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Home Health Patient Population

& Home health volume:
* Home health patients served FY 2018 = 27,037
* Home health visits performed FY 2018 = 547,419

& Length of stay:
* Average length of stay FY 2018 = 46.6 days

o Age:
* Average age at admission FY 2018 =72 yo




Home Health Patient Population Served

Circulatory System
Injury & Poisoning
Respiratory System

Other Abnormal Findings

Nervous System 5%
Musculoskeletal System

Endocrine & Metobolic M

Neoplasms

Digestive System

Skin Diseases
Genitourinary System
Infectious Diseases
Aggregated INS MDC's

Source: Excel Health Home Health Diagnostic Breakdown




Home Health Patient Population Served

Hospitalization Risk Factors

Risk for Hospitalization: You SHP Multistate SHP Mational
Which of the following signs or sympioms Patients |dentified Patients |dentified & Patients Patients Patients Patients
characterize this patient as at risk for at SOC/ROC Hospitalized Identified at  |deniified & | ldentified at  Identified &
hospitalization? (Mark all that apply.) # % # % SOCROC  Hospitalized | SOC/ROC  Hespitalized
History of falls 6,269 23.7% 1,361 21.7% 33.4% 24 1% 32.1% 23 7%
Frailty indicators 16,736 63.3% 4,373 26.1% 40.5% 26.5% 44 4% 26.0%
Unintentional weight loss 1,808 T.2% 587 30.9% 8.5% M.3% 5.6% 3.4%
Currently reports exhaustion 16,207 61.3% 4,242 26.2% 36.3% 26.2% 40.5% 25.8%
Unspecified® T 0.0% 2 28.6% 0.0% 53.0% 0.0% 49 0%
Multiple hospitalizations 9,079 34.3% 3,088 34.0% 32.8% 35.1% 32 7% 34 4%
Decling in mental, emotional, behavioral status 2,405 9.1% 644 26.8% 15.7% 27 1% 16.1% 27 1%
Currently taking 5 or more medications 25,514 96.4% h,887 23.1% 22.8% 23.7% 91.4% 23.4%
Other 15,153 57.3% 4,038 26.6% 49 4% 28.0% 51.0% 27.2%
Multiple emergency dept visits 6,564 24.8% 2,180 33.4% 27.2% 34 0% 26.2% 34.2%
Difficulty complying with medical instructions 4 780 18.1% 1,302 27.2% 18.7% 27.3% 19.4% 27.4%
Other rizk(z) not listed 9,921 37 5% 2,483 25.1% 21.0% 23.2% 23.7% 23.2%
Unspecified® 3 0.0% 1 33.3% 0.0% 30.4% 0.0% 50.5%
Mone of the above 173 0.7% 10 5.8% 1.7% 8.5% 2.0% 8.5%%

*Frailty indicators and Other risk factor breakouts not suppaorted in OASIS-C

Source: Strategic Healthcare Program (SHP)




Home Health Comprehensive
Assessment. Addressing Serious lliness

New Advance Directive

Patient: House, Account Bob

Patient ID: 00035348 SOC:02/19/2018 Discharge:
Admit ID: 00490098 DOB: 04/04/2005 Adm Type: CT
Directive: IAdvanoe Care Plan ;I Preferences

[T Medical Treatment

Physician 1D I Saarch | [T Mental Health/Behavicral Treatment
[T Cultural/Social
Date executed: IEM!EUIB |:|

[T Spiritual/Religious
Discussion Outcome (choose one, if applicable)
[T Discussed but did not wish to provide advance care plan
[T Discussed but was unable to provide advance care plan
[T Mo discussion related to advance care plan

Memo:




Managing Patients with Serious
lliness in the Home

& Proactive protocols

& Integrated care models

& Action plan

? Provider Access
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Presentation Notes
Proactive Protocols:   CHF, COPD, Sepsis, Wound, Oncology

Integrated Care Models:  MSSP COPD, HRI, THN COPD, Caromont

Action Plan:  Zone Management, Provider Access 


Home Health Staff Resources and
Partnerships

o

Acuity based care

o

Home health trigger tools
Social work services

* Social work navigation

o

* Social work home visits

Home and community based hospice and palliative care
partnerships

o

& Collaborative staff education events

& Interdisciplinary care conferences




Home Health Transitional Screening
Template

Resources Screening Questions

Would you be surprised if the patient died within the next year?

Has the patient received a palliative care consult? [ YES [] NO  If YES, which agency:

Which Advance Directives does the patient actively have in place:
[] medical Power of Attorney || Financial Power of Attorney [ Living Will [] Legal Guardian [ JDNR [} MO ADVANCED DIRECTIVES

Does the patient have a MOST form? D YES D NO K YES, can we have a copy? D YES D (]




Advanced Home Care Has
Partnered with Carolina Caring

#)ADVANCED & ) CAROLINA
HoMECARE CARING
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Successful Patient Outcomes Through Collaboration

Carolina Caring offers a community-based palliative medicine program that cares for patients in 12 counties
of western North Carolina. Advanced Home Care is a not-for-profit, hospital-affiliated company that operates
over 30 branch locations in 5 states. They service over 40,000 patients each day making them one of the
largest Medicare/Medicaid-certified home care organizations in the Southeast. With Carolina Caring and
Advanced Home Care both participating in innovative models with CMS in 2016 (CMMI and BPCI), they were
eager to integrate their care to identify and measure the impact on patients served. Both organizations are
recognized within the community for providing high quality of care. Through the Carolina Caring-Advanced
Home Care collaboration individuals have shown significant improvement in quality of life, satisfaction with
the services being provided, and the ability to successfully remain at home.

Objective: CCand AHC believed coordinating home health and community-based palliative care services would improve the health of populations,
reduce the overall cost of healthcare, enhance the patient experience of care and improve the experience of health care providers.

Methods:

Summary:

Providers
+
Patients

Hospice

Hospital Readmissions
(47 Patients Followed Pre and Post Partnership)

Prior to Partnership
(w/ home health alone)

28 Readmits

Integration of
Learnings Across the Healthcare
Continuum of Care

After 4 Months

Partnership 8 Readmits

Patients Discharged from AHC after Episode of Care
(Results of 28 Patients Discharged from Home Health)

Remained in 10
Palliative Medicine

Admitted to
Hospice

Expired Seeking
Aggressive Treatment

To date, CC and AHC have collaboratively served over 400 patients across 11 counties in North Carolina. We
continue to identify strategic partnership opportunities to expand on delivery of care. Our programs have
expanded from home-based to community-based to the integration of clinic locations. Through the success
of our partnership, we have used our learnings to replicate positive outcomes with other networks across

the full continuum of care (i.e. ACOs, collaborative networks, and payor source pilot programs.) oy
P

WWWCAROLINACARING.ORG




Primary Diagnosis- All Referrals

(November 2016- May 2018)

Volume Per Primary Diagnosis

COPD CHF CANCER NEURO COMPLEX
MEDICAL
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Presentation Notes
AHC has identified 412 patients that would recommend to palliative or hospice services.  We have had a few patients refuse, expire, or choose a different agency for services.

Data based on 412 patients

Many patients have complex medical conditions; but our volume of Cardiopulmonary Patients continues to rise.

The volume of patients with dementia is rising across the nation; but the medical complications and comorbidities are often the changes leading to HH referral.  The primary reason we are servicing a patient in this market is most often not due to the cognitive impairment alone.






Connect: Transitions and Life
Changes (TLC)

Connect: TLC
Patient

Palliative
Care

X

HomMECARE
ce and Palliative Care of Greensboro

Hospice
& and Pal]iat}ize (Care of Greensboro ﬁADVAN CED B 3.]1121}\’[1\/'53f Care
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and Palliative Care of Greensboro

Palliative Care Patient Disposition

Community Palllative Care Status

+ 9 put of 20 patients have discharged to hospice
+ 100 % conversion rate for patients discharged from palliative care
program to hospice care program at HPCG
<+ 3 put of 9 patients admitted to the HPCG Hospice Program
g have expired

B Arctive Discharged to Hospice

Advance Care Planning

Advance Care Planning
20 < 10% of the patients had an Advance Care Plan in place
priar to the Palliative Care Consult

< 100% of the patients had an Advance Care Plan in place

2 after Palliative Care Services provided

|
Advance Care Planning Advance Care Planning
PRIOR to Palliative Care AFTER Palliative Care
Consult Consult

Palliative Care & Home Health Clinical Collaboration Outcomes
March 1, 2018- May 21, 2018




Serious lliness and the Impact on
Home Health Outcomes

& Quality of Care Star Rating ererHeatth
& Value Based Purchasing |
& Home Health Compare

& High Quality Network Provider




Impact of Home Health Services: 30 Day Readmissions

& Over the course of one year, 11 facilities across North Carolina

had > 1,500 patients coded at facility discharge for home
health service needs

* 30 % of those coded for home health services were not admitted to care by a
home health agency within 30 days of facility discharge

& Rising Risk for Readmissions

Percentage of 30 Day Readmissions

State Average- North State Average- South
Carolina Carolina
Patients admitted to Home Care 14.6% 13.80%

Patients not admitted to Home Care 23.0% 22.20%

Source: Excel Health. Data based on claims for July 2017 to

July 2018. Accessed on February 13, 2019




Questions

Allowing older patients to age in place...
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