
Building an ACO Post-Acute Network
Skilled Nursing High-Quality Network



An independent, physician-led Accountable Care 
Organization (ACO) made up of a wide range of 
health care providers and services – from doctors to 
dietitians, from hospitals to home health services.

• Wholly-owned MultiCare Subsidiary
• Independent Accountable Care Organization
• 25 Value-Based Contracts
• 328K+ lives under risk
• 4,500+ practitioners
• Headquartered in Tacoma, Washington

Our VisionMultiCare Connected Care will be the leading 
catalyst of patient and population centered 

value in the Pacific Northwest



MultiCare Health System at a Glance:



• Twelve partners that span across two regions supporting 7 hospitals
o Seattle/Tacoma – 7 partners, supporting 5 hospitals 
o Spokane – 5 partners supporting 2 hospitals

» Network Requirements
• Star Rating >3
• Meet/exceed regional/national benchmarks

o ED visits
o Hospital Readmissions
o CAPUs
o Community Discharges
o LOS

Skilled Nursing Facility High Quality Network



1. On-site, in-person physician rounds weekly
2. 24/7 clinical coverage
3. See MSSP/BPCI patients within 72 hours for new 

admission/stability visit
4. Hold patient care conferences in a timely manner (72 hours)
5. Tightly manage length of stay (LOS 20 days or less)

a) Including setting target discharge dates from admission

High Quality Network Requirements
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High Quality Network Participation Requirements

• Participation in weekly IDT meetings 
o Review POCs for risk sharing populations – MSSP/BPCI-A 
 Meetings conducted by PAC Outreach Coordinators 

• Engagement in Quality Improvement across the continuum of 
care 
o Transitions of Care 
o Clinical protocol development 

• Participation in monthly performance review for each SNF 
o Key Performance Indicators review for both quality and cost 

• Participation in HQN Quarterly Quality meetings 
o Administrator, DON, DOR and Medical Director 



Example Scorecard





Reduce 30-day all-cause readmissions & ED Utilization
• Maintain a readmission rate at or below 20%
• Activation of crisis support to the network
 PPE and laboratory supplies
 Advocacy with Governor’s office
 Infection control guidance

2021 Progress to Goals
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Reduce SNF Utilization for MSSP and BPCI
• SNF admissions were depressed due to COVID

– 2021 Utilization 3% under goal for BPCI (23%)

• Limited access to SNFs during surge provided the 
opportunity to hardwire use of AMPAC  (6 clicks) for 
next site of care disposition

2021 Progress to Goals
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2021 6-Click Therapy Recommendations 
Home Discharge

Home Discharge w/ AMPAC Score 18 or above

Our 2021 Journey

 Retroactive review 2020 AMPAC scores
 March-May:  6-Clicks training w/ therapy and case management, emphasis on home 

first for score ≥ 18
 Immediate impact in June with roll-out
 With Q4 hospital surge, reinforced training, tip-sheets, ‘home first’ motto
 Highest rate of recommendations for home DC in Dec 2021 - 91% of patients

General Guidelines



2021 Progress to Goals
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Implement Best Practice Guidelines for top 3 
readmission categories –
CHF/COPD/Diabetes

• Successful Pilot of CHF Pathway: 
o 2 HQN SNF Partners
o Heavy socialization of CHF 

Readmit rates 
o CHF readmit chart reviews
o Medical Director engagement
o Therapies engagement
o Nursing engagement



CHF Clinical Pathway
Key Interventions
• 7-day follow-up appointments
• Direct contact plans for post-acute facilities 

to reach cardiology offices
• Pulse heart failure team provided targeted 

outreach to patients outside the post-acute 
environment

• Clinical Practice Guideline development 
and execution

• Patient education following through 
transitions of care



Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Average
Readmits(ct) 2 3 1 1 3 2 0 1 2 1.5
Total Discharges(ct) 19 24 14 17 20 24 12 14 21 16.50
Readmit Rate(%) 10.5 12.5 7.1 5.9 15.0 8.3 0.0 7.1 9.5 0.0 0.0 0.0 9.09
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VALLEY - HEART FAILURE READMISSIONS

Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Average
Readmits(ct) 3 5 9 6 6 5 2 5 5 4.6
Total Discharges(ct) 35 30 44 41 40 36 29 27 24 30.60
Readmit Rate(%) 8.6 16.7 20.5 14.6 15.0 13.9 6.9 18.5 20.8 0.0 0.0 0.0 15.03
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DEACONESS - HEART FAILURE READMISSIONS Implementation of   
Post-Acute CHF Pilot

CHF Pilot Results

Implementation of 
Post-Acute CHF Pilot 



• Impacts to Performance
o Out of Network Utilization increased by 60% 
o SNF LOS increased from 18 days to 23 days 
o Slight increase in Cost per Admit 

• Recovery Strategies
o Monthly JOC meeting with inpatient case management

– Network Utilization
– VBA performance

o Monthly newsletters to hospitalists/case management
– Highlighting HQN accomplishments

 Progress to goals
 Readmission reduction strategies

o Outreach Coordinators return to in-person attendance to 
weekly IDT meetings and monthly KPI reviews 

Covid Impact & Recovery
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