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HOW LONG HAVE WE BEEN TALKING ABOUT -
READMISSIONS? ASSOCIATES

m “ Utilization and quality control (groups)
are required to randomly select specific
potential problematic cases for review

(for example, readmissions within 15
days)”

What year was this published in the federal
register?

HHA Copyright 2011



HARVATH HEALTH

¥
RECENT SGZ SURVEY ASSOCIATES

Over the next year, how important will
It be for your organization to reduce
30-day readmissions?

® 949% - Very important

m 6% - Moderately important
®m 0% - Not important

HHA Copyright 2011
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a
THE BUuzzZ AROUND 30-DAY TENRN

m  AHRQ/ HCUP report suggests that in 2006, hospitals spent $30.8 billion on 4.4 million hospital
admissions that might have been avoidable. The report used its prevention quality indicators to
decide when a hospital stay might have been preventable with good enough outpatient care.
Medicare patients accounted for $20.1 billion of the full amount spent on possibly preventable
admissions, while privately-insured patients were responsible for $4.7 billion of the $30.8 billion
total. The report concluded that congestive heart failure and bacterial pneumonia were the two
most common reasons for inpatient stays, mounting up $15.6 billion in costs.

. In 2006, hospital costs for potentially preventable conditions totaled nearly $30.8 billion—one of
every 10 dollars of total hospital expenditures. As many as 4.4 million hospital stays could
possibly have been prevented with better ambulatory care, improved access to effective
treatment, or patient adoption of healthy behaviors.

- Congestive heart failure and bacterial pneumonia were the two most common reasons for
potentially preventable hospitalizations, accounting for half of the total hospital costs ($8.4 billion
and $7.2 billion, respectively) for all preventable hospitalizations.

- One in five (18 percent) Medicare admissions was for a potentially preventable condition.
Medicare patients contributed to $20.1 billion (67 percent) of total hospital costs for potentially
preventable hospitalizations among adults.

- Hospitalization rates for potentially preventable conditions were highest among residents in
poorer communities and lowest among residents from wealthier communities. This disparity was
particularly evident for diabetes without complications, where the admission rate in the poorest
communities was more than 400 percent higher than the rate in the wealthiest communities.



THE 30-DAY ACTIVITY 2009
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WHAT WE'VE LEARNED ABOUT READMISSIONS TIAEN

m Readmission rates and spending are significant
m —~18% of patients readmitted within 30 days of discharge = $15B in 2005

m Reducing readmission rates is both important and feasible
s Wide variation: —12% to —22% by city in 2005

m Medicare estimated savings > $100B over 10 years if high-cost areas brought to national
average

m Many readmissions are preventable

m  75% of all 30-day Medicare readmissions were potentially preventable, with potential
savings of $12B to Medicare, according to Medicare Payment Advisory Commission

m CMS is initially targeting readmissions for three diagnoses:
m Congestive heart failure (CHF), Pneumonia (PN), and Acute Myocardial Infarction (AMI):
« In the top 10 diagnoses for Medicare hospital discharges (CHF #1, PN #2, AMI #8)
e These 3 makeup —13% of total Medicare hospitalizations in 2006
e 2008 CMS began collecting information on these readmissions
e 2009 CMS began reporting back readmission data to selected hospitals
e 2010 CMS plans to expand readmission data collection and reporting COPD, CABG etc.

e CMS is tasked with accomplishing the billions in savings earmarked in the Affordable
Healthcare legislation passed in 2009.



READMISSIONS ARE LINKED TO TOTAL MEDICAREHARVAEA"TH

SPEND, WITH WIDE VARIATION BY STATE ASSOCIATES
I W W W N
AVOIDABLE HOSPITAL USE AND COSTS
C CIELE [ Medicare Reimbursement and 30-Day Readmissi by S
Medicare y Readmissions by State, 2003
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http://www.commonwealthfund.org/doc_img/607972.gif
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STATE VARIATION IN READMISSION RATES Assnzs
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CMS TARGETING READMISSIONS IN ”AR"AEALT”
THREE DIAGNOSES ASSOCIATES

n Congestive heart failure (CHF), Pneumonia, and Acute % of Total Discharges
Myocardial Infarction (AMI) are targeted under recently

LEARNE N1 that are Medicare by
publishe proposed ruiles selected DRG

= In 2010 three readmission measures may be
calculated using Medicare administrative claims

data: Heart failure (HF) 30-day risk standardized 80% #6%
readmission measure, Pneumonia (PN) 30-day risk "
standardized readmission measure, Heart Attack 70% %%
(AMI) 30-day risk standardized readmission measure . 60% 79,
(for Medicare patients) (pg 23648) 60%
m  CMS has suggested 2 payment penalties and 1 50%
public reporting option for reducing readmissions
and is currently taking public comment. (pg 23674) 40%
m  These diagnoses represent substantial volume and
financial significance in the Medicare system 30%
m  These 3 DRGs are in the top 10 of Medicare hospital 20%
discharges (CHF #1, Pneumonia #2, AMI #8) °
m  These 3 DRGs made up —13% of total Medicare 10%
hospitalizations in 2006
m  These 3 DRGs had 15-day readmission rates of 10- 0% T . .
13% in 2005 Qf‘ &,‘.’ & \\'b
e 2005 Medicare spending on 15-day %) @0 \g v
readmissions*: CHF #1, Pneumonia #3, AMI Qoef’
#4

*Rank order refers to medical, not surgical conditions
Source: 2006 HCUP data; 2005 MedPAC data (15-day readmission data)
CMS Proposed Rules Federal Register (April 30, 2008)
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’;
CMS’s HOSPITAL COMPARE POSTING JUNE 20 1 1 Associates

These percentages were calculated from Medicare data on patients discharged betweefJuly 01,2006 and June 20, 2008 Jhey dontinclude people in

Medicare Advantage Flans (like an HMC or PPO) or people who don't have Medicare.

MNORTHEAY MEDICAL
CEMTER

MORTHBAY WACAWALLEY
HOSPITAL

Rate of Readmission for Heart Failure Patients
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Legend

NMumber of Medicare
Patients Admitted for
Heart Failure "

Based on 232 patients

Based on 163 patients




NewYork-Presbyterian
~1 Healthcare System

CMS “Hospital Compare” Data Not Actionable

Tri-5tate Share of Best/Worst Performing Hospitals
Condition: HEART ATTACK

8%
4%
- Bl - -~ = =
e
s oo K N

Risk adjustment methodology is u s W WY
not replicable Worse Better
Condition: HEART FAILURE
Re-haspitalizations to other = .
hospitals not available ll-- 3% B W s
Us T [N HY us T M WY
No way to target specific e p—_—
patient populations Condition: PNEUMONIA
13% 16% 16%
—mEn - . ..
1.3 T Wl WY Us T M HY

Source: Hazpital Gompare, June 2040
Diafa July 2008-June 2008 Worse Better
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WHAT WILL CMS’S SOLUTION BE? ASSTES

LACI—MQH

nrhi Four Basic Types of Solutions

« Don’t pay for readmissions
« Pay bonuses/penalties based on rate of readmissions

« Pay for care with a limited warranty from the provider
(l.e., provider does not charge for readmissions
meeting specific criteria)

« Make a comprehensive care (global) payment to

cover all care the patient needs (regardless of how
many hospitalizations or readmissions are needed)

Source: Harold Miller, nrhi

i 200E-2011 Cenier for Heabhcare Quabty and Pavment Reform. Nebvork for Hegions’ Healtcare Imormoseneant



POTENTIAL LOSSES FROM CHF IN A

TYPICAL HOSPITAL IN THE DON’T PAY SCENARIO

Metric

Assumptions

Volume

HARVATH HEALTH

ASSOCIATES

Costs

Admits per year 250 bed hospital at 90% occupancy 21,000/yr

CHF admits per year 5.7% of admissions are for CHF 1,150/year $575,000
The average reimbursement for CHF is
-$500-$1000/admission average loss to
cost of care

CHF 30-day CHF DRG-specific 23% readmission rate 265/year $1,590,000

readmissions per year

Median CMS reimbursement for CHF is
$6,000/discharge

-with more than a 3 fold variation not
attributable to clinical condition

Total Annual Loss

$2,165,000




Bonus-Penalty Scenario Bulls Eye

2009 | 2010 § 2011 i 2012 i 2013 i 2014 | 2015 i 2016 i 2017

Inpatlent Quallty Reportmg Requu'ement (IQR formerly RHQDAPU)

1% i 75% 50% 25% 0%

8-AM}, 4-GHF, 7-PN, 11-SCIP &

“\V/BP

Baseline

Value ba$ed Purchasmg (VBP)

1% :: 1.25% 1.5% % 1.75% . 2%
EIB—HCAHPS EEl?—POC(Cordﬁ Measures)

‘Readmissions
1%06 " 2% " 3%06 " 3%06 " 3%

Readmiissions (siilce 2008ﬁ

“«CHF,AMI,PN« +DRGs including COPD, GI, PTCA, CABG?

1% I 1% I 1%
«3-HAC, 9-AHRQ

Hospital Acquired Conditions (HAC)

Meaningful Use
1206 I 1%06 I 1%6

DVT, Stroke, ED thru put

Meaningful Usé (7/1/11)




EXAMPLE OF VBP PROPOSED TIMELINE

2009

2010

1Q

2Q3Q|4Q

1Q

20Q( 30

4Q

)

Y

Baseline

Period

Mortality/Quality Measurement
3"d Collection Period

(affects payment FY 2014)

Jp—
i« SN

Performance Payments

Payments
Announced
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ANATOMY OF A READMISSION

HHA Copyright 2011

Needed 15t
Admission

Readmission
Planned/Unp
lanned

Preventable
Readmission

$ Implicated
Readmission

HARVATH HEALTH

ASSOCIATES
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UNDERSTANDING READMISSIONS STARTS
BEFORE THE FIRST ADMISSION TENRN

B 19% of 30-day readmissions are from admissions that didn’t need to happen in the first place.”
AHRQ

m  Severity and complexity of underlying chronic problems contribute significantly to preventable
readmissions.

= At home deaths from medication mistakes saw a 7 fold increase between 1984 and 2004

m  Known deficits that impair a patient’s ability to follow through on a discharge plan
- Economics
- Transportation
- Mental (ie. depression)
- Cognitive (ie. memory)
- Physical (ie. seeing, hearing)
- Language (non-English speaking, illiterate)
- Social supports |> Most DC Planners would target lack of social
support as the top issue in readmissions

m A recent study looking at 150,000 patients with diabetes on medications found that 50% of
patients had medication issues but of those:

m  20% were patient issues (Economics and transportation issues, and depression accounting
for the most)

m  80% were provider issues (failure to intensify treatment to optimal range being the largest
issue)

Top 3 issues for patient medication compliance
failure

m  This changes how we need to start looking at compliance failure and what solutions we might
implement



Cause & Effect Diagram: Readmissions
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[SSUES SURROUNDING READMISSIONS
B ROEE=S SIHE S

Coordination in
Transitions in

Coordinationin
Transitions in
Episodes of
Care
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Trained Staff in
Complex

Chronic care

1% Hospitalization

2" Hospitalization

Unreliable Communications:
Timely, Accurate, Complete, Standardized

Benchmarks for | Shared Metrics




RESEARCH SURROUNDING READMISSIONS PUARYATELE EALTH

ISSUES ASSTES
Complex Care Coordination Self Management

Icits that prevent self management
Cognitive Psych
FHnancial Driving etc. R ace
Lack of Shared
TITTiRT Socioeconomic
Psych & Depression

! No 30 Day Readmissionsl
Accur

el Med Reconciliation
Complete
Standardized
ely Med Reconciliation EHR c/MU
of Shared Care Plan

RPM & Telemed

MD follow-up

k of skills in complex
case management

Lack of Shared
Care plan and Goals

PhmD fOIIOW'Up? Lack coordination

with PCl
Lack coordination

with other services

Meds to target

Transitions of Care

Unableto ID pop at risk

ack optimal care paths for Pts
complex chronic diseases
ck of cost metrics to understand
change implications

of benchmarks of success

Information

Access to Medical Records




CONNECTING THE DOTS?

Business
Challenges,
Opportunities

Healthcare Challenges &
Business Problems

Home care isits [abor intensive [rural visits-
travel, time, weather, cost)

Unable to identity populations at greatest risk
far readmit

Lack of shared care plan and structures to
advance self management
"Clarity of Provider goalz

Success
Factors

humber ok in person visits needed for
Apprapriate care per episode

Olecrease inreadmissions rates

"Patient compliange with are plan
‘Decreased readmissions
"Fewer calls to management beam

Innovation

VVVV

HARVATH HEALTH

ASSOCIATES

_

Technology

Innovations

Uze o telecommunications and remate
muanitaring to substitute for in-person home
yigits

Automation of risk prafiling and readmission
analysis

Customized discharge care plan pratocals for
comples home care management

“Tui-wal video
"Remate sensor devices
"Remate diseaze manitaring

"Computer alqarithms
‘Data integrationmining sofware

"Predictive Madeling
'FHR

"Provider and patient teleconterencing
"Shared gare plan




INTEGRATED SYSTEM USE OF TELEMEDICINE AND

RDM TO REDUCE READMISSIONS

Business
Challenges,
Opportunities

Success
Factors

Innovation

Il
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_ e

Technology

Veteran’s
Administration:

* Aging veterans

* Lifetime care
commitment

e Chronic disease
burden increasing

* Shrinking resources

Plans to increase use
of RDM by 66% in 3
years

Goal of up to 60% of
chronic illness will be
managed by RDM

(Small group outcomes)
WV 15%-70% ED visits
WV 13%-68% Admits
WV 13%-71% LOS

Use telecommunications
and remote disease
monitoring (RDM) to
manage chronic illness
at home

Use remote disease
home monitoring
equipment to manage
30 chronic conditions

HealthBuddy by HealthHero
Remote Chronic Disease

Management System =

Source: http://www.liebertonline.com/doi/pdfplus/10.1089/tmj.2008.0021



http://www.liebertonline.com/doi/pdfplus/10.1089/tmj.2008.0021
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THE EARLY ADOPTER EXPERIENCE.:
VETERANS HEALTH ADMINISTRATION TIAEN

The cost of the program is $1,600 per
patient/year. This compares with direct
cost of VHA’s home-based primary care
services of $13,121 per patient/year, and Age Distribution of all CCHT Patients
market nursing home care rates that

average $77,745 per patient/year. 14,000

Since VHA implemented CCHT, a total of 12,0007

43,430 patients have been enrolled in the
program. CCHT patients increased from
2,000 to 31,570 from 2003 to 2007. VHA
plans to increase its NIC services 100%
above 2007 levels to provide care for
110,000 patients by 2011, or 50% of its
projected NIC needs.

10,000 7

8,000 1

6,000 1

4,000

Number of patients

2,000

VHA attributes the rapidity and robustness
of its CCHT implementation to the 20-29 30-39 40-49 50-59 60-63 70-79 80-89 80-Up
“systems approach” taken to integrate the _

elements of the program. Wherever Age range in years

possible, CCHT incorporated existing

business processes to reduce the

program’s overhead costs and increase

efficiency.




Cost:

THE OPPORTUNITY. RPM OF PATIENTS WITH

CONGESTIVE HEART FAILURE

HARVATH HEALTH
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The New England Healthcare Institute’s Research Update: Remote Physiological Monitoring reports
the following cost savings for all Class 11l and Class IV heart failure patients, assuming that 80% of
the 1.59 million patients in these two classes, or 1.27 million patients, will be hospitalized in a year,
at an annual cost of $2,052 per patient for the monitoring technology ($2,802 with DM software):

s 60% reduction in hospital readmissions compared to standard care and a 50 percent reduction
in hospital readmissions compared to disease management programs without remote

moni

toring.

m Based on the potential to prevent between 460,000 and 627,000 heart failure-related hospital
readmissions each year, NEHI estimates an annual national cost savings of up to $6.4 billion

dolla

$14,000,
$12,0001
$10,000

Per Patient,

Per Year

$8,0001
$6,000

$4,000

$2,000

§0

Is.

HEART FAILURE CARE COMPARISON

$13,468
$11,387
$5,632
RPM Disease Standard
Management Care

. Net annual
savings with RPM

* The annual cost of a heart-failure

related hospitalization per patient
ranged from $5,632 for RPM
patients to $11,387 for disease
management without RPM patients
to $13,468 for standard care
patients.

* The net savings of RPM technology

(i.e. savings after the costs
associated with interventions) were
$3,703 per patient per year for
those with disease management
programs and $5,034 for those with
standard care.
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PoLicYy CHANGE TO SUPPORT BROAD RPM
DIFFUSION WILL DRIVE COST SAVINGS TENRN

Analyzing data from the remote monitoring program at the VA, as well as other
smaller programs, Better Health Care Together finds the US health care system
could reduce costs by nearly $200 billion during the next 25 years if remote
monitoring tools were utilized much more widely and supported by specific policy
adjustments that include reimbursing health care organizations for remote care and
encouraging continued investment in broadband infrastructure.

Estimated Savings and Gain from Policy Implementation, by Condition

Net Present Value of Net Present Value of Gain From Policy
Savings — Baseline Case Savings — Policy Case Change
CHF Patients $79.7 Billion $102.5 Billion $22.8 Billion
Diabetes Patients $42.3 Billion $54.4 Billion $12.1 Billion
COPD Patients $18.7 Billion $24.1 Billion $5.4 Billion
Chronic Skin Ulcer Patients $125 Billion $l60 Billion $35 Billion
Total $153.2 Billion ( $197 Billion > $43.8 Billion

Source: Vital Signs via Broadband: Remote Health Monitoring Transmits Savings, Enhances Lives



SOME HIGH VALUE TECHNOLOGIES IN HAR“EN—TH
PREVENTING READMISSIONS Ass

Weight of evidence
supporting the Technology

Strong
EHR

Telemedicine

Remote Disease Management

Moderate

Medication
Assistance
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NEED FOR EVIDENCE VERSUS ADOPTION ASETEE

_ _ | _ Weight of evidence
Technology Diffusion Timeline supporting the

change
'Laggarda Strong
(16%) Sk

Telemedicine

Late Ma_] orl t"},r‘ emote Disease Managemeny
(34':';’::!) Moderate

Coordination of
Care

PHE
Early Majority Medication
55i1s5lance
(34%)

;

Early Adopters

' 613 .5%)
Innovators
(2.5%)

% Diffusion of Techno

Year

Source: Everett Rogers Diffusion of Innovations, 1995
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IN SUMMARY ASSTES

m We’ve been talking about readmissions for over
50 years

m Payment Penalties will begin 4Q 2012

m Reduction of avoidable readmissions is possible
and there Is research and efforts to prove it

m Technology may be of assistance in reducing
readmissions

= We need to understand what technologies will
work within the confines of our own
organizational culture
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THANK YOU

BARBARA S HARVATH

HARVATH HEALTH ASSOCIATES
1852 EAST 2700 SOUTH
SALT LAKE CITY, UT 84106

MOBILE: 415.730.3753
MESSAGE/FAX: 888.415.6987
BARBARAHARVATH@YAHOO.COM
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