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Problem/Goal/Why

Changes Implemented

Problem: Transitional Care Management (TCM) visits were infrequently
completed and required high personal touch for the necessary post
discharge, two-day connection with patients. Readmission rate was above Billed TCM Codes Per Year

~
goal.  Very limited application of digital tool + partially redundant RN phone call Ezzz D|g |ta| By Defa U |t

« Manual RN to MD prompting for value- based populations only
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Goal: Create a risk-stratified, reliable system of care for transitions support FY2() | - Variable interest & awareness from providers o
that is digital by default and leverages our Enterprise Care Coordination J 2000 73 /O

team to focus on the highest risk patients. 2000 . | d
1000 IN 1ives covere

Why: o . « Expanded population inclusion to all Primary Care Provider (PCP) discharges A 0 . . . s s

Reduce readmissions and preventable healthcare spending - Applied adapted Digital Tool with risk stratification & enhanced automation e e

Leverage appropriate billing codes that support investments in system of FY2 1 + Shifted RN resources from low to high risk population support; MA s first review of

care for transitions Digital Tool alerts Y,

% of completed visits within 14 days of discharge

Wh o We Are \ with TCM code billed | | |
 Focused efforts on post-discharge apt scheduling within 7-14 days SE”;_‘_’SL?SQ R T Bl Ddec'.tS;hiE;s Percent Billed
« Provider awareness and reinforcement for appropriate TCM billing haicion B . 2 oo
Froedtert Health is a Milwaukee-based integrated healthcare system FY22 . Aligning with strategic goals and forging greater visibility in opportunity I I I o S 2 4 L
providing a variety of health-related services including hospitals and /
health centers, home care, laboratory, health insurance, employer health
services and workplace clinics, and digital health solutions. ~
* Provider leadership communication & reinforcement
+ Beds 1,266 * Intensive Care Units 10 « Electronic Medical Record (EMR) visibility prompts & decision support for
« Patient Admissions 58,056 + Intensive Care Beds 162 FY2 3 documentation & billing tools Readmission Rate Impact OZViSit w/in 14 days +/- TCM Potential Opportunity
- Patient Days of Care 322,626 - Staff 16,974 . : : - : T - Code Primary Care
« Emergency Visits 194,671 * Total Physicians (includes MCW physicians) 1,739 Encouragmg virtual visit option for post dISCharge visit / 7000 12.1% 14.0% 4500
» Average Daily Census 826 * Nurses 4,526 0000 0 4000
- Outpatient Visits 1,709,484 - Volunteers 391 i s 5% 3500
- Physician Clinic Visits 1172710 - Births 5,431 o oo
*data current as of June 30, 2022 5000 2000
**not _reﬁec:ted in the above totals are the statistics for Froedtert South hospitals, health centers and Holy Family Memorial 1000 . 1500 . - . . -
it e Where we started Where we landed Green — 0 - 0.0% 1000 - - - -
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o ** p<0.001 patients without a follow-up visit more likely to readmit
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Lea rning ObjECtIVES oy N o e [ F telephontc muppert « Leveraging a digital tool allowed for immediate scalability in the outreach portion of
& telephonic support . .
Digtal Tool| | +30 dey igital Toal | | FN menuely « Leverage Transitional Care Management.
—t Dl Too cour existing Virtual »  Provider leadership and focused reinforcement has demonstrated success in provider
« Differentiate outcomes before and after an automated digital support wiin 14 days o st hospitalizstion | | e o (Z:ng Leafl? for billing for TCM services.
M M ‘11 Y PCP can drop TCM code o« . . . . . o . . .
solution was applied to TCM billing rates. — : /7 back up +  Opportunities still exist on scheduling post-hospital visits and readmission rates.
« Identify opportunities to continue improving processes. il ol e
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