The purpose of this brief is to better understand population
health, keys to success and the unique approaches necessary for
an older patient population.

Population Health Management

Population Health Management is a comprehensive approach
to addressing the full spectrum of health needs and well-being
through cost-effective and evidence-based solutions. It takes
into consideration that population health outcomes are the
product of multiple determinants of health, including medical
care, public health, genetics, behaviors, social factors and
environmental factors.

The Population Health Alliance — a global association
representing stakeholders from across the entire healthcare
delivery system — identifies four key elements of successful
population health management:

o Assessment — creates an understanding of the patient’s
health status and needs.

o Stratification - separates patient populations into high-risk,
low-risk, and the ever-important rising-risk groups.

¢ Person-Centered Interventions - establish a variety of
interventions tailored to the unique need of each patient.

¢ Impact Evaluation — measures the impact of interventions
to evaluate their effect and to assess the improvement in the

health of the population.

Healthcare Reform

Since the passage of the Affordable Care Act, the term Population Health
Management has been increasingly used by providers, academics, and

policy leaders as a key component of healthcare delivery. While there is no one
standard definition of the term, it essentially refers to managing and improving
the physical and psychosocial outcomes of select groups of individuals
through targeted interventions.
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Making Sense of

Population Health in Action

Accountable Care Organizations (ACOs), Medicare Advantage
managed care programs, and care providers rely on a number of
Population Health Management strategies to improve quality
and better coordinate care for high-risk patients. For example,
ACOs have found that electronic health records (EHRs) are
critical in order to collect and track data needed to identify and
follow high-risk patients. Once these patients are identified,

the ACO is better positioned to apply appropriate disease
management programs and resources.

Managed Care Organizations, by definition, are responsible
for managing the health and outcomes of a defined group

of beneficiaries. A 2010 survey published in Health Affairs
showed that the population health strategies used by Medicare
Advantage plans were focused on five categories.

Focus of Medicare Advantage Plans:

Wellness promotion

Focus on patients with multiple chronic conditions

Extra attention for frail older individuals

Reduce hospital admissions

Provide support, education and incentives for outcomes




Challenges to Population Health in an Aging Nation

According to the U.S. Center for Disease Control and
Prevention (CDC), “more than a quarter of all Americans
and two out of every three older Americans have multiple
chronic conditions, and treatment for this population
accounts for 66% of the country’s healthcare budget.”
These chronic diseases include heart disease, respiratory
disorders, stroke, cancer, and diabetes, and they can
complicate the health management and treatment for acute
illness or injury. Additionally, they negatively impact an
older patient’s quality of life, and contribute to functional
and cognitive decline.

Population Health Management
for an Aging Nation

Making Sense of Healthcare Reform

Approaches to a population’s health are more complicated
than the “single disease” method that is often applied to
younger populations.

Individuals who are eligible for both Medicare and Medicaid
coverage for their healthcare are commonly referred to as “dual
eligibles” by policy makers. According to the U.S. Department
of Health and Human Services, this population suffers from
significantly higher rates of cognitive impairment, diabetes,
hypertension, and heart failure/disease than Medicare-only
beneficiaries. This population requires much more in terms of
social support services in addition to their health interventions.
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Kindred’s Experience in Population Health
Management

In order to prepare for future payment and delivery systems
that link reimbursements to quality outcomes and effective
care coordination, Kindred has followed a three-step approach
to incorporate population health strategies into its patient-
centered care management model.

Sii=2r Develop the full continuum of post-acute services
(OINI=8 in local integrated care markets

Provide care management services to support

SHlE2N population health management for patients
IWWIORY throughout an entire episode of care — from
hospital to home
Test and implement new models of reimbursement,
STEP W N » .
THREE including “pay for value” and risk-based payment

models

More than a quarter of all
Americans and two out of every
three older Americans have
multiple chronic conditions, and
treatment for this population
accounts for 66% of the
country’s healthcare budget.

— U.S. Center for Disease Control
and Prevention (CDC)

At the bedside, Kindred is taking a three-tiered approach:

o For the most fragile and vulnerable patients, through the
advent of home based primary care teams.

o For the next tier of patients with heart failure, COPD,
pneumonia, acute MI and other major risk factors, through
our care transitions program, assigning a Care Transitions
Manager to follow the patient through their episode of care,
including into their home, with a ‘high touch’ approach.

o For the patients who need more active interventions
but fall short of the highest tiers, we are developing and
implementing a ‘Complex Care’ model, where our home
health services evaluate and intervene quickly when a
patient arrives home, with more intensive services early in
his/her episode of care.

Additionally, we have developed and implemented a Health
Information Exchange, facilitating the seamless transfer
of needed information across Kindred settings. Another

core component of our care management is the active
involvement of restorative therapies, PT, OT and speech,
across the continuum.

Through our Care Management program, we partner with
hospitals, primary care providers and others to truly ‘manage
populations’ for the best outcomes for our patients. In our
Indianapolis market we have placed emphasis on education
through our Care Transition Managers, making a significant
impact on population health in the patients we care for, as
evidenced by our under 10% return to acute rate in 2014 on
the highest acuity patients.



KINDRED’S
INDIANAPOLIS

INTEGRATED CARE
MARKET SERVICES

Central Referral Line:
888.566.1234

TRANSITIONAL CARE HOSPITALS

o Kindred Hospital Indianapolis
1700 West 10th Street
Indianapolis, Indiana 46222
317.636.4400 ® 317.636.4422 fax

www.kindredhospitalindy.com

e Kindred Hospital Indianapolis South
607 South Greenwood Springs Drive
Greenwood, Indiana 46143
317.888.8155 » 317.888.7382 fax

www.khindysouth.com

NURSING AND
REHABILITATION CENTERS

e Kindred Transitional Care and
Rehabilitation — Allison Pointe
5226 East 82nd Street
Indianapolis, Indiana 46250
317.842.6668 ® 317.578.4113 fax

www.kindredallisonpointe.com

o Kindred Transitional Care and
Rehabilitation — Bridgewater
14751 Carey Road
Carmel, Indiana 46033
317.575.2208 ® 317.575.6165 fax

www.kindredbridgewater.com

6 Kindred Transitional Care and
Rehabilitation — Eagle Creek
4102 Shore Drive
Indianapolis, Indiana 46254
317.347.9051 ® 317.347.9065 fax

www.kindredeaglecreek.com

e Kindred Transitional Care and
Rehabilitation — Greenfield
200 Green Meadows Drive
Greenfield, Indiana 46140
317.462.3311 ® 317.462.8412 fax

www.kindredgreenfield.com

Brownsburg

Danville @

Greenfield

Greenwood

o Kindred Transitional Care and
Rehabilitation — Greenwood
377 Westridge Boulevard
Greenwood, Indiana 46142
317.888.4948 ® 317.885.5085 fax

www.kindredgreenwood.com

e Kindred Transitional Care and
Rehabilitation — SouthPointe
4904 War Admiral Drive
Indianapolis, Indiana 46237
317.885.3333 © 317.843.2727 fax

www.kindredsouthpointe.com

e Kindred Transitional Care and
Rehabilitation — Wildwood
7301 East 16th Street
Indianapolis, Indiana 46219
317.353.1290 @ 317.351.2579 fax

www.kindredwildwood.com

HOME HEALTH, HOSPICE
AND PALLIATIVE CARE

@ Kindred at Home
2415 Directors Row, Suite C
Indianapolis, Indiana 46241
HOSPICE: 317.381.0095
HOME HEALTH:
317.481.2281 ¢ 317.381.0121 fax

www.kindredathomeindianapolis.com

IN TDD/TTY# 800.743.3333

For more information, visit www.kindredindianapolis.com.

EIEM® CONTINUE THE CARE

m BridgePoint Palliative Care
An Affiliate of Kindred at Home
2415 Directors Row, Suite C
Indianapolis, Indiana 46241
PALLIATIVE CARE:
317.481.2323 * 317.381.0121 fax
www.bridgepointpc.com

Gentiva

An Affiliate of Kindred at Home
For service information, contact a
location below or visit www.gentiva.com

@ Avon

6845 East U.S. Highway 36, Suite 550
Avon, Indiana 46123

HOSPICE:

317.272.0975 ® 317.272.1060 fax

@ Indianapolis

8606 Allisonville Road, Suite 350
Indianapolis, Indiana 46250
HOME HEALTH:

317.915.1440 * 317.915.8520 fax

@ Indianapolis

6431 S. East Street

Indianapolis, Indiana 46227
HOSPICE:

317.788.0300 ® 317.788.8760 fax

@ Indianapolis South
701 East County Line Road, Suite 205

Greenwood, Indiana 46143
HOME HEALTH:
317.881.3483 * 317.881.3882 fax
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