee and Judith Miller JoRehabilita-

. tion andPsychiatric Services in the PPS-Exempt World of
Gerben DeJong, Ph.Dalsowilllook atthe effectsof = TEFRA National Health Policy Forum Issue Brief No. 500,

post-acute payment systems on beneficiaries, with speciabeptember 8, 1988.

focus on medical rehabilitation. He is the director of the « - "

National Rehabilitation Hospital Research Center. In thisg' ProPAC, “Post-Acute Providers,” 57.

capacity, he serves as the director of the center's ResearcH)- Nancy Harada, Gerald Kominski, and Shoshanna Sofaer,
and Training Center on Managed Care and Disability. He D€Velopment of a Resource-Based Patient Classification
. . . 7. ~Scheme for Rehabilitation|hquiry, 30, Spring 1993:54.

is also a professor in the Department of Family Medicine

and an adjunct professor in the Georgetown Public Policyl1- Saphir, “Medicare Changes,” 50.

Institute at Georgetown University. Earlier, he was a 12. Ann Saphir, “Contract Rehab Firms Closing Up Shop,”
senior research associate and associate professor in thdodern HealthcareMay 10, 1999, 16.

Department of Rehabilitation Medicine at Tufts Univer- 13 pedPAC, “Post-Acute Care Providers,” 90-91.

sity School of Medicine. 14. American Hospital Association, “Recommendations of

Murray Ross, Ph.D. will address recommendations the Medicare Payment Advisory Commission,” statement
for changes in BBA PPS implementation, especially before the Subcommittee on Health of the House Ways and
from the point of view of MedPAC. Executive director Means Committee, March 2, 1999, 10.
of MedPAC since early 1998, he previously was chief 15. David S. Hilzenrath, “Medicare Cutbacks Prove Painful
of CBO'’s Health Costs Estimate Unit. In that position, t0 Some: Patients Face a Limit on Benefits for Therapy,”
he supervised preparation of baseline spending projecVashington PosMay 10, 1999, A1, A10.
tions and cost estimates for Medicare and Medicaid, asl6. Treanor, Detlefs, and Myeidedicare 14.
well ‘as for other federal dlian health programs. 17, Richard E. Hegneledicare Coverage for Home Health
Earlier he worked on a variety of health care reform and care: Reining in a Benefit Out of Contrdlational Health
income security issues for CBO'’s Health and Human Policy Forum Issue Brief No. 694, December 2, 1996, 2.

Resources Division. 18. MedPAC, “Post-Acute Care Providers,” 92.
19. “Issue: Home Health CareCQ WeeklyNovember 14,
1998, 3110.
20. Mary Agnes Carey, “Home Health Care Agency Relief
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