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TriHealth At A Glance

* Four acute-care hospitals with 900 adult-staffed beds
* One short-stay surgical hospital

 Three free-standing outpatient surgery centers
 Over 140 outpatient service locations

e Over 150 physician practice locations

 Over 850 employed physicians

 Over 1,800 physicians on medical staff

e Over 12,000 employees

- o TriHealth
Himss
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TriHealth Awards for Clinical Quality, Technical
Excellence and Employee Engagement
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TriHealth Wins in Post-Acute
LA 2

Recognition

« HIMSS Davies Award Jan 2019 (presented at
HIMSS)

« Post-Acute presentation at EPIC XGM May 2019
« QSS Mission Award for post-acute

* Nomination for the Dr. Richard Smith Leadership in
Quality Award (Health Collaborative)

« Recognition from the Advisory Board (Washington
DC) for Best Practice in sharing information with
patients, SNF, Hospital about preferred providers
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Local Problem

Over 180 SNF in Cinti market, TriHealth does
not own any SNF

Problem

Collaborate with all SNF to improve quality local

SNF to achieve triple aim

In the beginning capturing data manually which
was time consuming but important to measure
quality

HIMSS
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Local Problem

Problem

Historically data was based on perceived quality
and we have moved to actual quality

We wanted to educate patients and team members

throughout organization about value of network that
was based on quality that was objective

An automated system was needed to track quality
to develop and maintain a post-acute preferred

provider network

HIMSS
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Where We Started 0

Problem

Jan - Dec 2015

Dischargesto
Preferred Providers unknown

Post Acute Spend $703/member
SNF Expenditure BB 17,575,000.00

FTE Expense $31,250
HIMSS
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What is TriHealth Advanced Quality Q
Outcomes (AQO)

AQO measures quality in post-acute for the management and
determination of the preferred provider network that is based on
objective quality data by:

De5|gn

v"Monthly onsite contact with SNF and Educational Programming to share best
practice every 6-9 weeks- attended by nursing leaders at SNF. Video-taped for
education of all team members @ SNF

v/ Open discussions with all members of the treatment team to share data to
improve network utilization

v'AQO Monthly Meetings with SNF and HC to share best practice, communicate
efforts, and share overall outcomes of the data

v’ Documentation within EPIC of quality metrics by disease for all patients
discharged from TriHealth to SNF or HC data

HIMSS
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Importance of Team in Decision o
Making =

Design

p
¢ Health Network w ¢ TriHealth Physician

Solutions- clinically Hospital

Organization- value
driven organization
committed to providing
high quality, cost effective
health services

\

integrated network that
serves Tri-State region. A
partnership between St.
Elizabeth and TriHealth

y Post-Acute
L Executive A%Vfg]ﬁed o
Leadership OUtcomyeS
Team Team

L7

Information
Systems

Multiple Teams work together for the development and ongoing
Himss management of the TriHealth Preferred Provider Network
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o

Intended Project Outcomes v

Design

Increase communication with SNFs and Home Care Companies
Increase documentation compliance

Decrease readmissions in post-acute

Improve utilization of preferred partners who demonstrate better
quality outcomes

Increase shared savings

Move from an environment of perceived quality to data driven
quality performance for our patients

Develop and manage a SNF/ Home care preferred provider
network based on quality

HIMSS
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Workflow and Solution Design

/- Multi-disciplinary
team leverage
physician
leadership team

e Matrixed
partnership with
clear goals and
objectives for the

program /A

Governance

¢ Guiding principles N
to leverage core
systems

e Standardized
documentation

e Scalable
architecture

e Discrete data for
reporting quality
and compliance

Solution Design

—

e | ogistics

e Training and \
support

¢ Report cards for

communicating
performance

Implementation

HIMSS ™
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Legal barriers:
HIPPA
requirements
¢ High turnover at

SNFs
e Connectivity to TH
EMR

A/

o

Design



Process for Workflow o
Development

Create Determine
mechanism to mechanism for
restrict patient | S login to TH

access Epic

Workgroup utilized to:
e Validate content

Review and approve workflows

Establish metrics of success

Communication of workflow and expectations to
SNF

HIMSS
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Workflow Design




Clinical Workflow
Social Worker/Care Management

« Care Managers Documents Discharge Assessment to Trigger Clarity Report

* To help Inpatient Care managers know who the Preferred Providers are, All
Preferred providers are capitalized in EPIC

Flowsheets @ &

H Eile ‘ JaAddRows 4 LDAAvatar » B2 Cascade | i AddCol piplnsertCol | f LastFiled | $ ReaDoc [ Graph ~ [ GotoDate @ Values By &3 Refresh 18 Legend g Chart Correction ~ [B) Link Lines

CM Psychosocial Assess = CM Discharge Planning | BH Psychosocial Assess  BH Discharge Plannin ED SW/CM  Dx and Recommendations  Substance Use Assessment  Columk » CM Discharge Plannini &

N Accordion Expanded ~ View All 04/03/19 1500
Hide All Show All Facility for SNF, ICF, Long-Term C... T
I Discharge Planning v X
1200 Last Filed Select Single Option: (F5)
Discharge Planning Cedarview Healthcare A
Discharge Disposition [ [@I
= - onaTerm Care [ o) Children's Hospital
GZ Reason AQO facility Not Chosen E::r:ltS(:nH;S::jrial Hospital
l:ewvrl:’lafceZEBUReturn to Facility \ Clovernook
aq I y for - ‘New Placement/Return to Facilityl ! Coldspring Transitional Care
Facility for Hospice C icare of Clifton
B2 Facility for Rehab Continental Manor
Facility for Behavioral Health \ Coopers Trace
Pt pr.ovided list for new placements? Cottingham
Nursing Home MD | COURTYARD AT THE SEASONS
B2 Current DME Yes Yes (COVENANT VILLAGE OF GREEN TOWNSHIP
< DME Provider 1 *Certified Medi... Certified Medi...  »|Crestwood Ridge Nursing and Rehab
DME Senvices 1 C-Collar;Home ... C-Collar;Home... Deupree Cottages
G2 Discharged with New DME DOVERWOOD
GZ Discharged with Home Care | Drake v
= Medication Assistance
G2 Outpatient Referral Comment (F6)

HIMSS
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Clinical Workflow
Social Worker/Care Management 1 1,,ls

ge Planning Review - Discharge Planning

Time taken: 1120 712212018
8 \ =
/& Values By = Create Note Dlscharged from
. . Hospital to SNF
v Discharge Planning
Type of Home [JHouse [JApartment [Jcondo/Townhome  [_]Mobile Home  ECF/LTC
[Jindependent Livin.. [_]Homeless [JGroup Home [JHotel [J Acute Rehab
@ Discharge Planning Assessment; Patient's Residence SNF Logs into TH
Epic
Has Patient Resided Yes No
in ECF, LTAC, SNF i ]
Nursing Home or @ Discharge Planning Assessment
Rehab Hospital in
Past 3 Months? —
rovider Finder .
Reporting
c ame ear C State, ZIP or Keywo Search Workbench
Report
Filter by Y ~ Clear Most relevant matches ontop ~ | Selections (1) Clear
i Favorite AdCare Hearth and Care 238 South Washington Street - .
My favorites Intermediate Care, Skilled Nursing Greenfield OH 45123 N Adena Gre_enfle[d x
(AG) Area Medical Center Create SNF
" f : ¥ irabeau
i Provided Service Alois Alzheimer Center 70 Damon Road Greenfield OH 45123 Encounter
+Add Assisted Living, Intermediate Care Cincinnati OH 45218
/ ATS‘ \ Alterra Sterling House 1132 Springfield Pike
O .-‘?| Assisted Living Cincinnati OH 45246
/ AN . Anderson Nursing and Rehabilitation 8139 Beechmont Avenue Flowsheet
\ ), [ntermediate Care, Skilled Nursing Cincinnati OH 45255 a
&l Documentation
7\ Arden Courts of Anderson 6870 Clough Pike
Assisted Living Cincinnati OH 45244
Arden Courts of Kenwood 4580 East Galbraith Road
Assisted Living Cincinnati OH 45236
Reporting Tools
Arlington Pointe 4900 Hendrickson Road o &
Assisted Living Middletown OH 45044
AP Astoria Place of Cincinnati 3627 Harvey Avenue
& Intermediate Care, Skilled Nursing Cincinnati OH 45229
/ AP \  Astoria Place of Silverton 6922 Ohio Avenue
\ IT| Intermediate Care, Skilled Nursing Cincinnati OH 45236
£ Atlamton Choet Toves Coave to Cactonta . o A
[ ] + Accept | | X Cancel
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IT Helps Make Documentation

dsS €

#1 Log into TH EMR

User 0: |

l*]pi({htﬂjnk

o TNHealth

Logh
Foraotvou o

asy as 1,2,3...

#2 Locate DRG specific assessment

@ L

Pt Lists Clinicals

Epic  #

Home In Basket

111870

Aox 4y 008 por. FRITZ, ICKI S om PROJECT TEAM - PATIENT
Zztest, Patient ol TR L

MRN: 0000002677439 Access Enc: (Ner

Assessments

Clinical Review

The following assessments have been assigned to you for this patient. Please select an assessment to complete.
Care Management

I Assessments

& New/Modify Assessment [} View Assessment History

Patient Profile a
RefervalyClains AQO Cardiac SNF

AQO Home Health Care ONLY

Most Recent Completion

02/01/2018 12:23 PM

No recent completions
AQO Infectious Disease SNF 02/01/2018 12:23 PM
AQO Orthopedic SNF No recent completions
AQO Other Patient SNF No recent completions

AQO Pulmonary SNF No recent completions

#3 Document on patient

End. Dee
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Assessments

IT Tools

Discharged from
Hospital to SNF

SNF Logs into TH

Epic

Reporting
Workbench
Report

Create SNF

Encounter
Flowsheet
Documentation
Complete Assessment - \
Fr—"
= S Reporting Tools

Endurance/Activity level at acmission



Clinical Workflow — Skilled
Nursing Facility

Filter by ¥+ Cear Most reevant matches ontop ~ - Selections (1)

& Favorite AH) AdCare Hearth and Care 238 South Washington Street L L . .

b ke g e e olution aesign: >ocCia
L .

i Provided Service
+Add o
AS
Al
AN and Rehabiltation
Al v
) /en Courtsof Anderson
i, #-ien Courts of Kemwood
Al
on Poi
) ~tngton Pointe

Worker selected facility at
discharge establishing
patient relationship

 Accept| | X Cancel

[V Open results im

k My Favorite Reports
>
You have no favorite reports. You can favorite reports by clicking the star icon (%) next to reports in the Reporting Waorkbench Library or from your recent results; favorite reports can be easily organized for quick access within My Reports
My Reports

Chesterwood....

N

* Reporting workbench report
is SNF homepage

* Report generates patient list
based on facilities selected at
discharge

e Solution to HIPAA
requirement to restrict

Recent Results H Saved Resuifs (0) ] \

Report

77 Chesterwood Discharged Patients(TH CHE SNF)
Valid until 03/17/2016 4:24 PM
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.
patients
Status Finished At =
Viewed 0311712016 3:54 PM
28 results

IT Tools

Discharged from
Hospital to SNF

SNF Logs into TH
Epic

Reporting

Workbench
Report

Create SNF
Encounter

Flowsheet
Documentation

Reporting Tools



Clinical Workflow — Skilled
Nursing Facility

|

Recent

o — aa o e

——— K L DL

|$§

Patient Care

Szqrts
>H=E_c.na.n_

| left corner>Patient

HIMSS

IT Tools

Select the EPIC button at the top

Scheduling > @; Encounter

e g B Care>Encounter

Tools » | BB} patient Lists —

Help *| & Sign My Visits

Personalize >

Change Context ..
a Secure Encounter Selection for Purple,Lilly . - Y
2R Log out Selected record: PURPLE,LILLY
B Exit Contact Date Contact Type Provider Department Status

03/05/2015 L&D/OB GS09FG L&D Delivered
Create a New encounter
New Search >> Accept Cancel
"Encounter mformation: 1 loaded.
Select NurSIng home VISIt aS —New Encounter for Zztest Aqo &‘
type. Facility name will Date- 3/22/2016
. Type: Nursing Home Visit
appear in the department
Provider: O PCP -~
fIEId Department: TH DOVERWOOD SNF
Accept Cancel
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linical Workflow — Skilled
Nursing Facility

Flowsheets

B

File

Summary

3
3«: £
Add Rows AddLDA

Add Col InsertCol | LastFiled

i

ReqgDoc

|‘.’:’~’
vt

Grapk

Chart Review

Results Revie'

Wound AQO  Qrthopedic AQO | Infectious Disease AQD | Cardiac AQO  Pulmonary AQO

Flowsheets

Visit Navigator

HINSS

Mode: Accordon | Expanded ()

Admission (Current) from 115/20...

TH Wound AQO Completed by Nursing Home

Patients hospital CSN Number
Admission date to NH

Discharge date from NH

Length of stay in NH (in Amt of Day
Length of stay calculated in days

Last name of nursing home MD, if not
Infectious disease MO/NP consulted from

Activity level at admission
Activty level at discharge

Flowsheets
O
File | AddRows AddLDA Cascade

Physician name/Group at Nursing Home m

116 428116

1400 ‘ 1200 ‘

LA N B

AddCol fnseCol | LastFied | RegDoc Graph ~ GoloDate ValuesBy Reffesh Legend LinkLines

WoundAQO | Qrthopedic AQO  Infectious Disease AQD  CardiacAQD  Pulmonary AQO

o im Sm 10m 15m 30m [1h] 20 4h 8h 24n Based On: 0700 | Reset Now | 01/07/16 1400

Physician name/Group at Nursi... +4

[ K

Select Single Option: (F5)

(GEROS) Dr. Syed Mogueeth
(GEROS) Dr. Emmanuel Rivera
(GEROS) Dr. Manish Srivastava
(GEROS) Dr. Aman Afmed
(GEROS) Dr. Gretchen Serota
(GEROS) Dr. Saba Ansari
(GEROS) Dr. Peggy Gennantonio
(GEROS) Dr. Naveena Nelson
Midwest

Other Trihealth MD

NOT Trihealth MD
Anthem Required MD

 Comment (F6)

i

Wound AQO

Mode: Accordion | Expanded

Patients hospital CSN Number
Admission date to NH
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Reset Now | 03/22/16 1400

Patients hospital CSN Number

Comment (F6)
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Clinical Workflow — Skilled
Nursing Facility

View

Q Tell me what you want to d

IT Tools

oOa % C
ut =
D ARIAL -~ =¢ Wrap Text General - 2 Normal
ER Copy ~ : ry
P €0 .00
Paste v t Paint B I U-~- =3 Merge & Center ~ $ + % » 5§ &g Conditional Formatas| Good
- ormat Painter Formatting ~ Table ~
Clipboard [ Font [ Alignment [ Number [ Styles Discharged from
Hospital to SNF
Al 7 J<
4 s < s . ' P x L u » ° .
simnevicax
Sarica Sum S50 5008 - CTERE
Rager
— Emailed Excel Report :
e SNF Logs into TH
Epic
EacsqTia At e Eaciace adckaseToa
e, ATERTERLLTON NTRINDCES Sracaci
a Eroa ATEnaTsactinon friees o
3 '
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= ! Reporting
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Clinical Workflow — Skilled
Nursing Facility

Advanced Analytics

* Over 356 discrete data points available.

* Single report combines both hospital and SNF/HC data.
* Refreshes daily.

e Can pull data from any date range.

e Can be displayed in nearly any visualization platform.

Data from 07/01/2017 to 06/30/2018

Data from 07/01/2017 to 06/30/2018 Data from 07/01/2017 to 06/30/2018

DocCompiated .Y
DocCompleted Yes 4] Cout of PAT_ID
S — FYDRG Count DocCompleted Yes Ei
Row Labels |-+ CARDIAC INFECTION ORTHOPEDIC OTHER PULMONARY WOUND Grand Total
AMERICAN MERCY 915 375 245 1002 473 127 3137
CARE CONNECTION 185 18 36 3 139 29 a2 3000 Row Labels |; Count of PAT_ID Average of LoS
ALTERNATE SOLUTION 2 = s % w5 o
cemary o w s o oas = CARDIAC
oot “ s mor a o om 50 Female 957 5470219436
8700000 o = R oo Male 995  6.378894472
gg?l:::r‘#?lﬁiAGE ‘OF GREEN TOWNSHIP :i Doompicted 'Y = |NFECT|0N
nnnnnn Cast S HTD FY Financial Class by 2000 DRGGop Female 724 6.208342541
DRG MCARDIAC Male 528 6948863636
1400 o =INFECTION = ORTHOPEDIC
- ORTHOPEL Female 1628 3.014127764
WOTHER Male 833 2793517407
1000 1000 ®PULMONA' = OTHER
w00 mWOUND Female 1651  5.168382798
Male 1113 5.546271339
£00 = PULMONARY
200 Female 719 5.207232267
00 Male 419 5.066825776
= WOUND
o Female 203 4.832512315
& Male 141  5.163120567
o Grand Total 4976995258
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EpicCare Link Login Request Q
IT Tools

e The SNFs fill out a Login Request form. They either
get this on the EpicCare Link website or we email
them a blank copy.

* Form is completed and faxed back or securely
emailed

e [dentity Management team builds EMP record

 EpicCare Link team adds in Site Specific, Site
Reports into Epic and activates record in PRD

 EpicCare Link contacts user with login information

e Users login using dual authentication through our
Healthy Planet Link website

HIMSS
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EpicCare Link Site Verification
IT Tools

Every AQO site has a Site Administrator that can deactivate users at any
time

Per our Security Policy, every year the Site Administrators are required
to verify all users at their site

Site verification is due. Please verify the list of users is accurate.

Verfy Now | | Verfy Later |

Once AQQO site is verified it falls off our report to follow up on
requirement.

If requirement is not met after 30 days than all access at site is
eliminated.

In addition, site administrators notify our Information Systems Service
Center to terminate team members as they leave the SNF organizations

HIMSS
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Preferred Provider Network
Determination IT Tools

| Submitted Quality Data thru AQO |
eSource: Epic-SNF

l Scorecard results of disease specific quality

measures/utilization
eSource: Epic-SNF

| Length of Stay in SNF |

(j/l o 9 T P T eSource: Claims data, Epic-SNF
D) : . .
) S e Ifl::j | Direct readmission rate/ED (30 days)

eSource: Epic-SNF

| CMS CJR Navigant Data

Minimum requirement to be in preferred
provider network

eSource: Claims data

| CMS MSSP HSN Data

eSource: Claims data/all diagnoses

| Geographic areas |

eSource: Network adeguacy

| 1BM Modeler High Risk for Readmission |

°
Hlmss eSource: Epic

CENTRAL & SOUTHERN OHIO Chapter




Sharing Performance SNF and
Home Care IT Tools

OTHER Adhy Quality Out Si d

Total Points Overall
. for SNF Comparison| Scores of
thiog:l?‘;ns:’: v:;n ';?tz‘: Score (based on |Points Possible SNF in Collected
€g points Region TriHealth Data

possibie) from SnF * On a Yearly Basis, Quality

Total ¥ of OTHER Readmissions to Any Hospital (Defined as ere . .
patient had primary diagnosis of ortho DRG. Then d I d
readmitted to ANY hospital for ANY reason within 30 Days of | Goaltobe Lower 5% ) S 18.55% 22.95% a n U t I I Z a t I O n a t a I S
the Ortho original DRG (Based on EPIC documentation from .
0 hared with th d
#ED visits (counted as patient was sentto ED and S a re W I t t e S N F a n
RETURNED to SNF same day)(Based on EPIC Goaltobe Lower 0 3 3 4.03% 5.46%
documentation from SNF) H C
Average Length of Stay all OTHER (Based on EPIC Goaltobe L 572 5 5 178 1835 °
documentation from SNF) caltobe Lower ) . ) C . t .

. d |
HSN CMS Data (July 2016- June 2017) ALL Patient LOS Goaltobe Lower 16.30 4 4 20.00 20.00 O m p a r I S O n a a I S a S O
FSNEMS Data (uly 2006 dune 0T ALL Patient Total | Goito be Lower $7,302.01 4 4 $337800 | $9378.00 S h are d toun d erstan d
ost
gsonlsj E:l? Data (July 2016- June 2017) ALL Patient ED Visits | o W\ e 4 4 S 7182 wW h eret h ere are
Beadietion RLOEECT Mk i desepicotie]. Gosltobe Lover 0.7 4 4 14367 14367 oppo rtunities to m prove
% of TriHealth! GEROS as Primary Care In SNF Goalto be Higher 55% 0 3 T7.6% 75.07% an d W h eret h ey are
Total # Transfer at Admission Goalto be Higher 6.1 0 1 6.02 6.22
Total # Transfer at Discharge 4.1 f 1 h 1
Total Change in Transfer Goalto be Higher 2 0 1 21 187 O u t p e r O r m I n g Ot e rS I n
Endurancetfctivity Level at Admission Goalto be Higher 5.95 1 1 5.95 6.27 h . k
EndurancelActivity Level at Discharge 4 t e I r m a r et
Total Change in Activity Goalto be Higher 195 0 1 2.07 186
Bisphosphonate Medications - Patient would benefit and la .

dNOT df Pt d

med ST st ot e Data Source is reported
Average UTI Goaltobe Lower 5% 1 1 T.26% .54
fverage Fall Score Goaltobe Lower 35% 0 1 19.20% 18.07% ° S N F an d H C | n Trl H ea |t h
Management of Pain Goalto be Higher 1.05 1 1 0.76 0.61
Utilization of Preferred Providers for Home Care Goalto be Higher 754 0 3 80.00 37.48% E M R/ E P I C
PCP Appointment Made Prior to Discharge Goalto be Higher 10024 2 2 T7.76% 78.36% .
ﬁasefl on|BM Reédr?ission Modeler, ¥ of patients that were Goslto be Higher 753 0 > 15.82% 15,82 L IVI SS P / CJ R C I a I m S d ata
igh risk for readmission.
Total Points 34 46

Project Status Indicator Key
|Above the average for reporting SNF

At average for reporting SNF
Below average for reporting SNF
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115

Documentation Compliance Value

Documentation Compliance
Documentation Completion Rate by Diagnosis
Category for Post-Acute SNF Providers FY19

100.00%
90.00%
80.00%
70.00%
60.00%
50.00% M Preferred Provider
40.00% — AQO Participant
30.00% —
20.00% —
10.00% —
0.00%

Ortho Other Cardiac Pulmonary Total of All

Post-acute Providers submit quality and utilization documentation within EPIC by
disease category through secure web-based portal. Preferred provider data

demonstrates more engaged participation

HlmSS Source: EPIC

CENTRAL & SOUTHERN OHIO Chapter
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Utilization of SNF Preferred Provider =1
Network |||‘

All Insurance / All TriHealth Utilization of Preferred Provider V |ue
New SNF Placement Total

90.0%
80.0%
70.0% A
60.0%
50.0%
40.0%
30.0%
20.0% 80% Target
10.0%
0.0% :
Baseline
July
2018- | Jul-18 | Aug-18 | Sep-18 | 18-Oct | Nov-18 | Dec-18 | Jan-19 | Feb-19 | Mar-19 | Apr-19 | May-19 | Jun-19
June
2018
|—0—Tota| 65.0% | 71.0% | 77.6% | 793% | 759% | 75.3% | 741% | 82.0% | 76.7% | 81.2% | 821% | 79.5% | 76.7%

Increased Preferred Provider SNF Network Utilization to over 78% FY 19 Achieved by:

1. Developing educational document of value of preferred providers

2. Having CM document why network not selected- to ensure we are meeting community needs and
that SNF Preferred Providers are taking all patients

3. Educating all areas about the performance of the preferred providers

4. Monthly monitoring of the use of the network

HlmSS Source: EPIC

CENTRAL & SOUTHERN OHIO Chapter
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Decreasing Readmissions |||~‘

As the % of patients discharged to Preferred Provider SNF Increased,

Readmission Rates decreased pata source: EPIC data warehouse Va I u e
New Medicare Patients Discharged to Preferred Providers- Demonstrates Lower
Readmissions
90.00%
80.00% veecccssssscssescsscosee sscceccces
70.00% . vesessesssescssccsccscscse cossssccoce .
60.00%
50.00%
40.00%
30.00%
20.00%
000 . eccccccccos ccccccccoe coscscsone cecccccccne cecccccccne eocccccccos
0.00%
Oct-Dec 17 Jan -Mar 18 Apri- June 18 Juy- Sept 18 Oct- Dec 18 Jan-Mar 19 Apri- June 19
% of Readmissions = \/olume of Patients Dischraged to Preferred Provider
eeeee|inecar (% of Readmissions) e e e e e jnear (Volume of Patients Dischraged to Preferred Provider)

Our Preferred Providers have a lower readmission rate than the CMS National Average
demonstrating lower than the National Average readmission costs

[
Hlmss https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
CENTRAL & SOUTHERN OHIO Chapter Instruments/NursingHomeQualitylnits/Downloads/SNFRM-Technical-Report-3252015.pdf



https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/SNFRM-Technical-Report-3252015.pdf

Educational Tool- Explaining the WHY

 Share THE WHY data with our patients about preferred provider outcomes
* Care Coordination and Providers utilize data to make referrals
W Utilize actual data to drive decisions versus perceived data

led nursing facilities designated as Centers of Advanced Quality Outcomes demonstra
ower rates of infection as compared to other facilities along with the following:

Medical condition Length of stay Readmission rates

Orthopedics 1.8 days shorter 10% lower
Pulmonary 0.4 days shorter 7.52% lower
ardiac 4.1 days shorter 2.71% lower

er diagnoses 5 days shorter 0.25% lower

data collected during 2018-2019.

Let's prepare you for your short stay in skilled nursing care:
You are getting stronger and your goal is to get back to your prior functioning as soon as
possible. That is our goal for you, too! There are some differences between hospital and
skilled nursing care that include:

* You can expect to do more activities on your own.

You will have less team members assisting you with your daily routine (remember you
are getting stronger and this is GOOD! It will help get you back to your routine sooner).
Doctors are available but not in the facility at all times. Your treatment team will ensure
they are kept informed and reached, when needed. Changes in your condition will be
promptly reported to your doctor. Many conditions can be treated right in the skilled
facility without the need to transfer to the hospital.

How long you will stay will depend on your personal progress and goals that are set by
the treatment team.

What to bring:

« Three to five (3-5) sets of clothes (shorts/pants, shirts, undergarments, gym shoes, socks)

= Any equipment you used prior to your hospital stay (cane, walker, wheel chain
*» Copies of Health Care Power of Attorney, Insurance Cards
* Glasses, hearing aids, cell phone/IPad

Inpatient care coordinators

Bethesda Butler Hospital 513 893 8095

Bethesda North Hospital 513 865 1122

Good Samaritan Hospital 513 862 2567

McCullough-Hyde Memorial Hospital | TriHealth 513 524 5492
TriHealth Evendale Hospital 513 853 1868

o IriHealth

TriHealth.com

For more information about skilled nursing care, visit medicare.gov/nursinghomecompare/search.html

2 IriHealth

Post-acute Network
for Skilled Nursing Facilities
July 2019

Let's get you back to your daily routine.
Together, we'll work to improve your health.

The road to recovery doesn’t have to be traveled alone.
TriHealth Institute specialists, hospitalists, geriatric
physicians in post-acute and primary care physicians,
in collab ion with other medical p ionals
within TriHealth, developed the Advanced Quality
Outcomes Program to measure quality care in skilled
nursing facilities in the following ialti

« Orthopedics

« Pulmonary

* Cardiac

« Allother diagnoses

Facilities designated as Centers of Advanced
Quality Outcomes have to meet strict standards
of care including:

« Centers for Medicare and Medicaid (CMS)
star rating of 3 or above

* Reduced patient readmission rates

P P r Y

= Low rate of infection



Tactics to Drive Outcomes

Centers of Advanced Quality Outcomes
Post-acute Network for Skilled Nursing Facilities

@ Florentine Gardens
409 Wards Comer Road
Loveland, OH 45140
5136301140

® Hillebrand Nursing and
Rehabilitation Center
4320 Bridgetown Rozd
Cincinnat, OH 45211

@ Twin Lakes at Montgomery
9840 Montgomery Road
Cincinnati, OH 45242
5132471300

Share data with our patients iehe”

HIMSS

CENTRAL & SOUTHERN OHIO C

For more information, contact an inpatient care coordinator. (see rochure back)

Note about insurance coverage: Insurance providers offer multiple products.

A s 1 Bethesda Butler Hospital ) SEM Haven Health Care Py € Wellspring Health Center
" - 225 Cleveland Avenue The Home at Hearthstone 8000 Evergreen Ridge Drive
about P referred provi der @ 8 Bethest ot Hosial rrm S e raler i
3 Good Samaritan Hospital S:[z 2481270 Cincinnati,OH 45231 ZHD 9;2_‘-2305
’ 5135212700
Outcomes 4 Bethesda Arrow Springs ) ABCDEFG )
o § Good Samaritan Western Ridge © Venetians Gardens © Westem Hills
&g ’ 4 I - ; 1650 State Route 28 @ Lodge Nursing & Rehab Center Retirement Village
. . B 5 & TriHealth Rehabilitation Hospital Loveland, OH 45140 9370 Urion CemeteryRosd 6210 Cleves Warsaw Pike
° C a re C 0 O rd I n a t I 0 n a n d o Yy _ 5136010330 5137220700 Loveland, OH 45140 Cincinnat, OH 45233
¥ » 8 @ 3 McCullough-H ACDEFG 5136774900 5139410099
. H 2 - g gh-Hyde 24 -Hour Adrmission Line 513 518 6367 ABDEFG
Providers utilize data to make ol ], 8| eslopalman  cinoncomy(O) - KiBEG
= @@ B | (@ TriHealth Evendale Hospital © Laurels of Banchester © Mot et Highland County (OH)
( adeira Health Care
@ £ 839 Cherry Street 7885 Camargo Road i
re fe r ra I S % o &) KEY Banchester, OF 45107 e oats © Highland County
5 5 SWING BEDS/SNF
[ | ) 937783 4011 5135616400 1275 N, High Street
. . . @ A: Aetna Medicare Advantage ABCDEG BDEG oo 'GOH pioed
be - B: Anthem Medicare Advantage . Msboro,
S h a re W I t h p a t I e ntS O pt I O n S o ¢ o) “7 C: CareSource Hamilton County (OH) @ MarjorieP. Lee :387[3)9(336371
g 3 D: Humana Medicare Advantage 3550 Shaw Avenue
[ I b I i t h i nt h i r - 0 o E WO 05y S s @ Laurlso ilsoro
a Va I a e W I I e I > g 990 Bayley Drive 5138712090 175 Chilicothe Avenue
¢ . . - F illmual of Omaha Medicare Cincinnati, OH 45233 ABCEFG Hillsboro, OH 45133
dvantage 5133475500 9373031025
InNsurance pr0V|der that ISa G: United Healtficare Medicare ABDEFG diﬁiagglwb;ogdkarecsmev ABCDEFG
Advantage " erio
H It h f d . d @ Brookwood Retirement Cincinnati, OH 45242 W
T H 12100 Reed Hartmn Highway 5134802444 arren County (OH)
rl ea pre erre provl e r Cincinnati, OH 45241 ACDEFG
5136052000 © Cedarvillage
Utilize actual data to drive reCamOn @ anses O Veowemenconany - A8CETC © ooy s o
) 1571 Main S 855 Stahlheber Rosd . 1701 Lianfair Avenue g
. : O Rl e O e "1 G HaBEFC
5137854800 5138448004 amilton Avenue
dEClSIOnS versus perce |Ved L s ABCEF ABCDEFG Cocorat O 5231 ABDEFG @ Christian Village at Mason
d t ABDEFG @ The knolisof Oxford © Woodiand Country Manor ACDEG (] SanctuaryPointe Nursing & i
. 6727C Road 4166 Somerville Road enab Center 8
ata Ot S e O munmns  Liefi. R
- arwester Drive incinnati,
Hamiton, OH 45011 ‘21; SCZBTE!Z Zucszs o Cincinnati,OH 45236 5136437000 0
513 8682266 5139849400 ABEFG 'S-&V::m “eaﬂ‘vs:'e Center
ABDEFG ) Residence at Huntington Court ~ Clermont County (OH) ACDEFG 05 R Lowlnd, OF 45140
350 Hancock A awneespring of Harrison
® Garden Manor Hami.:’.n‘f’éH 4‘;;'1‘1“ ) The Atantes O Covenant Village 10111 Simonson Road 21??(5;5000
iy 5138634218 7768 0 State Route 74 ?zflfﬁff,?;ivéﬂﬂ’" Harson OH 45050
i ] ABCDEFG Cincinnati, OH 45245 1. R
S13.424531 it Cincinnati, OH 45211 2o kimsson nesueaoss 9 g?;:b;'w;'('mue
ABCDEFG ® Tri County Care Center G ABDEFC ABDEFG Mainevile, OH 45039
) ) 5200 Camelot D y
@ Heritagespring of West Chester g O st @ Eastgatespring of Cincinnati ) @ Terrace View Gardens Abcer
7235 Heritagespring Drive 5138208100 4400 Glen Este-Withamsvile Road @ Glendale Place Nursing 3904 North Bend Road
P
5137523710 le Miford Roa
24-Hour Admission Line 513 3175460 24-Hour Admission Line 513 543 8810 Cincinnati, OH 45215 CDEFG
ABDEFG ABDEFG ﬁ?{lgg

Please check with your insurance provider to ensure coverage prior to admission.
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Performance of ”‘.

Demonstrated Post-Acute Results
Value

2016 SHARED SAVINGS PARTICIPANTS

In 2016, 134 (31%) ACOs achieved shared savings.
Reduced SNF expenditures by 18.3%

SNF Expenditures for HSN v’ Post acute spend
=@=HSN  =o=All MSSP ACOs Median  =e=National Assignable FFS CY 2015 $703
so71 CY 2016 $680
$958 $935
pra— e $899 $907 CY 2017 Q2 S621
—— v Savings $1,757,000
$796 =
o $744
\ $710 $710 v SNF total cost
S—— e e
. —— decreased to almost
$ $703 $680
5638 “;'21 $300 per member
compared to CMS
2014 2015 2016 20171Q 20172Q

Source: HSN 2017 Final Benchmark Report

Note: the All MSSP ACO trend is median.
*between benchmark year #3 (BY3) and performance year 2016 (PY16).
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Population Health aE
All patients are given choice regarding Value

SNF/HC placement-

 Being a preferred provider doesn’t guarantee
referrals

1 Not being a preferred provider doesn’t mean you
WON'T get referrals

All Preferred Providers for FY20 document on ALL
medical conditions

All Preferred Providers will be members of the TriHealth
Physician Hospital Organization

ALL Preferred Providers have SNF 3 stars/ HC 2.5 stars
or higher with CMS avg for measurement period

HIMSS

CENTRAL & SOUTHERN OHIO Chapter
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Overall Project Outcomes .‘

Jan- Dec Jan- Dec Jan- June
2015 2016 2017

Discharges to unknown 39% 82%
Preferred
Provider SNF

Post-Acute $703 / member $680/ $621/ member
Spend member
SNF $17,575,000 $17, 050,000 $15,525,000
Expenditure (svg $525,00 (svg $1, 525,000
from 2015) from 2016)
FTE Expense
$31,250 $15, 625 $0

HIMSS

CENTRAL & SOUTHERN OHIO Chapter
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2 Year Soft & Hard ROI for AQO I_||‘
Value

Reduced SNF Expenditure Reduced Labor Expense
$2,050,000 $46,875

Reduced Readmissions
7%
Cost Avoidance*
$481,248

**TH average gost per readmission/all readmissions SOURCE: TH Decision Support Financial Data Warehouse

HIUNSS

CENTRAL & SOUTHERN OHIO Chapter



Keys to Success

Lessons

| Culture of
_ . _ Partnership
At TriHealth, there is a strong culture of partnership
between all team members. The ability to work
successfully in complex multi-disciplinary teams by
valuing everyone’s contribution is critical to the success
our initiatives

Collaboration, on-going education, regular
communication and a spirit of true partnership with
the SNFs for improved care for our patients is
paramount

\

Keys to
Success

At TriHealth, Information System is considered
part of the care team. There is a close
relationship between IT and Clinical
Operations

/ Information
[ Systems is
part of the

Care Team

HIMSS

CENTRAL & SOUTHERN OHIO Chapter



Lessons Learned x Lessons

» Explain the why of the value of the network to the entire organization involving all
stakeholders to achieve strong results

« Continual process improvement is critical to success

* Meet in person with inpatient care management monthly for ongoing opportunities to
improve results and share wins.

* Measure and report outcomes to the entire organization monthly including wins and
opportunities to move results

* Quarterly share with each SNF/HC their performance and comparison data of the top
performers to push all SNF/HC to improve utilization and quality and have monthly
meetings to engage/ inform SNF/ HC

« Meet regularly with Preferred Providers to show successes and opportunities to
improve. This is very helpful is driving performance of our SNFs

 We realized from SNFs that we needed to do internal education about what each SNF
could/could not do. Don’t underestimate internal education needs.

CENTRAL & SOUTHERN OHIO Chapter



What’s Next

1. Align post-acute preferred provider
networks with insurance companies

2. TriHealth Senior Symposium Oct. 17
bringing together all post-acute
providers for day long education for
over 20 years

3. Work on connecting post-acute EMR-
Point Click Care to EPIC to achieve
triple aim

CENTRAL & SOUTHERN OHIO Chapter



Problem
No affiliated SNF
Population Health — VBC
Need to lower cost/improve quality

Perceived quality

Vs. Data driven quality

|

CENTRAL & SOUTHERN OHIO Chapter

Value
Reduced Readmissions
Reduced SNF Spend
Improved Quality Outcomes
Reduced cost for manual

entry




\engage

Our mission is to improve Excellence in quality, Respect for all people, Value our time, treasures and Engage our people
the health status of the safety and service. differences and talents through stewardship. and community needs to
people we serve. spiritual heritage. improve health.

o TriHealth

HIMSS

CENTRAL & SOUTHERN OHIO Chapter




