Unlocking Value in Post-Acute
Care




Learning Objectives

Identify value metrics in
post-acute care

Explore strategies to
optimize care

Formulate actionable

Analyze clinical and economic
outcomes

Evaluate innovative
models



Why Post-Acute Care Matters Now

Geographic Variation in Standardized Medicare Spending

Rising Healthcare Costs
Shifts Towards Value-Based Care
Increased Regulatory Scrutiny

Patient Outcomes Tied to Care Transitions

Post-Acute Care Per Capita Costs
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- % Diff to

Cost State Nation Nation
Total $11,886 $11,886 0%

Inpatient $2794  $2,794 0%

Post-Acute ® $1,771  $1,771 0%

Care k k

Hospice $445 $445 0%

Physician!OPDf@ $4 863 $4 863 0%

Tests/Imaging : : °

Durable

Medical $521 $521 0%

Equipment

Treatments $991 $991 0%

Ambulance $129 $129 0%

[ 10%+ under National Avg [ 10%+ over National Avg
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Today’s Speaker

Gloria Rey, PA-C, MPH
Director, Post-Acute Care, Populance

With over 20 years of experience, including 15 years as a practicing Physician Assistant, Gloria has more than a decade in le adership roles focused on transition of
care. Passionate about improving patient outcomes by leveraging data, driving program development, and fostering community collaboration, Gloria’s work centers
on enhancing care processes and building innovative solutions that bridge gaps across the healthcare continuum.

Alex Brennsteiner, MHA

Interim Director, Clinically Integrated Network, Allegheny Health Network and Manager, Strategic Program Integration, Helion

Serving as Interim Director of Allegheny Health Network’s Clinically Integrated Network (CIN) and as Manager of Strategic Program Integration at Helion, Alex brings
10 years of experience leading CIN governance and operations, post-acute strategy and partnerships and oversees operations for AHN’s transitional care
management technology vendor.

Stephen Rees, MD
Medical Director, Post-Acute & Transitional Care, Ochsner Health Network

As Medical Director of Post-Acute and Transitional Care, Dr. Rees drives the strategic initiatives Ochsner Health Network’s, post-acute integrated network. Prior to
joining OHN, Dr. Rees was Vice-President of Medical Affairs (VPMA) at Ochsner Lafayette General Hospital for 10 years. A physical medicine and rehabilitation
physician in Lafayette, Louisiana, Dr. Rees contributes over 35 years experience in medicine.

Raphael Pransky

Vice President of Operations, Millennium Physician Group

Raphael serves as vice president of operations at Millennium Physician Group (MPG), where he leads clinical partnerships and on-demand care. Prior to MPG, he
served as vice president at Redesign Health, where he led the launch of six active or acquired healthcare startups. Previously, he was a strategy associate at
American Securities, where he partnered with portfolio company leadership on strategic projects. He began his career as a man agement consultant in Oliver
Wyman's Health and Life Sciences practice. Raphael earned his MBA in Healthcare Management from Wharton and graduated with a bachelor's degree in Cognitive
Neuroscience from the University of Pennsylvania.



Henry Ford Health Overview

Full Continuum of Services Employees

Among Michigan’s largest and most diverse employers

A
m E’ Nearly 6,000

13 Hospitals Egﬁhg?r:é;?ﬁg?rzcgéfa?f > 50’000 Physicians & researchers from Henry
Ford Medical Group, Henry Ford Physician
W @ Valued Team Members Network and Jackson Health Network
Multispecialty Primary and Urgent
Centers Care Centers
‘b A Leading Academic Medical Center
3 Behavioral
Health I . ., .
Health Facilities ealth Insurance It is one of the nation’s leading
/0\ academic medical centers,
> AIC . ..
MWS recognized for clinical excellence >4.000 >2.000
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Clinical Integrated Hospice, & Hospital at ) ! medical students, research projects
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neurology and neurosurgery, trained every year
l . . . across 50+ accredited
poputlance orthopedics and sports medicine, Drograms

e HeeT and multi-organ transplants.
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Henry Ford Health...

...Is a care delivery organization that
provides clinical services across the
care continuum

2.5 million+

Lives Served

50,000+

Team Members

550+

Locations in Michigan
(Primary & Virtual
Care, Home Health, Eye
Care, Retail, Pharmacy)

populance

HENRY FORD ENTERPRISE

500,000+

Value-based Lives Served

170+

Team Members

90,000+

Shared HFH/HAP Lives

$13 Billion in Revenue

50,000+

Network Provider
Partners



Integrated Cross-
Functional
Collaboration

populance

Local Post-Acute Meetings

Quality Reports/Meetings

SNF Tours

Case Management Leadership
Meetings

On-site process coordination

Training Sessions with Case
Management teams

Concerns and Quality Dashboard

Post-Acute Expo

Post-Acute Contact Database

Website maintenance

Contract Coordination

On-Site Education Process



Ochsner Accountable Care Network

60,000+ 3,200+
Ochsner Accountable Care Network Med T N
proudly serves patients throughout the Cc?vécr::je ves Physicians
Gulf South.

£ $44.8M . $32.9M
Total Cost of Care ! Shared Savings
2 . Log Savings, MSSP, ! Earned by OACN,
g BT Rees - 2024 2024

o In Care Coordination,
\/Ochsner Top 1 /o when compared to all
. ACOs in 2024




Ochsner Health Post-Acute Care Delivery

Providing holistic, individualized patient care across the continuum
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= an
= R\ . @AO
Post-Acute Level of Post-Acute Post-Acute Care Inpatient Navigator SNFist strategy/ Post-Acute
Care . Authorizations Coordination : Medical Directorship : Network

Process . (SNF & Home Health) : :  Management



DISCLAIMER

This presentation is accurate as of the date it is presented but may change pursuant to regulatory
requirements or in response to changing business needs.

The contents of this presentation are the property of Helion. The information contained in this presentation
is confidential and proprietary and is not to be distributed to any outside person(s) or entit(ies) without the
express written consent of Helion.

This presentation is the property of Helion and is proprietary and confidential. The material contained in it is
educational and informational, is intended for this audience only, and cannot be rebroadcasted to
unapproved audiences. This presentation may not be recorded in any manner including, without limitation,
audio, video, photograph, screenshot, or by any other means or in any other media. Broadcasting,
publication, or sharing of these materials without Helion’s express permission is strictly prohibited.

Confidential and Proprietary

This presentation may not be used or duplicated in whole or in part, without the consent of Helion.
© 2025 Helion




About Helion & Allegheny Health Network

Health plan

Health plan with more than
4.4 million members

Allegheny Health
Network (AHN)

14-hospital health system & Clinically
Integrated Network

Helion

Post-acute network management

Helion is proud to collaborate with our clients:

A national blended health organization headquartered in
Pittsburgh, Pennsylvania, whose leading businesses support
millions of customers with products, services and

solutions closely aligned to the mission of creating remarkable
health experiences, freeing people to be their best. Through
this integrated health care delivery and financing

system'’s payer arm, the health plans serve millions of
members in Pennsylvania, West Virginia, Delaware, and

New York. The provider arm of the IDFS offers a broad
spectrum of care and services through 14 hospitals and more
than 200 primary- and specialty-care practices in more than
300 clinical locations and offices.



The Physician Partners of Western PA, LLC

A Clinically Integrated Network (CIN)
A subsidiary of Allegheny Health Network

o|BE] %
. . . . @ Physician Partners of Western PA x 4+ (-]
[ ]
& > C {d @& physicianpartnerswpa.com Qa * 0 » e b
- Managed bookmarks Favorite Sites G Google € AHN Central Analytics Platforms @ PPWPA Website 4> AHN Telemedicine Covid Resources B Our workplace Transf... »

that are collectively committed to
improving the quality and efficiency of
care delivered to the patient population
it serves.

* A scalable foundational platform that
allows regional physicians to prepare for
success as the payment and
reimbursement environment evolves
further into value-based models. A Resource Network for Physicians

AHN, backed by the resources of its parent company, Highmark Health, isin a

unique position to offer physicians the necessary resources, technology,
information, and experienced leadership to succeed under value-based care
models in the future.

{\ﬁ" https://physicianpartnerswpa.com/ 12
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Clinical Priority Areas of Focus

Eo

Post Acute and Transitions of

Care

Post-discharge follow-up visits
within 7 days

Longitudinal care management for
patients at high risk of readmission
Provide the right care, at the right
place, at the right time (e.g. virtual
ED, Healthcare at Home)

E?

Risk Accuracy Capture

Code to highest level of specificity
to accurately capture patient
complexity

Address chronic conditions at all
relevant encounters

Leverage tools within the EMR to
surface and address potential risk

AHN 93PS

)

[

Appropriate Utilization

Engage patients on prevention,
sites of care, and appropriate
utilization

Avoid unnecessary ED and
specialist utilization

Ensure patient-centered access to
ambulatory care (same day,
extended hours)

Post-ED visit follow-up

B

Pharmacy Interventions

Generic prescribing
De-prescribing
Therapeutic interchanges
Medication Adherence

B

High Risk and Chronic
Condition Management

Focus on high cost/high risk and
rising risk patients

Encourage enrollment in ECCM,
Chronic Care Specialty Teams,
palliative care for eligible patients
PCPs/specialists collaborate to
manage care for patients with
chronic conditions (e.g. eConsults,
care pathways)

J

Preventive Care

Develop a preventive care plan
Assess health behaviors & SDOH
needs

Screen early for high-risk/high-cost
conditions (e.g. lung cancer
screening, colorectal cancer)
Engage patients in wellness and
prevention

ta*

Care Alignment

Encourage patients to receive care
through PPWPA providers

Refer to PPWPA clinicians
Encourage unattributed patients to
establish with a PPWPA PCP

W

Quality Performance

Address care gaps (e.g. Stars) at
each visit

Conduct pre-visit planning and
care team huddles

Proactively outreach to patients



HELION OVERVIEW

About Helion

We are a healthcare technology and services company that helps
payers cultivate high-performing networks while empowering
providers to operate at their best — and in doing so, help patients
heal better. Our end goal is health and healing in the home, but our
solutions create value along a broader part of the healthcare
continuum.

Through automated utilization management (UM), performance

analytics, and end-to-end consultative support for payers and
providers, it is a win-win for all.

Our mission and vision

f Our mission: To transform healthcare by reimagining
@ the home as the center for prevention and healing

@ Our vision: A future where the home becomes the
core of the care continuum




AHN PARTNERSHIP OVERVIEW

lelion partnership with AHN optimizes transitions to post-
acute care

Together, they drive clinical and operational efficiencies

that lower cost of care for members

Payer Provider
Helion supports and .0‘
enables shifting care ’Q:Q’ A H N

delivery from AHN to
PAC providers



AHN PARTNERSHIP OVERVIEW

Y There are six essential levers that enable AHN's

post-acute care strategy

AHN PAC Strategy

Helion's Pillars of Work

SNF

1 Patient Level Operations 3 Action Planning .
y Partnerships

1

Assisting with
complex patient
placement issues.

Participate in Weekly
Hospital Complex
Case Calls.

Participant in daily
Throughput
Huddles.

Partners with
Qudality and Case
Management to
provide reporting
and perform
readmission
reviews and root
cause analyses.

Providing reports
and action plans to
hospital C-Suites.

SNF Site Visits with
Hospital Teams.

Identifies prospective
partners and leads
negotiations.

Reviews readmissions
& quality concerns
with pariners.

Tracks referrals,
placements, &
denials for program
evaluation

Enabled through Data and Analytics

5

Transitions
of Care

Optimizes
technology and
partners with
practices teams to
bring fogether
effective workflow
and technology
enablement.

CMS Bundles
Technology and
Operational Support.

Clinical partner on
Virtual Behavioral
Health program.

Program
Development

Developing and
executing PAC
Partnership Sirategy
and Provider
Integration Models.

SNF Waiver Program
Operational Support.

I S I Y N —
6



»

17

We Are...

One of the largest independent primary care
platforms in the country, complemented by a
comprehensive set of services designed to support
our PCPs and deliver great patient care.

Our Mission...

Connecting the best doctors, service and quality.
Every patient, every tfime.

Demonsirated High Performance...

Millennium is a national leader in value-based care
performance for 10 consecutive years, ranking
among the top of all ACO participants in earned
shared savings.

Resulting In...

High quality ratings and an excepftional patient
experience

Our Growth

We are an expanding, nation-leading physician group with
~900 healthcare providers across Florida, Texas, North
Carolina, and Georgia caring for ~750,000 patients annually.

NORTH CAROLINA p

1. Durham County

FLORIDA ?
"R

1. Okaloosa County 10, Highlands County
2. Matlon County 11. Charlotte County
3. Hernando County 12. Lee County a

4. Pasco County 12, Coiller County g
5. Hillsborough County  $4. Nassau County
6. Pinelias County 15, Duval County
7. Manatee County 16, Baker County

8. Sarasota County 17. Clay County

9. DeSoto County 18, St. Johns County
19. Muscogee County

—

ki MILLENNIUM
A PHYSICIAN GROUP
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~900

Physicians & Advanced

Providers

100+

Specialists Across 25
Specialties

600+

PCPs

100+

Hospitalists

750,000+

Total Patients

220,000+

Value-based Patients

< 5%

Annual Physician Turnover

89

Patient NPS

17

Years Providing
High-quality Care




Ancillary Services
« Imaging

« Radiology

« Home Health

* Physical Therapy

Wrap-around Care

« Home Visit APRNs
« Social Workers
 Pharmacy Support

On Demand Care

» 24/7 Nurse Triage RNs
 Walk-in Clinics

» Virtual Care Clinic

19

Acute & Post-Acute Care

« Hospitalists

« Discharge Planners

« Transitional Care Coordinators

Case Management
« Transitional Care Management Nursing
« Longitudinal Case Management

Clinical Parinerships

» Chronic Kidney Disease
« Pdlliative Care

« Post-Acute Care
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Technology Network Clinical Services
CarePort Connect provides real- Our High-Performing Network Transitional Care Coordinators
time information on MPG Patient ~ 0f SNFs and HHAs helps guide engage MPG patients in select
status in the ER, inpatient, and MPG patients to high-quality inpatient facilities and SNFs to

post-acute providers

post-acute settings improve transitions of care



Panel Discussion




Scorecards

Henry Ford SNF Post-Acute Network — Q3 2025 Ochsner Health: SNF Integrated Network Scorecard

December 2024 - May 2025 ) _
-pro-active planning for value-based care delivery

| key benefits: -accountability for high-quality and patient outcomes
SNF Scorecard s -performance transparency

e z = e AdjustedTotal | L |Complex Payor| E -collaborative opportunities

Ferformance - all x s Mursing hrs, Placement Totai SHFScore
: Acceptance

Pat ent day Rate

P s neak s, Wasind P v Which Acute Hospitals are refer

$50.000 Goal >= 10%
IBASSADOR, AVILLA CENTER il
[ 1

= Ochsner
0 patients to my facility 7 (Hospitals with volume =11 in both years) Sabecind  Perkormency Network
Facility to Network

ALOS [covered) o Benchmank
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ALOS 2245

MEDILODGE OF RICHMOND

EPTALIS HEALTH AND REHABLITATION OF GROSSE PORTE
GUALICARE NURSING HOME

REGENCY AT CHENE

ST JOSEPH'S, AVILLACENTER

Readm Rate 1699
3B MR MATR I8 M6 3500 S84 1344 2006 ED Utilization

Avg. SNF Spend $12
MSPE Score
Discharge to Community Rate

2 masw mare M2 M SS9 ST 186 13

T ANTHONY HEAL THCARE CENTES
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THE VILLAGE OF EAST HAREOR:
ATHERIMLUARAY. A VILLA CENTER
AKEPOINTE SENIR CAFE AND REHAS CENTER, L L €
MEDILODGE OF STCLAR
e T = tect SHF Facility for Performance Trend
FIS3I0N PONT NS & PHY REHAB CTROF WARREN [ names redacted -
OMNI CONTINUING CARE Ea:
CPTALIS HEALTH AND REHAB OF STERLINGHEIGHTS
GROVE HEALTHCAMPUS Ea: ALOS Readmission Rate SNF Spend
OMEFIC'Y LIVING STERLING SKILLED REHABILITATION
REGENCY AT SHELEY TOWNSHE
HELEY CAOSSING HEALTH CAMPUS
SHOREPOINTE NURSING CENTER
HE DFCHARDS AT ARMADA
LBRIDGE OF FENTON
WELLERIDGE OF ROMED, LLC
1ARWDOD NURSING AND FEHAE:
EARETEL S OF LINDEN
BURAND SENIGR CARE ANO FEHAS CENTER, L L
ENTON HEALTHCARE
MEDILODGE OF SHORELINE
REGENCY AT 5T CLAR SHORES
THE DRCHARDES AT HARFER WOOCS

1A% ET 8533 1578
Pressure Ulcer

Avg. Index DRG Weight
SNF Scors 6.00

o were girectly admitted o
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h heli Confidential and Proprietary S WellSky
ellon Once the data is exported, HIFAA protechon becomes fhe user's resparsibifty

Sample SNF MA

Helion Market: Sompis Market Sample SNF MA

Medicare Adv/Commercial i HealthPark Skilled Nursing = »
king Pariod: 2024 G2 NFI: 9999955559

- < =2 —=
Overall Score
. A
state: TOZ aris0 | owitaiation’
~Risk Adjusted
30-Day Hospitalization® — = Y )
207 Weight - - T O o s ——e=——— Sz
Mok Gkt -3 7 .
30-Day MCC/Episode~ - . - - P P

207 weigne
Mext Quinme: (3 524 ) RN T i
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205 weight
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7-Day PCP/SPEC Follow up
poet e
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30-Day Obs Visits per 1007 «
0= wesant -
Mext Guintile: -1.3
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Post-Acute Analytics

* Tools used to maintain Post-Acute

—Productivity Reports (PACS Team

—Scorecards — SNF/HHC/Hospice

e Automated
* |nteractive

* |llustrative graphs for trends

—Provider Readmission Reports

* Allows SNFs to see % contribution of provide
—Overall Readmission Reports

—Predictive Analysis Reports

populance

HENRY
FORD
HEALTH

Skilled Nursing 30-Day READMISSIONS

HFHS To Any Michigan Hospital

Dt R Dt

91712025

Discharge Date Placed Provider SNFPAN

Al bl All o

o—o0

Facility

HEwH

\/ Al

Discharge Department

Corparation Group

> A o

Cohort

Al

Finandial Class Payor

bl Al o Al

EPIC Risk Category
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SMF PAN: 30-Day Readmission Rate - All Placed Praviders

Piacad_Peowicor Racckit R
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=
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Rate. Readmit

a2, e

Al Cause: 30 Day Readmission Rate
Rate_ A3
s

. MlFaor BHA

an

sox

Total Delivered Referrals
- SNFName

SNF Acceptance Rate

HENRY

HEALTH- Q. Search
Pages « | [ File v > Export ~ |& Share gy Explore (@ Subscribe [ Setalert o Copilot @ 0~~~ ¢ ¥
Overview Payor Waiver Status ReferToCM Dischargedisposition Discharged Home PACSTeamMem... FollowUpAppoint... MRN «
Al
Uilzation Al ~ oAl V| Resoved | Al ~ oA ~ oAl Al v oA ~ oA ~ e
Q
Interventions "
Documentation in Epic Episodes
frends PACS Team Member MRN Episcde Start Date  EpisodefndDate  SNF Admit Date ~ SNF Discharge Date  SNF Faciity Status  Discharge Disposition Payor
Error Report 9/2/2025 9/3/2025 8/29/2025 8/29/2025 Jackson County Medical Care Facility Resolved  Long-term care facility JHN ACO
9/2/2025 9/2/2025 8/30/2025 Arbor Manor Care Center Resolved JHN ACO
Error Report2 9/2/2025 9/11/2025 8/29/2025 9/6/2025 Wellbridge of Rochester Hills Resolved Home with family and Home Health Care HAP Medicare Advant
Readmitted Patients 9/2/2025 9/8/2025 8/30/2025 9/8/2025 Medilodge of Milford Resolved IPD admission HAP Medicare Advant
9/2/2025 9/11/2025 8/29/2025 9/11/2025 St. Anthony Heslthcare Center Resolved Home without Home Health Care HAP Medicare Advant
Definitions 9/2/2025 9/10/2025 8/29/2025 9/8/2025 Regency of Troy Resolved IPD admission HAP Commercial - H\
9/2/2025 9/8/2025 8/30/2025 9/5/2025 WellBridge of Novi Resolved IPD admission HAP Medicare Advant
9/2/2025 9/2/2025 8/30/2025 Regency At St. Clair Shores Resolved HAP Medicare Advant
8/29/2025 9/2/2025 8/28/2025 8/29/2025 Fountain Bleu Health and Rehabilitation Center Resolved IPD admission HFPN ACO
8/29/2025 8/30/2025 8/27/2025 8/28/2025 Lakepointe Senior Care and Rehab Center Resolved AMA HFPN ACO
8/29/2025 9/8/2025 8/28/2025 9/3/2025 Other Resolved HAP Medicare Advant
8/28/2025 8/28/2025 8/27/2025 Medilodge of Farmington Resolved HAP Commercial - H\
8/28/2025 8/28/2025 8/27/2025 West Bloomfield Health & Rehabilitation Center Resolved HFPN ACO
8/28/2025 8/28/2025 8/27/2025 Cascade Senior Care Center Resolved JHN ACO
8/26/2025 8/28/2025 8/27/2025 Medilodge of Frankenmuth Resolved HAP Medicare Advant
8/28/2025 8/28/2025 8/27/2025 Other Resolved HAP Medicare Advant
8/28/2025 8/28/2025 8/27/2025 Other Resolved HAP Medicare Advant
8/28/2025 8/28/2025 8/27/2025 Medilodge of Sterling Resolved HAP Medicare Advant
Careport Episodes, Not Followed by PACS Team SNF Admit Date Followed by PACS Team, Unmatched to Careport
MRN1T  MRN2 MRN3  SNFAdmit Date SNF Discharge Date HFH Aftribution SNF Narr™ 9172024 PrimaryMrm  PACS Team Admit Date  Discharge Date  SNF Facility °
8/29/2025 HFPN ACO Belle Fou 9/12/2024  9/17/2024 Arbor Manor Care Center
8/29/2025 HAP Commercial - HMO Riverviev 8/31/2025 9/14/2024  9/17/2024 Jackson County Medical Care Facility
8/29/2025 HAP MA - HMO Aerius Hi 9/15/2024  9/15/2024 Arbor Manor Care Center
8/29/2025 9/1/2025 HAP MA - HMO Rivergate @ 9/17/2024  9/30/2024 Medilodge of Milford
8/28/2025 HAP MA - HMO Maple W 9/18/2024  10/4/2024 Wellbridge of Rochester Hills
8/28/2025 9/12/2025 HAP MA - HMO Beaumor 9/21/2024  10/27/2024  Optalis Health and Rehab - Canton
8/28/2025 8/29/2025 HAP MA - HMO Village o 9/23/2024  10/4/2024 Pomeroy Living Rochester Skilled Rehabilita
8/27/2025 9/3/2025 HAP MA - HMO Rivergatc 9/23/2024  10/4/2024 Pomeroy Living Sterling Skilled Rehabilitatic
8/27/2025 HAP MA - HMO Aerius Hi 9/25/2024  10/30/2024  Optalis Health and Rehab - Troy
8/26/2025 HAP MA - PPO Notting | 9/27/2024  10/18/2024  Medilodge of Grand Blanc
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Action Plans & Final Thoughts

v/ Assess current metrics

v |dentify gaps in transitions

v/ Engage partners across the care continuum

v Implement and iterate on data-driven strategies
v/ Post-acute care is a lever for success

v Value creation is both possible and measurable




Thank You
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