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Figure 1: Post‐acute care transitions after acute hospital discharge, 2008 

 
Source: Post-Acute Care Payment Reform Demonstration Final Report, B. Gage, et al., March 2012, CMS Contract No. HHSM-500-2005-00029I 
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Figure 2: Type of PAC Used Varies by Reason for Hospitalization 
 

 
Source: Gage, et al. Examining post-acute care relationships in an integrated hospital system, ASPE. 

 
Notes: 
• Probability of  using PAC varies by reason for hospitalization – rehabilitation cases have higher share using PAC, medical cases have lower share using PAC 
• Same type of hospital cases may be discharged to more than one setting – rehabilitation cases have large shares discharged to IRF and SNF while medical cases 

have large shares discharged to SNF and HH 
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Figure 3: Readmission from PAC by Index DRG 

 

 
Source: Gage, et al. Examining post acute care relationships in an integrated hospital system. ASPE. 

 
Notes: 
Probability of readmission varies by type of case – rehabilitation cases have lower share being readmitted within 30 days, medical cases have a higher share being 
readmitted within 30 days 
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Figure 4: Determinants of Resource Intensity 
The importance of variables by setting – routine RII 
 
(For the individuals setting models there are similarities and differences in the strongest variables. Motor scores, the comorbidity index and age are highly 
correlated with resource intensity in each setting, but additional factors vary by setting) 
 

 
Notes: 
• Function (self-care and mobility), comorbidity index, and age are highly correlated with resource need across all settings 
• Other factors associated with resource need varied by setting in importance but some overlap also remained  

o LTCHs:  infections/septicemia and pressure ulcers 
o SNFs: endurance, cognition affected resource intensity followed by certain medical conditions, incontinence 
o IRFs: endurance, bowel/bladder problems, swallowing symptoms  
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Figure 5: Unadjusted Self Care at Admit by Provider Type 
 

 
Key 
HHA: Home Health Agency 
IRF: Inpatient Rehabilitation Facility 
LTCH: Long term acute care hospital 
SNF: Skilled nursing facility 
 
Notes: 

• Low Functioning = 0;  High Functioning = 100 
• Average functional status (red dot) at admission differs by setting with LTCHs admitting the lowest and HHA admitting the highest functioning cases. However, 

the variation in the range of function at admission overlaps across settings (gray bars) 
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Figure 6: Effect of Provider Type Adjusted for Case Mix 

 

 

Case mix variables included demographic factors, primary and comorbid diagnoses, impairments 

Notes: 
After controlling for medical conditions, comorbid diagnoses, impairments and demographics, the extent to which PAC patient’s improved in their ability to do self 
care/ADL tasks varied by condition.   

o While HHA orthopedic/musculoskeletal patients gained 25 % higher scores than SNF patients, the nervous system/stroke patients improvement was not 
different than the degree to which SNF patients’ improved 

o IRF patients’ improvement was not significantly different than SNF patients’ improvement in musculoskeletal populations but the nervous system 
populations' was almost 25 % greater than 
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