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L) TriHealth At A Glance

e Four acute-care hospitals with 900 adult-
staffed beds

e One short-stay surgical hospital

e Three free-standing outpatient surgery
centers

e (Over 140 outpatient service locations
e (Over 150 physician practice locations
e Over 850 employed physicians

e (Over 1,800 physicians on medical staff

e Over 12.000 emplovees
S S . THeclth [
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TriHealth Awards for (linical Quality-

A" Technical Excellence and Employee
Engagement

HIMSS Analytics

Healthcare Information and Management System Society (HIMSS) Analytics
Electronic Medical Record (EHR) Adoption Model Stage 7 Awarded to TriHealth

July 2014

STAGE

TriHealth successfully recertified as HIMSS Stage 7 in December 2017

! TrHealth




Advanced Quality Outcomes

Presented by:

Lori Baker. MSOL-. MSW-. LSW

Director Senior Services and Post-Acute
Network

Martha Tillson. R.N.. BSN. Manager
Application Solution (Center

Barb Dama R-N.-. BSN Nurse Liaison for ﬂ

Post Acute




Local Problem

Problem

Over 125 SNF in Cinti market, TriHealth does not
own any SNF

Collaborate with highest quality local SNF to
achieve triple aim

Capture data was manual in the beginning which
was time consuming




ar Local Problem et

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




45 Where We Started o

Problem

Jan -Dec 2015

D Bcharges o

Prefenred Provders unknow n

PostAcute Spend $703/m em ber

SNF Expenditure &3 17 575000 00
FTE Expense $31250

— 4y THealth _




Slide 8

DLS1 Update Colorectal as the Perferred Service Line to font 26 to match the other heading.
Smith, Diana (Trihealth), 7/22/2018



What is TriHealth Advanced ?

muality Qutcomes Program (AQQ0) pesign

ARQ0 measures quality in post-acute for the management
and determination of the preferred provider network that
i1s based on objective quality data by:

vMonthly onsite contact with SNF and Educational Programming
to share best practice every k-9 weeks- attended by nursing
leaders at SNF. Video-taped for education of all team members
d SNF

v0pen 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

vDocumentation within EPIC of quality metrics by disease for

all patients discharged from TriHealth to SNF or H
4 THealth




Workflow and Solution Design O

(s Multi-disciplinary Guiding principles to DESIgI’I
leverage core
team leverage
systems

physician leadership
team

e Matrixed
partnership with
clear goals and
objectives for the
program

e Standardized
documentation

¢ Scalable architecture

* Discrete data for
reporting quality
and compliance

N

Governance Solution Design J

[

—

. Barriers and )
Implementation
Challenges

* Logistics Legal barriers:

* Training and HIPPA requirements
support * High turnover at

e Report cards for SNFs
communicating e Connectivity to TH
performance EMR

J

! TiHealth ENEEN




Importance of Team 1in Decision ?
u I”Iaking Design

e TriHealth Physician A
Hospital
Organization- value

driven organization
committed to providing
high quality, cost effective

POSt-ACUte health services

/- Health Network

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

Physician

: Advanced
o Executive : J
) Quality
Leadership
Outcomes
lze g Team
¥

N

Information Care
Systems Management

~

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

N | THoalth [




C

Intended Project Outcomes g

Design

e ITncrease communication with SNFs and Home
Care partners

e Increase documentation compliance

e Decrease readmissions from SNFs

e Improve utilization of preferred partners
who demonstrate better quality outcomes

e Tncrease shared savings

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

I | TiHealth [




Process for Workflow Developm ?
” Design

. .. Create . Determine
Review existing | | : Create discrete :
: mechanism to ! mechanism for
workflows with : . documentation :
restrict patient login to TH
SME tools

access Epic

Workgroup utilized to:
e \Validate content

Review and approve workflows

Establish metrics of success

Communication of workflow and expectations to
SNF
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Clinical Workflow
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Clinical Workflow -

e Planning Review - Discharge Planning

Time taken: | 1120 T222ma

B Values By = Create Note

~ Discharge Planning

Type of Home [House ] Apartment [Jcondo/Townhome  []Mobile Home « ECF/LTC
[Jindependent Livin.. [ ]Homeless [ Group Home [Hotel [JAcute Rehab

@ Discharge Planning Assessment; Patient's Residence

Has Patient Resided }¥es || Mo
in ECF, LTAC, SNF,
Nursing Home or
Rehab Hospital in
Past 3 Months?

@ Discharge Planning Assessment

Provider Finder

Search by name ‘ ‘Near City, State, ZIP or Keyword Search
Filter by Y~ Clear Most relevant matches on top ~  Selections (1) Clear
Favorite AdCare Hearth and Care 238 South Washington Street - Adena Greenfield X

My favorites Intermediate Care, Skilled Nursing Greenfield OH 45123 Ve ena Greentie

G| Area Medical Center

Alois Alzheimer Center
. Assisted Living, Intermediate Care

Provided Service
+Add

|
[&]) 350 Mirabeau Street
Greenfield OH 45123

G

70 Damon Road
Cincinnati OH 45218

Alterra Sterling House
Assisted Living

\  Anderson Nursing and Rehabilitation
I—l Intermediate Care, Skilled Nursing

(ac) Arden Courts of Anderson
\_ -I-%l Assisted Living

Arden Courts of Kenwood
Assisted Living

Arlington Pointe
Assisted Living

Astoria Place of Cincinnati
Intermediate Care, Skilled Nursing

, Astoria Place of Silverton
IT| Intermediate Care, Skilled Nursing
)

o Chact Ton

1132 Springfield Pike
Cincinnati OH 45246

8139 Beechmont Avenue
Cincinnati OH 45255

6870 Clough Pike
Cincinnati OH 45244

4580 East Galbraith Road
Cincinnati OH 45236

4900 Hendrickson Road
Middletown OH 45044

3627 Harvey Avenue
Cincinnati OH 45229

6922 Ohio Avenue

Cincinnati OH 45236

" Accept ¥ Cancel

Social Worker/Care M

IT Tools

Discharged from

Hospital to SNF

SNF Logs into TH
Epic

Reporting
Workbench
Report

Create SNF
Encounter

Flowsheet
Documentation

Reporting Tools

! TiHealth ENEEH




IT Helps Make
L Documentation as easy

as l.c.3.. oo N

#2 Locate DRG specific assessment

IT Tools

#1 Log into TH EMR

SNF Logs into TH
Clinicals Epic
o e Zatest, Pationt E M N ==
Usir 8
1 i — Assessments Reporting
']]I Pasawart: Clinical Review
/ - Workbench
E Eare Minmgeatans The following assessments have been assigned to you for this patient. Please select an assessment to complete,
n Report
F IA"""“'"“ + New/Modify 12 View Assessment History P
] Patient Profile ssessment Most Recent Completion
Referrals/Claims L b S 02/01/2018 1223 PM
” Sehadiling AQO Home Health Care ONLY No recent completions Create SNF
faseing AQO Infectious Disease SNF 02/01/2018 12:23 PM Encounter

AQO Orthopedic SNF No recent completions

AQO Other Patient SNF No recent completions

AQO Pulmenary SNF Ne recent completions
Flowsheet
Documentation

. e gewm poe  smewses Cer = s — [E—

Reporting Tools

Assessments Complete Assessment T SR

L Aco = Home
Patierts hospital ©5h fumber (=]

1% Patens skillec vem P, ot A [ETSpE— T

1 Protite Admission date to SroF ==

SimACEa Cruscharge date from SF (acst comened dayd — =

Scheduting Friymicisn MEme i Groun ot S SaD.

! TrHealth




Clinical Workflow - Skilled Nursing Faci

ar - — IT Tools

e ‘ Solution design:
Social Worker

selected facility

at discharge
establishing SNF Logsinto TH
patient
ﬁmem = —— relationship Reporting

238 South Washington Strest
Greenfield OH 45123

Adena Greenfield X

i Provided Service
+adn

70 Damon Road

Discharged from
Hospital to SNF

Workbench

Report

;“‘/ My Favorite Reports [¥ Open results im
_ You have no favarite 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
°

x e Reporting workbench GG
A I Encounter
A °
= report is SNF
= ) h ome p a g e Flowsheet

e Report generates Documentation

patient list based

on facilities
selected at
RN discharge

FT—— p——— \ r_fﬁTUFTUﬁ_tU_HTﬁNN__——
Repor requlirement«to Fiished At =

7 Chesterwood Discharged Patients(TH CHE SNF) 031712016 354 PM

Valid unil 031712016 4:24 Pl res t r i C t p aI;'E”‘Si en t S
! TiHealth ENEEE
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Clinical Workflow - Skilled Nursing Faci

ar IT Tools

B d@lh'R's Bl My Reports
Ig.f e Select the EPIC button at the top Discharged from

C IE_cu:a.n_ . Hospital to SNF
Scheduling L Encounter |eft Corner>m
ReaneT e, : Care>Encounter
Tools » | BB patient Lists I SNF Logs into TH
Help P Sign My visits Epic
Fersonalize »
Change Context. ..
E Secure Encounter Selection for Purple,Lilly - - | B | Reporting
SR Log Out Selected record: PURPLE,LILLY :?':‘:emh
W- Exit Contact Date Contact Type Provider Department Status g
03/05/2015 L&D/0B Namaky, Devin D, MD GS09FG L&D Delivered
Create SNF
Encounter
Create a New encounter
Search == Accept Cancel Flowsheet
Documentation
F MNew Encounter for Zztest Ago gﬂ
Date: [3122/2016 Select Nursing home visit as Reporting Tools
Twpe: Mursing Home Wisit 1 H
| | type. Facility name will
Provider: ISl | PCP - .
Department: | [T DOVERWOOD SNF appear in the department
Accept Cancel fleld

- =

I | TiHealth [




Summary
Chart Review

Results Revie

Flowsheets

Visit Navigator

Clinical Workflow - Skilled Nursing

Flowsheets

= EI«-c- ai'ﬂ fﬂ

File AddHows AddLDA (Cascade

Add Col

m ml f

RegDoc

Insert Cal | LastFiled

Faci

IT Tools

o
i_;&
(zrapr

Discharged from

Hospital to SNF

lwﬂund AQO | Orthopedic AQD | Infectious Disease AQD | Cardiac AQD | Pulmonary AQO

Made: Accordion | Evpanced (IZZ)

Admission (Current) from 145(20...

1THE 42816
1400 ‘ 1200 ‘

TH Wound AQQ 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

Physician name/Group at Nursing Home m

Last name of nursing home MD, if not

Infectious disease MO/NP consulted from

Type of wound

Activity level at admission

Activity level at discharge

Flowsheets
B| % % ® o & | d E B
File | AddRows AddLDA Cascade | AddCol |nseriCol | LastFiled | RegDoc Graph

Wound AQO | Oithopedic AQD  Infectious Disease AQD  CardiacAQD  Pulmonary AQD

a: im 5m 10m 15m 30m | h|2h 4h 8h 24h Based On:(0700 | Reset Mow

g i

GotoDate ValuesBy Refresh  Legend LinkLines

01/07/16 1400
Physician name/Group at Nursi... 1+ 4

—

Select Single Option: (F5)

SNF Logs into TH
Epic

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

Other Trihealth MO

NOT Trihealth MD

Anthem Required MD

Reporting
Workbench
Report

Create SNF
Encounter

¥ Comment (F6)

Flowsheet

8 0

Documentation

? Resie®
Reporting Tools

)

Mode: Accordon | Expanced ([T
2116
1400

Patients hospital CSN Number
Admission date to NH

Reset Now | 03/22/16 1400

Patients hospital CSN Number te

Comment (F6)

! TiHealth ENEEH




Clinical Workflow - Skilled Nursing
ﬂFacility IT Tools

Emailed Excel Report

Formulas Data

- C H
ut Discharged from
M & ARIAL General - # | Normal 8
ER Copy - Hospital to SNF
0 .00 iti
Paste g S B I U-~ Merge & Center - $ v % 9 %9 0 COI’IdItI.OI'IE| Format as | Gopod
- Bl iaiey Formatting = Table~
Clipboard ] Font ] Alignment ] Mumber Ma Styles
Al 7 5 .
SNF Logs into TH
: s < IS s e . u ! s x L u " o [ Epic
Py
5| e Sam s TR
B
i
| e e A e
PR
§ | et cEmaams
1]
b —
5 Reporting
B Eralnedinac i =TT MEN Rmohgcos Tow EacnTors hisades s B b L Bk
b5 54t AU TEMVOE BB WESRETIGH, e s En oo ey rmnemmaimen ———— B Workbench
] 84 CRELLITOR DSCRDGRISE ST AL WaTH 3 Fiariaz o [ T -
kil 1 IR T FALURE A SO CE s s Frasiio e i ek 1
@ 281 EIRTRALURR ASIOCHWAES L s Feagrar o [EE==re A TERRATR CLLTION oy + Report
§ i et e Tunce e Fiscan e e B
0 508 CURDUE SRRYTHALL A CORDUCTION = AR L e i ATERRATRSOLUTICN LT RRALTH SRR 1
H 853 WFECTIOL A APURSETIC DERIGRAW OR.  MCCORMCK FEGhL B T i ALTERHATE SOLUTION TN AL MUTUSL OF O8I0 1
3 853 WFRCTIOUE A PURLETE DRI W DR e Foiiis o e AL TERHATE SOLUTION LM MDA, 1
=) = TSR FCAT-TRAMTE | aums =y Fimias o [y AL TRRRATE S0LLTIN HUMRANE SRS f
| SOCCMRLCATORSSE TRESMEN T CE  Roga LN [ Py [t AL TERAATE S0LLTIN BN SRS
=] 2+ COMPLIC ATIORS OF TRESTUBN T D wETH Py Fidriaz omo [ -
= 435 OIS SN TRRIOR POATRRICR WAL | s o [ = e 1
El 440 WD DGR & 8 GRFT RS ARD,FOR | Bty P Ea cest [t AL TERAATE S0LLTIN T
= RS AS0n CF HIPCR NERREPLACEUNT | BT e [ e [
= SR RO OF LIF OF INGERERLACEIAENT | Logamil =i ooy ey iy A TEERATESOLUTICN MRS C SNF
] s e wEar Rom ey e Frraar A TEnaTR AL an reate
B pt e Fizars pees Com T e PR
Encounter
Epic Int ted R t
TRE LT TR
Arkalem W
Tre Lt taen
Smertn i dagens 41300 prarm. Sared by D Somgan, 400 g Nenaandtusury e Flowsheet
Onelal Bagninan Documentation
Ant TDIN S
e -
R L fan S o el
e %G B PrIT - -3 .
e 2. L b Ll = Reporting Tools
el SETWRAM MR T 4R CRANSLE NSO ARSRAY I MEE oGS MR WS aia
< [ (e P unlnrnnnlun BB KENT.
il G000 4 BTIN ICHI T, [ CREIOURCE Sragane; ot biau, et
s % ¥ Rt Erageny Wb mﬂlw wEh ORE.
-l o AL WS eE L e e R = Srageng, ' bhgen vapcte agran Saig, Rlusdu
P Soiok bk Sernok ks o4 WORTEUUGIN GG MGG ot .
LR e SN R I GLCANBETINCISTL l"lﬂ-‘\i\“ﬂlhﬂil'll‘\@\h-ﬁ ISN_H NRUEERLEEE
M WRACIRGRA STV AT AT HECORONGRY IYPAA W CaRDRC G VA TR M
DeTIANN: - BRI AT AR T e SR BN B -m-sa:-nu e lsen WALKE T
e AT AT AP T WAL CRETRETON e LR NERLE T
L] M-i" I'hlﬁ -l e TRRE NOR T W T ﬂﬂ'ﬂibi lmﬁ‘lﬂ M.III WO MELGES l‘b.ﬁ -
T MY LN M e R Canges BRI MOATHCABTA \OR RLACHER PECCE! eSeRE ToR JNRES
e W T enges &‘i‘l T BERN N W SETRRA NOR T AT “lmﬂ.“aﬂ Ulﬁ"k I.If. R LR I..‘\h CEATEED
= R Canges ol G0 AN T W BRSO MORTMIASTA HACRVU TN DS BEOTIM W AEBEIES
s NP GEN Cnges :«:‘ M e diaETGT WAEDNK FALES W & ASdesss KadLtn KEASEN
g G NN Cnges  dedted G e o FNOE
< HEKE 03 Gnges I S0 Ha - i LAND BT NACR I NECAE ST 00T
s i et s TR0 ETH0H T SEEMESL 550X PROMENE W Wt O FRONG S
P B Ha N W RS A ETIN 4 <UENILCR ENTLLG AT RN oL e e
s i dend 685 WS AMETIN ITPRECAI0N ML FUGSLTNG AT VEDCSE . RIAOT.
[ at G004 ATIN AP PRBERL VAMLIA SICRSRA T IS MOLNS VDCRE
e
RS GO MY I < wrw

g
TUN L e & . -i'J

GRCINETINGIETL ER T R - - Vgen W4T

SRR MR TR LR T i CRONC O TRAT RPN DR AT WRDLRE Sreges; AL NI ST BN oW diase VP liﬂk\d"‘ﬂ"




Clinical Workflow - Skilled Nursing Faci

ar IT Tools

Advanced Analytics

e Over 35k discrete data points available.

e Single report combines both hospital and
SNF/HC data- _

e Refreshes daily- Epic
e Can pull data from any date range-
e Can be displayed in nearly any T

Discharged from
Hospital to SNF

o . . Report
Vlsuallzatlon platfor-.m Data from 07/01/2017 to 06/30/2018
.
ot Data from 07/01/2017 to 06/30/2018
DocCompeted .Y
Dectomaiesed e £ Court of PAT_ID Create SNF
FY DRG Count
ot T e Encounter
Labele.  CARIMAL NFICTION ORTHOPUINE OTHER PULMOMARY WOLIRD Cesnd Tatad
AAERICAN WEREY £ s M5 1002 4T3 EHo) nar
[/ 155 1 aWooam it s 1 3000 Row Labels ECCI.I'I‘IMPAT_ID Average of LoS
n n 26 50 18 £ L0
& a e ] " 5 = CARDIAC
8 3 - e o3 T 2500 Female 957  5.470219436
. = ‘Y oo Male 995 5378894472 | h
--------------- 3: Count of PAT_ID =INFECTION F ows eEt
FY Financial Class by 2000 | DRGEE Female 724  £.208342541 Documentation
DRG CARDIAC Male 518 5948863636
1100 o0 =INFECTION = QRTHOPEDIC
- " ORTHOPEL Female 1628 3.014127764
l WOTHER Male 833 2793517407
1000 1000 mPULMONA - = OTHER
a0 = WWOUND Female 1651  5.168382798 Reporting Tools
u Male 1113 5546271339
600 500
al = PULMONARY
a0 w Female 719 5207232267
mlon Male 419 5.066825776
200 = PULMONARY = WOUND
o B WOUND. Female 203 4.832512315
e R Male 141 5163120567
ST A & Grand Total 9911  4.976995258
& & & &
& o
&8 &
o

! TiHealth JNEES




EpicCare Link Logln Requ'lTTools

e The SNFs fi1ll out a Login Request form. They
elither get this on the EpicCare Link website
or we email them a blank copy-

e Form 1s completed and faxed back or securely
emailed

e Tdentity Management team builds EMP record

e EpicCare Link team adds in Site Specificha
Site Reports into Epic and activates record
in PRD

e EpicCare Link contacts user with login
information

e Users login using dual authenticatio gh
4 THealth




Epl?Ciar‘e I._1nl< S1te IT Tools
Verification

Every AQRO 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.

(Veriy Now | | Verify Later |

Once ARO site 1s verified 1t falls off our report to
follow up on requirement.

If requirement is not met after 30 days than all
access at site 1s eliminated.

In additiona, site administrators notify our
Information Systems Service (Center to terminate team

[ memvers as cthey ieave the SNF organizatram  TiHealth R




How 1s the Preferred Provider
” Network Determined? IT Tools

} Submitted Quality Data thru AQO [

eSource: Epic-SNF

1 Scorecard results of disease specific l
) quality measures/utilization _

eSource: Epic-SNF

J Length of Stay in SNF

eSource: Claims data, Epic-SNF
Wﬁﬁﬁﬁﬁ
i%[m“RRNnNG 'lDlrect readmission rate/ED (30 ”
b, QUALITY BY MEDICARE BY L d avs )
CcMs eSource: Epic-SNF

| CMS CJR Navigant Data |
eSource: Claims data

eSource: Claims data/all diagnoses

eSource: Network adequacy

M Modeler High Risk for

Minimum requirement to be in preferred
provider networlk

1 IB
J Readmission

eSource: Epic

Y, ' f TriHealth ez




Sharing Performance SNF and HC

OTHER Advance GQuality OQutcome Scorecard

IT Too

Total Points Overall
G for SNF Comparison Scores of
the S:;TI::;Z;:)“ Status Score (based on |Points Possible SHF in Collected
points Region TriHealth Data
possible) from SHF
Total ¥ of OTHER Peadmissions to Ay Hospital [Defined as
patient had primary diagrozis of ortho ORG. Then
readmitted to &MY hospital for ANY reazon within 30 Days of | Goaltobe Lower S 5 5 15.55 Z2.95
the Ortho original ORG [Based on EPIC documentation fram
SMF)
# ED wizits [counted as patient w as sent to ED and
RETURMED ta SMF same dayl(Based on EFIC Goaltabe Lower (14 3 3 .03 546
documentation from SHF)
fverage Len.gth af Stay all OTHER [Based an ERIC Goslto be Lower 57z 5 5 7E was
documentation from SHF)
HSMNCMS Data [July 2006- June 20771 ALL Patient LOS Goaltabe Lower 1630 4 4 20,00 20.00
HSNCHS Hata Ly 2016- June 20T AL PatientTotal | 5ol tabe Lower $7.302.01 4 4 $9.37800 | 4937800
HSMN CMS Data [July 2016- June 20171 ALL Patient EO Visits Gosltabe Lower 357 4 4 719 713
30 Days)
HSMNCMS Data [July 2006~ June 20771 ALL Patient . . .
Readmission IN-DIRECT (during 30 day episade] Goaltabe Lower RS 4 4 LIPS 143622
> of TriHealthd GEROS 2= Primary Care In SMF Goal to be Higher 55 o 3 Tr.Ex To.O07
Total # Transfer at Admission Goal to be Higher B.02 6.22
Total # Transfer at Discharge
Tatal Change in Transfer Goal to be Higher
Endurancelfctivity Level at Admission Goal to be Higher

Endurancelfctivity Level at Discharge

Total Change in Activity

Goal to be Higher

Bisphosphonate Medications - Patient would benefit and
med NOT started! Pt Mot onmed

On a Yearly Basis-
Ruality and
Utilization data
1s shared with the
SNF and HC.
Comparison data 1is
also shared to
understand where
there are
opportunities to
improve and where

S

Average UTI Goaltabe Lower

Average Fall Score Goaltobe Lower 35 o 1 13,200 15.07=
Management of Pain Goal to be Higher 1.05 1 1 0.76 0.61
Litilizztion of Preferred Providers for Home Care Goal to be Higher = n] 3 S0.00: 3T
PCP Appaintment Made Prior to Discharge Goal to be Higher 00 z z TT.TE TH.56%
B.aset.:l on [BM Flea.dn_nlsslon Madeler, ¥ of patients that were Goslto be Higher a 3 .5 E.f
high risk for readmission.

Total Points 34 46

Project Status Indicator Key

| Above the average for reporting SNF

R

At average for reporting SNF

Below average for reporting SNF

DaBBtéSH?S?miﬁg
reegnggg in theilr

ﬁngaed HC 1in
TriHealth EMR/

EPIC

QU TiHealih

data
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Documentation Compliance |||‘

T Value

Documentation Completion Rate by Diagnosis Category for Post-
Acute SNF Providers FY 18

120.00%

100.00%

80.00%

60.00% M Preferred Providers

M Other
40.00%

20.00%

0.00%
Ortho Other Cardiac Wound ID 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

I | TiHealth [
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Utilization of SNF Preferred | | |\
ﬂ Provider Network Value

. Medicare Traditional New SNF Patient sent to Preferred Provider SNF
80% »

70% W—M

60% /-

50% /

40% —/

30%

20%

10%
0%

Baseline
Jan 16- | 17-Apr |17-May | 17-Jun | 17-Jul | 17-Aug | 17-Sep | Oct-17 | 17-Nov | 17-Dec | 18-Jan | 18-Feb | 18-Mar | Apr-18 | May-18 | Jun-18
Dec 16

=—Total %| 39% | 71.5% | 66.7% | 67.4% | 78.0% | 67.5% |70.70% | 73.30% | 71.7% | 68.90% | 65.96% | 68.55% | 72.70% | 74% |68.60% | 82.10%

Increased Preferred Provider SNF Network Utilization to

over 80% 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

!S!!Imfetgglg monitoring 0! t!e use o! t!e networ'! \”TrlHeaIth‘




Decreasing Readmissions

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

Readmission Rates decreased Dpata source: EPIC data warehouse

Ny,
|i‘
111}

Value

New Medicare SNF Patients Discharged to Preferred
Providers Demonstrates a Decrease in Readmissions

% of Readmissions
Volume of Patients Discharged to TriHealth Preferred Provider SNF

——Linear (% of Readmissions )

68.50% 69.30% 71.30% 69.00%

15.199 15.56% 16.80%
>19% i 13.59% 11.63%

73.90%

l H H m .

April 17-June 17 July 17- Sept 17 Oct 17- Dec 17 Jan 18- Mar 18 18-Apr

Our Preferred Providers had a 8.7% lower readmission rate than the CMS National

o Tiealth

Average demonstrating lower than the National Average readmission costs

Instruments/NursingHomeQualitylnits/Downloads/SNFRM-Technical-Report-3252015.pdf - Page 33




Patient educational Tool — The Why

nut=ing facilities designated as Centels of Advanced Cuality Cucomes
deronstated ower mes of infection as com pared toother facilities a ongwith the folloaing?

Medical condition Length of stay Resdmission rates
Crthopedics 1.8 days shower 575 ower
Pulrronary 08 days shorer BEBE ower

Advanced wound care 0.5 days shorer 18.563% bwer
rd = Z.5 day shoter 4155 e r

on dets mlkectad during 20072004,

Let’s prepare you for your short stay in skilled nursing care:
‘fiou awe getting stionger and ywour goal is 1o get back toyour prior functioning as soon as
poesible. That i our goal for you, 1ol Thereare :ome differenc e: between hospital and
skilled nursing care that inclode:

+

o can expect to do ok activities on yourosn.

+*

Youwill have less team members assisting you with wour daily ioutine (e mber wou
ate getting stionger and this i G000 kwill help get you back to your outine sooned).
+ Doctors are available but notin the facility at all times. Your teatrment t2amwill ereus
they are ke pt informned and eached, when needad. Changes in your condition will be
promptly w ported toopour doctor bany conditions can b2 treated vght in the skilked
facility wit hout the need 1o transfar tothe hospital,

+ Howw long you will stay will de pend on your pesonal progress and goak that are s=t by
the threatrme nt t2am.

What to bring:

+ Thres 1o five (3-5) sets of clothes ishows/pants, shirts, undemgarments, gym shoes, socks)
+ Any equiprment you used prior toyour hos pital stay (cane walker whesl chaib

+ Zopies of Health Came Power of Attorney Insurance Cawds

+ Glazses, hearing aids, cell phonef|Pad

Inpatient care coordinators

Bethesda Butler Hos pital 513 8035 8005

Bathesda Horh Hospital 51F 865 1122

Good Smmaritan Hospital 515 862 2567

iz Cullough- Hyde Memorial Hospital | TriHealth 513 524 5492
TriHealth Ewendale Hospital 513 853 1868

o IriHealth

For roo e inf mestio n 2 oot skilled nursing ca e, visit medica regowd nurs ngho meson paretssarch bt

TriHealth.com

- TriHealth

Post-acute Metwicrk
for Skilled Mursing Facilities
July 2018

Let’s get you back to your daily routine.

Togethear, we'll work to improve your health,

The roed b fecoie r doesn't haske w0 b tEvelad alone. Faciities dESignaEd = Cenwars of Ldvanced
TriHealth Ins tilma EFECEL.EE. hoe Flll‘aﬁ (= geria HiC Qualt}' CAIHOOMES hawe i neet 2 ict £ Endands
P ICiEnE in pos E3CUE and prinany cane physicians, of cane including:

in Colla B rEksn With Gther medical FITDESS onals : Hes

within TriHealth, developed rhe bdvanced Cuaiy i ﬁ"ﬁef t'r"‘;"i'd'ﬁrsa"'d At sk
Ll i ]y =3 Pr@gﬁmtﬂmﬂaﬁur& q.lali'.};":al'eil'lsmlﬁj F R e Bl ee

narzing fClises in che ROALOMW NG £ peciE e + Pedused patient resdmission mies

+ Orthopedics + I proved patient Ecoweny
+ Pulmonary + Lowe rateof infection

+ Adwanced woundcame

+ Cad@e

+  Infectious dissase



Educating Patients about preferred providers

Centers of Advanced Quality OQutcomes
Post-acute MNetwork for Skilled Mursing Facilities

g
Lo
i
&
%1‘“ - @
& ?QSQ
2 o
= .gl@ B“—"@ T
= & Ble e
@ B, 0w
5
%, .
..'E}E@:E ﬁ?
z T
A &
S

Butlar County (2H)

© cheserwood wilage
00T RlarmvileRoad
Wt Chrasbar, OH 453
ELIFFF 00
LECDE

© povervood village
AR Hurilbon Ma=on Rowd
Harmilbon, JH4 8011
[ 4=k o
EC DE

14} Herimgespring of WastCheswer
7 E3EHer bagasprire Crive:
ek Cheabar, OH 45053
HIFE G
24 Hour ddrissionline FLT 37 B85
EC DE

@ Janes ioine
1T Mainsredt
Harrilkon, OH480 T
HLIFERdE00
OF

2 information,

@ The Knolk of Do nd
B 2 Corkrerss Road
Qitord OH 4B00E
GlIGad a0
LEBECDE

@' Regidence 3t Hunking ionCoure
00 Haroodt Averie
Harrilkor OH 4501
HIsEIdds
BECDEF

@'Tril:nunl:}l Exrended Care
200 Carndak D
Fair el OH 4504
BT 229 SO0
LECDEF

&8 wioodm nd Counery ManaT
HES SormerdlleRowd
Sornayvile OHG BEL
E1T EETddda

TR T, RS TR R

o

Bathesda Buter Hospital
Eathesda Moreh Hospital

Sood Famaritan Hospial

Eea thiescta A7 fow 3 prings

oo F3Eri nwese rn Ridge
TriHea Ith Re habilitat ion Hospical

M ULoUgh- Hydk:
e mnorial Hospita L Tri Health

TriHealth Bvendale Hospital

KET

0 pena Medicae Sdvantage
E: fntern Medicam Advantage
C: Humiana Medicam Aovantage
O Molina
E: LnimedHedtcane

Medcae Advantage
FrCaesome

Clarmart Coury (OH)

M e K] ka3 pring OF Cincinnati
40 0 e E st R Fraricesll o Ficrad
Cindnrati, OH 4535
LI 7R F10
4-HoLr Adnizsion Line 23 543 3510
BECDE

‘Il Fliome miki re G nde re
3 W s Cor el Foed
Lewsdsnd OH4 340
ST 5301140
LEBCDEF

@ SEM Hawen
b Clevslard Jvarise
Miltord. OHAEL T
ELT #2150
ch

a'l.l'EI'Etial'lS e re
1680 St Roike &2
Lowgland OH4 840
BT 72z 0mo0
LCDEF

an inpatient care CoOrdingtor, e brotiwe back)

Clirton County (OH)

& Laurels of Blanchester
38 thary &
Efarihestar, CH 45407
337 g Tdald
LEBECDEF

Hamilton Courty (OH)
O ey

30 Ba ey Crive
Cirrral. OH 45253
EAT 47 EHOO
LCDE

B Erociwood pevirement
100 Fssed Har trivan Highwayt
Cirnrak. OH 45
LT G0E 2000
DEDOEF

E Chriztian Willage ak M, Hea lehy
E0E7 Hharndbon dwenue
Cirvinrat, OH 45251
LT 33 00
co

ﬂ Cour kyand at Sessons
00 Dasan gerbiar Orive e
Cindnnati. OH 45235
BiTZad 77T
L DE

B cowraney illage
o 5 nean Towe hip
T Wt Fark Reesd
Cireinral. OH 4521
ELT EOE Z000
LECDE

Glendake Flace MUrsing &
FehabCens!
TraderkleMilford Rosd
Cirdnral. OH45A
BlIiirra
LEC DE

B Wilebrand Mursing and
Fie habilita tion Center
4 IH0E i dgebown Rosd
Cirdnrat. OH 45841
Ei1T S d4EED
OE

ﬁ The Home 3t Hea e ione
20EE Harnikon Avers
Cindnrati. OH 45231
> e R ]

CDEF

HLETE

g Home at Tayior's Poinee
Tded SpingduleRosd
Circinral, OH4 25
E1T7dd d=5E
LECDEF

@ JudsonCane Cenber
2T T Harreon v erise
Cincinrrl. OH4 =11
EITEEZ BEEn
CDOEF

E Lowdge Murzing & RefabCe neer
ST Union Sarndtay Road
Lovsplared OH 540
SLIEF7 4200
# Hour ddrneesion Line BT A28 X7
BECDE

B rmrjore B LeeCommunit
TEED Sheay Avarise
reinrab. JHG 2o
FiIEIT Mmid
LECDEF

'a e s bnoD ki ane Ceneer
Sl waller Road
Circinrab. OH4 Rd 2
ElId50 2ddd
LCDE

g Ohio Livirg Lanfair
1700 LNk dveriss
Cinginrati, OH4 a4
BIES 42T
EDE

B sarcummny Poine Mursing &
Fihia b o et
1 Tl Hamndboen L verise
Circinrab, OH4 23
CiIgds 0o
HEDE

& shawreespring of Harmsan
10 1 Srnorecn Riosd
Hargon OH4LD D
CiTIER a0
HHox ddrisson Lirs 5L T T4 40
ECOE

B Terraceview Sanders
T30 F-hor th Bered Riaed
Circinrab. OHd B4
EiTdE 230l
COEF

B Twin Lales 2t Mongomery
S0 Merk gornery Road
Cincinrat, OHG Sd e
EiT 247 1 I00
oD

Plezss cheeck wi th wour inarance provider ioensre

@ Torin Tovee s
BT IHamilhon Ay arie
Circinnati OH4E2H
BT Z2ET 3000
LT DEF

B wiens Pring Health G nwer
0000 Evergr = Ridge O
Girdnrat. OH 454 &

CATEIE EX2d
LCE

g Wezharn Hills
Retirzment Vilage
B0 Cloves \War S Fike
Cincinnati OH 45237
ELT 5 005
LECDE

Highland County (OH)

@ Laurek of Hilspam
175 Chillicok e e
Hillstecr o OH 48 3T
A7 TATIAEE
LECDEF

WWarren Caunty (OH)
- ] Cedarilage

7 Cochr Wilagerive
Mazon OH 45040
ELZFE4 100
LECDE

E'I:hristianviuage Ak MEEOn
i1 Wheetem Fow Road
Sincinnati OH 45040
ELT T5E idis
co

@ Live land HealkhCare Cenpar
S0 Mo hiSee oned et
Lowglard OH 4840
ELT 205 00
LDEF

@Dtt&rbeil‘l Le ba mon
EE5 Morth SabaRobe 4
Letsreon OH4M X
ELIa%k a0x0
BECDF

B cree rbein Rinevile
0 Mg Sehvnth ey
Mairsile OH 400D
BAT CSTCE]

LEDF




. . &
Tracking quality for SNF Preferred I I;-
4 Froviders outperforming in Quality L1
Value
Type Bisphosphonates Fall Falls tx to Readmission rate
Provider needed and not Prevention hospital for (source: HSN MSSP
started (goal lower) treatment Data
(goal lower) (Source: EPIC) (goal lower) 30 day
(source: EPIC) (source: EPIC) readmission)
Preferred
Provider 6.3% 9.2% falls 1% 12.8%

Other 12.2% falls 4% 14.72%

Additional Metrics collected from EPIC on Preferred Providers:
v SNF preferred providers managed pain significantly better
than others Source: EPIC
v Avg. of 73% of time MD appointment made prior to d/c from 7/1/17-3/30/18

SNF
o Tiealth

v’ 33.4% better management of pain
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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  =e=All MSSP ACOs Median ~ =e=National Assignable FFS CY 2015 5703
e so71 CY 2016 S680
5
Savings $1,757,000
$796 808
$744
Mw v SNF total cost
SM decreased to almost
$638 el $300 per member
compared to CMS

2016 2017 1Q 2017 2Q

2014

2015

! TrHealth
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Overall Project Outcomes ut
Value

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

vkioaia I | nknown 39% 82%

Preferred

Provider SNF

Post-Acute 5703 / $680/ 562 1/
Spend
member member member
S\ STl S17,575,000 S17, 050,000 $15,525,000
(svg $525,00 (svg $S1, 525,000
from 2015) from 2016)
FTE Expense
$31,250 S15, 625 SO

— 4y THealth h




2 Year Soft & Hard ROl for AQO
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Reduced SNF

! Reduced Labor Expense
Expenditure

$46,875

$2,050,000

Reduced Readmissions
7%
Cost Avoidance*
$481,248

*¥*TH average cost per readmission/all readmissions SOQURCE: TH Decision Support

Financial Data Warehouse
— 4r TiHealth _




Keys to Success
Lessons

T

At TriHealth. there is a strong Culture of
culture of partnership between all Partnership
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 educationa
regular communication and a spirit
of true partnership with the SNFs

for improved care for our patients
is paramount

At TriHealth. Information
System is considered part of
the care team. There is a
close relationship be
and Clinical Operatj

' Keys to
1_Success

Information

Systems 1is Partnership
part of the

Care Team




Lessons Learned k

u Lessons

e 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.

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

Ruarterly 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 regqularly with Preferred Providers to show successes
and opportunities to improve. This is very helpful 1is
driving performance of our SNFs

e We realized from SNFs that we needed to do internal

education about what each SNF could/could not A
4 THealth




What’s Next
W

Data Analytics

e (laims data into Caboodle will allow us to
automate the generation of annual quality
report cards

Continue Education Programs
e RN visits SNF and HC meeting with key
clinical team members to
- Communicate and enhance best practices
- Clinical education to decrease
readmissions/ED visits
e Educational programs . organizes

coordinate. arrange video. speak o
4 THealth




Improving Care and Reducing
Avoidable SNF
L] Admissions/Readmissions

fa |
R X+
g:]' What's New in Reporting

ED Reporting Home - Personal

THCED Providers Learning Home
Dashboard

THC ED Providers Learning Home Dashboard

L Fledse AUKNIUWIEQYE TUU RdVe REQU 1T MERddyE

To view latest THC Tip Sheet, click on
review,

THC Epic Upgrade Tip Sheet
2017 Upgrade Tipsheets

General Tip Sheet

Latest Tip Sheet
Happy Together (Encounters) Tip Sheet

Posted 11/5/2017 IMS

o Linknet

Guides

Admit and Discharge
erywhere
Find Patie
In Basket
Lab and Imaging Results
Notes

Orders

Personalization

Review the Chart
Reconcile Outside Immunizations
References

ED Sepsis Flowchart

Evening Call for OB Patients at BN in the ED
Night Call for OB Patients at BN in the ED
Night Call for OB Patients at GS in the ED
KCentra Education

Pradaxa Reversal

TriHealth ED OB NICU Guidelines

Xarelto Reversal

PE Algorithm

GS Admit PCP

BN Admit PCP

Emergency Physician Call In

P 5
£ Time Savers

Be Smart, Be Quick Tip!

While in a patient's chart, clinicians con press Cirl+0 to
be taken directly to the Manage Orders activity. Also,
Ctrl+ O automatically brings the cursor to the search bar
gomediately begin typing your order without
touching the mou3e:

There are no posts to show

2/6/2018

= —

Problem: During a recent ED
Education between TH ED and
SNF it was discovered that there
was an opportunity to improve
communication and knowledge
of TH Team members about SNF
capabilities

Solution:

e Task force of ED nurses,
doctors, AQO Nurse, and
SNF representatives to find
better ways to communicate

. ducational tool created to
be loaded to ED dashboard
about SNF capabilities by
location

Next Steps:

o IMPACT transfer document
to align all SNF to using
same information when

transferring patients to TH
ED
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Recognition

1" p AQO Recognition

e Winner @SS Mission Award for
post-acute

e Nomination for the Dr. Richard
Smith Leadership 1n duality Award
(Health Collaborative)

I | TiHealth [




Problem
No affiliated SNF
Population Health - VBC(C

Need to lower cost/improve
gquality

Perceived quality
Vs. Data driven qualit

IT Tools

Identify patient population
at discharge

Reporting Workbench Access
Standardized & discrete

documentation

Reporting

Design
Leverage core systems

Control patient access

Clinical end user
involvement

Strong clinical governa

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




serve engage

Our mission is to improve Whm Rmhraﬂ peogls, WValue 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 wWe serve. spiritual heritage. improve health.

oy IriHealth

I | TiHealth [




