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OVERVIEW

1. Emerging value-based outcome measures in
IDD

2. Home-based primary care

3. Can the provision of home-based primary
care lead to an improvement in value-based
outcomes in people with IDD?
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BACKGROUND BREA.%E!NG

= There has been increased usage of value-based outcome measures in many population health initiatives in the U.S.

= There is little research about which standards should be used for long term services and supports (LTSS) for people
with intellectual and developmental disabilities (IDD).

= Hospitalization rate is an outcome measure that is being used as a reportable measure in many value-based
payment models.

= Days spent at home is a person-centered outcome measure that can measure the time people with chronic and
serious conditions spend in the community, and outside of hospitals and nursing homes.

= We sought to build an algorithm to determine the annual hospitalization rate and mean days spent at home by the
population of people with IDD who are enrolled in community-based residential waiver programs, as value-based
outcome measures for people with IDD.

Friedman, C. (2018). Building The Framework For IDD Quality Measures. Towson, Chicago, and Omaha:
The Council on Quality and Leadership, the Institute for Public Policy for People with Disabilities, and Mosaic.

Sayer C. “Time Spent at Home” - A Patient-Defined Outcome. New England Journal of Medicine Catalyst, April 26, 2016. https://catalyst.nejm.org/time-spent-
at-home-a-patient-defined-outcome/
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(J Between October 1, 2018 and September J Total managed days was calculated as the

30, 2019, our IDD residential waiver
programs provided continuous person-
centered support and medically-necessary
services to a cohort of individuals living in
community-based settings.

) Each individual’s whereabouts each day was
entered into a database (HCS Interactant®,
Wall Township, NJ), recording whether the
individual was at home, in the community
receiving supportive services from our
organization, or in other settings (hospital,
nursing home, or on other leave) that day.

L We performed a retrospective review of this
internal census tracking and length of stay
database.

days an individual we served was utilizing
our services minus days that the individual
was on therapeutic leave, or incarcerated.

Hospitalization rate per 1,000 was
calculated as (Admissions/(Managed
Months/1,000)) x 12).

Inpatient days per 1,000 per person served
(the number of inpatient days that are used
in a year for each thousand people served)
was calculated as: inpatient days /managed
client months) x 1000 clients x 12 months.

Days spent at home was calculated as total
managed days minus days spent in hospitals
or nursing homes.

McCall N, Geonnotti K. Utilization Measures Worksheet. Mathematica Policy Research 2015.

Groff AC, Colla CH, Lee TH. Days Spent at Home - A Patient-Centered Goal and Outcome. N Engl J Med 2016; 375: 1610-12.
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INDIVIDUALS SERVED

&)

&y

2,388 INDIVIDUALS SERVED
FOR 745,957 MANAGED DAYS

AGE

b

46.6 YEARS
MOST WITH IDD + MEDICAL DX

INDIVIDUALS HOSPITALIZED

&)

20% HOSPITALIZED
LENGTH OF STAY (1-229 DAYS)

HOSPITALIZATION RATE
\—/
-+ +

240
PER 1,000 MANAGED PERSON YRS

INPATIENT DAYS

5,243/1,000 PER YR
29 total LOS >100 days

DAYS SPENT AT HOME

1 C

360 Days Per Year (98.5%)

MANAGED DAYS SPENT AT HOME PER YEAR

Mills WR. Days Spent At Home As An Outcome Measure For People With Intellectual And Developmental Disability
American Association on Intellectual and DevelopmeSntal Disabilities 2020 National Meeting (Presented virtually).
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DATA

U Hospitalization rate and days spent
at home may be emerging value-
based outcome measures in IDD

U Individuals in residential waiver
programs were hospitalized at a
rate of 240/1000 per year

O Individuals in residential waiver
programs spent an average of 360
days at home per year

U While most individuals were not
hospitalized during the year, a
subset had long lengths of stay,
most of which were related to \
behavioral diagnoses refractory to ‘
routine outpatient treatment

Average Number of Managed Days Spent at Home per Year
2477 Waiver Supported Lving

Use of HIEs and

2 other data —
sources to
facilitate data
collection.

ROAD MAP

Widescale
adoption of pay-
for-value payment
models in IDD.

Development and
4 refinement of risk
stratification models
and benchmarking.

Increased value-
3 based outcome
presentations
and publications
by academia and
industry.

Develop value-
based outcomes
measures.

INNOVATION OPPORTUNITY

9

FUTURE DIRECTIONS

O Studies of new models of support

and care for people with IDD in
which augmented outpatient
behavioral health supports are
available are needed.

U These studies should evaluate

whether providing more intensive
community-based medical and
behavioral health resources may
decrease hospitalization rate and
inpatient days per 1,000.

O Studies of enablers of optimizing

hospitalization rate and days spent
at home

O Access to care
U Care management
U Medication management

Q Care coordination

U Hosp. Rate, and days spent at

home are simple metrics that may
promote provisioning of
appropriate resources for IDD
waiver programs, as well as for
managed care payers.

1
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90% of the nation’s $3.8 trillion
in annual health care
expenditures are for people

with chronic and mental
health conditions."

Heart Disease and Stroke

Nothing kills more Americans than heart
disease and stroke. More than 868,000
Americans die of heart disease or stroke every
year—that's one-third of all deaths. These
diseases take an economic toll, as well, costing
our health care system $214 billion per year
and causing $138 billion in lost productivity on

the job.?

Diabetes

More than 34.2 million Americans have
diabetes, and another 88 million adults in the
United States have a condition called
prediabetes, which puts them at risk for type 2
diabetes. Diabetes can cause serious
complications, including heart disease, kidney
failure, and blindness. In 2017, the total

illion in medical costs and lost productivity.®

Arthritis

Arthritis affects 54.4 million adults in the United
States, which is about 1 in 4 adults. Itis a
leading cause of work disability in the United
States, one of the most common chronic
conditions, and a common cause of chronic
pain. The total cost attributable to arthritis and
related conditions was about $304 billion in
2013. Of this amount, nearly $140 billion was
for medical costs and $164 billion was for

indirect costs associated with lost earnings.”

Each year in the United States, more than 1.7
million people are diagnosed with cancer, and
almost 600,000 die from it, making it the
second leading cause of death. The cost of
cancer care continues to rise and is expected to
reach almost $174 billion by 2020."

Obesity affects 19% of children and 42% of
adults, putting people at risk for chronic
diseases such as diabetes, heart disease, and
some cancers. Over a quarter of all Americans
17 to 24 years are too heavy to join the military.
Obesity costs the US health care system $147
billion a year.

Alzheimer's Disease

— —= Alzheimer’s disease, a type of dementia, is an
irreversible, progressive brain disease that
affects about 5.7 million Americans. It is the
sixth leading cause of death among all adults
and the fifth leading cause for those aged 65 or
older. In 2010, the costs of treating Alzheimer’s
disease were estimated to fall between

$159 billion and $215 billion.? By 2040, these
costs are projected to jump to between $379

2 i~

billion and $500 billion annually.

National Center for Chronic Disease Prevention and Health Promotion

11



CONCENTRATION CURVE OF HEALTHCARE EXPENDITURES,
U.S. CIVILIAN, NONINSTITUTIONALIZED POPULATION, 2019

A

BRIGHTSPRING
H

EALTH SERVICES

100

90

Mean Cost
$129,911

g 79.2
: L ..
%. 80 1600
o
% iy Mean Cost 11400
Ll $60,989
S 60 11200
()
(@)
S S0F 41000
o
(%)
o 40 Bottom 1800
CqLJ 50% Mean Cost
= 40,634 2
-E 30 Mean Cost ’ 600
© $374
-
g 20 7 -4 400
o
10 > - -4 200
o g 0 01
0 oF L. &— L L ! L 0
0 10 20 30 40 50 60 70 80 920 100

Cumulative Percentage of Population

Source: Medical Expenditure Panel Survey
12

1800

Total Expenditures (in billions)



DEFINITION OF FRAILTY AND PREVALENCE OF FRAILTY INDICATORS

A

BRIGHTSPRING

HEALTH SERVICES

Contents lists available at ScienceDirec

Healthcare

journal homepage: www.elsevier.com/locate/hjds

Original research
Segmenting high-cost Medicare patients into potentially actionable cohorts

Karen E. Joynt™", Jose F. Figueroa A Nancy Beaulien”, Robert C. wild", E. John Orav®,
Ashish K. Jha™"

* Frailty -an aging-related syndrome of physiological decline,
characterized by marked vulnerability to adverse health outcomes.

* Frail elderly - age > 65 and the presence of at least two
conditions on a modified list of twelve specific claims-based
diagnoses potentially indicative of frailty as proposed by Kim and

Schneeweiss

* Frail <65 Disabled — age < 65; qualified for Medicare due to

permanent disability or ESRD

Abnormality of gait
Protein-calorie malnutrition
Adult failure to thrive
Cachexia

Debility

Difficulty in walking

Muscular wasting and disuse atrophy
Muscle weakness

Decubitus ulcer of skin

Senility without mention of psychosis

Durable Medical Equipment (DME) (cane, walker, bath
equipment, and commode)

Number of

beneficiaries with

indicator

272,654
51,300
26,029

6,730
84,760

201,979

112,413
42,649

263,343
49,784

7,370

115,575

% of beneficiaries
with indicator

10.5%
2.0%
1.0%
0.3%
3.3%
7.7%
4.3%
1.6%

10.1%
1.9%
0.3%
4.4%
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[ 11 Very Fit — People who are robust, active, energetic and motivated. These people commonly exercise regularly. They are among
the fittest for their age.

[ ] 2 Well — People who have no active disease symptoms but are less fit than category 1. Often, they exercise or are very active
occasionally, e.g. seasonally.

[ ] 3 Managing Well — People whose medical problems are well controlled, but are not regularly active beyond routine walking.

[ ] 4 Vulnerable — While not dependent on others for daily help, often symptoms limit activities. A common complaint is being
“slowed up”, and/or being tired during the day.

[ 15 Mildly Frail — These people often have more evident slowing, and need help in high order IADLs (finances, transportation, heavy
housework, medications). Typically, mild frailty progressively impairs shopping and walking outside alone, meal preparation and
housework.

[ ] 6 Moderately Frail — People need help with all outside activities and with keeping house. Inside, they often have problems with
stairs and need help with bathing and might need minimal assistance (cuing, standby) with dressing.

[ 17 Severely Frail - Completely dependent for personal care, from whatever cause (physical or cognitive). Even so, they seem stable
and not at high risk of dying (within ~ 6 months).

[ ] 8 Very Severely Frail - Completely dependent, approaching the end of life. Typically, they could not recover even from a minor
illness.

[ 19 Terminally lll - Approaching the end of life. Applies to people with a life expectancy <6 months, who are not otherwise
evidently frail. 14
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Major Minor
Segments | RIEE(s] (60 complex complex

<65 chronic chronic
illness illness

Simple
chronic
illness

RE W

healthy

T Disabled <65  Frail Elderly Major complex  Minor Simple chronic  Relatively
Criteria chronic complex Healthy

Age<65 > 2 frail >3 complex 1or2complex O complex 0 chronic
-ESRD indicators conditions conditions conditions conditions
-Disabled or & &

26 non- <6 non- <6 non-

complex complex complex

conditions conditions conditions

Fig. 1. Segments were assigned in a waterfall fashion in the order shown, such that the groups are mutually exclusive. First, the under 65 population was assigned to a group ( < 65).
Then, of remaining beneficiaries, those with more than two frailty indicators were assigned to a group (“frail elderly”). Then, based on the number of chronic conditions present, the

remaining beneficiaries were divided into the four remaining groups shown.

I 2,007,
27,
L 148,
R 85
P P
R 23
o 5
5
D

D

390
827
429
909
807
077
306
187
975
237
45
3

0

Number of patients % of beneficiaries

77.0%
10.7%
5.7%
3.3%
1.9%
0.9%
0.4%
0.1%
0.0%
0.0%
0.0%
0.0%
0.0%
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50%

46.2%

45% A
40% A

35% A

30% A

25%
20% A

15%

11.1%

Likelihood of being high-cost

10% -
5%

3.7%
2.U% 1.1%

Frail Elderly Under 65 Major Complex Minor Complex Simple Chronic Relatively
Disabled and Chronic Chronic healthy
ESRD

Fig. 2. Prevalence of High-Cost Status Within Each Segment. ESRD=end-stage renal disease. High-cost status was defined as the top 10% of spending, so if the likelihood of being a
high-cost patient was equivalent across segments, we would expect 10% of the patients in each group to receive this designation.

$80,000 -
$70,000
$60,000
50,000 " "
$ w Durable Medical Equipment
$40,000 = Physician Services and Tests
= PartD
$30,000 ® Post-Acute Care
m Outpatient
$20,000 = Inpatient
$10,000
$0
Frail <65 Major Minor Simple Relatively
Complex Complex Chronic Healthy
Chronic Chronic

Fig. 3. Total and Type of Spending Across High-Cost Patients by Segments. The boxes atop each bar represent total spending in each group.
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Boomershub

* “The stairs are getting so hard to climb.”

* "Since my wife died, | just open a can of soup for dinner.

* "I've lived here 40 years. No other place will seem like home.
* ”I've had more trouble getting around.”

* ”I've had a couple of falls — not too bad though.”

17
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Over 15 million 2 million caregivers
Americans receive travel over 7 billion
health services in the miles each year to
home setting every provide care for
year patients in their homes

The latest therapies
Promotes better and medical
patient outcomes technologies can be

provided in the home

18

Care in the home
brings proven cost
savings

Home is a preferred
setting for care
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HOME BASED PRIMARY CARE BY THE NUMBERS

50 MILLION

INDIVIDUALS IN THE U.5. THATWILL
BE 75 OR OLDER BY 2050

2 MILLION

MEDICARE BENEFICIARIES WITH
MULTIPLE CHRONIC CONDITIONS
COULD BENEFIT FROM HBPC

W .

ey

—

81%

OF PEOPLE 65 AND OLDER
THAT HAVE MULTIPLE
CHRONIC CONDITIONS

50%

AMOUNT HBPC CUT HEART
FAILURE READMISSIONS

\
$4,000

ANNUAL HBPC
SAVINGS/PATIENT

$
30-40%

RISK-SHARING HOME BASED

PRIMARY CARE PROGRAM REDUCES
AVOIDABLE UTILIZATION

&

40%

OF PATIENTS VISITS WERE
IN-HOME IN 1930

(1)

70/30%

OF AMERICANS THAT PREFER
TO DIE AT HOME VERSUS
THOSE THAT DO

5/39%

TOP 5% OF PEQPLE ARE
RESPONSIBLE FOR 39% OF
HEALTH SPENDING

Sources: HCCl: Home-Based Primary Care's Perfect Storm; AAHCh: Home-Based Primary Care

20
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l Hospitalization Rate Total Cost of Care l

I Patient & Family I
Days Spent at Home Satisfaction

21



HOME-BASED PRIMARY CARE DELIVERY MODEL

Components

P Practice

Patients:

Multi-morbid, high-risk,
average cost per capita >$40,000 per year

Care Management Team Build

Care Team: @

Physician +

2-5 NPPs

Physician —t—
NP/PA NP/PA

Physicians and non-physician practitioners see
patients in their homes and in senior living
communities

Support Structure Build

e
Med. Dir.

Sustainable Practice:
Minimum

* 2-3 Physicians

* 4-6 NP/PA
e

Physician Physician
1 1
& @ ©

NP/PA NP/PA  NP/PA NP/PA

Patient Panel:

L)

060

Care Manager Clinical
(Nurse-Care  Coordinator-
Transitions and (Nurse-Triage)
Acute Care

Avoidance)

Administrative
Coordinator
(Med. Assistant —
Scheduling)

HBPC Practice
Support Model:
Minimum

¢ 1 Practice Admi
ractice Admin Practice Lead

-
-0

Practitioners + Care
Management Team

* 2 X Car Mgmt. Teams

* 1 Medical Director

22

500-600 patients per care team

Care Management Team Members and Functions :

®

Chronic Care
Coordinator
(Nurse or Med
Assistant-Risk
Stratification
and
Identification of,

Risk)

O

Admin

Functions

Sustainable Practice:
Minimum

1,000-1,500
patients

At
A
i)

Care Coordination

Model: Care Team is

supported by

Physician
f J a robust Care
@ @ Management
Team

NP/PA ‘ NP/PA

N £ ®

Care Management Team

Model Supports Growth:

60

Care Management Team Model
The Care Team Model enables a predictable platform
for outstanding patient care, mitigation of acute care
use, and practice growth

BRIGHTSPRING
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TRADITIONAL HEALTHCARE: MINIMAL IN-BETWEEN VISIT CARE MANAGEMENT

i fiE, et

Exacerbation

Chronic lliness
Exacerbation

PCP HH-Therapy SNF HH-Therapy PCP
Jan » Dec
INTEGRATED HOME-BASED PRIMARY CARE AND IN-BETWEEN VISIT MANAGEMENT
Visit Care Management Visit Care Management Visit Care Management
Jan » Dec

* Falls, hospitalization, and
other evidence-based . Access to Right Meds
assessments - Regular Med

+
i * Comprehensive Care @E Reconclllation

Planning *  Medicatlon Adherence
* Tight Communication . +  Polypharmacy reduction

Linkage between practice

and care manager

* Quality Measure Attainment
* Coordination of community
resources

Care Management Comprehensive Medication Management Patient /Caregiver Engagement

23

Disease Education

/ Practitioner Engagement
‘ — : Access Care Plan
°
Materlals
* Advanced Directive
Education
* Aligning expectations
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Western Reserve Medical Group is enabling complex, frail populations to spend 98% of their days at home, in the

community — and outside hospitals and nursing homes

Hospital SNF
1%

1%

26

BrightSpring Study
Abstract Published
in Journal of the
American Geriatrics
Society

Chief Medical Officer Bill Mills, MD,
and members of the Western
Reserve Medical Group team (Janet
Buccola, Lisa Lemin, Lynn Cappelli,
Jamie Roosa, Kathy Lewis and
Belinda Schraer) gained attention
for their study “Variation in
Hospitalization Rates Among Senior
Living Communities Served by a
Home-Based Primary Care Practice”
in the April 2020 issue.



CAN THE PROVISION OF HOME-BASED PRIMARY CARE LEAD TO AN
IMPROVEMENT IN VALUE-BASED OUTCOMES IN PEOPLE WITH IDD?
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WesternReserve
MEDICAL GROUP

+

Pharmacy
Alternalives

IMPROVING CARE FOR INDIVIDUALS

WITH IDD: CARE INTEGRATION MODEL

* Primary Outcome Measures

* Hospitalization Rate

* Days Spent at Home

* Total Cost of Care

e Advance Care Planning
* Readmission Rate

* Medication Adherence
 Satisfaction

28
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Before home-based primary care

= Individual had four emergency room visits within two
months due to hyperglycemia

With home-based primary care

= MD visited with patient and adjusted treatment plan, most
recent Hb A1C 6.8% (down from 10.5% in 3 months). No
emergency room or hospital visits in six months

= In the HBPC model, the physician or nurse practitioner has
regular in-person contact, and focuses on communication,
coordination and goal-directed, preemptive care

= Getting to know the living setting is important in helping an
individual do well clinically

29



IS PROVISION OF HOME-BASED PRIMARY CARE TO INDIVIDUALS WITH IDD ASSOCIATED
WITH A LOWER HOSPITALIZATION RATE THAN A TRADITIONAL PRIMARY CARE MODEL?
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The objective of this study was to determine if providing HBPC to
individuals with IDD was associated with fewer hospitalizations
than a control group receiving traditional primary care

Individuals with IDD living in supported residential settings in Ohio
were offered HBPC

Individuals electing HBPC made up the intervention group, and
those who did not opt for HBPC continued to receive traditional
primary care services and made up the control group

Hospitalizations were tracked in both groups

The 757 study participants had IDD diagnoses and received
residential support services throughout the study period

Annualized hospitalization rate was determined in both groups
and was compared using generalized estimating equations while
controlling for patients’ age and hospitalization rate in the year
prior to the study

30
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journal homepage: www.jamda.com

JAMDA

JAMDA
®aEEray

Original Study - Brief Report

Provision of Home-Based Primary Care to Individuals With
Intellectual and/or Developmental Disability Is Associated With a
Lower Hospitalization Rate Than a Traditional Primary Care Model

William R. Mills MD **, Miranda M. Huffman MD?,

Jamie Roosa MA?,

Krystal Pitzen MA?, Ronald Boyd BS?, Belinda Schraer BS?, Dmitri Poltavski PhD "

2 BrightSpring Health Services, Louisville, KY, USA
bUm'versity of North Dakota, Grand Forks, ND, USA

Frequencies and y? Test Comparisons Between the Control and HBPC Groups on
Categorical Variables With Bootstrapping

Control, % (n)

HBPC-Receiving, % (n) x%* Two-Sided P

Sex
Females 39.8 (219)
Males 60.2 (331)
Primary diagnostic
category
Mild ID 41.6 (229)
Moderate ID 27.3 (150)
Severe ID 129 (71)
Profound ID 18.2 (100)

42.0 (87) 058 .62
58.0 (120)

40.6 (84)
31.9 (66)
10.6 (22)
16.9 (35)

193 .59

*After adjusting for statistical bias via bootstrapping based on 1000 samples.

Parameter Estimates for Fixed Effects and Covariates in Generalized Estimating Equations Predicting Individual Hospitalization Rate

Parameter B SE 95% Wald CI 0Odds Ratio Wald 2 P
Female -0.25 0.20 —0.65, 0.15 0.78 153 22
Control group 0.75 0.17 0.42, 1.08 @ 20.71 <010
Age 0.003 0.005 —0.07, 0.01 1.00 0.29 .59
Hospitalization rate for the year prior to study 0.03 0.03 —0.02, 0.08 1.03 1.17 .28
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HOME-BASED PRIMARY CARE WAS ASSOCIATED WITH A LOWER HOSPITALIZATION RATE: DISCUSSION
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= We found that individuals with IDD receiving HBPC were hospitalized less often than
those not receiving HBPC

= Contributors to the HBPC group’s lower hospitalization rate may have included:
— availability of 24/7 medical triage for all HBPC patients

— early recognition and management of new acute diseases and exacerbation of
chronic conditions at frequent visits

— a heightened focus on goal-directed care and advance care planning due the
intrenchment of these facets in the group’s care model

- better management of the patient due to more intimate knowledge of the care
setting in which the patient resides

= Expanding access to HBPC may be a worthwhile priority for organizations that
support individuals with IDD
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CONCLUSIONS
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Emerging value-based outcomes measures such as hospitalization
rate and days spent at home are increasingly being used to describe
quality and utilization in populations of people with IDD

Home-based primary care is a time-tested model that is associated
with high patient and family satisfaction, high quality, and reduced
costs

Home-based primary care is starting to be provided to individuals
with IDD, and we are seeing lower hospitalization rates, decreases in
30-day readmission rates, and an increased number of days spent at
home (and outside of hospitals)

Organizations that provide care and support for people with IDD
may find it beneficial to work to increase access to HBPC to help
individuals
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THANK YOU!

WILLIAM MILLS, M.D.
SENIOR VICE PRESIDENT, MEDICAL AFFAIRS
BRIGHTSPRING HEALTH SERVICES
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