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Executive summary:
Healthcare is transforming on a daily basis and these changes will be affecting the Inpatient Rehabilitation (IPR) units. The Obama Administration is proposing a $401 billion savings in healthcare but to get those savings there will be cuts. “Virtually all provider types will be impacted by the budget provisions if they are adopted” (McCurdy, 2013, para. 2). Though there are many areas within the federal budget that will be affected by the proposed budget cuts, there will be specific cuts to post acute care services which include IPR. Current reductions proposed to affect IPR as cited by McCurdy (2013) include:

· Reduced payment updates for IPRs by 1.1 percentage points beginning in 2014 through 2023. 
· Adjust the standard for classifying a facility as an IPR( at least 75% of the patients admitted to the IRF must meet one or more of the 13  designated severity conditions)

· Equalize IPR and skilled nursing facilities (SNF) payments for three conditions involving hips and knees and pulmonary conditions as well as other conditions selected by the Secretary 
· Implementation of bundled payments for post acute care providers beginning in 2018

There continues to be a reduction in the use of IPR beds for post acute care services and according to Centers for Medicare and Medicaid Services (CMS) to maintain the prospective payment system (PPS) the IPR unit cannot mix IPR beds with acute care beds. An acute care hospital that has an IPR must maintain at least ten staffed beds (McCurdy, 2013, para. 1).

There has been a decrease in the number of IPR admissions at St John Macomb Hospital over the past five years. The average daily census (ADC) for fiscal year (FY) 2009 was 26 and the current ADC is 19.  The financial budget for FY 2014 already reflects the change in the ADC, and nursing positions have been decreased over the past two years through attrition. However there can be an upside to a negative trend by providing  positive improvements to the IPR unit and those improvements would include providing space on the current unit for a nursing lounge/locker room so that nursing associates have a designated place for their personal belongings as well as providing a storage room for the IPR unit. 
Project description and background information:

Rationale:

Changes in regulations imposed by the CMS and the intense work by the St John Providence Health System (SJPHS) Readmission Reduction team has had an impact on the number of patients admitted to the acute care hospitals, thus affecting the number of admissions to St John Macomb Inpatient Physical Rehabilitation (IPR) unit. Currently 85% of the IPR admissions to St John Macomb’s IPR unit come from within the hospital.  The occupancy rate for FY’12 was 59%, therefore, it is necessary to decrease the number of IPR beds from 30 to 24 which with an average daily census of 19 would give the IPR unit about 79% occupancy rate. Research indicates that when occupancy rates exceed 85% there is a negative impact on patient safety, particularly with an increase in hospital acquired infections as well as a decrease in overall efficiency (Jones, 2011, p. 247).
The IPR unit would take off line a total of six beds, a four bed ward and a two bed semiprivate room. The four bed ward would be turned into a storage area for equipment and the two bed semiprivate room would be turned into an associate lounge/locker room. This additional storage space and staff lounge will put the unit into compliance with The Joint Commission standards for keeping the egresses free from clutter and safe medication storage because staff will not be keeping their personal belongings in the locked medication room. There is also the assumption that work environment scores will increase when staff has an area for their belonging since this is a reoccurring theme on previous work environment surveys.
Risks and barriers:

Currently the IPR unit at St John Macomb has a 19.4 ADC for FY 2014 with an average length of stay (LOS) of 10.375 days. The average daily census has steadily decreased over the last five years.  

There are two other IPR units within the SJPHS; there is a 36 bed unit at St John Moross and they have an ADC of 19.9 days and average LOS of 11.9 days and a 16 bed unit at Providence Hospital with an ADC of 9.8 days and average LOS of 12.05 . Both units have seen a decline in their ADC from 2012. 
All three SJPHS IPR units provide physical therapy, occupational therapy, speech language therapy, 24 hour rehabilitation nursing and social worker. All IPR units treat patients with a wide range of diagnosis which include stroke, brain and spinal cord injuries and tumors, multiple sclerosis patients, burns, cancer, cardiac and pulmonary disorders and general medical and surgical debility. All SJPHS IPR units service the metropolitan Detroit area primarily Oakland, Macomb and Wayne counties. 
According to SEMCOG Quick Facts Report from November 29, 2012, there has been a decrease in population overall for Southeast Michigan due mostly to the recession of 2010 (SEMCOG, 2012, p. 1). The overall population decrease from 4,704,743 in 2010 to 4,693,114 in 2012. “Similar to the regional trends, county-level numbers are also showing some shifting of trends. The population growth slowed in both Livingston and Macomb counties and Oakland and Washtenaw counties are experiencing an increase in growth” (SEMCOG, 2012, p. 3).

In reviewing this proposal, it is necessary to determine the competitors of SJPHS in relationship to IPR. The service area was narrowed down to a ten mile area from St John Macomb Hospital. Therefore, the top two competitors are Henry Ford Health System and Beaumont Health System.  The 2012 market share information regarding the health systems in general was obtained from SJPHS strategic planner which confirmed that the three top systems are Beaumont with 19.5% of the market share and SJPHS with 27.8% and Henry Ford Health System with 21.4% of the market share. All three health systems have approximately a third of the market share and are all attempting to increase their market shares despite the decrease in population as noted by SEMCOG. 

An executive interview with Stephanie Brady RN, Vice President of Care Continuum for SJPHS in May 2013, indicated that the work that Rehabilitation Services should be working on right now should focus on systemizing rehab services. Stephanie Brady is also the executive sponsor for the SJPHS Acute Care Asset Team.  Currently that team is looking at long term care hospitals, access to outpatient care in the west region, increasing the regional development in Northern Macomb and Livingston Counties, after care access to imaging (radiology services) and expansion of health connect.  These are the current top five groups within the Acute Care Asset Team that are being analyzed but there will be future areas for review and Rehabilitation services will be one of them . Ms Brady anticipates that Rehabilitation Services will be looked at for the services that are being offered as well as the correct model for care delivery.   
Another potential risk associated with the project is the enactment of the Affordable Care Act (ACA) one consideration that must be reviewed is the subject of the bundled payment system and its effect on post acute care facilities which includes inpatient rehabilitation units.  The bundled payment system would pay one provider a single payment for all services the patient receives during an episode of care and this would also include post-acute service care received by the patient for up to thirty days after discharge from the acute care hospital (Shay & Mick, 2013). Although there has not been a decision on how a bundled payment system will be implemented many people feel that the acute care facilities will most likely be the holder of the bundled payment (Shay & Mick, 2013, p. 19). “This may lead to the acute care entities pursuing vertical integration with the post-acute care organizations to gain competitive advantage, control patient flow through service offerings and offer a full continuum of services that meet the patient’s needs ” (Shay & Mick, 2013, p. 21).  This bundled payment system will eventually impact inpatient rehabilitation services because the services provided at this level of care are usually more costly than placing a patient in a sub-acute rehabilitation program or extended care facilities.  

The actual financial performance of the IPR unit will not be affected at this time because the FY 2014 budget has been built on an average daily census of 19.4.  The actual IPR beds will remain on the hospital ledger as IPR beds. Southeastern Michigan has an over abundance of IPR beds in the area so if they were taken off the ledger then there would be no way to re-access them through the Certificate of Need. This is evident within the Henry Ford Health System and that system keeping Henry Ford Warren open as free standing inpatient rehabilitation unit. 
There is not an adherent risk to decreasing the census on the IPR unit. From a financial perspective the unit is not at capacity and has not been at capacity for more than one year. If by chance the unit should exceed the capacity of 24, then patients who would need IPR services could be admitted to St John Hospital and Medical Center and in fact there is currently one east region manager responsible for the referral coordinators at both St John Macomb and St John Hospital so that process is already in place. 
This is definitely a risk to receive citations from The Joint Commission during our next survey in January 2014 if the IPR unit does not increase its storage capacity for both equipment and associates personal belongings. 

Fundamental assumptions:
Changing the census on the IPR unit will not affect the day-to-day operations of the unit as they currently exist. The unit must continue to meet the imposed CMS guidelines related to the participation agreement with CMS. It is important to be aware of the current standards regarding the qualifications that are necessary for admission to an IPR and also classification criteria necessary for the diagnosis of the patients admitted to IPR.  The admission standards that are currently used to qualify a patient for rehabilitation services are:
            The Centers for Medicare and Medicaid Services state that the

            Inpatient Rehabilitation Facility, (IRF), benefit is designed to provide intensive rehabilitation therapy in a resource intensive inpatient environment for patients who, due to the complexity of their nursing, medical management and rehabilitation needs require and can reasonably benefit from an inpatient stay and an interdisciplinary team approach to the delivery of rehabilitation care. (CMS Manual, January 15, 2010)

Patients must require active and ongoing therapeutic intervention from multiple therapy disciplines whether that is physical therapy, occupational therapy, speech language therapy or prosthetics/orthotics and one of the therapies has to be either physical or occupational therapy.  
The patient must be able to participate in three hours of therapy per day for a minimum of five days per week (CMS Manual, January 15, 2010).  The CMS guidelines also indicate that it is reasonable that the patient at the time of admission must be able to actively participate and significantly benefit from an IRF program and upon discharge the patient should be able to return home or to a community based environment (CMS Manual, January 15, 2010). These are some of the basic guidelines followed by the hospitals that participate in the Medicare program but the same criteria are applied to all patients regardless of their insurance or lack of insurance.

Another qualifying IPR criterion is that 60 % of the facilities total inpatient population must meet at least one of 13 medical conditions ("IRF PPS," 2012, p. 3).  The 13 medical conditions include, “stroke, spinal cord injury, congenital deformity, amputation, major multiple trauma, fracture of the femur (hip fracture), brain injury, neurological disorders, burns, active polyarticular rheumatoid arthritis, systemic vasculidities, and severe and advanced osteoarthritis, knee and hip joint replacement”("IRF PPS," 2012, p. 4). However, the point that needs to be recognized is that failure to comply with the 60% rule will make the IPR unit non-complaint and the unit will no longer be paid at the IRF prospective payment system (PPS) rate but instead a decreased rate of acute care hospital PPS or the Critical Access hospitals ("IRF PPS," 2012, p. 5). And as stated earlier in the summary, there is a proposal to change the 60% rule to 75% and the IPR unit has already been denied Medicare reimbursement on all the hip fracture patients that have been admitted to the IPR since January 2013. Though St John Macomb is currently appealing those denials, Medicare is definitely following their proposed budget cuts. 
Operations:
In regards to the operations of this project, the equipment and commodity requirements will remain the same for the proposed FY 2014. The facility requirements will be minimal. The IPR unit will need a set of lockers for the locker room, a table and chairs, and a keypad entry. The lockers, tables and chairs are currently available in the system warehouse. The keypad entry lock will need to be purchased at an approximate price of $349.00 from the Keyless Lock Store and can be installed by the maintenance department on site.  
From a staffing prospective, there will not be a need to decrease the current Rehab nursing cost center FTEs and these FTEs will continue to support the FY’14  WHHPD of 8.94. There are currently no open positions of the IPR unit. Please see Table 1 below for the actual FTEs per job title:
Table 1
 Nursing FTEs for IPR

	Job Title
	Job Code
	FTEs

	RN
	20206
	17.00

	Lead Preceptor
	20251
	0.90

	ACL
	20269
	0.00

	HUC
	30408
	1.90

	PCT
	70764
	13.40

	Mgr. Clinical Nursing
	80947
	1.00

	
	
	34.20


While reviewing the impact of this project on FTEs it is also necessary to review the staffing of the therapist assigned to the IPR unit. Currently the IPR patients are divided into teams of five patients and each team is assigned an occupational therapist and a physical therapist.  The FTEs that are budgeted for each therapy cost center are for both the IPR unit and the acute care unit. Most therapists are cross trained for both acute care therapy and IPR therapy and they also can travel from St John Macomb to St John Oakland and St John Hospital and Medical Center. 
Financials:
This project is a budget neutral project the proposed FY’14 budget will remain unchanged unless there is a significant sustained increase in admissions to the IPR unit, which has not been the trend.  Please see Table 2 for the current budget that has been developed by the finance department at St John Macomb Hospital. 
Table 2
Current budget for IPR nursing unit
	Total Salaries & Benefits
	Total Supplies
	Total All Other
	Total Operating Expense

	Actual
	Flex Budget
	Actual
	Flex Budget
	Actual
	Flex Budget
	Actual
	Flex Budget

	 $  1,790,027 
	 $  1,792,794 
	 $       87,774 
	 $       89,023 
	 $       30,198 
	 $       40,038 
	 $  1,907,999 
	 $  1,921,855 


Implementation plan and evaluation criteria: 
After approval of the plan, the admitting department and unit associates will be notified that the following beds will be considered off line and will not be used. Room 445 is a semi-private room that will be turned into the associate lounge/locker room and Room 450 is a four bed ward that will be turned into an equipment storage room. This will bring the census down to 24 available beds for use. The other four bed ward on the unit can be used to accommodate four patients but when at all possible the room should be limited to two patients and preferably patients that need more room for equipment or to accommodate a specialty bed. 
The associate lounge/locker room will require a set of lockers and table and chairs from the warehouse and a keyless lock to be installed. This could all be obtained and completed within a two week period after approval.  The ward that will be taken off line can be done immediately and the associates will be informed that room will be used for storage and to start putting the equipment from the shower room and halls into that room.  The Environmental Service department and Facilities will also need to be notified regarding the changes. 
The stakeholders that will favor this plan are the nursing associates, as well as the directors of rehabilitation services, nursing and facility operations. The nursing associates will have a place for their personal belongings that are secure. This has been an ongoing concern for the nursing associates for several years, and giving them an area of their own will also show that the senior leadership is listening to their concerns. This change could possibly increase the scores of the work environment survey. 
 The Joint Commission guidelines regarding safe medication storage and handling will be maintained as well as having all egresses free from the clutter of equipment. This is appropriate not only when The Joint Commission is coming for their triennial evaluation but for consistency in following the regulations on an everyday basis.  

The stakeholders that will not be in favor of these changes will be the Rehabilitation physicians. Their concern will be with the transferring of patients to St John Hospital and Medical Center if the unit at St John Macomb should reach capacity. There have been issues previously when patients were admitted to St John Hospital and Medical Center instead of St John Macomb. Even though the Rehab Services department is considered one region with two IPR units the physicians do not share this same point of view. 

The success of this project will be evaluated on the subjective information from the nursing associates as well as a decrease in the number of comments related to the poor esthetics of the unit on the work environment survey. Another contributing factor to the success of this project will be that there will not be a financial impact to the IPR unit by decreasing the number of beds on the unit .Evaluation of the entire project will continue to be addressed at the monthly rehab leadership meetings that are held with the leadership team as well monthly leadership meeting that is held with the director of rehabilitation services and the rehabilitation medical director. 
Exit strategy:
If the admission trends should change in the future, it would be very easy to increase the number of beds quickly by opening the four bed ward. The semi private room will be more difficult to change quickly but it could be done within a two week period. 
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