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Objectives:

A By the completion of the webinar the
listener will be able to identify the work In

devel opment 1 n Par kvl
risk chronic disease and community based
care:

A How to identify high risk populations

A Describe the correlation between chronic
disease and community based care

A Evaluate care strategies

A Describe measureable outcom
A I ey
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HEALTH

8 Hospitals

821 Beds

Annual Revenues: $ 1 billion

Inpatient Discharges: 35,266

Outpatient Registrations: 362,352

Service Area Population: 890,000

i i Co-workers: 8,000 ;
Parkview Regional Medical Staff: 870 Parkview Noble

Medical Center
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Parkview Ortho Hospital Parkview LaGrange

Parkview Hospital

Parkview Whitley
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Short & Long term
residential programs for
women and children
experiencing a homeless
crisis »

Short & Long term
residential programs
for men experiencing a
homeless crisis >

Thrift store

Proceeds help to fund
The Rescue Mission
programs >
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Sustaining Life

Life House provides immediate relief from hunger and homelessness.

The Bible tells us whenever we feed the hungry, clothe the needy or help the poor, we've done it as unto
the Lord. Life House lives out this biblical teaching every day. Here, transient men stay for the night or a
few weeks, while the needy in our community find three free meals a day as well as clothing, hygiene
products, referrals—or simply someone to listen.

BEDS
44+

IMMEDIATE HOUSING PROGRAM

Housing Program for men up to 30 days. Basic needs, case managers and ongoing spiritual support.
Includes goal setting and referrals to other health and social service agencies. If The Rescue Mission
determines a man needs more intensive services, he’s invited to enroll in one of the programs of
Restoration House if eligibility requirements are met.

COMMUNITY MEALS PROGRAM
= More than 216,000 meals served each year?.
= Breakfast, lunch and dinner open to Mission residents and the public 365 days a year.

= Special meals on Thanksgiving, Christmas and Easter. Free clothing and hygiene products as well
as referrals to health and social service agencies.

Retum to ™ Rescue Mission

Outcomes/Stats >

Needs List >

Donate Online >

Volunteer Opportunities >




L
Rescue Mission Key Statistics

2014

A Provided over 212,034 meals -residents and community
members in need

A Provided over 56,436 nights of lodging

A Served more than 326 men, women, and children in our
life changing ministries.

A Saw 604 reports of spiritual experiences

A Provided services for 149 children

A Had 129 men and women gain employment

A Had 156 men and women experience some form of life
change in our life changing ministries.



Population Health - Alphabet Soup

The Buzz ... 0
Clinical
Integration
Narrow
Networks
Shared
Savings

Tiered Payer
Benefits Products
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Overview Clinical Integration Networks

m Clinical integrations networks
(“CIN”) are emerging across the
country with goals that include:

» Creating organized systems of
clinically integrated care

» Driving more members into
organizations through value-base
or narrow network contracts

» Alignment strategy between
hospitals and physicians

» Managing patient leakage to
influence quality and control costs

» Creating contracts focused on
reimbursement for quality (value-
based care)
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Progression of Risk Based Contracts

Progression of Risk-Based Confracts and Capabilities Required

-3 years 2-3 years 3-10 years
I 1 !
Care Downside
- ""I for Coordination Shared Capitation
Fee/PMPM Savings
= Meiric tracking, = Metnc tracking, Metric tracking, Metric tracking, = Memc tracking,
reporting repaorting reporting reporting reporting
= Disease Disease Disease = Disease
management, managerment, managerment, management,
patient activation patient actvation patient actvation patient activation
infrastructune infrastructuns infrastructure mnfrastructure
= Physician. other Physician. other Physician, other = Physician, other
provider alignment prowider alignment prowider afignment provider alignrment
= Abifity to share Ability to share Ability to share = Abdity to share
risk with other risk with other risk with other risk with other
providers prowiders prowiders providers
= UHilization Liilization Litilization = Liiliization
management management managerment management
Total = Total
cost-of-care cost-of-care
measursment measurement
= Stop-doss
msuUrance

HCA Board

= Actuarial expertise




Conflicting Healthcare Paradigms

m Continued pressure to bring down
healthcare costs and reduce
reimbursement (volume-based
model)

T

m Shift to accountable care and
value-based reimbursement tiedto
performance of services
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2012 Mean Annual Expenditures per Individual by Percentage Group

Individual Spender Tier | Spending per Person Percent of Total
Spending

Top 1% $97,859 21.8%
Top 5% $43,038 49.5%
Top 10% $28,452 65.2%
Top 30 % $12,954 89.6%

Proactively ldentifying the High Cost

Population
Insights from the Health Care Transformation Task Force
July 2015




Age Distribution of Persistent High Spenders

Age range (in years) Percent or Persistent High Spender Population

65+ 42.9%
45-64 40.1%
30-44 10.6 %
18-29 3.1%

0-17 3.4%

Proactively ldentifying the High Cost Population
Insights from the Health Care Transformation Task Force
July 2015




Clinical profiles of Persistent High Spenders

Chart 1. Qinical profiles of Persistent High Spenders: Prevalence of Clinacal Conditions

FIGURE 6. COMMOMN CONDITIONS AMONG ELDERLY HIGH SPENDERS, 2006
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Proactively Identifying the High Cost Population
Insights from the Health Care Transformation Task
Force
July 2015




Medically Complex

A Psycho-social barriers

A Medicaid - 60% of patients in the top 10%
spender tier remain in that tier the
following year

A Medicare one third in top10% spender tier
and 40 % of patients in the top 5 %
spender tier have persistently high costs
over two years



Episodic High Spending

A 37% of patients in top 10% spender tier
become nNAreverterso dr
tier

A Not good candidates for long-term chronic
care management



End of Life

A 28% of Medicare spending, $170 billion,
occurs In last six months of life.

A 11% of patient in top 5% spender tier die
within 1 year

A 28% of patient in top10% spender tier died
within two years



Medicare/Medicaid Population

oo
11% die in 1 year 5%m

28% die in 2 year 10% OpG0, N Medicaid 60% Medicare 33%
s e

Medicare 5% - 2 years




Clinical Disease Registry is Key to

Connection

Hnsgital(s}
e Clinical Disease Registry h

(CDR) supports Clinical
Integration goals of
connecting care,
tracking clinical
outcomes and
comparing against

s Clinical
| ﬁ Disease
Registry

_ Employed ‘ Ancillaries
evidence-based Physicians
protocols i i ﬁ
Community Providers
™ Health
“W* Directions



Disease Registries in 2014

Do you use a disease registry to manage gaps in care across a population?

How is the
majority of data
populated?

® Manually
® From practice-management data
® From a combination of electronic
clinical and bllling data
' From HIE or other
multiorganizational effort

Source: 2004 Most Wired Survey
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Data Sources for Risk Stratification




Rescue Mission at Risk Population

A Short Term program i work related

A2 weeks i multiple months
A Stay longer than 2 weeks meet with nursing

A Long Term program i do not work

A Connections program
A See nursing immediately

A Parkview ED case management referrals
A Personnel referrals

L Care Advisor 1efe S



Living Environments
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