Community Based Care
Mobile Health Paramedic/Mobile Integrated Health

David J. Schoenwetter, DO, FACEP
Medical Director,
Geisinger EMS and Geisinger Life Flight

Kathleen Sharp, CPC, CMM, LBB
Senior Performance Innovation Consultant

Urgent Matters Conference
Sunday, October 25, 2015




Mobile Paramedic (MHP) Pilot
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Mobile Integrated Health Pilot

Project Goal:

Under the umbrella of Community Based Care (CBC), develop a
delivery model to provide the right care in the right location using
Mobile Health Paramedics.

This program will not compete with existing programs like visiting
nursing, but will augment these programs by caring for those who do
not meet criteria for existing programs or will fill existing program

gaps.

Patient-centered selection criterion is based on acuity, proximity, and
condition:

o High utilizers of ED

o Medically Complex Patients

© Heart Failure patients



Mobile Health Paramedic Pilot Design Evolution

Targeted populations:

Commercial, Medicare, Medicaid

Medicare FFS

Patient Selection Criterion:

* Reside within 20 mile radius of platform
« Patient of Heart Failure Clinic or

« Patient of one of 5 Primary Care sites or
« Patient presents to ED



Mobile Health Paramedic Program Background

Pilot Attributes:

* Mobile equipment Technology for care providers
* Integration with Nurse Navigator or Case Manager

 Direct link to Primary Care Providers
* Address gaps in care

Mobile Health Paramedic

Expanded “Role”
NOT Expanded “Scope”



Mobile Health Paramedic Services
Medical Home Support

Heart Failure Clinic
HF ProvenCare Follow-up
Home Diuresis

Medically Complex Medical
Home Support

Discharge PLUS (GWV ED)
ED call backs
End of Life (POLST)



MHP Results: Geisinger In-Home Firsts

Tele-Connectivity 12 Lead EKG






Mobile Health Paramedic Anticipated Utilization

" Heart Failure

® Medical Home
Discharge Plus
Hospital at Home



Mobile Health Paramedic Actual Utilization

® Heart Failure

® Medical Home
Discharge Plus
Hospital at Home
ED Support

10



MHP Pilot Results
(704 patients 3/2014 — 6/2015)

Quality
Prevented Hospitalizations 42 (+Ep)
Inpatient Days Prevented (estimated) 168
Prevented Emergency Depart Visits 33 (ED only)
Patient Safety Issues 3/2,893 0.1%

Patient Satisfaction (52.7% RR)
100% of our patients are surveyed

Financial
Avoided charges: $2.1M



Patient Phone Calls

Average Call Duration
Minutes

25
20
15
10

Call Type

ED Call Backs
® Medical Home

Discharge PLUS
Heart Failure
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MHP Interventions: March 3, 2014 — October 16, 2015

Encounters Unique
Patients
Home Visits 439
Heart Failure 196
810
Phone 2,258

Total Encounters 2,893



Patient Satisfaction Survey

Response Rate: 72.7%

| feel the visit by the MHP enhanced
and improved my healthcare

| had a better understanding of my
health care, medical condition and
the objectives of my health care
team after the MHP visit

The MHP displayed compassion,
empathy, and respect for yourself
and those around you.



360 Satisfaction

-
“In a word - “Robert routinely sees our heart
” failure patients on home visits, doing
\WOI’) derf UI ’ both assessment and treatment

(including IV diuresis). Many of these
have severe cardiomyopathies and
require high level assessment skKills to
manage.

The patients | have had contact with
are uniformly very impressed and
comfortable with his care.

His notes are always consistent with
my findings at office visits. *

Lorick Fox, MPAS, PA-C, AAC
Cardiology

-
“I didn’t have to go
to Emergency and

\wait an eternity.”

éRobin showed me
what was bad for

Q’Ie.




Program Integration w Heart Failure Reduced Encounters
90d Pre-Post (202 Patients)
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Heart Failure Care Saved Days
(202 Patients)

Avg LOS in Hours I/IP LOS in Hours
120 133 30099 14178 Days
292 Admits 599 Bed

100 Admits 25000
Days

80 20000 S '
aved!

60 15000 579 Days

40 10000

20 5000 -

O =]

Pre Post Pre Post
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Mobile Health Paramedic Team
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Mobile Integrated Health

"The mobile paramedics helped chronic
disease patients avoid ED visits by providing
almost immediate access to care in their
homes... need to study their integration in to a
wider care team”

Sanjay Doddamani, MD
System Chief,

Advanced Cardiac Disease — Heart Failure
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Mobile Integrated Health

"Across the country, community paramedics are being
used to fill gaps in existing healthcare systems. These
providers are skilled in emergency care, comfortable in
dealing with patients within their homes, and have a
scope of practice that can serve as the eyes and ears
of the advanced medical home."

Douglas Kupas, MD, FACEP
Commonwealth EMS Medical Director
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Advice and Lessons Learned

Engage Sponsors Early and Often
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Advice and Lessons Learned

EHR Integration & Telehealth

connectivity supported the activation of
patients
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Advice and Lessons Learned

You cannot over communicate!
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Advice and Lessons Learned

"In God we trust, all others bring data.”
~ W. Edwards Deming
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Advice and Lessons Learned

It takes a village

25



Acknowledgements

GWYV Heart Failure Team
CPSL Sites

EPIC Ambulatory Team
Legal

GWYV Finance

GHP

GHP Care Management
Patient Experience
Transfer Center

IT WSASs

Clinical Innovation

Clinical Innovation Analytics



Questions?
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Appendix

* Heart Failure Workflow

* Heart Failure MHP Phone Call Worksheet
« Payor Summary

« Key Stakeholder Comments

* Recognitions

« Wall Street Journal
 Integrated Delivery Network to Watch
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Heart Failure Team and the MHPs

Traditional Model requires MHP Model results in team
emergency care services based anticipatory care

Sent out by RN based
on patient alert

To ED

VR

Clinical status
More Stable

Clinical status
Less stable

Symptomatic Patient
At HOME

Post intervention

Improved Patient MH

At HOME

Team discussion & Plan

» MHP
_— ¢ Provider

G Nurse

Emergency provider visit subject Anticipatory provider visit is less
to transport and Immediate urgent and patient presents more
provider access 7 days/week stable for provider visit 29

GEISINGER
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Payor Summary



Mobile Integrated Health

“Another great example for Geisinger
finding the right overlap of cost,
quality, and care. Most of the country
Is talking about it, we are doing it.”

Ron Strony, MD
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Mobile Integrated Health

“It's a supportive effort with everyone:

(Nurse Navigator, Case Management,

Home Health and Mobile Health Paramedic)
working together to provide the attention and
care with the appropriate touches at the right
time that the patient needs.”

Radune Mautz, RN
Heart Hospital

Clinic



THE WALL STREET JOURNAL.

WWW.wsj.com

A ‘No Emergency’ Paramedic

PERSONAL JOURNAL

Tuesday, August 18, 2015

by Laura Landro

In a new role, paramedics schedule visits to patients at home for checkups and post-hospital care

Paramedics, who race to emergencies
and transport victims to the nearest
ER, are taking on a new role: keeping
patients out of the hospital.

An initiative, called community
paramedicine, is training the fast
responders in chronic disease
management, medication compliance
and home safety. Paramedics are then
sent on scheduled house calls to frail
and elderly patients or those who
have trouble managing chronic
conditions like heart failure and
diabetes.

Community paramedics take vital
signs, administer IV medications, and
perform lab tests as well as help
patients understand follow-up
instructions after being discharged
from a hospital.

Mobile paramedic Veronica Koval discusses her scheduled house calls for
the day in Pennsylvania. Watch a video about how more programs like this
are providing basic, hon-emergency services to patients in their homes.
Photo: Benjamin Hoste for The Wall Street Journal

They check for risks such as where patients could fall in
their homes and whether they understand their medical
regimens. They also work with doctors, nurses,
dietitians and physical therapists to coordinate future
care.

In this new role, paramedics augment
existing programs like visiting nurse
services and home care. They also treat
patients who don’t meet home-nursing
criteria or don’t want someone in their
home all the time but still have complex
needs, says David Schoenwetter, an
emergency physician and head of the
mobile health paramedic pilot program
at Geisinger Wyoming Valley Medical
Center in Wilkes-Barre, Pa., part of
Danville, Pa.-based Geisinger Health
System.

“Paramedics are a readily deployable,
nimble, clinically trained resource who
can help close a gap in American health
care,” Dr. Schoenwetter says.






Advice and Lessons Learned

Engage Sponsors Early and Often
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