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Learning objectives

1) Review case examples illustrating the core elements of the ACQO'’s palliative care approach,
highlighting the integration of early interventions and cross-disciplinary collaboration to
enhance patient outcomes.

2) ldentify how Al analyzes complex patient data to detect patterns, predict critical stages in
chronic conditions, and trigger timely advanced care conversations, surpassing traditional
diagnostic models.

3) Describe how Al-based predictive analytics and chart summaries can optimize healthcare
resource allocation, prevent unnecessary hospitalizations, and personalize care delivery to
better meet the needs of patients with advanced chronic conditions.
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Poll Question #1

Does your organization have a dedicated care management team to manage
end of life patients?

°* Yes
* No
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An ACO'’s services and approach to
palliative care advanced care planning
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Houston Methodist Coordinated Care ACO

GROWTH

Largest
Medicare ACO
in Houston

= 54,000 CMS
Attributed Medicare
Patients
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EXCELLENCE

High Performing
HMCC ACO Primary
Care Network

300+ PCPs
in 90+

Primary Care
Practices

PATIENT
CENTERED

Continuity of Care with
PCPs, IP Case Mgmt,
Nursing and Providers

HMCC ACO Multi-
disciplinary Team
Approach
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QUALITY

CMS ACO
Quality Score 90th
Percentile YoY

94% Qual ity
Quality Score

SUCCESS

Shared Savings
Generated Since
Program Inception

GO

$32 M
Earned Shared
Savings




Overview of outpatient clinical nursing programs

a

Post Discharge Transitions
in Care Program

Goal: Reduce 30-day
readmissions

5 RN Care Managers

(" N

Complex Care for Chronic
Conditions Program

Goal: Reduce
unnecessary
hospitalizations and ED
visits

4.5 RN Care Managers
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4 N

Advanced lliness Care
Program

Goal: Align care with
patient values and reduce
end-of-life costs

2 RN Care Managers
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Overview of outpatient clinical nursing programs
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Post Discharge Complex Care for Advanced Illness Care
Transitions in Care Chronic Conditions Program
Program Program
Goal: Align care with
Goal: Reduce 30-day Goal: Reduce unnecessary patientvalues and reduce
readmissions hospitalizations and ED end-of-life costs

visits
5 RN Care Managers 2 RN Care Managers

4.5 RN Care Managers
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Advanced Care Planning Challenges

Traditional methods for advance care planning are diagnostic-driven and reactive.

Clinicians often avoid goals of care discussions with their patients.

When goals of care conversations do happen, there can be discordance between patient
and clinician reports of the conversations (Modes et al., 2019).

EHR inefficiencies; lack of standardized systems for documenting advance care planning

efforts in a way that can be accessed by multiple providers across different settings (Kelley
et al., 2021)

4% of the Medicare population are responsible for up to 25% of Medicare costs in the last year of life
(Duncan et al., 2019).
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“Care coordination programs
succeed when they select
high-risk patients for
intervention and often fail
when they don’t.”

(Brown et al., 2012)
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Poll Question #2

How does your organization currently identify patients with advanced
illness?

* Claims-based triggers

e Clinical judgment

* Predictive analytics

* Not consistently identified
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Utilizing Al to help solve front line
challenges and improve patient care
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Collaboration to solve problems and implement innovative
solutions: Houston Methodist and HDAI

ﬂ-lM ACO (50,000+ pts) \ /HM System (8 hospitals)\
What is the

Identify patients with advanced problem? 30-day post-discharge mortality

. and readmission rates higher than
Risk stratification is not fine- Root cause? Patients at highest risk not being
tuned to find patients seen within 14 days

!

Identify patients at risk and use Risk predictors identify high-risk

Al summary to develop What IS the patients before discharge for

individualized care planS SOlUt'On? scheduled appointments
Identify Rising Risk, Complex G Target highest readmission risk
Care, recently discharged for reater factors (e.g. heart failure, AKI,

reducing readmissions, ED visits impact? sepsis) for proactive
optimization post discharge
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How can Al transform quality, outcomes, and economics?

g

Proactively find the right
patients and enroll them in
the right workflows...

Align resources to needs
for more impactful care
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...then deliver actionable
insights to clinicians & care
teams at the point of impact

Reduce the EHR data burden
to reclaim clinical time
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Real-time stratification at scale to Al-enable existing workflows

Proactive, high-impact targeted care, through alighment of limited resources to highest need patients
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HealthVision Advanced lllness Summary

4 Spotlight Advanced illness care Transitions in care

Overview

Patient is living with multiple chronic conditions
and has complex care needs. Symptoms include
pain, poor mobility, recent falls, and oxygen
dependence. Care is focused on maintaining
comfort, preventing further injury, and supporting
independence where possible.

Highlights

® High Fall Risk >

Recently fell getting off the toilet and fractured
her hip — now at highest risk for serious falls.

(2] 4 prior falls while in assisted living
( Most recent: 3/5/2024 — ER visit, hip fracture

@® tyear injury risk: 90th percentile

@ High Flow Oxygen >

Recently weaned from face mask, now on 3L
oxygen — still needs home support.

(1) spO, stable at 95%
(® 3L via nasal cannula, started 2 days ago

@ Home O, at 2L ordered with DME referral
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Clinical Summaries

Recent Hospitalization
& Discharge

Care Coordination
& Planning

Medications & Treatment

Mobility & ADLs

Chronic Conditions

Admitted for

Length of stay
Discharge disposition
Specialist consults

DME/Home care

Plan of care
Team involved
Social work

Follow-up

Current medications
Changes

Issues

Mobility
Support

Equipment
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CHF exacerbation and shortness of breath
6 days

SNF, returned home 7 days ago

Palliative care and cardiology consulted

Referred for home oxygen and wound care

Palliative consult pending; no follow-up visits scheduled.

PCP, home health nurse, case manager
Initial needs assessment completed at SNF

No appointments currently scheduled

Carvedilol, furosemide, morphine, duloxetine
Dose increase of diuretics; morphine added last week

Nonadherence noted; refill delays reported

Uses walker indoors; mostly seated during day
Needs help with dressing, bathing, and meals

Hospital bed, shower chair in use



HealthVision Goals of Care Summary

@ HealthVision Network Insights v Patients ~ Smart Cohorts  Encounters Q Find patient Internal Medicine Associates = More

Patients Fox, Hayden X Hamilton, Meredith X

4 Spotlight Goals of Care

Fox, Hayden ..

Male, 75Y « 10/31/1954

5DMOUD2HNS0 -

PMoHbEin Highlights

ADM  NON-ATTR

AGND) @ Patient iliness understanding >

PCP: Joan Addington
“He knows that his cancer is incurable and that

we are running out of effective treatment

HEALTH options.”
Spotlight
® Hopes >
HISTORY “Be comfortable”
Conditions

® Worries >

Not explicitly stated

® Prognostic information shared >

Not explicitly stated

® Recommendations >

"I. No chemo today but likely start 5FU/LV +
cetuximab in a week or so. We will keep an eye
out for clinical trials 2. consider TPN initiation. we
discussed the pros/cons and he will think about
it. 3. quality of life is paramount, so we will use
that as our guiding principle for managing his
care
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Clinical Summaries

Summary A serious illness conversation was held with Mr. Fox on April 19, 2024, in the presence of his

hope is to be comfortable, and he clearly indicated that quality of life is the most important
factor for him. Mr. Fox expressed a desire to enjoy his days as best he can while still being

discussing pros.and cons, and continuing to look for suitable clinical trials. The team also
planned a palliative care const n as part of the upcoming admission, further supporting

ED note from John Smith, MD >
Written on February 25, 2024

Please admit Mr. Fox for the following: pall
care consultation

CONFIDENTIAL — NOT FOR DISTRIBUTION



Impacting outcomes:
Real-world results
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Key components of Al-enhanced advanced illness care program

4 )

88

2 Certified RNs
with extensive
hospice
background

58 Years of
combined
nursing
experience

Trained in Ml
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Review high risk
patients identified
by HDAI

Collaborate with
PCP and care team

Educate and assist
with Advanced

Educate on plan of
care and goals of
care discussion

Directives
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Conduct initial
assessment

Refer to palliative
care program or
hospice as
appropriate




Key components of Al-enhanced advanced illness care program

\ !
S é I.\

Bed confinement status Need for continuous supervision
Dependence on renal Secondary malignant
dialysis + age neoplasm of (xxx)

HEALTH DATA ANALYTICS INSTITUTE CONFIDENTIAL — NOT FOR DISTRIBUTION

Unspecified dementia with
behavioral disturbance

End stage heart failure



Case examples

Patient name and/or other identifying information has been changed to ensure patient privacy during this presentation.
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Patient quote

“Papa went to be with Jesus today. Thank you for all you
have done to comfort me during this time and to help us and
fight for us. I’'m so grateful for your sweet, kind and
compassionate self. Thank you so much.”

- Daughter of patient

L

L

Patient name and/or other identifying information has been changed to ensure patient privacy during this presentation.
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Case example #1

83-year-old le with history of pancreatic cancer receiving chemo, CHF, DM

Patient name and/or other identifying information has been changed to ensure patient privacy during this presentation.
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Case example #1

Assigned to
Advanced
Admitted for Illness Care Admitted
abd pain Program | for PE |
Referred Admits to
home

Using EHR risk score: to
ﬁ Low Palliative ﬁ hospice
Care

Using Comprehensive Al
Risk Score:

Readmission - HIGH;
Mortality - HIGH,;
Hospice - HIGH
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Case example #2

®
71-year-old le with history of hypertension, diabetes, CHF, kidney transplant

Patient name and/or other identifying information has been changed to ensure patient privacy during this presentation.
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Case example #2

Admitted ED for Admits to Home
for PNA | | Nausea/VomitingI | Hospice |
Assigned to Assigned to
TIC AIC Program
A\ Program A\
m m Comprehensive Risk
EHR Risk Score:
Score: Admission - HIGH
Medium Mortality - HIGH
Hospice - HIGH

Patient name and/or other identifying information has been changed to ensure patient privacy during this presentation.
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Then and Now

Delays in claims data = Not
identifying impactable patients timely

* Reaching out to patient who are
already on hospice

* Reaching out to patient who
had already expired

Improvement in timely data claims =2
Better identification of appropriate
patient d
* M Patient/family engagement
* Align with the right level of care
¥ Unnecessary utilization and
end of life costs

Data without the full clinical
@ picture

Provides insights into contributing

factors to create care plan Q

Burdensome and manual process O
to identify patients %

HEALTH DATA ANALYTICS INSTITUTE

Better mgmt. of claim data by
ma improved categorization of info
based on need
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HMCC ACO MSSP patients completing Advanced lliness Care
Program have lower costs

MSSP
. Inpatient Outpatient Home Office Visits .
Patient Cost Cost Health (Part B) SNF Hospice Total Cost
Status
Patients
N Completed $4,853 $3,541 $1,570 $3,566 $256 $2,175 $16,757
N
‘=) AIC Program
N Expected from
Comparison $7,788 $3,651 $1,261 $3,508 $1,234 $597 $18,592
Group”
Difference -$2,935 -$109 $309 $57 -$979 $1,578 -$1,836
Based on 2024 CMS Claims Data, evaluating 3 months outcomes upon program completion, as compared to Twin Group
38% reduction in 10% reduction in total Getting patients to the
inpatient costs costs per patient right level of care!
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Conclusion
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@ Key takeaways

Al-Driven Advanced Care Planning transforms value for health systems, ACOs, patients and payers
1. Reducing avoidable healthcare costs

Enhancing resource efficiency

Driving value-based care outcomes

Empowering population health management teams

o b

Supporting member satisfaction and retention

=

Lower Costs Better Quality Stronger Networks
Smarter, timely interventions Higher patient satisfaction and Seamless collaboration with
reduce unnecessary spend improved outcomes ACOs for shared savings
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We welcome your input!

Contact Us

> Agnes Kats, akats@houstonmethodist.org

» Romanus M. Joseph, romanus.joseph@hda-institute.com
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Stop by our VBCEXxhibitHall.com Virtual Booth
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https://vbcexhibithall.com/vendor-booth/hdai/61b77d4da4c96c3a78cd9bcd
https://vbcexhibithall.com/vendor-booth/hdai/61b77d4da4c96c3a78cd9bcd
https://vbcexhibithall.com/vendor-booth/hdai/61b77d4da4c96c3a78cd9bcd

HEALTH DATA ANALYTICS INSTITUTE CONFIDENTIAL — NOT FOR DISTRIBUTION



References

* Ashana, D. C., Chen, X., Agiro, A., Sridhar, G., Nguyen, A., Barron, J., Haynes, K., Fisch, M., Debono, D., Halpern, S. D., & Harhay, M. O. (2019).
Advance Care Planning Claims and Health Care Utilization Among Seriously Ill Patients Near the End of Life. JAMA network open, 2(11), e1914471.
https://doi.org/10.1001/jamanetworkopen.2019.14471

* Brown RS, Peikes D, Peterson G, Schore J, & Razafindrakoto CM. (2012) . Six features of Medicare Coordinated Care Demonstration programs that cut
hospital admissions of high-ris patients. Health Aff (Millwood), 31(6):1156-66.

* Duncan,l., Ahmed, T., Dove, H., & Maxwell, T. L. (2019). Medicare Cost at End of Life. The American journal of hospice & palliative care, 36(8), 705-
710. https://doi.org/10.1177/1049909119836204

* Hacker K. (2024). The Burden of Chronic Disease. Mayo Clinic proceedings. Innovations, quality & outcomes, 8(1), 112-119.
https://doi.org/10.1016/j.mayocpiqo.2023.08.005

* Kelley, A. S., Hanson, L. C., Ast, K., Ciemins, E. L., Dunning, S. C., Meskow, C., & Ritchie, C. S. (2021). The Serious Illness Population: Ascertainment
via Electronic Health Record or Claims Data. Journal of pain and symptom management, 62(3), e148-e155.
https://doi.org/10.1016/j.jpainsymman.2021.04.012

* Malhotra, C., Huynh, V. A., Shafiq, M., & Batcagan-Abueg, A. P. M. (2024). Advance care planning and caregiver outcomes: intervention efficacy -
systematic review. BMJ supportive & palliative care, 13(e3), e537-e546. https://doi.org/10.1136/spcare-2021-003488

* Modes, M. E., Engelberg, R. A., Downey, L., Nielsen, E. L., Curtis, J. R., & Kross, E. K. (2019). Did a Goals-of-Care Discussion Happen? Differences in
the Occurrence of Goals-of-Care Discussions as Reported by Patients, Clinicians, and in the Electronic Health Record. Journal of pain and symptom
management, 57(2), 251-259. https://doi.org/10.1016/j.jpainsymman.2018.10.507

 Stone, P. C., Chu, C., Todd, C., Griffiths, J., Kalpakidou, A., Keeley, V., Omar, R. Z., & Vickerstaff, V. (2022). The accuracy of clinician predictions of
survival in the Prognosis in Palliative care Study Il (PiPS2): A prospective observational study. PloS one, 17(4), e0267050.
https://doi.org/10.1371/journal.pone.0267050

e Stuart, B., Mahler, E., & Koomson, P. (2019). A Large-Scale Advanced Illness Intervention Informs Medicare's New Serious Illness Payment
Model. Health affairs (Project Hope), 38(6), 950-956. https://doi.org/10.1377/hlthaff.2018.05517

* Talaei-Khoei, A., Tavana, M., & Wilson, J. M. (2019). A predictive analytics framework for identifying patients at risk of developing multiple medical
complications caused by chronic diseases. Artificial intelligence in medicine, 101, 101750. https://doi.org/10.1016/].artmed.2019.101750

HEALTH DATA ANALYTICS INSTITUTE CONFIDENTIAL — NOT FOR DISTRIBUTION



https://doi.org/10.1001/jamanetworkopen.2019.14471
https://doi.org/10.1177/1049909119836204
https://doi.org/10.1016/j.mayocpiqo.2023.08.005
https://doi.org/10.1016/j.jpainsymman.2021.04.012
https://doi.org/10.1136/spcare-2021-003488
https://doi.org/10.1136/spcare-2021-003488
https://doi.org/10.1136/spcare-2021-003488
https://doi.org/10.1136/spcare-2021-003488
https://doi.org/10.1136/spcare-2021-003488
https://doi.org/10.1016/j.jpainsymman.2018.10.507
https://doi.org/10.1371/journal.pone.0267050
https://doi.org/10.1377/hlthaff.2018.05517
https://doi.org/10.1016/j.artmed.2019.101750

	Slide 1: From Data to Dignity: Using Predictive Analytics to Drive Proactive, Patient Aligned Care
	Slide 2: Today’s Speakers 
	Slide 3: Learning objectives 
	Slide 4: Poll Question #1
	Slide 5: An ACO’s services and approach to palliative care advanced care planning 
	Slide 6: Houston Methodist Coordinated Care ACO
	Slide 7: Overview of outpatient clinical nursing programs
	Slide 8: Overview of outpatient clinical nursing programs
	Slide 9: Overview of outpatient clinical nursing programs
	Slide 10: Overview of outpatient clinical nursing programs
	Slide 11: Advanced Care Planning Challenges
	Slide 12
	Slide 13: Poll Question #2
	Slide 14: Utilizing AI to help solve front line challenges and improve patient care
	Slide 15: Collaboration to solve problems and implement innovative solutions: Houston Methodist and HDAI
	Slide 16: How can AI transform quality, outcomes, and economics?
	Slide 17: Real-time stratification at scale to AI-enable existing workflows
	Slide 18: HealthVision Advanced Illness Summary
	Slide 19: HealthVision Goals of Care Summary
	Slide 20: Impacting outcomes: Real-world results
	Slide 21: Key components of AI-enhanced advanced illness care program
	Slide 22: Key components of AI-enhanced advanced illness care program
	Slide 23: Case examples 
	Slide 24: Patient quote
	Slide 25: Case example #1
	Slide 26: Case example #1
	Slide 27: Case example #2
	Slide 28: Case example #2
	Slide 29: Then and Now
	Slide 30: HMCC ACO MSSP patients completing Advanced Illness Care Program have lower costs
	Slide 31: Conclusion 
	Slide 32: Key takeaways 
	Slide 33: We welcome your input!
	Slide 34: Stop by our VBCExhibitHall.com Virtual Booth
	Slide 35
	Slide 36: References 

