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FMOLHY' service area includes almost
00% of the population of Lovisiana
and parts of Mississippi with recent
acquisition of St. Dominic
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Overuse of Emergency Departments
Barriers to Healthcare
| Cancer
MEEES
Primary Care Clinic
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Our Lady of the Lake,

Children’s Hospital, MED,
& MOB

LSU Site for Inpatient, ICU, Dialysis

LSU EMRP Primary Site

Medicine & Specialty Clinics

GME Administration & MEB
Outpatient Surgery & Endo
Surgery & Specialty Clinics
Dermatology Clinic
Opthamology Clinic

Dentistry

Expanded Ancillaries




Cost Per Patient Day Decreases 58%

pase Yea
Year one

Year TWO Able to leverage the existing operations and efficient

systems without many new fixed costs.

Year Three $1,750

NP NP

Care Coordination
and Navigation




AONN+ Metrics Initiative
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Improve health,
health outcomes
and lower cost of

oncology care

jiglgelile]y
improvements in
patient-centered
comprehensive care

AONN+ Knowledge Domains
|

Community Dutreach and Prevention

*  [oordination of Care/Care Transitions

Patient Advocacy/Patient Empowerment

Psychological Support Services/Assessment

Survivorship/End of Life

Professional Roles and Responsibilities

[perations Management/Organizational
Development/Healthcare Economics

Research/(uality/Performance Improvement

PRIMARY DRIVERS

Comprehensive
Coordinated Cancer Care

Enhanced Payment

Continuous Improvement
Driven by Data

SECONDARY DRIVERS CHANGE CONCEPTS

1. Optimize 24/7 access to care guided by the
medical record.
2. Enroll patients in clinical trials.

Access to Care

. Develop and maintain comprehensive care
management plan for each patient.
. Use evidence-based guidelines to drive care.

Planned Care for Cancer
Treatment and
Management

. Engage patients and family to guide care.
2. Involve pantient and family in shared
decision-making

Patient and Caregiver
Engagement

. Optimize use of HIT to support care.
2. Manage and coordinate care across
transitions.
. Use patient navigators for all patients.

Care Coordination

FAYER

1. Use a beneficiary alignment formula.

2. Monitor use of recognized standards of care.
3. Monitor quality measures.

Care Management
Payment (PBPM)

PRACTICE
1. Use a certified electronic health record.
2. Report on NQF-endorsed measures.
3. Use available data to drive improvement.
Application of Meaningful
and Timely Data
PAYER
1. Provide timely and actionable claims-based
data.
2. Provide timely and actionable utilization data.

PAYER

1. Use a list of quality measures.

2. Use model participant of national benchmarks.
3. Use risk-adjusted factors.

Performance-Based
Payment (for Episode
of Care)




Registered Nurses working to top of license is

essential to care redesign

UR/UM Care Coordination

RN Case Manager

Chronic/Complex Disease Mat

« Care Coordination

« Screens for SDOH

* Supports transportation and home care needs
» Manages Transition

Registered Nurses

» Wellness and Prevention
» Coaching and Counseling
« Adherence Monitoring

« Continuity of Care

« Community Outreach and Advocacy

* Treatment Compliance/Intervention/Education
« Self Management Optimization

« Psychosocial Support

« Patient Empowerment and Advocacy

Registered Nurses

Acute/Post Acute Care

« Person Centric

» Prevent Harm

» Engage and Educate

» Manage Barriers to Care and Discharge




Drivers'’

Metrics &
Incentives
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