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Today’s Agenda

* Welcome and Introduce the Panel
* Where are we at today with Hospital at Home Programs

* Best Practices: What have we learned from the panel
— Debbie Welle-Powell, Chief Population Health Officer, Essentia Health
Facilitator
* Doug Clark, MD, Medical Director, Medically Home and former CMS H@H Director
« Pamela Saenger, MD Clinical Director, Mount Sinai at Home
« Mag VanOosten MD, Medical Director UnityPoint at Home



Speakers

Debbie Welle-Powell is the chief population health officer at Essentia Health. She leads Essentia’s
is $2.4B transition from a primarily fee-for-service model of care to focused on value and risk-
based population health. Her team is responsible for aligning the Health System’s clinical and
economic transformationsin support of Essentia’s vision to be the leading health systemin
Minnesota, Wisconsin and North Dakota. This includes fostering telehealth, care management and
clinical redesign to ensure that high-value care is delivered across the Health system and working
with payers and employers to establish new economic models that support value-based care such
as telemedicine, chronic and complex care, remote patient monitoring and Hospital at Home
programs. As a seasoned executive, she led the strategicand market activities for accountable
health readiness while developing innovative products, services, and technologies.

PamelaSaenger, MD, MPH
Lead Provider, Mount Sinai Hospitalization at Home and Assistant Professor of Medicine, Icahn
School of Medicine at Mount Sinai. She has been an Attending Physicianin the Hospitalization at
Home (HaH) programat Mount Sinai since 2017. She graduated from the Icahn School of Medicine
at Mount Sinai and completed her residency in Internal Medicine at Mount Sinai. Her work within
the HaH program has focused on quality improvement, protocol development, and the launch of
HaH pilots for post-surgical and oncology patients. Clinical and research interestsinclude

| identifying barriers to HaH care and exploring further adaptations of the HaH model.




Speakers

Doug Clarke, MD, MBA is a practicing Internal Medicine physicianand leads Medically Home’s
new Community Paramedicineventure. Doug spent 5 years as a hospitalist with time at a small
hospital in rural Virginia and on faculty at the Medical University of South Carolina, and he
continues to see patients weekly at a free clinic in Baltimore. After earning an MBAfrom the
Kellogg School of Management at Northwestern University, he joined the Center for Medicareand
Medicaid Innovation as a Medical officer, where he wrote and enacted the Acute Hospital Care at
Home waiver, which he led through July 2021.

Mag VanOosten, MD joined UnityPoint at Home in June 2016 as VP, Chief Clinical Officer with her
focus on driving performance through collaboration and sharing of best practices between home
care affinity groups and creating a clinical environment in which collaborationis valued and
excellence in clinical care, education, and research is promoted.

In 2018 she was promoted to President and Chief Clinical Officer, leading UnityPoint at Home
Clinical and Business Operations. Prior to joining the UnityPoint at Home Senior Executive Team,
Mag served in several key executive roles throughout the country in Home Care, Hospice,
Palliative Care, Infusion Therapy, HME, and Public Health industries.




Working Definition Hospital at Home

Fundamental redefinition of Inpatient Care
* Not an expansion of home care

Inpatient care at home — with admission and discharge
requirements and criteria

Integrated Platform

« Combines Remote Patient Monitoring with virtual appointments,
periodic in-home visits to create patient centric care experience

« Care model supported by workforce readiness, supply chain
iInfrastructure and clinical protocols to ensure seamless integration with
a clinician's operations



Industry Forces

* COVID and PHE

* Shift towards telemedicine
*  Evolving consumer

preferences * Advancements in

, continuous monitoring
* Shift from volume to value

* Partnerships with health
systems and payers

* Shift towards holistic care
and prevention



Brief
Background
of Home
Hospital

Careinthe
U.S.

Hospital at Home developed at Johns Hopkinsin
1990s, with home care shown to be at least as safe
for lower acuity presentations of qualified inpatient
admissions

Health Care Innovation Award given to Mount Sinai
which ran a case-control study from 2014-2017 and
showed better patient outcomes and ratings of care
with home care compared to inpatient
hospitalization

Based on Mt. Sinai’s study, the Physician-Focused
Payment Model Technical Advisory Committee
(PTAC) recommended that the Center for Medicare
and Medicaid Innovation (CMMI) implement a home
hospitalcare model

Randomized controlled trial by researchers from
Brigham and Women’s hospital published in 2019
showed reduced cost, health care use, and
readmissionsinits home hospital care group
compared to controls

Overall, when patients are properly screened, a
significant body of research shows home hospital
models provide care thatis valued more highly by
patientsand resultsin at least equivalentsafety
outcomes



Recent Safety Outcomesin Academic Medical Centers

Johns Hopkins

Brigham

e Decreased death

e No difference in ED visits,
readmissions, SNF admissions in
30d

e Decreased Length of Stay
e Decreased urinary catheter use
e Decreased delirium

e Decreased chemical restraints and
sedative medication use

Allfindings significant to p <.05 unless otherwise indicated.
Prospective quasi-experiment model used, N=455.

e No difference in death rates

e 1% escalatedto ED, 12.2%
escalated to inpatient hospital

e Decreased ED visits, readmissions,
SNF admissions in 30d

e Decreased Length of Stay
e Decreased urinary catheter use

e I[mproved patient experience and
communication scores

e Pain management ratings worse

All findings significant to p <.05 unless otherwise indicated.
Case-control study used, N=507.

* No unplanned deathsin 30d
e 30d readmission 7% (23%)

e No patients required escalation to
ED or hospital

e Any Safety event rate 9% (15%)

e No inappropriate medication use
(10% control)

e Increased Length of Stay

e Less time spent sedentary or lying
down (tracked with patch)

e Falls, Delirium similar

Study designedto evaluate cost and quality metrics were
secondary outcomes. Randomized Controlled Trial used, N=91.
(Values in parentheses represent control percent for comparison)



Why did CMS Act?

 Announced Waiver Program on Nov 25, 2020

« Significant challenges to the capacity of health
care systems across the country

» Supports models of at-home hospital care
throughout the country that have seen prior

success In leading hospital institutions and
networks

 Last the duration of the Public Health Emergency

© Essentia Health 2020



CMS Acute Hospltal Care at Home WaV|er

Detalls

 What is being waived

 §482.23(b) and (b)(1) of the Hospital Conditions of Participation, which require
nursing services to be provided on premises 24 hours a day, 7 days a week and the
immediate availability of a registered nurse for care of any patient

« Who is affected

 Not a blanket waiver

 Individual waiver requests at the hospital/CMS Certification Number (CCN) level
— Individual requests from hospitals are evaluated by CMS

« Growing number of systems implemented Hospital at Home: 148 hospitals
across 68 systems in 32 states approved since August 9, 2021

ssentia Health 2020 10



Walk through Waiver Process
Start here:

« CMS Online Portal: https://qualitynet.cms.gov/acute-hospital-care-at-home
« Also found in CMS press release on CMS.gov

Home /

Acute Hospital Care at Home

Acute Hospital Care at Home Individual Waiver Only (not a blanket waiver)

CMS is accepting waiver requests to waive §482.23(b) and (b)(1) of the Hospital Conditions of Participation, which require nursing
services to be provided on premises 24 hours a day, 7 days a week and the immediate availability of a registered nurse for care of any
patient.

Waiver requests will be divided into two categories based on a hospital's prior experience. Hospitals must submit the waiver request
for individual CMS Certification Numbers (CCNs), not entire systems. For those hospitals which have provided at home acute hospital
services to at least 25 patients previously, an expedited process will be conducted and include hospital attestation to specific existing
beneficiary protections and reporting requirements. The immediate goal with this group is to allow experienced hospitals to rapidly
expand care to Medicare beneficiaries. These hospitals will be required to submit monitoring data on monthly basis.

For those hospitals which have treated fewer than 25 patients or have never provided at home acute hospital services, a more
detailed waiver request will be required which emphasizes internal processes that prove capability of treating acute hospital care at
home patients with the same level of care as traditional inpatients. This group will consist of some hospitals which are part of a
larger, experienced health system, as well as hospitals without any prior experience that are not part of a health system with
experience. These hospitals will be required to submit monitoring data on a weekly basis.

e —— Click to begin the waiver reguest process L

© Essentia Health 2020
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https://qualitynet.cms.gov/acute-hospital-care-at-home

Required Hospital Services

You are required to provide or contract for these services:
* Pharmacy
* Infusion

Respiratory Care including oxygen delivery

Diagnostics (lab and radiology)

Monitoring with at least 2 sets of vitals daily

Transportation

Food services including mail delivery as needed by the patient

Durable Medical Equipment

Physical, Occupational and Speech Therapy

Social work and care coordination

© Essentia Health 2020 12



Clinician Requirements

Meets the minimum required frequency of personnel visits,
defined as:

» Once daily for MD/APP, can be remote after the initial in-person History
and Physical Exam performed by the admitting MD/APP consistent with
hospital policies

At least once daily in-person or remote RN visit who develops a
nursing plan consistent with hospital policies

* At least two in-person daily visits by either an RN or Mobile Integrated
Health Paramedics, depending on the established nursing plan

© Essentia Health 2020 13



Emergency Response

Meets emergency response times for each patient:
* |Immediate, on-demand remote auto connection with an Acute Hospital
Care at Home team member who can immediately connect either an
RN or MD to the patient
* In-home appropriate emergency personnel team to the patient's home
within 30 minutes. This can be provided by 911 or emergency
paramedics.

© Essentia Health 2020 14



Patient Admissions

Agrees to limit Acute Hospital Care at Home to patients admitted
from an Emergency Room or inpatient hospital who can be
safely treated in their homes using a published set of selection

criteria or one that has been developed internally or adapted
based on your experience

« Admissions only from an Emergency Room or inpatient hospital

* Hospitals will use a defined patient selection criteria developed
internally or externally — this can be Interqual or Milliman

© Essentia Health 2020
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Reporting

Agree to track 3 metrics and report them to the Chief Medical
Officer, Chief Nursing Officer, or Chief Executive Officer of your
hospital. CMS will contact this executive directly with any
concerns about reporting or quality.

1. Unanticipated mortality during the acute episode of care

2. Escalation rate (transfer back to the traditional hospital setting
during acute episode)

3. Volume of patients treated in this program

© Essentia Health 2020
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Other Considerations

Local safety committee will review reporting measures prior to
submitting reports to CMS

 Similar to Mortality and Morbidity team, but dedicated to AHCaH

© Essentia Health 2020 17



Patientarrivesin

ED

Screened for

trauma/psych
exclusions

ED attending
makes decision to
admit patient

ED callstriage
Hospitalistper
usual protocol

Acute Hospital Care at
Home team assesses
patient for eligibility,
interest, and consent

ED attendingand

Hospitalist
attendingagree
patient meets
preliminary
inclusion criteria

Hospitalist
performs History
and Physical Exam

and writes
admission orders

18

Patient transferred
home by
ambulance or taxi
with appropriate
acute care services
set up including
home oxygen,
respiratory
services, IV
medicationsvia
infusion pump

Phlebotomy, Xrays
done as needed

Nurse visits
in-person twice
daily. MD visits at
least once dailyvia
telehealth when
nurse is presentor
in person. MDs
available 24/7 and
can directavailable
paramedics for
urgenteval at all
times

Post-discharge
plans include
coordination of
care with patient’s
primary care
physicianand any
specialists, rehab,
home nursing, or
testingthatis
needed

Hospitalist makes
decisionto
discharge when
patient
appropriate

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES



L, Medically
| Home

Douglas V. Clarke, Jr., MD MBA
NAACOS Fall 2021 Conference
September 30, 2021
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Agenda

Medically Home

. Tech Enablement

Expanding high-quality care in the home
. Deep Dive — Paramedic Enablement

A WN R

Medically 20
|; Home:



Medically Home At a Glance

o
|
=

' Medically
Home:

Building the World’s First Virtual Hospital

Personal adverse event
calls fora new model

2012

Published clinical trial

2017

Explosive tailwinds
drive scaling of
Hospital@Home market

2020
Kaiser Permanente & Mayo Clinic

announce deep partnership with
Medically Home®

Q3 2021

2008 ] - .
1,500+ hospital substitution patients and

1,200+ ED/urgent care substitution patients treated over the last 6 months
Solution design period

2015

Medically Home® launches
partnership w/Atrius Health

Bow‘

2019
‘%Wilmington
COVID arrives driving Y
surge capacity needs N i T
@ Live Now/2021
a @ Expected Go-Live/2022
Q2 2021
Multiple COVID waves
and nursing shortages Ft. Lauderdale
accelerate growth

© 2021 Medically Home Group, Inc. Proprietary and Confidential



The Medically Home Operating Model |5 Home™”

Designed for High Acuity Care at Home

ey Purpose-Built for High Acuity

J The Medically Home chassis —the platform, supply chain, clinical
operations model, and payer systems — were purpose-built to enable
high acuity care (SOI 2 & 3 patients) across a range of DRGs (e.g., COPD,

CHF, Cellulitis, Pneumonia, Sepsis) covering up to 30% of admissions

Integrated Virtual + Physical Model and Platform Chassis

MEDICAL COMMAND CENTER (24/7)
Partner MDs, NPs & RNs Manage Patients Telemedically

=2 Chassis Enables Scale and Broad Use Cases
898 High-acuity focus enables a program to achieve scale by serving a wide
array of inpatient needs. The Medically Home chassis can extend to
other use cases along the continuum such as ED substitution, episode
prevention, and supportive oncology.

S
== /o
CESIA™ TECH Lﬂj

PLATFORM

oo, Partner with Health Systems
ﬂmw We focus on enabling physicians and nurses to care for patients with

TECHNOLOGY Enables the delivery of care in ACUTE RAPID
the tools, technc?logy, and complemer\tary. m-homg services to replicate IN THE HOME ) Midllcallgd( Hlo.mte’s vltrt:al .. RESPONSE SERVICES
- - ospital model, integratea wi
the care the patient would have received in the brick-and-mortar Create p artnerEMQR Everything patients need
hospital. telepresence for . broughtinto the
the command home on-demand
center

Proven Results |
Our published clinical trial and experience across partnerships with T Tt T T e T T T

leading health systems confirms the model quality, safety and savings, More Care Overa Longer Period of Time

. ) ] o ) . > Arbitraging out the fixed cost burden of hospitals enables a much longer care
lncl.udlng redl_mmg cost by 20-30%, improving outcomes, and improving period that seamlessly integrates acute care with post-acute (restorative) care
patient experience.

22



The Medical Command Center —
Medical Command Center Key Attributes

= Designed for high acuity care at home

= 24/7/365

= Staffed by MDs/NPs, RNs that can support high acuity care
at home

= Tethered to clinicians dispatchedto home

= Purpose-built software (Cesia™) enabled

= Seamless team during acute and restorative phases

- ' & ol
Migﬂ?ongél
Medical Cﬁmmand Center
Boston, MA

Medically
LL Home*

© 2021 Medically Home Group, Inc. Proprietary and Confidential



Acute Rapid Response Services

Everything patients need brought to the home on-demand

STAT IV
Access/Meds

STAT LABS

Access/Meds

* Mobile
phlebotomlst

e Statanalysis

STAT Mobile
Imaging

* Xray

* Echo

Skilled Nursing and Therapies
(PT/OT)

Behavioral Health
. ~ 1 Nutrition
\ Local Advanced

Practlce Providers
(APPs)
* Day1, Day 3, PRN

In home services partners
tethered to command

/ center physician and RN in-person visit

* Command Center
\ support/integration

f

~— (L D Centralized
Para.medlcme: OXG Physician Specialty
* Triage Consults
* |V Access

* Labdraw/dropand/oriStat
* ECG, Ultrasound

* Fluids/Antibiotics

* Oxygen

Leverage internal services where
available (e.g., pharmacy, lab) and
complement with third party services
managed by Medically Home

Integration and Control Function

Model-specific service level &
skill requirements

= Service partner credentialing and training

balancing

= Quality tracking &
performance management

= |nvoice administration
(reconciliation, payment)

Medically
Home’

= Network-wide capacity management & load |

-

24



The Cesia™ Platform PPy

Complements partner EMR to Enable Delivery of Care in the Virtual Hospital Model —0 —

Turns provider orders from the SUPPLIER H
. . . . ] - |

EHR into rapid actions in the MANACEMENT ANAgT 1C3 "

community APPOINTMENTS
PARTNER .
SELECTION SCHEDULING
PHYSICIAN
ORDERS LR COMMAND CENTER TEAM

ORDERS

b
N b VITALS/SURVEYS
n PHOTOS
e M
™
eSIA _occmovec

PROVIDER DOCS

—

o |
Il

VITAL SIGNS,
DOCUMENTATION

AND CHARGES VIRTUAL HOSPITAL

ROOM

Reliable, redundant connections with
special patient safety features and an

elder-friendlyinterface I /| Medicadll
fi yinterf I" 'Home@ 4

© 2021 Medically Home Group, Inc. Proprietary and Confidential 25



[ Medically
Representative Sample of Medically Home Outcomes Lol Rl

Medically Home Clinical Trial Results
Validation of virtual hospital model safety

Of hospitalizations qualified for model

Reduction in cost to delivery care

Reduction in readmission rates

Top box hospital recommend patient satisfaction

Day episode of care to ensure clinical stability

© 2021 Medically Home Group, Inc. Proprietary and Confidential 26



Value Opportunity

* Improved clinical quality and
patient experience

* Createadditional bed capacity

* Grow market share with
minimal capital spend

* Captureshare of post-acute
revenue with 30-day episodes

* Develop an innovative care
model that reduces the overall
total cost of care

* Decreased readmissions by
50-75%

Y +

Acute Care DRG

Arbitrage Out
Hospital Fixed Costs

Unit Economics

Professional Fees

~25-30% Cost Savings

02, DME,
medical supplies  yp care

Physical & in the home

occupational
therapy

Meals & Supportive home
nutrition health aides

Post Acute Services Revenues

75% Reduction
in Readmissions

Medically
Home:

While lower cost to the payer, the 30-day episodic model often represents higher total reimbursement to the
health system by capturing SNF and other post-acute revenue that often flows outside of the health system
(e.qg., hospital DRG = 511K; but bundled payment=515K for30-day episode also covering SNF care equivalent)

27



Expanding Care in the Home

Acute Substitution
ED in Home

SNF Substitution
Transfusion Medicine

Pediatrics

Oncology

Episode Prevention

h

L. Medically 5

© 2021 Medically Home Group, Inc. Proprietary and Confidential i\ ] Home*



Deep Dive - Paramedics

Background

e Highly trained medics looking for work that allows them to practice at the highest scope of theirtraining—includes use
cases like advanced primary care and population health

e Presencein rural and underserved areas
e Key field clinician and technicalarminthe home

Challenges

e Medicsupplyis differentthan otheraspects of the supply chain
e Variabilityand ramp up cost to local medic groups

Future

e Standardization of skillsets and training

e Enablement of true primary care team extensionintothe patient’s home

e Changingthe focus of care from the office or hospitalto the patient’s home via the medic
e Medically Home tech allows smaller provider groups to easily incorporate into workflows

h

1 Medically 29

B
) Home’

© 2021 Medically Home Group, Inc. Proprietary and Confidential



Thank You

Doug Clarke, MD MBA
H dclarke@medicallyhome.com

Medically
' - Homer

© 2021 Medically Home Group, Inc. Proprietary and Confidential
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% UnityPoint at Home =|= UnityPoint Clinic =|= UnityPoint Health

UnityPoint Care at Home Clinic:
Hospital to Home
Ambulatory Bundles

NAACOS 2021 Fall Conference:
Best Practices in Hospital at Home

09.30.2021

September 30, 2021 ©UnityPoint Health Proprietary and Confidentia



UnityPoint Health System Profile

People — they're our sweet spot.
They're what we care about mast Eﬂ 20 Regional Hospitals 7 Affiliated Community Mental Health

and why we do what we do. 480+ Clinics serving our communities? Centers

At UnityPoint Health® we 19 Community Metwork Hospitals 14 Home Health Locations

provide care in nine regions
threughout lowa, western lllinois
and southern Wisconsin in our
hospitals, clinics and home

4 Accredited UnityPoint Health Colleges

@ 33,008 Team members

health settings. We are dedicated 1,169 Stat/Employed physicians . . P
to making it easier to live well. w 12,113 Nursing-related roles S e UIlltYPUlnt Health | S}’Stem IV[ap
T : el
Mission: Improve the health AR Volindness ; l—i‘.ﬂ.’.‘, 1,210,120 Unigue patients seen across
of the people and communities  ----oo oo oo E fi‘ our clinic, hormne care and hospital settings
we serve o . - :
' $299.7M Community impact © 1,011,294 Unique patients seen in clinics In Nine R99|On5
Vision: Best cutcome, every \ " Service area of 2,350,188 people | _ o ) ) [
patient, avery time® 392,372 ACO covered lives® ¢ 543,696 Unique patients seen in hospitals - .
______________________________________ 1 21,192 Unique patients seen in home care 0 20 UnityPoint Health Hospitals MADISON
M orag e m et Lo '
- 21,536 Births % 103,150 Surgeries i @ Communities served by 480+ Clinics’ gl
------------------------------------------------------------------ SIOUX CITY Y o . DUBUQUE
- 2 Y . . y B . 7J_
8,435,649 Total patient visits 624,520 Home health visits @ 12 Communiy bl Eosplale: . W e ey | TrMAIEMDO
inic visi 429,526 H s , \FOI "
4,638,365 Clinic visits Aol Hnme ::: ® 14 Home Health Locations . " &
UnityPoint Health 3,253,646 Hospital visits o el ¥ e 8
{autpatient and inpatient) 9920 Pradlniricy ; . g K N il
P P W 7 Affiliated Community Mental O o CEDAR + QUADCITIES
Knarw how ”'%—.m”mc. 543,638 Emergency visits Health Centers oot 138 RAPIDS . '7:?'
_____________________________________________________________________________________ * .\ CENTRAL bt
Ii;:lu::.:hl:::I::zo:;:ﬂl:;:mmum-'lmlefpuﬂlhngnh.l!nnm-lﬂl?dndlr.lu.rlllnmldh-hm e s Wlrch 20011 . 4 peeredited UnityF’Dint Health CD"EQES 10OWA
unitypuint.org # Clinkc in definec au » physical acdrem ard wite. i CENTRAL
o ILLINOIS
Insurance presence across all e n:._ b
UnityPoint Health markets : < reet )
£ o
" Clinic is defined as a physical address and suite. .

T T TS 0 TS O NSO TOTTO T TT O T PUS=ENOMTODTOQYSE T O IO

EE UnityPoint Health
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“AIm:
* Develop proactive ambulatory-based, alternative care options to

reduce our patients’ need for ED, Hospital, & SNF utilization
 Moderate to High Risk, Need, Utilization Population

 Deliver improved quality (safety), experience, & economic outcomes
through innovative home-based care suite of services

« ED, Hospital, SNF “replacement” Models for qualified Patients
* Proactive & Preventative — Self-Management Capability
« Urgent & Interventional — Averting Escalations to ED / Hospital
» Serious lllness Management — Needs Assessment, Care Goals, Symptom
Management, & Health Crisis Aversion

« Post Acute, Rehabilitative, & Recovery — Averting transitions or escalations
to SNF Facilities

@ Essen P& PieRleRzath 2021 ©UnityPoint Health Proprietary and Confidential 33



Layers of Home-Based Medlcally Necessary Serwce -

Optlmlzmg Quallty & Economlc Outcomes

Hospital to Home (2-hour response time): Home-based hospital care
model to manage acute events, for qualified patients, to avert the need for hospital
facility care

Primary Care at Home (4-hour response time): Home-based urgent care
model to manage urgent events, for qualified patients, to avert the need for ED
facility care

Ambulatory Care Bundles: Integrated, interdisciplinary home-based model to
provide proactive, urgent and interventional response, for qualified patients, averting
ED/Hospital events

Palliative Care at Home (Serious lliness Management): Integrated,
interdisciplinary home-based model to provide needs assessment, goals of care
planning, complex symptom management, and health crisis aversion, for qualified
patients, optimizing the patients’ priorities for healthcare

©® Essentp2PieRIR2eEb 2021 ©UnityPoint Health Proprietary and Confidential 34



Layers of Home-Based Medlcally Necessary Serwce -

| Optlmlzmg Quality & Economlc Outcomes

Skilled Nursing Facility at Home (Post Acute Management): Integrated,
interdisciplinary, home-based model to provide clinical rehabilitative & recovery,
for qualified patients, averting traditional SNF events

CMS Next Generation ACO Benefit Enhancement Waivers (Proactive and
Preventative care management):

 PDHYV - Post Discharge Home Visits (Eff. 01/01/2016)
« CMHV - Care Management Home Visits (Effective 01/01/19)
« Cost Sharing Waiver (Effective 01/01/19)

@ Essen P& PieRleRzath 2021 ©UnityPoint Health Proprietary and Confidential 35



Collecting & sharing meaningful data
One Team Shared Strategy (Pull versus Push)

© Essentis MesierrRath 2021 ©UnityPoint Health Proprietary and Confidential 36



« Key Stakeholder Education

 Educational Documents
 ACO Provider clinics — Partner in the Home

 Key Home-Based Practices
 Observational Assessments / Medication Reconciliation

« Motivational interviewing & coaching (Patient's meds, food, routine,
equipment)

* My Action Plans — The Aim of Successful Self-Management

« Advanced Care Planning — Understanding Patients’ Goals of Care

 CAPC - Clinical Practice Guidelines for Quality Palliative Care

@ Essen P& PieRleRzath 2021 ©UnityPoint Health Proprietary and Confidential 37



Care at Home Outcomes

Ql Intervention: Introduced 30-Day Ambulatory Care Bundle on October 1st 2019

n(161) Outcome HTH Baseline HTH w. PCaH 30-

Target (Pre- Day Bundle (Post-
intervention) Intervention)

Data Range 09/18 — 09/19 10/19 — 08/21

Number of patients served 59 161

7-Day ED Escalation Rate <10% 8.5% 1.9%

7-Day Hospital Admit Escalation  [ESu[052 6.8% 6.3%

Rate

30-Day ED Escalation Rate <15% 27.1% 6.0%

30-Day Hospital Admit Escalation [EE 22.0% 12.6%

Rate

Data Source: UPH Analytics Report-YTD February 2021 | Todd Richard VP Pt Access

@ Essen P& PieRleRzath 2021 ©UnityPoint Health Proprietary and Confidential 38



Averted ED/Hospitalizations

Total Patients 161

Averted ED visits 73

Averted Hospitalizations 114

Averted Costs

Averted ED Visits S 42,267

Averted Hospitalizations S 861,954
Total| § 904,221

® Essentis Mesler2atb 2021

Percentage of HTH patients admitted into the hospital within 7 days of
Admission admission into HTH
30 Day Percentage of HTH patients admitted into the hospital within 30 days of admission into
Admission HTH

60 Day Percentage of HTH patients admitted into the hospital within 60 days of admission into
Admission HTH

7 Day ED

Percentage of HTH patients visiting the ER within 7 days of admission into HTH
30 Day ED
Visit Percentage of HTH patients visiting the ER within 30 days of admission into HTH
60 Day ED
Visit Percentage of HTH patients \isiting the ER within 60 days of admission into HTH

ED: ED aversion is logged (counted) if the medical provider (CaH/HTH, PCP, Specialist) identifies they
would have referred (sent) the patienttothe ED, if not for the Primary Care at Home (PCaH)

ambulatory referral option for urgent (within4 hrs) & intervention Provider level senvices.

Hospital: Hospital aversion is logged (counted) if the medical provider (CaH/HTH, ED, PCP, Specialist)
identifies they would have referred / Admitted the patient to Inpatient (IP), if not for the Hospital to

Home (HTH) ambulatory referral option for acute (within 2 hrs) & intervention Provider level senices

Data Source: UPH Analytics Report-YTD August 2021 | Todd Richard VP Pt Access

©UnityPoint Health Proprietary and Confidential 39



Using a scale from 0-10, where O is the least and 10 is the greatestrating, what would you give
for the care you received while enrolled in Hospital to Home?

Patients Served = 161 100.00% 99.18%
Survey Response Rate (38%) (n61) S
Top Rating = 99.18% B0.00%
..... b
0. 003
S0 00
40.00%
300030
200.00%
100030
0.00%
Data Source: UPH Analytics Report-YTD 08.2021 | Todd Richard VP Pt Access
® EssentigpiealeRT26%b 2021 ©UnityPoint Health Proprietary and Confidential 40



. Comrehensive suite of services: Provide alternate optinsf
care to avert the patient’s need to escalate to high-cost levels of
care

 Ambulatory Bundles: Optimizing the current UPH Network while
filling the care gaps without adding redundancy

« Strong Analytics: Demonstrate model feasibility, share meaningful
data, and monitor model sustainability

©® Essentp2PieRIR2eEb 2021 ©UnityPoint Health Proprietary and Confidentia 41
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Delivering the WOW!

UnityPoint Accountable Care
Announces $41.9 Million in Shared

Savings

Jan 18, 2021 08:12AM e By Med Magazine

To enhance quality and reduce unnecessary costs in 2019, UAC enacted the following methods,

among others:

* Developing the UnityPoint Health ambulatory division "Care at Home" service line and the
IntelliCenter, to develop several new home-based care opportunities and expand existing
Mext Generation ACO Model Benefit Enhancements.

o The Next Generation ACO Model Post-Discharge Home Visit (FDHVY) Benefit Enhancement
allows licensed clinicians from the UnityPoint Health Care at Home team to provide a visit at a
beneficiary’s home under supervision from a physician, providing flexibility right after a Medicare
beneficiary is discharged from the hospital. In 2019, this Benefit Enhancement was used for nearly
1,500 UAC beneficiaries.

42



Hospitalization at Home 2.0

Where we are, where we’re going

Pamela Saenger, MD, MPH

Lead Provider, Hospitalization at Home
Assistant Professor, Icahn School of Medicine at Mount Sinai

pamela.saenger@mssm.edu



No conflicts of interest or
financial disclosures

Dr. Saengeris a full time employee of the Icahn School of Medicine, which in turn
has an ownership interestin a joint venture with Contessa Health, a venture that
manages acute care services provided to patients in their homes through
prospective bundled payment arrangements. Dr. Saenger has no personal financial
interestin the joint venture.
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ospital at Home (HaH) — the big picture
at Mount Sinai — where are we now?
at Mount Sinai — where are we going?
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Hospital at Home overview




Defining Hospital at Home

(13

. a substitutive HaH delivers acute hospital-level care in a patient's home

in lieu of acute hospital admission”

1)

2)

3)

4)

5)

6)

7)

8)

treatment at home of an acute condition of a severity that normally requires
hospitalization

treatment that requires hospital-type technologies or hospital-level care
acceptance of responsibility by the hospital or health system for the acute care
episode; HaH patients retain inpatient status

provision of pharmaceuticals, pathology, radiology, and other services, which
are delivered according to standards commensurate with inpatient status and
appropriate to the patient's level of medical acuity

physician care, provided by identified HaH doctors with 24-hour coverage
direct nursing care, provided at home with 24-hour coverage

care that is provided in a coordinated manner similar to that in an inpatient
hospital ward

consent to treatment by patients

Cheng, Montalto, Leff 2009
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Similar or better clinical outcomes
Fewer complications

Shorter lengths of stay

Fewer 30-day ED visits

Fewer 30-day hospital readmissions

Fewer discharges to SNFs

Hospitalization at Home: what does the evidence show?

When compared with inpatient hospitalization:

Higher patient satisfaction
Less caregiver stress
Lower costs of care

Better sleep?

More physical activity?

Montalto 1996, Wilson 1999, Caplan 1999, Skwarska 2000, Campbell 2001, Nicholson 2001, Hernandez 2003, Ricauda 2004, Tibaldi 2004, Ram
2004, Harris 2005, Leff 2005, Corwin 2005, Leff 20006, Leff 2007, Ricauda 2008, Leff 2008, Leff 2009, Shepperd 2009, Tibaldi 2009, Frick 2009,
Caplan 2012, Cryer 2012, Vianello 2013, Summerfelt 2015, Conley 2016, Cai 2018, Federman 2018, Levine 2020, Leong 2021, Shepperd 2021,
Levine 2021, Mooney 2021



North American professional society

Flospital ar Klome

"USERS GROUP

‘WHAT IS HAH? MEMBERS RESEARCH NEWS AND RESOURCES

SUPPORTING GROUNDBREAKING
INNOVATIONS IN HOSPITAL AT HOME

As its name suggests, Hospital at Home programs make acute, hospital-level care
available to adults and particularly older adults where they live, rather than in a traditional
hospital setting. Interest in hospital at home and its patient-centered and cost-effective
approach to improving outcomes, particularly for vulnerable patients, has exploded
recently. The Hospital at Home Users Group was formed to build on this excitement.

hahusersgroup.org
S AN




International professional society

WORLD
HOSPITAL AT HOME VIRTUAL PLATFORM ABOUT FROGRAM REGISTER RESOURCES SPONSORSHIP & EXHIBITION
Za\ CONGRESS™

Virtual, April 19-21, 2021

Transforming Health Care

In today’s environment, Hospital at Home is not just an
opportunity to improve the delivery of health care, it is our

responsibility. Providing high-quality, cost-effective and safe
care for patients, hospital at home is the way of the future.

whahc.kenes.com
A



COVID-19 and Medicare waiver

|& CMS-gOV Centers for Medicare & Medicaid Services

Newsroom PressKit Data Contact

./‘/»‘ Home Health Care | Compliance  Finance

»] November 25, 2020 Medicare
agreed to reimburse for Hospital at s
Home the same as an inpatient NILEACIOR

_ P _ ‘Unprecedented’ Hospital-at-
stay for the duration of the Public Home Strategy to Manage
Health Emergency Latest COVID-19 Surge

By Joyce Famakinwa | November 25, 2020

B
=

w
=
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100 [

In an effort to increase hospital capacity amid the current COVID-19
surge, the U.S. Centers for Medicare & Medicaid Services (CMS) on
Wednesday announced “unprecedented” flexibilities around providing

hospital-level care for patients in their homes. I
— e

73 systems, 173 hospitals in 33 states - as 0£9/22/2021
RN



Mount Sinai:
Where are we now?




Mount Sinai Health System

8 hospitals with 13 free standing joint venture centers
7,300 physicians

43,000+ employees

154,662 admissions

3926 beds

M MMM

Medicare ACO — 50,000 attributed members
450,000 attributed members in all contracts

] [

Slide: Linda DeCherrie
S AN




Medicare
Waiver

Scaling +
Dissemination

Mount

@

CONTESSA

HOME RECOVERY CARE

Slide: Linda DeCherrie




Completing Hospitalization at Home (cHaH)

State of
Emergency
*Health Systemneeded

more beds

*Legal and regulatory-
waivers and protections

Admin

*New contractual
arrangements

* Contactless
admissions

*Vendor PPE

*Internal hospital
Pharmacy

Stage 1:

* Admitted Non —
Covid patients to
cHaH

Stage 2:

* Expanded to second
hospital (different
EMR)

Stage 3:

* Admitted Covid + * Admitted Covid +
patients under 65 to patients withoutage
cHaH restriction to cHaH

Stage 4:

*No household membersg ¢Individualized reviewy
overo65,
Immunocompromiseg
or pregnant

March 7, March April April
2020 19,2020 7,2020 16,2020

Slide: Linda DeCherrie







Clinical Quality Council

» Meets quarterly

» Health System Leadership from Department of Medicine, Hospital
Medicine, Quality

» Metrics include:

Falls with injury

New pressure ulcers

New infections

Med rec completion

ED escalations

Hospital readmissions

Care plan on discharge, handoff to health plan care managers

PCP follow-up within 7 days

Patient satisfaction

VVVVVYVYVVY




Pathways to Hospitalization at Home
in the Mount Sinai Health System

Target population:
* Appropriate insurance
* Livein catchment area
+ 18+
CLINICAL MODEL * Require hospital-level care

i
2.8

Clinic or
Urgent Care

Patient evaluated by

HaH MD and

—(&—
oooog
oooo
o[
Hospital
ED

e

Patient

Initial Hospitalization at Home

Admissions ospitalization Hospital Replacement Services
Coordinator e S A A - A A -
(meets inpatient /
— enrollment criteria) aryo

-
: Completing Hospitalization at Home

1 cHa

: Conpletion of hospitalization inthe home
1 utilizing hospital replacement services

1 (Average LOS 1 -3 days)

Admission Acute Care (3-5days) Plus phase (upto30d=2ys)

il it it Hospital-level senices in the Remote VS monitorin
rEeI\IA%S\I/IeIg/ and home situation hom% Transitional care

Urgent visit5 as needed

Transport home 2 in-person RN visits daily
RN visit w/in 2hrs of arrival home | Follow-up visits scheduled




Gﬁun-ﬁr‘r
Rl o
£ z
2 QY 3
- L)
o, &

Mount Mount
Sinai Sinai CONJESSA

? Acute RN

3} Admitting Clinician & Admissions Coordinator

2 PT/OT/SLP

Home Hospitalist or ! _
a Nurse Practitioner Care Coordinator

‘ Social Worker z Phlebotomist

Ancillary Network Partners Trained on HaH Model

Ambulance Diagnostics
transport (EKG, TTE)
Community
Paramedicine

Imaging: X-
ray and
ultrasound




What can we do the home?
Labs (CBC, BNP, PT/INR, cxs, viral swabs)

Diagnostics: imaging (X-ray, ultrasound,
doppler), EKG, TTE

Supplemental O2 up to 5 L/min via NC
Established CPAP/BIPAP
Nebulizer treatments

|V fluids/diuretics/antibiotics (push/infusion,
programmed pump)

Foley care, intermittent catheterizations
Wound vacs

Drains, chest tubes, NG tubes to gravity
Established peritoneal dialysis
PIV/Midline/PICC care/infusion

Transport to clinic for e.g. transfusion

Z

Mount
Sinai

What can’t we do in the home?

- O2requirement >5 L/min via NC, HFNC
- Initiation of CPAP/BiPAP

« Drips (cardiac/heparin/insulin)

- IVP/IM narcotics, PCAs

- Blood transfusion in the home

- Continuous telemetry monitoring

- Continuous pulse oximetry

- Continuous bladder irrigation

- NG tubes to suction

- Frequent neuro checks

- |V anti-virals/biologics/iron/albumin




Daily care Urgent/after hours issues

e 2 RN visits daily in the home e Unscheduled urgent visits during the day
Daily provider visit (NP or MD, e HaH MD on call 24/7
telemedicine/in-person) e Ability to do urgent evaluation 24/7 by

e Remote RN available by phone during EMS. Coordinated with HaH MD; HIPAA
day compliant video call with paramedic during

visit

Community Paramedicine at Mount Sinai

Rapid, urgent evaluation and in-home treatment for your patients with acute symptons.

» Advanced Treatment
IV FLUIDS
IV LASIX

» 30-60 Minute Response

» Expanded Physical Assessment
IV DEXTROSE

» Video Conference with Patient ALBUTEROL + STEROIDS

» Advanced Diagnostics
12.LEAD ECG / PULSE OX / BGL / TEMP

PAIN MANAGEMENT
ot

» Available In
MANHATTAN
BROOKLYN
QUEENS
THE BRONX

ACCESS THROUGH THE
TRANSFER CENTER
1-800-TO-SINAI
1-800-867-4624 OPTION 2




A Covid-19 Lesson: Some Seriously Ill
Patients Can Be Treated at Home

To ease pressure on hospitals, Northwell Health brought medical
workers, oxygen tanks and intravenous equipment into patients’

homes. Now Florida is taking cues.

When Joan Murray of Westbury, N.Y., a retired registered nurse, came down with
Covid-19, she insisted on fighting the illness at home. “The last place [ wanted to be
was the hospital.” she said. Johnnv Milano for The New York Times




Adapting a Hospital-at-Home Care Model to Respond to New York
City's COVID-19 Crisis
JAGS 2020. Heller DJ, Ornstein KA, DeCherrie LV, SaengerP, Ko FC, Rousseau CP, Siu AL

Table 1 Clinical Characteristics of Patients Admitted to

the CHaH Program

Total N 24 patients

Mean age (SD) 60.8 y (16.5)

Sex (%) 10 female (42%);
14 male (58%)

Mean CHaH length of stay (SD) 3.1 days (1.3)

Admitted for COVID-19 disease 12 (50)

specifically (%)

Escalation of care (%) 2 (8.3)

Abbreviations: CHaH, Completing Hospitalization at Home; SD, standard
deviation.




HaH and Oncology

Hospitalization
At Home

ONCOLOGY SERVICES

Research has shown that patients who
receive care in their homes instead of the
hospital are less likely to return to the hospital.
Patients enjoy recovering at home while
receiving clinical care.

Mount
Sinai

solid oncology
multiple myeloma
lymphoma

Hospitalization
AtHome

Mount Sinai's
Hospitalization at Home
allows you torecover
from your cancer
treatment inthe comfort
of home:. Your care team
will monitor and care for
you at home justasthey
would inthe hospital.

Your cancer doctor

will let you know if you
are agood candidate for
this option of care.

If s, we will transfer

you home after your
cancer treatments are

complete.

Hospitalization at

« A dailyvisit from a doctor or
nursa practifioner

« Two daily visits from aregistered
nursa

« 24/7 telephone access o your
caretaam

« Bloodwork monitoring

. mmmdw
‘equipment you may need

« Diagnostic imaging in the home

« 24/7 availability of a paramedic
visit tothe home

Home includes:

« AccesstoaRecovery

Care Coordinatorwho will
coordinate your care and
commumicate with your
doctors and care team

« Acomputertablet that

allows a Recovery Cara
Coordnator to monitor your
vital signs, such as heart
rate, temperature, and blood
pressure

Support from social workers
Helpwith scheduling your
Mount Sinai follow-up
appointments

What to expect:

« A social worker will chack your
home for safety befora yougo
home.

« Anoncology team member will
provide you with education about
nutrition and cancer care before
leaving the hospital.

“You will iely transfer home the day
after your cancer treatments are
completa.

+ Anaxperienced registered nurse
will visit you on the day you start
Hospitalization at Home. Your nursa
will ensure you have everything you
nead and answer your questions.

= Your Hospitalization at Home
clinical team will care for you at
home daily.

« [f younead atransfusion or if
you develop a fever, youmay be
transferred to the Oncology Unit
located in Tha Mount Sinai Hospital.

« Physicians are available 24/7.
Contact your physicianif younead
immediate medical attention and
they will determine the bast plan
of action.

« Your Hospitalization at Home team
will communicate with your cancer
team to keep them updated on your
progress.




Where are we going?




Increased use of telemedicine

What do we need to make it work?

In the home: In the hub or hospital:

» Skilled RNs who are trusted eyes, » Technology that works reliably
ears, hands » Providers who are

» Technology that works reliably » dedicated/available

» comfortable with telemedicine




...when appropriate

T penon | Remote

Complexity
Stability
Tasks

Hearing (despite headphones)

Pandemic
Exam
Service needs

Cognition

Multiple

Fizzling
Fluctuating
Lighter

Confusion

Low
More
Few
Adequate
Raging
Static
Heavier
Clarity

Grid by David Levine, MD, MPH, MA




Remembering that in-person visits can offer a wealth of information

BEFORE




Expanding HaH to new patient populations

» Post-surgical » Additional COVID-19 treatment
» Oncology modalities
» Bone marrow transplants » Remdesivirin the home

» Certain chemo regimens
» Blood transfusions
» Complex medicine patients
» TID RN/paramedic visits if
needed
» Tele consults in the home
> |ID
» Renal
» Pulmonology
> GU
» Cardiology
> ...

..and developing Pallcare at Home, Rehab at Home, SNF at home...




6 questions health systems should ask before implementing:

[>] Is your health system experiencing problems from a lack of hospital
capacity?

[>] Does your health system have established home healthcare delivery
capabilities?

[>] Do you have physicians with the interest and ability to care for patients in
the home environment?

[>] Does your health system experience a large volume of Medicare
admissions for common problems such as community-acquired
pneumonia, heart failure or chronic pulmonary disease?

[>] Does your institution view itself as an innovator in developing and
implementing new models or systems of care?

] Canyour health systemalign payment, providers and the hospital for this
model?

] Would add: do you have champions at highest levels of leadership?

Bruce Leff, World Hospital at Home Congress, April 2021




Challenges and lessons
learned




Ongoing challenges

» Payment

> Will CMS extend waiver beyond 20217 Will payment structure change?
» Quality and safety

> >100 programs now in US, no formal shared quality standards

> Dissemination

~ Every “market” is unique — different healthcare microenvironments, different
patient populations, different patient and provider expectations, different ancillary
vendor ecosystems

~ There is no one size fits all — the program you build will be shaped by patient
population, your staff, your system’s culture

» Scaling and adoption

» Still a hurdle to get patients and providers to fully understand what HaH is (and
what it isn't)

- HaH care:a new specialty?

Not quite home health episode care
Not quite home-based primary care
Not quite hospital medicine

>
>
>
> ldea of “the home hospitalist” and “the home hospital nurse”




A few lessons learned

>

YV YV V

HaH care is complex, complicated, nuanced and unique: build a dedicated team
in which each individual is invested in the success of the program, from
leadership to admin support to the front lines (MDs, APPs, RNs, SW, admins)

Be thoughtful with data collection: e.g. careful with wording of patient surveys
Nurture a culture of innovation, with ground - up idea generation

Do not underestimate the admin and logistics support required to run a hospital
without wall§

N8
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