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Analytics Maturity Framework

Process of using data to

determine an optimal course of | Pr ive
action

Mathematical models that are

trained on historical data to

make predictions about future

Analytics that examines

data or content to answer,
the question, “Why did it
happen?”

Describe, show, and
summarize the basic
features of a dataset
Process of converting

data to a common format

to enable users to process

and analyze it
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1. What is happening to the patients I'm
responsible for who receive PAC care In
the SNF?



Variance in PAC Quality

Paper published by NBER in August 2022
“Producing Health: Measuring Value
Added of Nursing Homes” finds:

1. “compared to a 10th percentile SNF, a
90th percentile SNF is able to discharge a ,
. NATIONAL BUREAU of
patient at the same health level about a NBER ‘ ECONOMIC RESEARCH

week sooner”

2. “results point to the potential for
substantial gains through policies that
encourage reallocation of patients to
higher-quality SNFs within their market.”
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2. What is going on with the SNFs in my
Market??



Profiling the Market

PROVIDER

Market Benchmark
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Why | might not want to use Five-Star Ratings?

Custodial focus
9 of the 15 quality measures in the CMS 5-star rating are based only
on the custodial population.

Subjective Staffing
Over 63% of the CMS 5-star rating is based off a subjective survey Domain
process that counts against providers for over three years.

19%

Missing a measure of cost utilization e Quality
Average Length of Stay is one of the most varied metrics in the PAC D y Domain

. . . .. omain 189%
space and drives costs under PDPM — but this measure is missing 63% &
from the CMS 5-Star rating system. °

Lagged

Many of the metrics used in the ratings system for the short-stay
population come from fee-for-service claims, which are on average a
year old when presented on Care Compare and used in the CMS 5-
star rating.

ORONONO



Geared Towards Managed Short Stay Popualtion

Includes measures specific to the short-stay

population
The CarePort Quality Score only considers measures that are Components of the CarePort Quality Rating
relevant to the short-stay population.
. ] Num Metrics Weight
Incorporates cost utilization e ——
] ) 1 Risk Adjusted 30-Day Rehospitalization 20%
The CarePort Quality Score includes average length of stay among 2 |ALOS for Patients Discharged to Community | 20%
community discharges to help understand the cost of care 3 |ADLImprovement 10%
4 Adjusted RN Staffing HPRD 10%
Considers all short-stay patients 5 [Adjusted Total Staffing HPRD 10%
not just Medicare Fee-For-Service patients submitting claims to CMS === e 10%
J P g 7 ED Visits QM 5%
8 Discharge to Community 5%
Focuses on objective measures 9 New or Worsened Pressure Ulcers 5%
10 |Medicare Spending Per Beneficiary 5%

Reduced weight is given to state survey citations, which are
subjective and depend heavily on the surveyor

Provides SNFs an incentive and ability improve

SNFs can improve their CarePort Quality Score every month — unlike
CMS, we do not score on a curve




3. | built a post-acute network; how do |
get my patients in-network?



Building PAC networks leads to better outcomes for patients
and health systems alike

Patients that visit SNFsin a network built using CarePort’'s metrics have better outcomes:

0 Patients visit the hospital less often during their SNF stay

In-network patients have a 2% lower hospitalization rate than the market at large

In-network patients have a 2% higher discharge-to-community rate than the market at
large

0 Patients return to the community more often

0 Patients return to the community sooner

In-network patients utilize 3.9 fewer skilled days compared to the market at large
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Referral Process Measures Descriptive that

leads to diagnostic

. . . . Timely Communication, Acceptance and Acceptance/Rejection Rates By Payel
Provider Details Market Characteristics . .. . - .
Rejection Metrics Medicare Medicaid
. Median
Distance From ) ) i
. In X Median First Referral Referral | Response Time
CMS Certification ) Nearest Patients ) L. . Referred | Acceptance| Referred | Acceptance | Refe
Name of SNF Provider i Network Response Time In |Acceptance| Rejection | For definitive . i .
Number (CCN) Hospital In . Referred Patients Rate Patients Rate Pati
Mil Provider DD:HH:MM Rate Rate response In
iles
DD:HH:MM
365094 Sample Care Provider 0 Yes 2662 00:00:09 25% 41% 00:00:08 1531 33% 162 7% 8"
366103 ABC SNF Care 3.9 Yes 757 00:00:14 20% 56% 00:00:43 393 25% 60 2% 2
365943 Golden Time Care 0 N 2111 00:00:29 23% 33% 00:00:29 1045 27% 113 3% 7¢
366440 Example Care Provider 3.2 4 00:00:45 58% 31% 00:00:51 263 59% 96 50% 2¢

Insight 1: Over the last 12-months Sample Care Provider feceived most of the patient referral volume.
Thisis probably as expected given that Sample Care is parf of their network.

Insight 3: Example Careis an out of network provider,

Insight 2: Golden Time is receiving the second most volume and yet is not g but they have consistently accepted Medicaid

preferred provider. Why are DPs sending patients out of network? patients while other preferred providers have
refused.




4. If performance suffers do | know why?
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Which PAC do you want to send your referrals to?

Sample Care Home A

Observed Hospitalization Rate: 29.9%
For every 100 patients admitted to the SNF, about 30 return to
the hospital within 30 days

Expected Hospitalization Rate: 35.4%
Based on the high acuity of the patients at the SNF, our model
predicted that about 35 out of every 100 patients would return
to the hospital within 30 days

Adjusted Hospitalization Rate: 16.5%

Holding patient acuity constant, the SNF is performing better
than the observed rate suggests.

9

Sample Care Home B

Observed Hospitalization Rate: 13.8%
For every 100 patients admitted to the SNF, about 14 return to
the hospital within 30 days

Expected Hospitalization Rate: 8.4%
Based on the relatively low acuity of the patients at the SNF,
our model predicted that about 8 out of every 100 patients
would return to the hospital within 30 days

Adjusted Hospitalization Rate: 32.2%

Holding patient acuity constant, the SNF is performing worse
than the observed rate suggests.



5. How do we impact care on the patient
level?



ldentifying patient by exception

IS
INSIGHT ~ surVEYs qp CarePort TOOLS USERS PACS spPoNsOrRs € Tom

powered by WellSky'

PATIENT ACTIVITY PATIENT LIST PATIENT ENCOUNTERS HHA/HOSPICE STAYS SNF STAYS

8457789009 2119912 (Sapphire Nursing at Meadow Hill)

TIMELINE ATTRIBUTIONS DOCUMENTS COMMENTS

Predictive/Prescriptive

Click here to view patient events, assertions details, attributions, and roster tags

Clinical Profile

PRESENTED TO DURATION DISCHARGE INFO Probability
9/08/2021 5:06 PM EDT @ 38 days 10/16/2021 1:30 PM EDT Clinical Category: Medical Mgmt. 9 Patientslikeyours
. . ; ; . -J20 — Bronchitis ~ i 0
@ Sapphlre Nursmg at SHORT SL(l(I}lethu)rsmg Facility (Elant NTA Comorbidities: ‘ s readmit>25%
Meadow Hill I L osnen - L89 — Pressure Ulcers

- F03.91 —Dementia w/ Behavioral Disturbance
MRN: 2119912



Predictive Analytics

Table B: Odds Ratio Estimates Rehospitalization

Staffing
Practice at Dialysis 2.6
Provider Insulin 1.6

_ Bowl! Incontinence 1.5

. , Patlent'S Ulcer 1.7

.P.atlent S, Community Age > 65 1.5

Clinical Profile Make Up Oxygen 1.3

at Acute Site of Eating Dependent 2.2

Care Heart Failure 1.4
Internal Bleeding 3

Jane Doe COVID Male 3

' Previously Rehospitlaized 1.4

Provider Level Patient Medicare 1.9

QOC Citations H istory Of Require 2 Person Assist 1.3

Hospice 0.4

Utilization Cognition Problem 1.3




6. How do we determine the right level of
care?
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Potential Over Utilization of SNF Setting is Costly

* MedPAC reports that the average SNF episode is 2.5x more expensive than a HHA episode

% of Admissions After

LOC Discharge from Hospital s A Ll

Average Patient 2018

Stay 2018
HHA 48% $5,462
SNF 42% $13,700

* A UPenn study of Medicare FFS claims from 2010 to 2016 found (after controlling for comorbidities) :
SNF patients saw no improvement in ADLs compared to HHA patients
SNF patients saw no decrease in mortality rates compared to HHA patients
SNF patients had a 5% decrease in readmission compared to HHA patients (CarePort analysis found 2%)
SNF patients’ 60 days total cost of careis 5k less compared to HHA patient (after considering increased cost in readmissions)

An
r


https://ldi.upenn.edu/our-work/research-updates/patient-outcomes-after-hospital-discharge-to-home-with-home-health-care-vs-to-a-skilled-nursing-facility/

Two Predictive Models to Aid In Decision Process

1 For the average patent, tha looks

like mine and requires post acute
C.are hOW Ilkely are. they (¢ b.e 57.6% of pa?ients Iike_yours
discharged to a skilled nursing e He

SNF

days.
faC| I |ty? 63% of patients like yours were
) discharged to SNF.
Contributors to Readmission Risk Contributors to Post-Acute Level of Care
+ Age: 87 Years + Age: 87 Years

* Birth Sex: Male + Birth Sex: Male

2. For the average patient, that looks ed Predlctlve/Prescrlptlve

like mine and requires post acute bt 150 PSS ST AT R TS
care how likely are they to be Cm—— "‘"""
readmitted within 30 days of hospital

.
d I SC h E l r e ? Indicators for readmission risk an d post-acute level of care needs are bawd on predlcnve analytics used when comparing
M A your patient’s clinical profile to patients with SImlia I p f C cal pre: n, SDOH, family needs, and
recommendations/orders from the health care tear o consi wm-on

ss fracture, hip,
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CarePort LOC Models Built After Subset of Successful
Health Systems

* Model built off Care Mgmt. client discharges between July 15t 2020 — June 30t" 2021

* Limited our sample of client health systems (24) to only those that:
1. Efficient PAC Utilization: Sent more than 59% of patients to HHA
2. Safe Discharge Record: Among patients discharged home 20% do not readmit within 30days

* Logistic regressions models are then applied to patients based off their Major Diagnostic Category

N = 88k
SNF Discharges = 34%

MDC 26 —Injuries and
Other Unmapped

N =19k
SNF Discharges = 42%

All Other MDCs
N = 39k
SNF Discharges = 35%

MDC 4 Respiratory MDC 5 Circulatory MDC 8 Musculoskeletal
N = 10k N=12k N =7k
SNF Discharges = 32% SNF Discharges = 27% SNF Discharges =21%




Why should Client's care?

Average Hospital ALOS
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¢ Skilled Nursing News

How Guardian Healthcare

Sparked 125% Growth in Referrals

By Alex Zorn | January 30, 2022

“We'’ve nearly doubled our-short-term, short stay
patients. Our referring partners basically said you
respond quickly to every referral we send you if you
can take it or not and it lets us know if we need to go
hunt something else down so we’ve almost become
the default provider of choice because they know
they can get an answer from us very, very quickly,”
VP Guardian.



% of Admissions

After Discharge
from Hospital Stay

Estimated Cost
at LOC for
Average
Patient

Average

LOS

readmission
Rate

Estimated Cost
e SRy for Readmission

(Assume 10k

Cost)

Estimated
Total Cost of

Care

What type of patient typical goes
to this setting

S S needing therapy visits, also in some
HHA 48% 2,202 114 15% 1,540 6,742 cases take skilled patients

$ S :
SNF 42% 12,500 39 18% 1.800 14.300 skilled and rehab needs

$ $ Stroke, brain injury, other
IRF 8% 19,714 12.7 4% 440 20.154 neurologic disorders and lower

’ extremity rehab
§ $ profound debilitating illness,
LTACH 2% 38,000 26.3 25% 2 500 40.500 septicemia, respiratory failure,

trach, vent, spent time in ICU




There is tremendous variation in referral patterns

\I/_Ivﬁzpét?ﬂ]se?/g% 2 g ?Dlg'(]I S%tsstems vary greatly n % of Patients Requiring PAC Care That are Referred to SNF

- Some health systems skew toward onl
sending patients home and some hospitals

are utilizing mostly SNF care for a majority of *
patient discharges

- We find that the variance in acuity of patient

populations does not explain away this ?
variance
»W here does your organization fall? " , High SNF
Predominantly utilization

»Do you know where you measure up against dischargedto
your peers? 0 HHA

»Do you know how your organization makes l |

|
level of care decisions today? M — v

>@]reer%/gohli ICeOVnefidoefnCta};.g% re d|SCharg|ng pat|ent5 (¢ ’ 0%  10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

% of Patient Discharged to SNF over HHA

29



Do these models work?

Hosmer Lemeshow Validation New Model (N=122,555)

Decile of Predicted Risk Number of SNF Stays Av:;:sietalzirze;::ztned Average Hospitalization
1

(Lowest Predicted Hosp) 12,255 11.0% 7.4%
2 12,256 12.6% 10.9%
3 12,255 13.6% 12.9%
4 12,256 14.8% 14.2%
5 12,255 16.0% 16.6%
6 12,256 17.6% 18.7%
7 12,256 19.6% 21.7%
8 12,255 22.6% 25.3%
9 12,256 28.0% 31.0%
10

(Highest Predicted Hosp) 12,255 43.8% 40.0%




7 Insight  snFanawvTics

MARKET ANALYTICS

Referral Performance

REPORTING DATE

July 2022

PREFERRED PROVIDER

SEARCH

Viewing 18 results

Provider

Taft Network

den

United Systems
847345250

Benedictine Health Network
072829076

Brookdale Healthcare Systems
674551892

REFERRAL PERFORMANCE HHA ANALYTICS HHA MARKET ANALYTICS HHN ANALYTICS

MEASUREMENT WINDOW

v 12 monthrolling

REFERRAL MANGEMENT SUBSCRIBER

SNF DISTANCE FROM NEAREST HOSPITAL

Select facilit v 90 mi.

Acceptance Rates by Payer Type

Market Characteristics Timely Communication and Placement Metrics Referred | Accceptance Rate

Distance from Referral Median First Median Response Referred Medicare Referred Medicaid
nearest Preferred Management Patients Response Acceptance Time For definitive Medicare Acceptance Medicaid Acceptance
hospital Provider Subscriber Referred Time Rate response Patients Rate Patients Rate

90mi v v 887 90 75.5 110xi 248 75.5 132 65.3

85mi v/ v 374 85mi 86.9 165#i 248 75.5 132 65.3

86mi v v 1415 86ni 77.6 454q1 248 75.5 132 65.3

90mi Vv v 112 90ni 74.8 32ni 248 75.5 132 65.3

Insight 4: While Welsh Home appearsto respond to
referrals within 15minsthat first responseif just a
place holder. They wait much longer than the market
average to give a definitive yes/no.

HIDIZNLO. THgiidiiu rultite rieditinid dilr VUL Ul 11IELWUI R
provider, but they have consistently accepted
Medicaid patients while other preferred providers
have refused.




