
Adopting Information Technologies  
for Post-Acute and Long-Term Care: 

Achieving Care Continuity a.k.a. 
Longitudinal Coordination of Care 
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Presentation Notes
How will health IT support new care delivery models, drive value-based payment, and support quality outcomes? Answer is to focus on the overall objective of person-centered longitudinal coordination of care.Longitudinal coordination of care manages complexity by coordinating care over time and across multiple clinicians and care settings.  Longitudinal coordination of care has the potential to address information gaps that have resulted from omissions of essential care, unintended duplication of tests and treatments, and excessive cost.Acute or chronically ill individuals that experience multiple transitions to and from LTPAC settings to emergency rooms and hospitals would benefit from longitudinal coordination of care.Providers, patients and caregivers should be able to send, receive, use, reuse and query health information, but the underlying change instrument, is to leverage interoperability to construct a system that supports person-centered longitudinal coordination of care. 



Home Health Agencies in New Models of Care 

• Accountable Care Organizations (ACOs) = 18.7% 

• Bundled Payment Partnerships = 6.4% 

• Patient-Centered Medical Homes = 12.3% 

• Transitional Care Programs = 20.3% 

• Other Models = 1.9% 
 

Source [2013 National State of the Home Care Industry Study]. Over 1,100 home health agency leaders were 
interviewed.  The focus of the study was on the present and future use of key technology and clinical practices. 
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New care delivery models such as ACOs are not convening LTPAC providers in large numbers – only certain geographic areas and a few larger LTPAC providers with an existing health IT infrastructure can scale up – although these models cannot function without LTPAC.New models of care for LTPAC would require a common health IT infrastructure that promotes interoperable health information exchange and longitudinal coordination of care across the spectrum of providers and settings.Value-based care for LTPAC must take into account the need for a health IT infrastructure and clinical measures needed to quantify improvement and/or stabilization of chronically ill patients.

http://www.fazzi.com/id-2013-state-of-the-home-care-industry-study.html


Economies of Health Care in LTPAC 

• Each year approximately 15 million medically complex 

and/or functionally impaired individuals receive long-term 

and post-acute care (LTPAC) services in nursing 

facilities (SNFs), home health agencies (HHAs), and 

other settings.  

• Many of these individuals are the top 10% of patients 

that account for 70% of Medicare health care spending.  
Source: S&I Framework Longitudinal Coordination of Care White Paper. 
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LTPAC patients have three or more comorbidities LTPAC have both cognitive and physical limitationsComplex patients require a team based coordination of care

http://wiki.siframework.org/Longitudinal+Coordination+of+Care+(LCC)


LTPAC Providers Receive 40% of Acute-Care 
Hospital Discharges  

 
 
 

• “Clean” care transitions are critical to reducing rehospitalizations and 

unplanned ER visits 

• Aging-in-place is as important to controlling cost as reducing 

rehospitalizations and unplanned ER visits 

• The average per day cost to Medicare (90 day episode) is $58 home health, 

$453 SNF, $2,178 hospital 
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Not only is LTPAC and especially home health care becoming an important setting to reduce rehospitalizations, but more importantly to enable our seniors to age in place and avoid unnecessary rehospitalizations and emergency room visit. 



Health IT Adoption: Home Health Care 

• 78.1% of home health agencies (HHAs) use electronic 

medical record systems  

• 57.8% of HHAs use point of care (POC) systems  

• 28.7% of HHAs use telehealth/remote patient monitoring 

systems 
Source [2013 National State of the Home Care Industry Study]. Over 1,100 home health agency leaders were 
interviewed.  The focus of the study was on the present and future use of key technology and clinical practices. 
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Increased adoption and advanced use of health IT is a critical first step to drive change.It is becoming increasingly important to layer technologies and integrate them into the care delivery model.Current EHR adoption and growth is steadily increasing (2009 65%, 2007 43%) but not keeping  pace with the adoption of EHRs by eligible professionals. Caveat is that not all EHRs are the same in home health and they also vary by specialty such as in hospice.  Also, HHAs do not receive incentive payments from ONC to adopt EHRs and no certification program exist.Adoption is critically low in rural HHAs and smaller HHAs.  Studies have identified a problem with the “smaller” agencies – below $2 million in revenue – adopting EHRs.What do HHAs use EHRs for?  EHRs are needed to collect, store, and manage personal health information, along with supporting communication, decision-making, and patient self-management. HHAs use EHRs for both clinical documentation and for payment from CMS through OASIS-C.

http://www.fazzi.com/id-2013-state-of-the-home-care-industry-study.html


Clinicians’ Use of Point of Care Systems (POC)  

• 80.5% of all HHAs require clinical documentation via 

POC in the patient’s home 

• 58.6% of clinicians that use POC document onsite fifty 

percent or more of the time 

• 31.2% of HHAs achieving the highest 25% score in 

quality use POC systems 
Source 2013 National State of the Home Care Industry Study. 
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Clinicians that utilize POC technologies in the home promote the exchange of information that promotes coordination of care by delivering and sharing actionable information across the care team. 

http://www.fazzi.com/id-2013-state-of-the-home-care-industry-study.html


Telehealth’s Impact on Care Delivery 

• 72.9% increase in overall quality 

• 64.4% increase in care coordination 

• 64.2% increase in patient satisfaction 

• 56.1% increase in patient self-care 

• 69.8% lower unplanned hospitalizations 

• 65.1% lower emergent care admissions 
Source 2013 National State of the Home Care Industry Study. 
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HHAs that have a telehealth program is utilized for the duration of the episode and is not a one-time intervention but a multi-feedback model that encourages patient education, patient engagement, and patient self-care.One RN in a telehealth call center can manage  up to 450 patients depending upon their acuity.Modern telehealth programs promote coordination of care and interventions based on the needs of the patient and are triggered by the clinical data that is received from the remote patient monitoring system.

http://www.fazzi.com/id-2013-state-of-the-home-care-industry-study.html


Path Toward Longitudinal Coordination of Care 
• Home Health Plan of Care (HHPOC)  

• IMPACT Transition of Care (ToC) 

• Electronic Submission of Medical Documentation (esMD) Digital 

Signature 

• KeyHIE Transform™  

• Electronic Long Term Support Services (eLTSS) and Advance 

Directives 

• esMD Face-to-Face Clinical Template 

• HL7 Fast Healthcare Interoperability Resources (FHIR™)  
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[Standards] are important to create the pathway to longitudinal coordination of care and establish a strong business case for interoperability.HL7 Standards Available for Longitudinal Coordination of Care:Home Health Plan of Care (HHPOC): Through the S&I Longitudinal Work Group, several sites have implemented the pre-ballot C-CDA R2.0 and several organizations demonstrated Care Plan exchange using pre-ballot C-CDA R2.0.IMPACT Transition of Care (ToC): The data set (480 measures) is twice the size of current C-CDA core 150/200 measure data set.Electronic Submission of Medical Documentation (esMD): Digital Signature.KeyHIE Transform™: This web-based tool can extract relevant patient information from the Minimum Data Set (MDS) and Outcome and Assessment Information Set (OASIS) that nursing homes and home health agencies submit to CMS, and conform them into a standardized (CCD) for use in any EHR using HL7 standards.Standards Under Development in the S&I Framework:Electronic Long Term Support Services (eLTSS) and Advance Directives.esMD Face-to-Face Clinical Template.HL7 Fast Healthcare Interoperability Resources (FHIR™) and RESTful APIs: FHIR and RESTful APIs  are query response rather than static and based on open internet standards. *Harmonization to both C-CDA and FHIR architectures will be needed.



Recommendations for the Advancement of 
Health IT 

• HHS should focus on high-value deliverables shared by 

doctors, hospitals and LTPAC providers – such as the 

exchange of transitions of care summaries and 

interoperable care plans. 

• Congress should consider legislation to advance the use 

of interoperable health IT to all settings and authorize the 

reimbursement for telehealth and remote patient 

monitoring technologies in Medicare. 
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Adoption and use of health IT needs to be personalized per the setting; not one size fits all. Incentives, payment reform and the business case for health information exchange is necessary to achieve a higher degree of technology adoption and use in LTPAC and home health care.Rather than rely on new care and payment models to support the cost of health IT adoption by LTPAC, HHS should consider other specific strategies to encourage the adoption health IT (including EHRs and telehealth) and health information exchange.  Such strategies may include direct incentive payments (federal and/or state), reimbursement of a broader array of telehealth services, health IT grants, and no/low-interest loans in addition to no/low-cost technical assistance on planning and implementation, by HITRECs for example.As new payment models such as risk sharing bundling and ACOs are being evaluated, we encourage HHS to explore how new modalities like telehealth, home-based remote care management and remote patient monitoring that can treat patients as part of an efficient, comprehensive program that provides integrated, person-centered care and services in less restrictive and less costly settings.   Reimbursement should be considered as a strategy/ tool to drive the adoption of telehealth technology to achieve reduced hospital readmissions, bed days and emergency room visits while providing care in the least restrictive and costly settings. For these reasons, Congress should authorize the Secretary to waive restrictions imposed by section 1834(m) of the Social Security Act for a home telehealth site.  Source: LTPAC Health IT Collaborative Comments on Draft Federal Health IT Strategic Plan.



“Health IT that enables patient-centered longitudinal 
coordination of care is paramount so people are engaged 
and healthcare is delivered in the right place, at the right 
time, with the most appropriate interventions, therapies 
and resources available in their communities.”  

 
 

Richard D. Brennan, Jr. M.A. 
Vice President for Technology Policy and Government Affairs 
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