
Company Overview



going into in-patient care...

1 out of 5 patients

within 30 days
will be back



Avoidable Readmissions cost 
payers $25B a year



Direct communication between 
hospital physicians & primary 
care physicians... 
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(JAMA)
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When dischargedOnly 42%
of inpatients were able to 

state diagnosis... 
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Only 37% are able to 
state purpose of medications 
(Mayo Clinic Proceedings) 
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78% of patients discharged from 
the ER 
78% of patients discharged from 
the ER 

do not understand their diagnoses 
(Annals of Emergency Medicine)

do not understand their diagnoses 
(Annals of Emergency Medicine)



Axial Patient™
Engages patients early in the hospital stay with the 
information and tools needed to raise health literacy 
and take the initial steps in managing aftercare

2

Avoidable Readmissions are 
caused by 2 key problems

None of the professionals outside the hospital know 
what’s happened to their patient in a timely, useful 
fashion

1
The patients & their families don’t understand 
their conditions, medications and what they need 
to do to get well

2

Axial has the solutions
Manage Quality of Care & Care Transition 
to Lower Readmission Rates

Axial Provider™
Bridges provider hand-offs so that clinical information 
follows patients to their next care settings

1



✓28% Reduction
in 30-day readmissions

✓30% Reduction 
in hospitalizations

✓32% Reduction 
in ED visits

✓40% Improvement
in PCP follow up rate

Project Red, out of Boston U.

For an overall cost 
savings of 
$10,000 

per avoided 
readmission

shows:

The Most Widely Cited Reengineered Discharge Study



Awarded 1st place 
in the HHS/ONC 
Transition of Care contest

on December 14th, 2011



Educate patients throughout stay
Make follow-up appointments
Discuss tests (current and pending)
Organize post-discharge services
Confirm medication plan
Reconcile discharge plan with guidelines
Review plan for potential problems
Expedite transmission of discharge summary
Assess understanding with teach back
Written discharge plan
Telephone support within 2-3 days

Complete 8P risk score 
Complete GAP assessment
Reconcile medications
Review medication use and side effects
Assess understanding with teach back
Action plan for potential problems
Discharge summary sent 
Documented receipt of discharge summary
Direct comm with outpatient provider
Telephone support within 72 hours

Our software utilizes findings from the two most 
widely adopted academic studies



What aspects of RED and BOOST can 
be leveraged by software?

1. Expedite transmission of discharge summary
2. Educate patients throughout stay
3. Confirm medication plan
4. Assess understanding with teach back
5. Make follow-up appointments
6. Provide written discharge plan
7. Organize post-discharge services
8. Assess patient risk



Unwieldy hospital 
chart data ...

transformed into 
clean clinical summaries ...

and pushed real-time to 
community providers.

1. Expedite transmission of discharge summary



2. Educate patients throughout stay

4. Assess 
understanding with 
teach-back

3. Confirm medication plan



6. Provide written 
discharge plan

5. Make follow-up appointments



7. Organize post-discharge services



8. Assess patient risk



Timeline for Readmissions 
Penalties

Oct 1, 2012 Oct 1, 2013 Oct 1, 2014

*Greater of excess payments OR x% withheld from bottom quartile

1. heart failure
2. AMI
3. Pneumonia

1. heart failure
2. AMI
3. Pneumonia
+ at least 4 more

1%* 2%* 3%*



Readmissions penalties are only 
the beginning

Episode-based care
Population-based risk sharing
Capitation

New workflow
New management approach
New technology

Providers need more than an EHR:
Coordination across institutions (EHRs)
Continuous view of patient risk

Patients need more than a portal:
Education at each acute episode
Post-discharge monitoring
Ongoing disease / behavior management



Design Philosophy

Our software should help, 
not hinder health care providers

Applications must be 
easy to use

Less is more



Meet Our World-Class 
Management Team…

Former Red Hat COO

EVP Red Hat Health Care

Former CIO

UBS Investment Banking IT

30 years experience growing 
companies using disruptive 
business models.Joanne Rohde 

CEO & Founder

Former Director of Product 
Management at Red Hat 

Previously with MIT idealab! 
and CitySearch

MBA from Harvard Business 
School.

Matt Mattox 
VP Products & 
Marketing

Leadership at Nortel 
Networks, Fujitsu & 
Sumitomo.

Start-up experience Aegis, 
Videoserver

Leadership in standards 
bodies, ATM Forum, DAVIC, 
DSL Forum and the IEEEMark Ragusa 

VP Business 
Development

Former EVP UBS Investment 
Bank, VP, Equity Capital 
Markets, DLJ Securities

MBA – Wharton School 

20+ years experience in 
Corporate Finance and 
Operations

John Casey 
VP Ops & Finance
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