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Atrium Health ‘ 2019 Facilities & Locations
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% Managed Enterprise
AAffiliated Enterprise
+ Joint Venture Enterprise

NORTH CAROLINA

SOUTH CAROLINA

GEORGIA

CHARLOTTE
Atrium Health Anson
2. Atrium Health Cleveland
3. Atrium Health Kings Mountain
4 Atrium Health Lincoln
5. Atrium Health Pineville
6. Atrium Health Pineville Rehabilitation Hospital
7. Atrium Health Union
8. Atrium Health University City
9. Carolinas HealthCare System NorthEast
10. Carolinas HealthCare System Stanly
1. Atrium Health's Carolinas Medical Center
12. Carolinas Medical Center-Mercy
13. Carolinas Rehabilitation
14. Carolinas Rehabilitation-Mt. Holly
16. Carolinas Rehabilitation-NorthEast
16. CHS Behavioral Health-Charlotte
17. CHS Behavioral Health-Davidson
18. Levine Children's Hospital

COASTAL

19. Betty H. Cameron Women's and Children’s Hospital®

20. Columbus Regional Healthcare E‘q,vs.terﬂjk

21. New Hanover Regional Medical Center™

22. New Hanover Regional Medical Center
Behavioral Health”

23. New Hanover Regional Orthopedic Hospital®

24, New Hanover Regional Rehabilitation Hospital®

25. Pender Memorial Hospital™

26. Scotland Memorial Hospital™

27. Southeastern Regional Medical Center®

TRIAD
28. Ala
29. A

30.
31.

Health)*

WESTERN
37. St. Luke's Hospital™

LOW COUNTRY

38. Bon Secours/St. Francis Hl)spil:.-ll+
39. Mount Pleasant Hospital

40. Roper Hospital

IPSTATE
41.

42.

43. A
44,

CENTRAL

45. The Medical Center, Navicent Health

46. Medical Center of Peach County (Navicent Health)
47. Monroe County Hospital (Navicent Health)

48. Navicent Health Baldwin

49. Putnam General Hospital (Navicent Heallh)*

50. Rehabilitation Hospital, Navicent Health
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Creating Population Visibility

Healthelntent Platform

Aggregate and Create and Act and
normalize apply intelligence measure
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ldentifying Patients

Meet Joe

Highest ED utilizer in the Atrium Health System

1500+ service visits within Atrium Health

Jan — April 2018 (120 calendar days) = 104 ED
visits

Other 16 days spent inpatient or observation

ED, Inpatient, and Observation Facility Charges
from 2015-2017 = $1,570,900

YTD 2018 charges = $366,125




Understanding His Story

v  PTSD

v' Overwhelming anxiety

v' Hypochondriasis

v' Major Depressive Disorder
v Alcohol Use Disorder

Joe comes to ED because of an overwhelming
fear he will die of numerous medical ailments

He lives in his car and moves between Atrium
Health parking decks to have quick access to the
ED

Joe says that the only thing that helps him feel
normal is coming to the ED every day and having
a doctor reassure him that he will be okay
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And the Results Speak
For Themselves

85

Total enrollment of
patients in 2018







ldentifying High ED Utilization

Create visibility within
the data to identify
patients as frequent

utilizers

Define a plan to impact
each patient at their
level and connect them
to appropriate care in
order to impact their
visit volume

Understand the
underlying issues,
including social
determinants, that may
be affecting this subset
of patients to provide
them with Population
Health Management

\_ Y,
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Outcomes: 20+ Visit High ED Utilizers

(2018)

4824 fewer Visits, $16.6M Charge Reduction

ED 20+ Visit Cohort ED 20+ Visit Cohort
2018 ED Visit per Month and YTD % Reduction 2018 ED Charges per Month and YTD % Reduction
. 2017 Monthly
2017 Monthly ' 4,000 Average=53,569k
Average=995 - $3,500

$2,827K

o 53,000 $2,377K g5 o1
52,500 ‘ KS),a.MK $2,263K

' $2,257K— $2 076K §2,054K

$2,000 . $1,947K 51355"5].?513&;“1-4

Thousands

$1,500
§1,000
$500
s0
R A A N T
Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 S A W O

mmmmm Monthly ED Visit - e 017 Avg Monthly Visits —TD % Reduction mmmmm Monthly ED Charges == == == 2017 Avg Monthly Charges e YTD % Reduction
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ldentifying Multi-Visit Patients (MVPSs)

Create visibility within the data to identify
patients as frequent readmissions
(46% of all readmissions)

Define a plan to impact each patient at their
level and connect them to appropriate care
in order to impact their visit volume

Hold monthly meetings to discuss treatment
plans and interventions for those
readmitting

§%) Atrium Health




Outcomes: Multi-Visit Patients (MVPs)
(2019)

38% Reduction in
Visits
27% Reduction in
Spend

Average Length of
Stay upon
Readmission: 6 Days

2,430 Fewer Bed
Days




Focusing on Readmissions

Post Discharge Follow Up

Discharge Follow-Up

Appointment
Discharge Order Automated Scheduled and Sent to
Generated from Order for Patient Follow-Up
Acute Care Physician Scheduling (Text or RoboCall) Appointment

Status Report:
Scheduled Discharge Follow Up with PCP: 70-80%
Arrival Rate within All Risk Bands:
- 81.9% Within 30 Days of Discharge (20% Baseline)

§%) Atrium Health



Preventing Readmissions

Community
Resource Hub

Virtual
Primary Care

Management
Program

D & S A
R D

One-on-One

Transitions
Clinic

Remote
Monitoring

Complex
Chronic Clinic

Social
Isolation Pilot

Mobile
Health Units




Why Readmissions?

18 percent of Medicare patients

discharged from the hospital have
a readmission within 30 days of

discharge, accounting for $15
billion in spending.

Medicare Payment Advisory Commission. 2007. Report to the
Congress: Promoting Greater Efficiency in Medicare.

PAP (HRRP)

VBP (MSPB)

Insurance contracting
Benchmarked & Public Quality
Metric

One of most significant drivers of
higher cost (payer perspective)

§%) Atrium Health




Why Readmissions?

The Right thing to do. Better Care for Our Patients.

§%) Atrium Health



A Brief History of Atrium

Health’s Readmissions Work

.
\

Connection with
Oncology serviceline
work

N
’

The realization that

.', A CMO and CNE K . , i readmissions is too i ded 3 Established Regional
I ViOan T ] Readmissionsa | | big and complicated | E Expande strategy i CMO Readmissions
E drivenfocusto | i priority in Hospital | | forasingle group-a | | team to include i and Mortality
i provide b?tter cal.'eln i ! Engagement Network i | better approachwas | ] behavioral health | Strategy Team
1 1 1 1
i the hospltil setting | :‘ (HEN contract) | L needed ) | workgroup | T /
| 2010 2013 Dec. 2014 2017 2018
1 "
| [ I I
2012 2014 May 2015
i . 5 dixi i S ” O ---mmmmoee
: First year : Predixion went live across ; Cernerreadmission
i readmissions i the system i risk solution goes |
i becomes a QCCgoal i live in May 2017 i
i ! H
R e R / Incorporation of key |
. ® N disease-specific |

" Acute andhome ! Representation : Kick-off eventfor | updates i

1 1

: care work | i across the full i new readmissions | i

i continues with a i i continuum met; i strategystructure i Targeted ad hoc i

i siloed approach ! : making progressbut | with eight : subcommittees |

| ; it not enough } workgroups AN -
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Atrium Health Readmissions Committee Structure

Role & Responsibility:

* To set objectives for the work

* To provide feedback and direction
to Strategy Team

* To provide overall oversight and
issues resolution

Executive Committee

Role & Responsibility:
¢ To provide subject matter expertise and

Strategy Team input into development of strategy ISOC
¢ To develop recommended strategic position
Workgroups &
Readmission
| | QsocC
Home Emergenc Behavioral
SNF Rehab Acute Care gency
Health Department Health
Workgroup | Workgroup | Workgroup O | Role &Responsibility:
Workgroup Workgroup Workgroup < | ¢ To utilizestandard
Q methodology--
ege h
Transitions Workgroup 0% g Ky
> objectives
= | . 10 develop
Access Workgroup £ | recommended
Q strategic position
o |- To execute the 2015
Q k
Internal Education/Awareness Workgroup @ |
Corporate Information & Care .
. . . . Quallty Role & Responsibility:
Communications Analytics Services Management + To participate on and support

workgroup efforts
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Transitions Workgroup Example

Team Members Purpose of Workgroup

Physician Chair: « Toreduce readmissions by efficiently improving transitions
Stephanie Murphy, DO of care and specialty access across the continuum of the
Co-Chair: patient experience

Colleen Hole, RN * InScope:

Quality Lead: — Any transitions within 30 days of discharge among Home,

SNF, Rehab, Hospice and Emergency Department, including
Home Health services; this includes multiple transitions among
sites within the 30 days

— Ambulatory specialty care access
— NOTE: 80% of readmission opportunities are patients who are
discharged to home/self care and Home Health Care
* Out of Scope:
— Discharged patients < 18 years
— Behavioral Health access
— Primary Care follow-up access

Danielle Kendall

§%) Atrium Health



Collaboration Prevents ED Visits

and Readmissions

* Newly diagnosed heart failure patient
referred to home health post-hospital stay

* Home health nurse notified MD of 10lb weight
gain and shortness of breath

* MD ordered additional 80mg dose of IV
Lasix, not available in local pharmacies.

« Home health reached out to transitions
partners paramedicine program

« Paramedics made home visit, administered
IV Lasix and handed patient back off to home
health for ongoing monitoring

§%) Atrium Health
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Transition Services Clinic

« Multidisciplinary Approach to Care - Beyond Traditional Medical Office
Visits, an Integrated Practice Unit

1. Discover the root cause for the patient's failure in our current healthcare
system
2. Support/Alleviate those causes
3. Disease state management and education
4. Management of complications and subacute needs/medical comorbidities in a
p ro- aCtive Way Atrium Health's Transition Services
5. Behavioral Health and Palliative Care Collaboration/Support Ciinic Attendance in 2018
« Unique Care Delivery Model ) i 990
1. In office visits
: . 2,608
2. Virtual Visits CE e
3. Community Paramedicine Support Pt at high nck for reacmssions o
aatt's o i o icrerge, afe wich ey
* Rooted in Research and Quality o conacoy apart ravgar o2 g
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Transition Services Clinic Data Use

» Use of Big Data at the Inception:
 Patient Selection predicated on validated readmission risk factors:
» > 4 Inpatient encounter in 6 months
« > 10 chronic medications
« > 4 ED visits in 6 months
« > 15 Medical Problems
* Predixion Risk Score > 0.8

» Must stay true to patient selection to target resources to appropriate patients
and support ROIl/accurately measure success
« Continued Use of Data:
» Cerner Risk Score
* New Patient Populations requiring support
» Maintenance of impact

§%) Atrium Health



Utilization of People

« Medical Provider

« Community Paramedicine
* Pharmacist

« Care Manager RN
 Referral Coordinator

- Palliative Medicine
 Social Worker

« Health Advocacy

 Behavioral Health S ,
Y%) Atrium Health



Transition Services Clinic Process

» High risk patients receive a referral to transition services either by inpatient
provider or automated by embedded tool in EMR

 Patient is met in the hospital by Care Manager RN/Navigator

» Referral visits occur in the clinic or at home within 72 hours of discharge
» Telemedicine
« Community Paramedic

» Screening with the PHQ-9 test for behavioral health needs
« Virtual Behavioral Health Integration availability

« Comprehensive medication review by pharmacist

» Addressing social determinants of health
« Community resources
« Address emotional needs
» Access to support resources: walkers, shower chairs, etc
» Transportation services: Uber, Lyft, public transportation,

§%) Atrium Health



Utilization of Process

* Patient centered focus i
Needs of Each Patient
» Expanding the boundaries of care “\‘»

* Integrated approach \ [

(25

Patient educati o 1 [EseH m"‘
« Patient education e R

Y/

3

* Virtual Visits

- In-office and in-home therapies i

Integrated Approach to Care

Helps Patients
Overcome Barriers to Care

>

§%) Atrium Health



Utilization of Health IT

* Transition of Care order form and workflows within the EHR
« Utilization of virtual care
* Predictive Models for Readmission

¢ Healthelntent Platform = digital communication SECUPI}U

—wzeeinformation
s teohnologu=

* Analytics management = Gomputer

o

—
()

§%) Atrium Health



Transition of Care Referral
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Transition Clinic Referral

Provider Group Patient List

*Provider Groups [CHS Tra
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Provider Group Patient List

LecIMF: 814: 61

*Provider Groups [CHS Tran| | - [ Chotiner Family Health Care a e N . Faimdr, o oR—
[l Encounter Types [l Chowan Hospital Fam Prac
] Medical Services [l Chowan Hospital Family Practice Group
[l Locations [l Christenbury Eye Center
] Time Criteria [l Christie Pediatrics [ ——
1 Chrictanharcan Famih: Madicine e

] Admissian Criteria
[ Dise Provider Group Patient List

Cluze

] *Provider Groups [CHS Trai -] Hospice -
Encounter Types [IP - i
LI Medical services
- [ Locations Patient List
] Time Criteria -~ C]1PD - Inpatient Detox

] Admission Criteria
[l Discharged Criteria

Use Best Encounter
[ O
Enter
CHS”
] 1

- C]1PF - First Step Inpatient

-~ C]1PH - Inpatient Mt Holly

-~ C]IPM - Inpatient NE

-~ C]1PP - Inpatient Psych

- C]IPR - Inpatient Rehab

.. [C]1PS - Inpatient Skilled Mursing
-~ [C]154 - Inpatient Substance Use
-~ C]IVS - Infusion Series

- C] KDS - Dialysis Series

- C]LCI Patient Navigation
~[CJLTC - Leng Term Care

m

Enter a name for the list: (Limited to 50 characters)

CHS Transition Services

[ Bak | Met | [ Finisn

] [ cancel
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‘ zzEPACT Dummy Org | 5NM 5 Nerth | ED BH Union | 3MF Medical Unit, PAF PACU | 10EC SPCU, 10TC Med Surg ‘ CHS Transition Services

All Patients - CHS Transition Services

[Location [ooB [age [sex [MRN  [Attending Physician [Admit Date/Time
SNM 5104 01 7/23/1984 33 years Female 0010970574 CALDWELL, WILLAM M MD  1/31/2018 8:25 AM EST
QINN100 12 1/13/1987 31years Male 0000723576 WYMAN , ANDREW JAMES MD 8/27/2017 12:52 AM EDT
TIC10922 01 9/14/1541 76 years Female 0002770632 CAKIR , BERIL MD 9/13/2017 6:58 PM EDT
CUN DocNsg Unit 02102 1/24/1964 54 years Female 988776533 TEST, CMC MD 4/11/2018 1:47 PM EDT
CUNDocNsgUNit02101  1/1/1985 30 years Male 24 TEST, BETH TEST MD. 4/11/2018 8:05 AM EDT

ZCHARCA, RHDLIVVPD aTC4gi301 9/25/975 42 years Female 0002830551 MEHTA., ALPA A MD 9/12/2017 3:37 PM EDT
CLARITY, SEPSIS SNM 5103 01 12/17/1974 43 years Female 0010951308 UPDAW T, ROBERT JAMES MD 10/4/2017 9:23 AM EDT

ZZPTEST, DISCHARGE PLANNINGINFANT CLIN Doc Nsg Unit 021 4/7/2018 10 days Male 9949484548 TEST, CMC MD 4/11/2018 1:56 PM EDT

ZZIPTEST, CRYSTAL DKA CUNDocNsgUnit02)  2A2/1974 44 years Female 810 TEST, MD FOUR 4/9/2015 4:19 P EDT

Z72CTEST, FRUOLES CLIN Doc Nsg Unit 1111960 S8yearsMale 45564 TEST, BETHTEST MD 4/9/2018 10:34 AM EDT

TEST, EB 3IMF 0314 01 12/1/1949 68 years Male 0000600571 WALKER , GENA MD 2/27/2018 2:44 PM EST
UCTEST, MOTHER zzMaternity Tracker Default 3/3/1990 28 years Female 765

Note[Opt Out/Name
RXCTEST, BOTESTWO

% IBAMRXCLY, LDAQS ACVT

& RCEVIT, TURRBY F
ZZPTEST, DISCHARGE PLANADULT
REGRESSION, QRDERSDOC APRIL

ODREIYD, FSTVL QIN N100 03 1/30/2002 16 years Male 0001856948 WOODSON, JAMES VMD  8/25/2017 7:00 PM EDT
& WWFCEVLFTDAQXQTQH, DONTPXVO  ZZPowerPlan ZZ01 01 1/1/1950 68 years Male 0000000100 TEST, BETH TEST MD 4/19/2012 11:01 AM EDT|
PENDING, APPROVAL 5NM 5107 01 7/30/1971 46 years Female 0010951269 WALKER , GENA MD 9/23/2017 10:26 AM EDT|
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Readmission Predictive Modeling

Atrium Health's Transition Services
Clinic Attendance in 2018

- = 990

Patient
Enrcliments

2,608

Total
Encounters

Fatients at high risk for madmissions are
identified by an embedaed risk modsl in Afrium
Health's EHR prior to discharge, affer which they
are comtacted Dy a patient navigator to set up an
appointment with the transition senvices clinic.
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Virtual Care
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Data Chart Book Highlights Trends

and Opportunity

2015 Metro Readmission Dx Groupings

98.99% 99.95% 100.00%
96.43% 97-80%
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Readmission Rate by Day of Discharge

Alamance Regional Medical Center |
AnMed Health Medical Center
Annie Penn Hospital

Anson Community Hospital
8on Secours St.Francis Hospita!
Cannon Memorial Hospital
Carolinas Medical Center

CHS Biue Ridge

CHS Cleveland

CHS Kings Mountain

CHS Lincoln
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elf Service Dashboards and

Visualization Tools

Tracking Board = IPReadmRate Index DeepDive | Readm DeepDive = OBS | Download Readmission Detail
to December Skilled Nursing Facility Readmission O/E Map by Facility

= . HIIN CHS 2018 COPD Readmission
Choose Faciity:  MOSP' | Choose sNF: (A1) ~| Readmission OF Fiter: ' 2% Number of Patients Filter:  *
- INavigation: Goto O/E Tracking Board @  Goto Inpatient Readm Rate Trend © Go o Index Visit DeepDive @  Go 10 OBS Readm ©
o
5 SNFO30 Readmission Details
» # of COPD #Readmissions  Readmission Rate
# Discharges
R 20574 3,334 16.45%
s Tioas Krame Facaity Orolp Facility Name Readmission Metric
SNFOO3 Hozpasiz 2 i - 1CC Same Faciity 30- -
Swrors SOt SNFO4T a GCC Same Faciity 30-Day
SNFO22 Readmission Length of Stay Readmission Discharge Status (vs. Index)
suF2s g " %
/ (s . OccROis Stws Index Dachrg Status of Total
i Home! Self Care s
105 patients were discharged from HOSPO1to | snFoss J - 2
PR kil SNFO26 ¢ ~ g
in 2016 January to December = - 4
8 of them were readmitted, : 3
Readmission O/E: 0.536 .
/, Readmission Rate: 7.62% I Home Heskih Care
AN o | -

Top 10 Readmission Reasons
Cumulstive  Days to Readmission
0B CHR BRNC W ACT EXA (Begin 1991)
AC AND CHR RESP FAILURE (Begin 1908)

085 CHR BRONC W AC BRONC (Begin 2006
swross | sepncemanos
|| swros7 — ACUTE ON CHRONIC DIASTOLIC HEART FAILR (@
\ R PNEUMONA. ORGANISM NOS
| = Vo ki ot
\ B HYPER HRT/REN NOS W CHF (Begin 1989)
HYPERTEN HEART DIS W CHF 64

SNF/Acute dashboard allows for either a SNF COPD dashboard provides a comprehensive
or acute facility centric view of readmissions. view of the COPD readmissions.
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Analytics to Drive Improvement

Access to
Access

Management Pilot

VIRTUAL
HANDOFFS from
Acute Care to
Skilled Nursing
Facilities

Impact of TCM
Calis on
Readmissions

Advanced
lliness
Management

Impact of Post
Hospital Follow Up
on Readmissions

Home Health

\ Telemonitor
Program
0-35,and7 \

ANNUAL

Readmissions Day

Analysis and s /
Impact of Chart Book Readmissions iy

PALLIATIVE Rehab / Readmissions
CARE Readmission " by Provider
Risk Models

Consults Type

Sepsis and
’ Infected
. Readmissions

MONDAY
Discharges
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Atrium Health & Metro Acute Care
Unplanned Readmissions O/E

System and National Benchmark Performance

1.10

1.00 - National Average
m o — e —— T T—— ~ AH Regional Group
O 0.90 ~
= S~ Atrium Health
g7
g AH Metro Group
B 9807 National Top Quartile
i

0.70

0.60 \/\—— National Top Decile

I [ I I I
2014 2015 2016 2017 2018 YTD

Jan 2018 - Aug 2018

« Usesthe 2017 O/E Q? Atrium Health

¢ |CD-10 Transition October 1, 2015



COPD Readmission Trend — Yearly

Metro COPD Readmission Rate Yearly Trend
20%

Metro COPD Readmission Rate &
Yearly Percent Change

Readmission | Yearly %

b
[w]
0

Rate

-
(=)
NG
o~

14.65%

” 13.89% 13.68% 13.59%

2014  14.65% - '
\ 2015  13.89% 5.19%3

s

30-Day Readmission Rate

12%
ik osse 2016 13.68% 1.51%
2014 2015 2016 2017 2018 ﬂ
2018 10.55% 22.37%
(Jan—

Jul)

Reference for national benchmark performance: Truven Health; 100 Top Hospitals, 2018 A National Benchmarks
Report; https://truvenhealth.com/Portals/0/assets/2018 National Sample Report 022618.pdf
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HF Readmission Trend — Yearly

Metro HF Readmission Rate &

22% Yearly Percent Change

]
]

[s]

Readmission | Yearly %

5 18%
%15% 15.64% 15.49% 2014 15.64% - ﬂ
faf 14.86%
" N 2015 15.49% 0.96% |
13.53% 2016 14.86% 4.07% 1
% 04 2015 2016 2017 2018 2017 13.88% 6.59% ﬂ
Year
2018 13.53% 2.52%
(Jan—
Jul)

Source for national benchmark performance: Truven Health; 100 Top Hospitals, 2018 A National Benchmarks Report;
https://truvenhealth.com/Portals/0/assets/2018 National Sample Report 022618.pdf
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Solid Tumor Readmission O/E

System Wide Solid Tumor Readmission O/E

System Wide Solid Tumor

1.2 Readmission O/E & Yearly %
1.01 Change
o 7 Readmission | Yearly %
CZ) 0.8
E 0.6
< 2016 1.01 -
z 04 1
2 2017 0.92 8.91%
0.2
. 2018 0.81 11.96%
2016 2017 2018 YTD
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Oncology: Malignant Hematology
Yearly

System Wide Malignant Hematology Readmission O/E System Wide Malignant
Hematology Readmission O/E &
Yearly % Change

L 0.97 0.96 0.8 Readmission | Yearly %
§ - O/E Change
G 0.8
5 06 2016 0.97 -
<
T 04
g 2017 0.96 1.03% ﬂ
R 0.2

0 2018 0.88 8.33%

2016 2017 2018 YTD

*Numbers are pulled from Premier using Primary and Secondary Diagnosis Q.? Atrium Health



Oncology: Sickle Cell - yearly

System Wide Sickle Cell Readmission O/E System Wide Sickle Cell

Readmission O/E & Yearly %
Change

1.2

1.06
W 1 Ngo Readmission | Yearly %
I5) O/E Change
5 0.8 \72
= 06 2016 1.06 -
5
< 04 2017 0.90 15.09%.]
2
" 02 2018 0.72 20.00%+

YTD

2016 2017 2018

*Numbers are pulled from Premier using all SCD Diagnosis Q.? Atrium Health



Sickle Cell and the Transition

Services Clinic

LEVINE CANCER INSTITUTE
&

Atrium Health

Sickle Cell Disease — Bridging the Gap Post

Discharge

Atrium Health- Main

Levine Cancer Institute Sickle Cell Enterprise and CHG Transition Clinic

Introduction Project Goals Results and Outcomes

+Sickle cell Disease (SCO) s 3 genetic blood diceder; it
irmarily affects persans of African descent. About 100,000
Americans are affected by SCO. 1,400 adubs and 400
Mmmmmutmmhmm
canses frequent Urpredictatile severs pain episodes
adamdmngemmpleu-gam Jeaking to ey desth and
SCD and a frequent catse of scuse care uilization.
adirissians and readmissions are very high for
SCO. There ane 60,000 admissions/ysar in the IS, 80% of
admissions ane related (o acute pain
Qmsal mmamﬁmm&muﬁm

incresrsed admission rases (Cronin B, Hankine JS, Byed
. Hematology. 2018 Dec; 24{1):185-158)

+The Aerage lifetime cost of cars for an individual ring
with SCD ie ~ $450,151 and incresses with age. 80-00%
which is

d‘m\pumiymwunmmmwe

as mast patients ane either insured

uninsured. {Kauf TL, Costes TD, Hmzhanal A

Hematol 2009 Jur; 83(6/325-327).

oA Adriaires Heslth's CIC-Main campus, e average ackit

SHEELT e BN el
rescdmission rate of 36 2% (2012-

ma;m.‘gmmmmmnm

Iyear posterids increased risk of early deah (NHLBI Expert

“The CHE - SC0 Transition Clink was estasished 1o
provide promat culpt folkiw-up far indwiduais wilh SCOWER
a senfinel admisian. We hypothacized that patientc witn
8CD who were cean by a provider at CHE Transition
program within 72 hre. of disshargs would sxperisnos &
20% reduntion In thair 14-day snd 19.day

«Caurmently, there: have besn oves T patients with SC0
whe have been Saltowerd i cur CHG - SCD T.-.mum
Clinic. By Decamber 31, 2018 the ;

~Calabaraion is erfical to susoess of this program
“SED paterts respend bt 10 pecple they krvaw and

SCO at Mriun Health Main reduced fram 23.7% r.l.mng
2017 % ISZ% This Eulesenlada 35.5% reduction in

rates, rculting In Improved quality of ifs, reduced
martaiity, and Improved patient experience.

Bchay rates, far
gl of a 2% redhuction.

Carolinas Medical Center Sickle Cell Disease Readmission Rate

af heathizare, Ths, leveraging the
commurilty-based arganization (CBO) was a vital part
of engaging patients to paricipate in the TC program.
~Awareniess of the rogram was inisilly sk, Actions
et takien t axhvttien the sances highlighting
benefits specific ta SCD (sconsr appoinimens,
rmeadication refill, aveiding rebun ED visibs),

“Histerically, SCD management has been the ssh
resgersibity of the SCO provideriesgert wit ro

e pimary care ar poat-

chischarge. As pecpile vith sickle ol cisearse are Ihing
lenges, over B0% are 18 and aidar and will recuins
inter-dieciplinary care,

“Limitaticers 1 accessisppily of SO0 experts avaiabie
tey manaage this valume of patients without collaboration
with primiary care pravidens. drive the new medsl.
<Thiis i the first known prograe of its kind, with
intentional collaboration between sickle cell providers
and hosgitalists to provide coordinated and timely
el L T this populatizn
<Thiis i ke the frst peramadicing program that has
bean leveraged to ensure optimal post-scute care for
sickle cel popaton.
*This partnership increasses sccess to cans, to nclde
beshavioral health, sosial work, phamacy serices, and
case management. By having tmely post discharge

Currently, there have
been over 39 patients
with SCD who have been
followed in our CHG —
SCD Transition Clinic. By
December 31, 2018 the
readmission rate for SCD
at Atrium Health Main
reduced from 23.7%

7%
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ervesall opinid use for patients is reduced.

Contact Info

during 2017 to 15.27%.
This represented a 35.5%
reduction in 30-day
readmission rates, far
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| essons Learned

« Analytically-driven, personalized care delivers value

 |dentify the high-risk patients early and begin their
transition upon or prior to admission

* Uncover issues that lead to failed outpatient
management

 |dentify and care for the patient’s subacute clinical
needs

 Empower the patient to self-manage their health
needs

§%) Atrium Health



Success Factors

« Senior leadership

* Physician leadership with operations
* Quality support

* Engagement of the full continuum

« Data and analytics

* Visibility

§%) Atrium Health



In Summary

* Local Problem - close the gaps in care to reduce readmission rates.

* Design and Implementation - The goal to reduce readmissions focused
on a multifactorial approach which required people, process, integrated
technologies, and eventually “big data” for risk stratification and predictive

analytics

 Healthcare IT — Order forms and workflows within the EHR, virtual care,

predictive models, data and analytics.
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In Summary - Outcomes

BECKER'S
Clinical Leadership & Infection Control

How Atrium Health sustains a 4% reduction in
readmissions annually

Mackenzie Bean - Thursday, December 13th, 2018 Print | Email

@ soase ] 6 ovro]

Charlotte, N.C.-based Atrium Health has seen significant improvements in readmission rates since
implementing a new population health model, among other strategic initiatives, the hospital told Becker's via
email.

As part of its efforts to reduce readmissions, Atrium Health launched a population health model called
Transition Services in 2015. The model offers recently discharged patients access to an entire care team
either at Atrium Health's transition clinic or in their own homes. The care team includes physicians,
pharmacists, care manager nurses and social workers who are available to patients in the month after a
discharge.

Atrium Health also relies on physician-led work groups, committees and its data analytics department to
collaboratively identify the causes of unplanned readmissions and implement targeted interventions.

Since implementing these strategic initiatives, the health system has seen a 4 to 6 percent reduction in
readmissions annually. Patients participating in Transition Services also demonstrated a 35 percent
reduction in readmission rates compared to those receiving typical post-discharge care.

>
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In Summary - Outcomes

KEY TAKEAWAYS
Challenges

» Gaps in care between discharge and
ambulatory care appointments resulted
in readmissions, especially for medically
complex patients

Solutions

* One of Atrium Health's readmissions
work groups lobbied for the implementa-
tion of a transition services clinic

» Patients at high risk for readmission are
referred to an in-person or telemedicine
clinic appointment, during which they are
assessed by a pharmacist and physician
and referred to a social worker who
helps with social needs

* Providers and patient navigators utilize an
opt-in approach and see patients quickly
after discharge to ensure engagement

— Part of
{ i RESOURCES
GROUP

Healthcare Business Insights

COST & QUALITY ACADEMY e FEBRUARY 2019 e FEATURE 1

BEST PRACTICE SPOTLIGHT

Transition Services Clinic Can Address Social
Determinants and Reduce Readmissions

Results

* There was a 35% reduction in readmis-

sions for patients who engaged with the
transition services team
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In Summary - Outcomes

DEE@R'EA S NG

PATIENT READMISSION RATES
)

e -

{ %

S N

*From 2016 to 2017, the readmission rate for CHF patients
at NHRMC dropped from 21.2% to 18.6%.

§%) Atrium Health



In Summary - Outcomes

LEVINE CANCER INSTITUTE
&

Atrium Health

Sickle Cell Disease — Bridging the Gap Post

Discharge

Atrium Health- Main

Levine Cancer Institute Sickle Cell Enterprise and CHG Transition Clinic

Introduction Project Goals Results and Outcomes
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Americans are affected by SCO. 1,400 adubs and 400
Mmmmmutmmhmm
canses frequent Urpredictatile severs pain episodes
adamdmngemmpleu-gam Jeaking to ey desth and
SCD and a frequent catse of scuse care uilization.
adirissians and readmissions are very high for
SCO. There ane 60,000 admissions/ysar in the IS, 80% of
admissions ane related (o acute pain
Qmsal mmamﬁmm&muﬁm

incresrsed admission rases (Cronin B, Hankine JS, Byed
. Hematology. 2018 Dec; 24{1):185-158)

+The Aerage lifetime cost of cars for an individual ring
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“The CHE - SC0 Transition Clink was estasished 1o
provide promat culpt folkiw-up far indwiduais wilh SCOWER
a senfinel admisian. We hypothacized that patientc witn
8CD who were cean by a provider at CHE Transition
program within 72 hre. of disshargs would sxperisnos &
20% reduntion In thair 14-day snd 19.day

«Caurmently, there: have besn oves T patients with SC0
whe have been Saltowerd i cur CHG - SCD T.-.mum
Clinic. By Decamber 31, 2018 the ;

~Calabaraion is erfical to susoess of this program
“SED paterts respend bt 10 pecple they krvaw and

SCO at Mriun Health Main reduced fram 23.7% r.l.mng
2017 % ISZ% This Eulesenlada 35.5% reduction in

rates, rculting In Improved quality of ifs, reduced
martaiity, and Improved patient experience.

Bchay rates, far
gl of a 2% redhuction.

Carolinas Medical Center Sickle Cell Disease Readmission Rate
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divickials with mmummﬁnm
pmuyamiomm

within 7 dtys presenting with rases, vorniting, diamhes, law-grade fever, peneraized pain and

iitakility) coreistent with opicid withcrawal syndrame, precipiteted by abrupt discontinuation of apicids Tollowing
contirmiiis Lse of IV ooioit: to manage an acute pain crisis. These cases were deemed unlikely to be fram a

seasonal viral syrdrame.

wih camman theead amang all cases was & regcet by the patient that ° /20 Out of my medication...they dinthave
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Improvement Process

i revieiverd several inde cases of yeartound “cyclic withdrawal ater a praorged admission (promps

af heathizare, Ths, leveraging the
commurilty-based arganization (CBO) was a vital part
of engaging patients to paricipate in the TC program.
~Awareniess of the rogram was inisilly sk, Actions
et takien t axhvttien the sances highlighting
benefits specific ta SCD (sconsr appoinimens,
rmeadication refill, aveiding rebun ED visibs),
“Histerically, SCD management has been the ssh
resgersibity of the SCO provideriesgert wit ro
e pimary care ar poat-

chischarge. As pecpile vith sickle ol cisearse are Ihing
lenges, over B0% are 18 and aidar and will recuins
inter-dieciplinary care,

“Limitaticers 1 accessisppily of SO0 experts avaiabie
tey manaage this valume of patients without collaboration
with primiary care pravidens. drive the new medsl.

<Thiis i the first known prograe of its kind, with
intentional collaboration between sickle cell providers
and hosgitalists to provide coordinated and timely
el L T this populatizn

<Thiis i ke the frst peramadicing program that has
bean leveraged to ensure optimal post-scute care for
sickle cel popaton.

*This partnership increasses sccess to cans, to nclde
beshavioral health, sosial work, phamacy serices, and
case management. By having tmely post discharge
el and subsecuent reduction in reackmissicn,
overall epitid uss for patients is reduced.
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Currently, there have
been over 39 patients
with SCD who have been
followed in our CHG -
SCD Transition Clinic. By
December 31, 2018 the
readmission rate for SCD
at Atrium Health Main
reduced from 23.7%
during 2017 to 15.27%.
This represented a 35.5%
reduction in 30-day
readmission rates, far
exceeding our proposed
goal of a 20% reduction.
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Roles & Responsibilities
Workgroup Members

* Co-Chair: Clinical Ops Leader Chair: Physician Leader

» Responsible and accountable for  Leads the group to achieve
Implementation of agreed upon successful outcomes and attain
interventions established goals

 Assists in determining the feasibility of « Champions the message to obtain
proposed interventions buy-in & engagement from

* |dentifies operational resources required providers and other key leaders
to implement interventions  Attends team meetings and actively

- Attends team meetings and actively engages in sub-committee work

engages in sub-committee work » Ensures all team members have

« Seeks opportunities for synergy and Input into efforts

collaboration with existing work « Seeks opportunities for synergy and
collaboration with existing work



Roles & Responsibilities
Workgroup Members

* Quality Leader

Identifies opportunities and best practices in
assigned area

Incorporates identified opportunities into
improvement work and leverages quality
resources to support interventions

Gathers and analyzes pertinent data

Serves as key liaison between readmission
sub-committees and other related initiatives
across CHS

Attends team meetings and actively
engages in sub-committee work

Seeks opportunities for synergy and
collaboration with existing work

Provides team facilitation (may delegate
facilitation support to a member of his/her
team)

Team Member

 Attends team meetings and actively
engages in sub-committee work

» Provides thought leadership as
appropriate for his/her area of
expertise

» Champions the message to obtain
buy-in and gain support from peers

» As appropriate, provides support for
Implementation of interventions



Roles & Responsibilities
Workgroup Members

Executive Committee Member

Assigned as Executive Sponsor to a workgroup
Hold a quick, virtual, touch base call or meeting 2x/month with assigned workgroup

Toserve as the integration/coordination of clinical and oEerationaI input to strategic
development and execution for CHS Readmissions wor

Toserve as a repository of data and activity around readmissions work across the
System

Tounderstand the variability and create standardization

To set objectives for the 2015 and 2016 work

To provide feedback and direction to the Strategy Team

To provide overall oversight and issues resolution to ensure successful outcomes

To provide guidance, education and communication to CHS leaders regarding
Readmissions strategies

To advocate for appropriate resources and ensure the work remains a priority focus

Tofocus the organized work in the Metro region and share learnings as rapidly as
possible and promulgate single unified enterprise thinking throughout the CHS clinical
enterprise



Transition of Care Workflow
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AIMING TO IMPROVE READMISSIONS THROUGH INTEGRATED HOSPITAL TRANSITIONS (AIRTIGHT):
A PRAGMATIC RANDOMIZED CONTROLLED TRIAL
| Whitney Rossman, M53 | Charity G Moore, PhD, MSPH* | Stephanie Murphy, DO

Stephannie McCall' | Ryan Anthony Brown, MD' | Shannon Carpenter' | Scott Rissmiller, MD' | Scott Furney, MD?

'Carolinas Hospitalist Group, Atrium Health | *Department Internal Medicine, Atrium Health | *Center for Outcomes Research and Evaluation, Atrium Health | *University of Pitisburgh [

TABLE 1: Transition Services’ Program Components
Aligned with Current Recommendations®

FIGURE 1: Study Design and Patient Flow
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