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• 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 

• Over 150 physician practice locations

• Over 850 employed physicians

• Over 1,800 physicians on medical staff

• Over 12,000 employees

TriHealth At A Glance



TriHealth Awards for Clinical Quality, 
Technical Excellence and Employee 

Engagement



TriHealth Awards for Clinical Quality, 
Technical Excellence and Employee 

Engagement

Healthcare Information and Management System Society (HIMSS) Analytics 
Electronic Medical Record (EHR) Adoption Model Stage 7 Awarded to TriHealth 
July 2014

TriHealth successfully recertified as HIMSS Stage 7 in December 2017



Presented by:
Lori Baker, MSOL, MSW, LSW
Director Senior Services and Post-Acute 
Network
Martha Tillson, R.N., BSN, Manager 
Application Solution Center
Barb Dam, R.N., BSN Nurse Liaison for 
Post Acute
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Local 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
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Local 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



Where We Started

Colum n1 Jan - Dec 2015

Discharges to 
Preferred Providers unknow n

Post Acute Spend $703/m em ber

SNF Expenditure 17,575,000.00$             

FTE Expense $31,250

DLS1



Slide 8

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



AQO measures quality in post-acute for the management 
and determination of the preferred provider network that 

is based on objective quality data by:

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

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

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

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

9

What is TriHealth Advanced 
Quality Outcomes Program (AQO)
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Workflow and Solution Design

• Legal barriers:  
HIPPA requirements

• High turnover at 
SNFs

• Connectivity to TH 
EMR

• Legal barriers:  
HIPPA requirements

• High turnover at 
SNFs

• Connectivity to TH 
EMR

• Logistics 
•Training and 
support

•Report cards for 
communicating 
performance

• Logistics 
•Training and 
support

•Report cards for 
communicating 
performance

• Guiding principles to 
leverage core 
systems

• Standardized 
documentation

• Scalable architecture
• Discrete data for 
reporting quality 
and compliance

• Guiding principles to 
leverage core 
systems

• Standardized 
documentation

• Scalable architecture
• Discrete data for 
reporting quality 
and compliance

• Multi‐disciplinary 
team leverage 
physician leadership 
team

• Matrixed 
partnership with 
clear goals and 
objectives for the 
program

• Multi‐disciplinary 
team leverage 
physician leadership 
team

• Matrixed 
partnership with 
clear goals and 
objectives for the 
program

Governance  Solution Design

Barriers and 
ChallengesImplementation
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Importance of Team in Decision 
Making

• TriHealth Physician 
Hospital 
Organization‐ value 
driven organization 
committed to providing 
high quality, cost effective 
health services

• TriHealth Physician 
Hospital 
Organization‐ value 
driven organization 
committed to providing 
high quality, cost effective 
health services

• Health Network 
Solutions‐ clinically 
integrated network that 
serves Tri‐State region.  A 
partnership between St. 
Elizabeth and TriHealth

• Health Network 
Solutions‐ clinically 
integrated network that 
serves Tri‐State region.  A 
partnership between St. 
Elizabeth and TriHealth

Physician 
Executive 
Leadership 

Team 

Post‐Acute 
Advanced 
Quality 

Outcomes 
Team 

Care 
Management

Information 
Systems



Intended Project Outcomes

• Increase communication with SNFs and Home 
Care partners

• Increase documentation compliance
• Decrease readmissions from SNFs
• 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
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Process for Workflow Development

Review existing 
workflows with 

SME

Create 
mechanism to 
restrict patient 

access

Create discrete 
documentation 

tools  

Determine 
mechanism for 
login to TH 

Epic

Workgroup utilized to:
• Validate content
• Review and approve workflows
• Establish metrics of success
• Communication  of workflow and expectations to 

SNF
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Clinical Workflow 

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools
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Clinical Workflow – Social Worker/Care Manager 

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools



IT Helps Make 
Documentation as easy 

as 1,2,3…
#1 Log into TH EMR

#2 Locate DRG specific assessment

#3 Document on patient

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools
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Clinical Workflow – Skilled Nursing Facility

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools

• Reporting workbench 
report is SNF 
homepage

• Report generates 
patient list based 
on facilities 
selected at 
discharge

• Solution to HIPAA 
requirement to 
restrict patients

Solution design: 
Social Worker 
selected facility 
at discharge 
establishing 
patient 
relationship
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Clinical Workflow – Skilled Nursing Facility

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools

Select the EPIC button at the top 
left corner>Patient 
Care>Encounter

Create a New encounter

Select Nursing home visit as 
type. Facility name will 
appear in the department 
field



19

Clinical Workflow – Skilled Nursing Facility

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools
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Clinical Workflow – Skilled Nursing 
Facility

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools

Emailed Excel Report

Epic Integrated Report
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Clinical Workflow – Skilled Nursing Facility

Discharged from 
Hospital to SNF

SNF Logs into TH 
Epic

Reporting 
Workbench 
Report

Flowsheet 
Documentation

Create SNF 
Encounter

Reporting Tools

• Over 356 discrete data points available.
• Single report combines both hospital and 

SNF/HC data.
• Refreshes daily.
• Can pull data from any date range.
• Can be displayed in nearly any 

visualization platform. 

Advanced Analytics



• 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

• Identity 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

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

EpicCare Link Login Request



• 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

• Once AQO 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

EpicCare Link Site 
Verification
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How is the Preferred Provider 
Network Determined?

•Source:  Epic‐SNF

Submitted Quality Data thru AQO

•Source:  Epic‐SNF

Scorecard results of disease specific 
quality measures/utilization

•Source:  Claims data, Epic‐SNF

Length of Stay in SNF

•Source:  Epic‐SNF

Direct readmission rate/ED (30 
days)

•Source:  Claims data

CMS CJR Navigant Data

•Source:  Claims data/all diagnoses

CMS MSSP HSN Data

•Source:  Network adequacy

Geographic areas

•Source:  Epic

IBM Modeler High Risk for 
Readmission



Sharing Performance SNF and HC

• On a Yearly Basis, 
Quality and 
Utilization data 
is shared with the 
SNF and HC. 

• Comparison data is 
also shared to 
understand where 
there are 
opportunities to 
improve and where 
they are 
outperforming 
others in their 
market

Data Source is 
reported
• SNF and HC in 

TriHealth EMR/ 
EPIC

• MSSP / CJR claims 
data



Documentation Compliance

0.00%

20.00%

40.00%

60.00%

80.00%

100.00%

120.00%

Ortho Other Cardiac Wound ID Pulmonary Total of All

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

Preferred Providers

Other

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

Source: EPIC



Utilization of SNF Preferred 
Provider Network

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 
preferred providers

4. Monthly monitoring of the use of the network

Baseline
Jan 16‐
Dec 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

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%

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

Medicare Traditional New SNF Patient sent to Preferred Provider SNF 

Source: EPIC



Decreasing Readmissions

15.19% 15.56% 16.80% 13.59% 11.63%

68.50% 69.30% 71.30% 69.00%
73.90%

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

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 )

As the % of patients discharged to Preferred Provider SNF Increased, 
Readmission Rates decreased Data source: EPIC data warehouse

https://www.cms.gov/Medicare/Quality‐Initiatives‐Patient‐Assessment‐
Instruments/NursingHomeQualityInits/Downloads/SNFRM‐Technical‐Report‐3252015.pdf ‐ Page 33

Our Preferred Providers had a 8.7% lower readmission rate than the CMS National 
Average demonstrating lower than the National Average readmission costs
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Patient educational Tool – The Why



30

Educating Patients about preferred providers



Tracking quality for SNF Preferred 
Providers outperforming in Quality

Type 
Provider

Bisphosphonates
needed and not 

started 
(goal lower)
(source: EPIC)

Fall 
Prevention
(goal lower)
(Source: EPIC)

Falls tx to 
hospital for 
treatment
(goal lower)
(source: EPIC)

Readmission rate
(source: HSN MSSP 

Data 
30 day 

readmission)

Preferred 
Provider 6.3% 9.2% falls 1% 12.8%

Other 13.9% 12.2% falls 4% 14.72%
Additional Metrics collected from EPIC on Preferred Providers:
 SNF preferred providers managed pain significantly better 

than others
 Avg. of 73% of time MD appointment made prior to d/c from 

SNF 
 33.4% better management of pain

Source: EPIC 
7/1/17‐ 3/30/18



Performance of
Demonstrated Post‐Acute Results

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

Source: HSN 2017 Final Benchmark Report
Note: the All MSSP ACO trend is median.
*between benchmark year #3 (BY3) and performance year 2016 (PY16).

2016 SHARED SAVINGS PARTICIPANTS

$707  $703 
$680 

$638  $621 

$796  808
$744 

$710  $710 

$958 
$971 

$935 
$899  $907 

2014 2015 2016 2017 1Q 2017 2Q

SNF Expenditures for HSN  

HSN All MSSP ACOs Median National Assignable FFS

 Post acute spend
CY 2015           $703
CY 2016           $680
CY 2017 Q2     $621

Savings $1,757,000

 SNF total cost 
decreased to almost 
$300 per member 
compared to CMS
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Overall Project Outcomes

Jan‐ Dec 
2015

Jan‐ Dec 
2016

Jan‐ June 
2017

Discharges to 
Preferred 
Provider SNF

unknown 39% 82%

Post‐Acute 
Spend

$703 /
member 

$680/
member

$621/ 
member

SNF Expenditure $17,575,000 $17, 050,000
(svg $525,00 
from 2015)

$15,525,000
(svg $1, 525,000
from 2016)

FTE Expense
$31,250 $15, 625 $0



2 Year Soft & Hard ROI for AQO

Reduced SNF 
Expenditure
$2,050,000

Reduced Labor Expense
$46,875

Reduced Readmissions
7%

Cost Avoidance*
$481,248

Total ROI
$2,578,123

**TH average cost per readmission/all readmissions SOURCE: TH Decision Support 
Financial Data Warehouse
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Keys to Success

Keys to 
Success

Culture of 
Partnership

Partnership 
SNF 

Information 
Systems is 
part of the 
Care Team

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

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



• 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. 36

Lessons Learned



What’s Next

Data Analytics
• Claims data into Caboodle will allow us to 
automate the generation of annual quality 
report cards 

Continue Education Programs
• RN visits SNF and HC meeting with key 

clinical team members to 
- Communicate and enhance best practices
- Clinical education to decrease 
readmissions/ED visits

• Educational programs , organize, 
coordinate, arrange video, speaker set up



Improving Care and Reducing 
Avoidable SNF 

Admissions/Readmissions
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:
• Task force of ED nurses, 

doctors, AQO Nurse, and 
SNF representatives to find 
better ways to communicate

• Educational tool created to 
be loaded to ED dashboard 
about SNF capabilities by 
location

Next Steps:
• IMPACT transfer document 

to align all SNF to using 
same information when 
transferring patients to TH 
ED



• Winner QSS Mission Award for 
post-acute

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

AQO Recognition
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Wrap Up
Problem

No affiliated SNF
Population Health – VBC

Need to lower cost/improve 
quality

Perceived quality
Vs. Data driven quality 

Design
Leverage core systems
Control patient access

Clinical end user 
involvement

Strong clinical governance

IT Tools
Identify patient population 

at discharge
Reporting Workbench Access
Standardized  & discrete 

documentation
Reporting

Value
Reduced Readmissions
Reduced SNF Spend

Improved Quality Outcomes
Reduced cost for manual 

entry 
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