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Industry Challenges

Post-acute care spending is forecast to increase from $646 billion to $1,312 billion, reflecting a compound annual growth
rate of 7.3%, during the next decade* due to a) increased severity of patients when leaving the hospital'!; b) perverse
financial incentives of hospitals and PAC facilities; and c) a badly broken PAC system lacking standardized care, point of

care decision support and timely care interventions?3.
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Disclaimer: The statements contained in this document are solely those of the authors and do not necessarily reflect the views or policies of
CMS. The authors assume responsibility for the accuracy and completeness of the information contained in this document.
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Strategies for Managing Post-Acute Care (PAC)

ﬁnll ‘%

Determining Appropriate PAC Forming and Managing Optimizing SNF Reducing

Level of Care High-Quality PAC Networks Utilization Readmissions
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@ Determining appropriate PAC level of care

Determining the appropriate PAC setting is the first step in ensuring successful outcomes

« Clinical decision support technology to support decision-making, develop
personalized PAC care plans for each patient and to seamlessly integrate
assessments into workflow
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@ Forming and managing high-quality PAC networks
Increase use of high-quality providers
* A data-driven approach to form networks based on quality, and common evaluation
metrics must be articulated and established
« Support the patient and family and provide information that allows them to make
informed decisions

9 Guiding the Way © 2019 naviHealth, Inc. — All Rights Reserved naV|Hea|th ﬁ



@ Approprlo’re PAC Utilization

Combining clinical decision support tfechnology, clinical expertise and engagement in the
PAC setting while monitoring the patient’s recovery progress
«  Expediting safe transitions home when target functional gains are achieved and medical
needs are met
« Early alignment by the interdisciplinary provider team, patient, family/caregiver on
anticipated length of stay and non-skilled caregiver needs post- discharge
« Early identification of barriers to discharge and working collaboratively toward resolution
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@ Reducing Readmissions
* Lack of patient engagement, information and education on burden of care post-

discharge, and inadequate patient self-management skills can lead to high

readmissions and should be addressed prior to the patient’s transition

* Hardwiring seamless and ‘warm’ transitions of care to connect patients with their
community and community resources, as well as existing care management
programs (e.g., home-based primary care, palliative care, etc.)

e Setting expectations with patients and families on the recovery process and needs
to set the patient up for success
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Keeping Patient at the Center of Care

Educate patients and caregivers to

prevent avoidable readmissions

Assess patient using evidence-
based tools and clinical expertise

Plan for faster, safer and

more efficient discharge

by identifying barriers
and risks

Engage patient and
providers to ensure
safer care transitions

Execute plans as an active
participant with providers, patients
and families

Measure outcomes to drive
continuous improvement
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SNF PREFERRED PROVIDER NETWORK

MANDATORY CRITERIA:
STAR RATING OF 3 OR ABOVE

NURSING HOME COMPARE:

% of short stay patients re-hospitalized after SNF stay

% of short stay patients who had an ER visit no hospitalizatior

% of short stay patients who made improvements in function

% of short stay patients with pressure ulcers that are new or
worsened
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SPECIFIC DATA FROM FACILITY:
ALOS

*CONTRACTS WITH SNFs FOR BED ALLOTMENT, UNFUNDED PATIENTS, ETC
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MANDATORY CRITERIA:

STAR RATING OF 3 OR ABOVE
Monthly meetings with UMC
Accept Unfunded/Poorly Funded patients

HOME HEALTH COMPARE:

% How often patients had an ER visit without hospitalization
% How often patients had to be re-admitted to the hospital
% How often patients got better at walking/moving around
% How often patients had less pain when moving around
% Home health began in a fimely manner

% Patients got better at taking medications by mouth
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POST ACUTE CARE SPENDING OF TOTAL CJR EPISODES

Baseline
(2014-2016)
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DECREASED LENGTH OF STAY IN SNF
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Baseline
(2014-2016)
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DECREASED HOME HEALTH COSTS

Baseline
(2014-2016)
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Questions?

Jay.Sultan@ Cognizant.com
KChambers@navihealth.com
Dawn.Rakiey@umchealthsystem.com
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