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Objectives:

- By the completion of the webinar the
listener will be able to identify the work In
development in Parkview Health's high
risk chronic disease and community based
care:

» How to identify high risk populations

» Describe the correlation between chronic
disease and community based care

- Evaluate care strategies

* Describe measureable outcomim
o
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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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KEY MINISTRIES

TODS
e 28 5§

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 >
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Rescue Mission Key Statistics

2014

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

* Provided over 56,436 nights of lodging

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

- Saw 604 reports of spiritual experiences

* Provided services for 149 children

- Had 129 men and women gain employment

- 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

= 2 Health Directions




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)

- m
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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

- m



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
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Medically Complex

» Psycho-social barriers

» Medicalid - 60% of patients in the top 10%
spender tier remain in that tier the
following year

» 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

» 37% of patients in top 10% spender tier
become “reverters” drop out of spender
tier

* Not good candidates for long-term chronic
care management
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End of Life

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

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

» 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

- Short Term program — work related

» 2 weeks — multiple months
- Stay longer than 2 weeks meet with nursing

» Long Term program — do not work

- Connections program
« See nursing immediately

- Parkview ED case management referrals
* Personnel referrals

» Care Advisor referrals
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Care Advisor/Care Navigator

Scope of Service

PPG/Population Health Care Advisor will:

+

“* |dentify appropriate patients for services with PPG office staff and
physicians
“* Contact patient to assess understanding of health status and develop plan
of care
o Establish goals and interventions to achieve positive outcomes

7
‘Q

Coach on disease management needs

Monitor adherence to prescribed medication
Assist patient with navigating the health care system

7 7 L7
4’. O’Q Q’t

Conduct home visits to assess environmentand social support/needs

L J

Accompany patient on office visits with patient to encourage compliance

L7
*

with plan of care

L J

“* Manage Referrals: medication assistance, dieticians, pharmacists, social

*

work and other community resources
%* Provide network steerage

L

%+ Facilitate follow-up appointments with provider
%+ Provide resources to assist the patient to reach his/her optimal state of
health

%* Encourage patient to have accountability for health care

*,

L

L

L

%* Encourage completion of routine health maintenance and disease specific
care guidelines

Quarterly provider feedback to referring physician will be scheduled PARKV[ Ew
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Emergency Department Visits and
Observation Care Advisor Services

«  Observation Status discharges:
- EPIC review to determine “severity” of the observation stay
- Potential need to follow up
*  FU phone call
+  Emergency Department Visits
+ Potentially avoidable admissions:
+ Call to see if ED issue has been resolved
- Determine if an intervention is needed
- Patients may need PCP follow up visit
« Schedule appointment via the PPG Contact Center
- Patients with frequent ED utilization
* Review EPIC for a current “FYI” care plan
« Contact patient to determine ED cycle triggers
« Transfer care to Ambulatory Care Advisor if intervention is needed
*  Appropriate use of ED
 Inquisitive interview of ED usage
+  Offer Walk In clinic option
*  PCP intervention — schedule appointment via Patient Contact Center
*  No “active” PCP provider
« Schedule new patient appointment via Patient Contact




Key Components of Population
Health Management

Key Elements of Population Health Management

Care Delivery

Physicians at front line of

care delivery across most

specialies, sites of care
Care Planning & Ca_re
Various levels of Coordination

providers work with Commumnication
physicians to betwasn
determine care essantial to treating

plans, transitions complex patients

HCA Board



Parkview Care Advisors

PARKVIEW CARE PARTNERS" APPROACH TO RISK CLASSIFICATION

Catastrophic: 1%

Integrated care management to
deliver the right care, for the right : :
person, at the right time and the Multiple chronic conditions, H|gh R|Sk: 5 - 10%
m location. 5|gmlﬁcanlmetj non-adherence, .

multiple gaps in care. Complex diseases,

_ Chron C cond ':i:-'h".'f th recent ComOI‘biditieS

Y F;E-, [c|3|tec||::[|'-vlaplunbHIFIHJ
Rising Risk: 15 - 35%
Low Rk ey eeaen  CONAITIONS NOt under

No diagnosed " and intervention. ContrOI

chronic condition
but with prwemiuet
Service gaps.

Low Risk: 60 - 80%
Minor conditions
Easily managed

Parkview"s care advisors workwith patients In the "High Risk" category.




Care Advisor Team
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Care Advisor Workflow

CARE ADVISOR WORK FLOW

INTAKE

Order
Disease Registry
Insurance Registry

If Qrder
Notify MD of non
engagement

[

Patient
efigagement

Patient Assessment of Needs

Medication Reconcdliation
BCP visit within 7-4 days
Warning signs of disease

Social azsessment

See Aszessment
Flow chart

s

Resalved in one
encounter

Close
encounter

Graduate

-—

Hasgpital wisit —
reason far
readmission

]
Phane Encounter
Medication Recanciliation

PCP wisit

Access to care

Phone Encounter
Medication Recanciliation
PCP visit

Access to care

Issues resolved

‘fes

Close
encounter

Issue resolved




are Management Assessment and Intervention

Flow

Initial Assessment

Initial Assessment Continued
CHRAE AOVISORS PATIENT ASSESSAAERTS AND OUTCOME SCORING

Continued
Intervention

OO oo

Patient Graduation

Inrweicns
b stoaped
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COPD Population Health
Disease Management

_ ™
PPG Patient Contact Center
_/‘)

Primary Care/Pulmanary
Exacerbation

—,

)

e -

Symiptoms Classification —
At-risk, Mild, Moderate, Severe
Care Mgt. Moderate and above

Symptoms Classification —
At-risk, Mild, Moderate, Severe
Care Mgt, Moderate and above

Severe but not life threatening
treatments

Encourage CDU utilization -
was intervention successful ?

Admission criteria -Chack
point

©

Y
Home/Alternative
Home Health SMF specialty
Care units

Skilled Mursing

Facilities peElles

Rehabilitation

Spirometer
performed - Hedis

Inhaled
bronchodilators
who have FEVL/FYC

< 60% and
Syrmphorms - Hedis

Palliative Care -

Triggers

Mechanical
Wentilation

Tobacco Use MEW EPISODE DF
sereening and DEPRESSION AND
counseling = Cl, EFFECTIVE TX
HEdis AMTHERARA

T TN N T

Influenza and ~
pheumonia Generic dispensing

vaccinations — Hedis SR

ww

High risk meds
elderdy » 67 — Hedis,
W& united, Humana

"_“_____'_‘/""_"“\

Awoidance antibiotic
adults acute
bronchitis - Hedis

‘\-___-/F._“\

Specialist
encounter 1,000 —
A LIHC

'“\_.j—._‘-“‘

ED wisits <Cl, MA
UHC, Humana

\_,_____,_./-H___‘R

Avoidable ED —
bronchitis - Hedis

‘_‘__/""_"‘“u

Acute Admits = MA
UHC

\_,_____,_./-H___‘R

# COPD 0= inpt ar
ED appropriate
medications -Hedis

\___/—_—‘\

Palliative Care -
Triggers

Mechanical
Ventilation

SMF Admits -MAA
UHC

\_,_____,_./-H___‘R

Readmission im 30
days =1, 5C,MA
Humana

‘_‘__/""_"“‘u

Readmissions/1,000
=MA UHC

\.____,_,/'"_H“'

Chronic care
Program #in/
qualified - ma
Humana

N

65> advance care
planning, med
review, functional
assessment, pain
screening/year -
Hedis

|




Patient Access and Navigation
e

Patient is diagnosed
with Chronic
Biseasa Care Advisors
Tightly manages

Additional Home days prior to PCP
therapy available? visit

Routine

maintenance of
dizeaze Appointrment yes
successful
-
Care Management Yes Home Therapy — |——

for newlt diagnasis

and compliance
challenged
Treating .
Directed to ED [—
exacerbation Q ree o

Care Mgt. Home

assessment ED contacted to
consider COU

Appaintment
successful

Home with Care
Management

Hame Health Care

Apgressive Home

Who is PCP? Primary o T

Specialty

Yes

NO

Falliative care
discussion s stages
advance

Patients
diseasze
Exacerbates

Meets Chronic
disease admission

Skilled Nursing

criteria

Treat conservatively ~Care MSI"IH,EGH‘IQI'It
NO e  Care Advisors
. Sacial Services
ZT“E"“ Hospital discharge : SLZ:_:’;W
SEASE
continues to . Care Coaches
WOrsen - AFN triage
«  EMS Safety Checks
Community Resources




Care Advisor Story of Care

Measure Beginning of As of 4-1-15
Engagement

Weight 218 181

Total Cholesterol 203 159
Triglycerides 328 193

Al1C 8.1 7.0

FBS 200s 130s

Humalog 15u None

Lantus 45U 10u

Exercise Irregular 6 days week —

cardio and weights

Plan of care developed with patient to achieve the above goals.
Coaching continued with patent.




Care Advisor Story of Care

- 70 year old female

* Heart disease

 Lives with 88 year old mother

+ Last few months 7 hospital admissions and CDU stays
- Skilled nursing stays

+ Depression and frustration — living with mother

* Interventions in Care Advisor:
- Depression assessment and coping mechanisms

« Took patient to assess “Room and board assistance
program”

« Assisted Living placement
- Behavioral Health evaluation



Healthy Planet Care Plan
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Jane Younge RN 1110/2012 358 PM
83 yo male wih muttiple medical issues including
congestive heart faillure. hypertension and well
controlied diabetes intermttant problems with
medication acherence. Folowed by case

management.

Recent Encounters with My Specialty —

Diagnozis Dascripion: Pnaumonia, organism unspecified .

visft Date Provides Frimary Dz
100872013 Younge, Jane, RN CHF (congestve
roart fallure)
01112012 Younge, Jane, RN
01042012 Younge, Jans, RN Gasvoesophagaal
rafus disease
11242001 Younge, Jane, RN
1 11 Younge, Jane, RN
081182011 Cubantie Pat ND Congestive heat
Talure
08162011 Younge, Jane, RN LOWEr Dack pain
08/192011 Younge, Jane, RN
08212011 Younge, Jane, RN
05212011 Cubanile Pal ND Congeslive heat
falhure
- Recent Admissions and ED Visits
_Exv Complaint
£1008 Cough Fever, Fatigue, Shodness of Breath

Overview

Diagnosed age 54. Instially treated with sodium
restiriction, diet, exercise Duretics stated ~1988,
1aken sporadically since that time. Patient admits 10
pocr complance with med regmen No history to
supgest end organ damage or coronary artery
disease Cardiovascular risk faclors nclude 20 pk v
hx of smoking and hypercholesterolemia

Congastive haart falure

Sleeplessness

Diabetes medius

Lower back pain

Hypotnyrodgism

Pure nypercholesterolena

GERD (gastrcesophageal reflux cisease)

Ovenaew

GERD symptoms wel controlied with intermittent
use of H2 blockers

Current Madications
Meadicaton
albuterol ipratroplum (COMBIVENT) 18103 MCG/ACT inhalor

innale 2 pulrs N0 the (UGS 4 (Tour) bmes aally as neeaed ror
heoedng

lisinopnl (PRINVIL ZESTRIL) 10 MG tablet

Longitudinal Plan of Care report

Blood Pressure

Blood Pressure < 130/80
8116011120180
T/7114: 150190
42111 12080
17810 149195
1111009 13585
9/1909 138/88
712102, 136/88

Exercise
Exorciso 3x por wook (30 min per time)

Result Component

SnapShot 2
§ LasRepons | Thumenaes | deEnters P rensearn [llpreven | BReresn | Il seectas El0eseen B sensw setectee [l sise-oys00 Pmasterzepon | [ izor : {fFonsreet More ~
Snepstol | Encounters Labs Imagng  Procedures | Other Orders | Meds  Episodes Letters Notes Referrals Media Msc Repods

&= | LorgtudnatPlan of Cere | [ Saepshot [ Rocming Report  [F Specioty Summary Report Longtudinal Plan of Care 5 &
{ raten Coordination Note ' Date Revawsd 7472011 Goals '

HEMOGLOSBINAIC < 1.0
4211140

If Something Goes Wrong

HNOte ceated TW/N2013 1254 PM Dy hurss Cars Manager
RN

Manage Your CHF Symptoms

If you have any of the following symptoms, call
your doctor because a change in your
medications may be needeq’

o Increased shortness of breath

« Increased swelling n ankles, legs or
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‘Q‘ ‘\L:J Messaging \\E Visits\\Lt/'.‘ My Medical Record\& Billing\\f““ Preferences‘\\m Raourees\

You Might Want To...

o Read your messages. You have 29 new messages.

t ~  View instructions for your appointment on Wednesday, August 5, 2015 with PRMC Radiation Oncology.

O& OB

View your test Send a message to Refill your Review your health
results. your doctor's office. medications. summary.

MyChart News for You

Here is a link to our Proxy Access Updates MyChart Proxy Access Card.

Here is a link to our searchable Provider Directory.

Do you have a question about a recent bill or your insurance? Just Ask Customer Service!

Using the MyChart Message Center, you've been able to get medical advice from your clinic, but now you can also contact

customer service. This new feature available through MyChart allows you to contact the clinic regarding non-medical
concerns.

7 Tips for healthy living 7 Super foods for your health
* Move More ¢ Salmon

® CutFat * Yogurt

* Reduce Stress ¢ Nuts

* Wear Your Seat Belt * Dark green leafy vegetables

* Floss Your Teeth * Beans

* Keep a Positive Mental Outlook * Qats

® Drink Plenty of Water ¢ Blueberries

Parkview Health
My Chart




e
My Chart Patient Portal

The patient portal advances efficiency
and engagement.

The patient portal is key to comprehensive virtual care. [t enables
providers to share information with patients before and after visits, and it

creates a clear and easy access point for patients to contact providers.

In Spite of Patlent Demand...

/3% 50%

Percentage of Percentage of patients who
patients who would would consider switching
use portals to improve to a physician whio offered
their access to care a patient portal

...Portal Adoption Still Lagging

5.5% <25%

Percentage of Percentage of patients
patients who email registered for portal
with physicians among majority of

providers who have one
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What Zone Are You In?

ICPAE HEALTH B, HOSPIC
ALL CLEAR GREEN 7ONE MEANS...
* Na cough, wheeze, chest fightness, or shortness of breath during | - Your symptoms are under control
the day or night « Confinue taking your medications as ordered
= Mo decrease in your ability to maintain normal ackivity « Follow low salt diet

* Kep your Horme Care Nurse appointments
= Kesp all physician appointments

CAUTION

Sputum (phlegm) that increases in amount or color or becomes
thicker than ususl

Increased cough or wheezing even after you take your medication

YELLOW ZONE MEANS...

Your symploms indicate that you may need an adustment in your
medications andfor realmenls

Call your Home Health Murse

and it has time fo work
§ 2o el of anes or fet Parkview Home Health & Hospice
= O 9 8 & , _ 24 howr phane number is:
W M| Ineeased shorness of breath with activity
- Walaht e in of 3 Ibs (Phease nalify your Home Care Nurse
' Ight lass or gain o ' if you contact ar go see your physician)
Fever of 100.57 oral or 99.5° undar your arn
Increased number of pillows needed to slesp or need fo sleep in chair
Aryihing else unusual that bathers you
EMERGENCY RED ZONE MEANS...
* Unraelieved shorness of breath +You need to be evaluated by a physician right away
* Unrelieved chest pain CALL 91-1 IMMEDIATELY!
«Wheezing or chest tightness

= Increased or imegular heart beat

= Chaniga in color of your skin, nail bads, or lips fo gray or blue
- Mental changes

* Chest pain or pain that worses when you breathe or cough

Primany Physician:

Prone Number

[Please notify your Home Care Nurse i€ you
o to the emergancy room or are hos pitalized)
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Community Resources

Person focused care

* Innovative approaches to prevention

» Social

* Environmental
» Psychological
 Cultural

» Faith based organizations
» Aging networks
- Home care based care



MEDICAL CARE

Question: What do vou do if you need to go to a doctor or hospital for pain or other mediczl
proklems?

Answer: Tell the doctor or nurse who examines that you are in recovery!

Why? Most doctors and nurses these days will understand that a person in recovery must
not take certain medications such as narcotic pain killers, certain cough syrups (with alechol
and codeine), muscle relaxants or tranguilizers. S0 make sure that you tell any medical
professional who 15 treating you that you are in recovery. Explain to them that you cannot
take any mood/mind altering substances as it will endanger vour recovery and may result in
a positive drug test. If vou forget and your doctor grves you a prescription for a drug you
are not allowed to take, you must contact that doctor, tell them you are in recovery and get a
new prescription.

COMMON MEDICATIONS

Commeon medications that vou should not take while 1n recovery mclude:
All Cough Medicine with Codeine, Alcohol or Dextromethorphan.

All Narcotic Analgesics {pain ldllers) Commeon brands include: Darvon or Darvoeet (also
knowm as Propoxyphene), Percocet or Percodan (zlso known as Oxyeodone), Tylenol 3
(with Codeine), Vicodin (also known as Hydrocodone)

All Benzodiazepines (anti-anmety drugs) Commeon brands include: Atiwvan (also known as
Lorzzepam), Librinm (also known 2= Chlordiazepoxide), Valinm (zlso known as
Diazepam), Xanax (also kmown as Alprazolam)

All Amphetamines such as Adderall, Ritalin, Vyvanse, Concerta
Muscle relaxers such as Flexeril, Soma, Zanaflex

Bntihistamines (Atarax, Vistaril) and Bllergy/Cold Medication containing any of the
following compounds: Psendoephedrine, Phenylopropanclamine, Dextromethrophan,
Doxylamine

Examples: Actifed, Benadryl, Benvlin Comtrex, Contact, Coricidin D, DayQwml, Dimetapp,
MNeo-Synephrine, NyWuil, Robitussin Sinus, 3ine-Of, Sinutab, Sudafed, Tylensl Cald, Vicks
44, Evtrec-D

READ YOUR LABELS AND ASK QUESTIONS

IMPORTANT POINTS TO REMEMBER




« PERSONAL RESPONSIBILITY:

You, and you alone, are responsible for what goes in your body. Don't come
with an explanation that illegal or prohibited drug use is anyone’s fault but
yours. NO EXCUSES!

« OTHER PEOPLE’5 MEDICINE:

MNewver, ever take any medication that has been prescribed for someone else
(your mother, brother, boy/girlfriend etc.). Using medication prescribed to
another person is a viclation of federal law.

« WHEN YOU ARE NOT SURE.:
When in doubt, DON'T TAEE IT! Ask your doctor, ireatment provider or
case manager. If you have any questions at all about any medication you are
taldng; ASE!

« READ THE LABEL:
Read the label when you buy cough syrup, cold medicine, mouthwash or
other over-the-counter liquids. MAKE SURE THEY DO NOT CONTAIN

ALCOHCL! Listerine contains alcohol. Dayouil contains alcohol. There are
over-the counter products available that do not contain alcohol.

 POPPY SEEDS5:

Never, ever eat poppy seeds or “everything bagels” because they can give
d false positive for morphine. Don't every try to explain away a positive drug
test by saying you ate poppy seeds. [T WILL NOT WORK!

« MAKING RECOVERY MORE DIFFICULT:
Taking prohibited drugs can only make your recovery harder.
« IN CASE OF EMERGENCY:

Carry this notice in your wallet or purse so you can show it to any medical
personnel in case of an emergency or when you go to the doctor.

Signature acknowledges that you have received a copy of this document and a copy
will be placed in your file.

Signature of Farticipant Date Signature of witness

Print Name Participant

Print Name/Title Witness




Rescue Mission Needs

- Community Partners
- Behavioral Health
- Medications
» Dental
* Housing
* Clinics
* Insurance Coverage
» Transportation

* Phone contact for appoint
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Rescue Missions follow up

clinic care

» Open door VisIts
 Blood pressure checks

Oxygen saturations

Blood sugars

Defib. Vest

Dressing changes

MD appointments

Medication — pill boxes



Rescue Mission Case Study

# PARKVIEW




Challenges

* Inpatient/community communication
* Physician communication

* Physician Access

- Behavioral Health

* Indiana insurance communication



Hip 2.0 MD Wise — Plan Choices

Hoosier Healthwise
A health plan for children under the age of

H'{I’W

Tieak Cr g

S

Hoosier Care Connect

Hoosier Care Connect is a new coordinated
care program for Indiana Health Coverage
Programs (IHCP) members age 65 and
over, or with blindness or a disability who
are residing in the community and are not
eligible for Medicare.

Hoosser
2D connect 4 S

MDwise Marketplace
A hezlth plan for individuals and families in
need of affordable health insurance.

MDw'e

MARKETPLACE

Healthy Indiana Plan (HIP)
A health plan for uninsured adults ages 19
—64.

HEP

MEALTHY INDIANA PLAN®

)

Indiana Care Select

A health plan for people who have special
health needs or benefit from specialized
attention.

(lj'ldlana
argelect

®

Not sure what plan you have? Call
customer service.

HIP 2.0 now includes HIP Link, a new premium-assistance program that helps eligible,
working Hoosiers afford their employer-sponsored health insurance plans. Employees who
qualify for HIP Link must have a household income at or below approximately 138 percent
of the federal poverty level (516,436 per year for an individual and $33,865 for a family of
four) and meet HIP eligibility requirements.

HiP2.0




CLINICAL OUTCOMES




Rescue Mission Volumes

Indicator June 2015 Year to date
# appts. to medical home 17 148
# connections to resources 54 435
# new residents 43 new/171 unique 217 new/609 unique
# people seen within 2 weeks 17 appointments 69
of programing
# who lack providers 7 108
# requiring medication 10 61
assistance
# actual touches 237 touches (69 men) 1583




Behavioral Health

Medical and Behavioral lliness Comorbidity

Madical Behavioral
Conditions Health Conditions

68% of adults with behavioral health
conditions also have medical conditions

2996 of adults with medical conditions
also have behavioral health conditions

Primary care behavioral health screenings are your first opportunity
to address behavioral health needs. If you imvest in a way to identify
problems early on, you can improve care planning and avoid
unnecessary ED utilization or hospitalization down the road.
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Rescue Mission

Clinical Outcomes

Outcome June 2015 Year to date

Decrease in ER visits 15 visits (1 man x 3,2 men x 2) 130
4 admitted
# ER visits related to 0 11
medication noncompliance
CIT calls 1 28
Program vs. Life House 6 programming 16 programming/94 no
(1 man x 3)/9 no programming programming

Cholesterol within normal 0 14
range
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Rescue Missions

Outcomes needs

- Rescue Mission case managers better
communication and identification of needs

 Men with medical issues identified to see
nursing next day

» Hand off from other facilities to the Mission
(Mental health, hospital, DOC etc)

* |ncreased health education access



Moderate Risk

Patient Perception of lliness

10

lliness Perception Survey

/_/_

Moderate Risk
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Care Advising outcomes

June /July 2015 N = 266




[
Medication Related issues

Trouble remembering to
take Medications

Medication Cost

® Morethan 1/2 time
u Always

m Affordability issue

m Non issue

Interventions:
Physician contact = 10
Medication reminders =5

Medication Assistance interventions:
Physician communication
Alternative selections

Medication Assistance

6-8 hours



70

50
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10

Sample of Risk/Intervention

Diabetes Risk N =12

June - July

High Risk

_—

Moderate Risk

147325 434537

338659

766084

100754

945560

630434

216536

197079

Low Risk

283235 1013235 1158762

Interventions:
AlCrelated =7
General Mgt =2
Eyecare=1
Foot Care =3

100% Intervention
Fall Risk Assessment N=29

June - July

8
6
5 High Risk
.

Interventions:
’ Education = 19

Low Risk PT/OT/fall clinic referral = 2

72% intervention

O oy o ok
o g el 'y“'\;&
¥ "b\)é’@@q&

KR R R S P IR R P R R R L Y
I PP EFEEES CEF I T EETF T FE S

o I3
® g LA P A >




Post Acute Care

Sg2

Mationally, 14% of patients in the acute care setting are discharged to a SNF, although that number grows to 23%
when excluding patients younger than 65 years of age and t0 28% when accounting for patients with lengths of
stay above six days. Readmission penalties and moves toward bundled payment for Tull episodes of care will
require hospitals to more actively oversee services their patients receive after transfer to a SNF. A number of the
most common diagnoses (eg, congestive heart failure, joint replacements) related to SNF admissions are among

targets for penalties and risk-sharing projects.

Hospital Discharge Disposition by PAC Site

US Market, 2014

<1% LTACH

3% Transfer

62% Home

Home Health 14%

Hospice 2%

IRF 2%

SNF 14%

Other 3%

Mote: Percentages may not total 100% due to rounding.

GG = complicetions and comorbidities; LTACH = long-term acute care hospital; MGG = major complications end comorbidities.
Sources: NIS Database, 2014; Sg2 Performance Database, 2014, 5g2 Analysis, 2014.

Top 10 Reasons for SNF Admissions,
by Discharge DRG

= Major joint replacement or reattachment of lower
extremity, without MCC

= Septicemia or severe sepsis without mechanical
ventilation 96+ hours, with MCC

= Kidney and urinary tract infections, without MCC
* Hip and femur procedures except major joint, with CC
= Heart failure and shock, with MCC
= Heart failure and shock, with CC
= Simple pneumonia and pleurisy, with CC
= |ntracranial hemorrhage or cerebral infarction,
with CC
= Renal failure, with CC

= Septicemia or severe sepsis without mechanical
ventilation 96+ hours, without MCC




Long Term Care Preferences

Avg Readmit Rate
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Post Acute Considerations

- Living Arrangements: - Skilled Care:

* Private duty nursing - Home Health Care
» Custodial care - Skilled Nursing Facility
- Adult day care * Procedures

* Rehabillitation
- Hospice

Assisted Living

Memory Care _ |
Long term care + Alternative Options:

* Tele-monitoring
- Palliative Care



9. Secure upfront financing for population health infrastructure

Population Health Requires Extensive Investment

External Funding Helps Ease the Burden

Common Areas of Investment

W Care management Disease
taffi i
An Undeniable Financial statfing Registry
Burden _
Electronic g Post-Acute

Medical Record H Care network

AHA's? estimate
of ACO start-up costs
fora 5-hospital system

$14.1M

AHA's estimate of

Patient-Centered
Medical Home

Management
resources

consulting support analytics

Health Information PCP

Legal and .I.l.l. Predictive
)

%o}' Ee 5 I Be

ongoing annual ACO costs Exchange recruitment
for a 5-hospital system
Specialist B Patient
network & -ngagement tools

HCAB




Review

* How to identify high risk

* Describe the correlation
disease and community

- Evaluate care strategies

populations
petween chronic

pased care

* Describe measureable outcomes



