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PointClickCare Turns Clinical Signals into Coordinated Actions

Purpose-Built Products That...

Reduce avoidable readmissions & ED bounce-backs

Intervention
Engine

Improve transitions of care, enhance throughput, and shorten

*Readmission risk length of stay

stratification

HL7 ADT *Utilization patterns
(Acute, SNF)

Advance CMS quality & shared savings performance

*Real-time alerts &
CCD Data tasking into Care

(Acute, SNF) Management
workflow

Strengthen post-acute network performance

SNF EHR-level Data

Providers: go from fragmented data to proactive intelligence — so care teams can intervene earlier and discharge safer.
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Tandigm at-a-Glance: A Population Health Management Company 4

Independence

!

People

Mission-driven community of 245 employees, with 20% of workforce
who are clinicians, along with team of experts across the Population
Health and Value-based Care continuum

. tandigm
Established 2014

Network

More than 1,100 primary care providers serving
= 200K patients across nearly 400 locations throughout

5 Philadelphia counties .
» Population Health Value-Based
and expanding.
Management Care
A model of care focused on: A model of funding that rewards:

Payors

Multi-Payor and Multi-Product

Whole Person
> Medicare Advantage HMO & PPO Approach
In nden
dependence i > Commercial HMO ” %
> Tandigm Value Partners
> Doylestown Value Partners :E:;;‘::f:::‘) Comprehensive
> Penn Medicine Healthcare Partners proact/Prevent Visits
HUlTICInCI > Medicare Advantage HMO
> PPO, PFFS
Am!".“i"]':am Importance of
T W > Medicare Advantage D-SNP Use of Multiple
kadhaeid Informatics Comorbidities
\/
vaetna: > Medicare Advantage HMO & PPO
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Tandigm’s Clinical Post Acute Product

Four Primary Levels of SNF Interventions

Joint Operating Provider RN Care Manager
Committee Structure Collaboration Interventions

Multi-Disciplinary
Case Review
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Barriers to Success

Only 50% of SNF ADT Limited SNF EMR Access Need for Strategic
Captured by Regional Only a portion of 100+ SNFs Insights on LOS &
HIE provided access to their EMR, Readmissions

and some only if on-site
Missing admissions and > Claimslag
discha.rge-s hinder care > Limited ability to evaluate
coordination provider outcomes
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PointClickCare (PCC) PAC Management Value

Identification Clinical Data Access

Increased SNF population identification to
95% (HIE + PCC)

Real-time access to vitals, labs, meds, code
status

Business Intelligence Provider-Level Data

Improves committee function and SNF
collaboration

Enables collaboration with SNFist groups

4.  BONUS!
'Al l Al-Driven Insights
SNF RNs prioritize high-risk patients, reducing avoidable hospitalizations
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Outcomes
Implemented PCC 7/1/24

Medicare Advantage Pre-PCC Post-PCC % Change

SNF Days/K 1,173 1,025 (13%) §

SNF ALOS 18.5 18 (3%) &

SNF Readmissions 17.7% 16.6% (6%) §
wsse | pepcc | Postpcc | %Change

SNF Days/K 1,344 1,345 0%

SNF ALOS 22.2 23.6 6%

SNF Readmissions 17.6% 15.7% (11%) §

Comparison of pre-PCC (Jul 2023- June 2024) and post-PCC (Jul 2024 — April 2025)
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How were you able to take this from idea to full buy-in from leadership (“the

¢ business side”)? What specific business metrics did you anchor to?
. . o How do you see the evolution of value-based contracts at Tandigm? Do you see
DlSCUSSlOn: membership expanding?
Lessons Learned in
POSt-ACUte Ca re o What are next steps to continue and expand upon success? How will you build
Management upon partnerships with post-acute?

® What does it look like if PCC goes away?







Thank You!
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