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• “Equally worrying and far less recognized, medicine 

has been slow to confront  the very changes it has 
been responsible for or, to apply the knowledge we 
have, about how to make old age better”. 
 
 

• “Although the elderly population is growing rapidly, 
the number of certified geriatricians the medical 
profession has put in practice has actually fallen in the 
US by 25% between 1996 and 2010. 
 
 

• Applications to training programs in adult primary 
care medicine have plummeted while fields like 
plastic surgery and radiology receive applications in 
record numbers.  

 

Source: Atul Gawande, “Being Mortal” 

Still so much work to be done 
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The bulk of care in the future will be tied less to locations 
and more to versatility of services. 
 

– Health systems and community providers that can continue to evolve 
beyond their real estate will be best positioned in the future. 

 Home and community-based services vs. bricks and mortar 

 Urgent care and virtual clinics vs. Traditional clinic settings 
 

– ACOs, community continuums and MCOs will emphasize  
home and community-based services to keep people  
healthy and independent at home – at lower cost 
 

– MCOs are already preferring providers  
that can offer multiple levels of service  
or integrated systems of care. 

Managing Patients at Home 
via Virtual Continuums 
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• Assisted living communities are caring for residents with more complex healthcare 
needs than just a few years ago. In fact, some statistics say that 50 percent of the 
nation’s assisted living residents have three or more chronic conditions, and 42 
percent of them have Alzheimer’s disease or other forms of dementia. 
 

• As acuity levels continue to rise and the assisted living industry comes under more 
scrutiny, government regulations will continue to change and become more complex. 

Source: “EHRs Beyond the Hospital and Doctor’s Office: One Assisted Living 
Community’s Story”  June 10, 2014 by Rajiv Leventhal 

Within the Walls… 

Potentially Avoidable Hospitalizations (PAHs) 

• CMS definition:  “Condition could have been 

prevented or treated outside of an inpatient 

hospital setting” 

• 26% of all hospitalizations considered PAHs 

• Diagnoses responsible for about 80% of PAHs 

– CHF, COPD/asthma, UTIs, pneumonia and 

dehydration/acute kidney injury 

• While 16% of Medicare/Medicaid beneficiaries 

were in a nursing facility, they comprised 45% of 

all PAHs 
 

Source: Medicare and Medicaid Research Review 2014 
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MS-DRG 247MS-DRG 470MS-DRG 481MS-DRG 192MS-DRG 194MS-DRG 291

Cost of 30-Day Fixed Length Episode With and Without 
Readmission 

No Readmission Readmission

Controlling Readmissions Is Key to Success 

9 Source: Dobson DaVanzo (2012). Medicare Payment Bundling: Insights from 
Claims Data and Policy Implications 

DRG 247: Percutaneous cardiovascular procedure with drug-eluting stent w/MCC 
DRG 470: Major joint replacement or reattachment of lower extremity w/o MCC 
DRG 481: Hip and femur procedures except major joint w/CC 
DRG 192: Chronic obstructive pulmonary disease w/o CC/MCC  
DRG 194: Simple pneumonia and pleurisy w/CC 
DRG 291: Heart failure and shock w/MCC  

10 

Opportunity: Controlling Readmissions 

Average Medicare 60-Day Episode Payments by Readmission Status 
for PAC Initiated Episodes (2009–2012) to  Model 3  

Inpatient Rehabilitation Facility for Selected Episodes 

Source:  Dobson | DaVanzo analysis using the Medicare 100% LDS file for Jul 2009 – Jun 2012, with outliers removed at BPCI Risk 
Track B trim points and inflated to 2012 dollars. 
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Compelling Industry Growth Dynamics  

Growth of Integrated Healthcare 

• Value-based reimbursement expected to drive demand for high quality post-acute care 
at lower cost 

• Senior Living Operators are looking to partner with health plans and health systems  
• Senior Living Operators are looking to expand across the full Post Acute Care Spectrum 

An Integrated Post-Acute Care Spectrum (1)  

(1) Source: Brookdale Advisory Board 

Community Services       Home Care    Senior Living      Skilled Nursing   Hospitalization 

Geriatric  
Assessment 

Wellness  
Programs 

Care / Disease 
Management 

Home Health 
Care 

Hospice 

Palliative 
Care 

Independent 
Living 

Assisted 
Living/ 

Memory  
Care 

Outpatient 
Therapies 

Inpatient 
Rehab 

SNF Shifting Loyalties 

SNF Preferred Networks 

• Nationwide trend in development of SNF Preferred                         
Networks 
 Banner Health 
 Catholic Health Initiatives 
 Cleveland Clinic 
 Henry Ford Health System 
 Partners HealthCare 
 Atrius Health 
 North Shore—Long Island Jewish Health                     System 
 Advocate Health Care 

 
• Agreements to provider referrals to individual                                                   

SNFs in return lower readmission rates and shorter                                  
lengths of stay 

Source: Modern Healthcare, May 2015 
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SNF Shifting Loyalties 

SNF Preferred Networks 

• How does this work? 

– SNFs make application to the hospital 

 Criteria 

• Questionnaires, interviews 

• Submission of quality data, readmission                                                             

rates, and LOS 

• Review of state and federal surveys 

• Review of QMs 

 
 

Hospitals select typically select <1/3 of SNFs in their market 

SNF Shifting Loyalties 

SNF Preferred Networks 

• Results 

– Use of preferred SNFs leads to shorter LOS and reduced 

hospital readmission rates 

– Banner Health 

 Selected 34 SNFs out of 90+ applications 

 5-7 days shorter LOS than non-preferred facilities 

 All but one preferred SNF hit its readmission target 

 

    

Source: Modern Healthcare, May 2015 
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SNF Shifting Loyalties 

SNF Preferred Networks 

• Results 
–  Atrius Health 

• Selected 35 SNFs out of 100 applications 
• LOS 

─ Preferred SNF:   15.8 days 
─ Outside network:   22.3 days 

 
–  Partners HealthCare 

• Selected 47 SNFs out of 140 applications 
 
 

 

Source: Modern Healthcare, May 2015 

Senior Living operators still lag behind in technology 
investments; operating efficiency as the top potential benefit 

• 82% of Senior Living operators surveyed feel 
technology will improve and lower the cost of 
care 
 

• Senior Living Operators view increasing 
operating efficiency as the top benefit of 
technology; few look at technology as a revenue 
source 
 

• Wages are top expense to mitigate - % (of total 
expenses) spent on wages: 
– IL: 40-45% 
– AL: 45-50% 
– Other: 53-58% 

 
• Comfort with technology and evidence of value 

are the largest inhibitors of growth – 83% of 
those surveyed believe the Senior Living 
industry has not invested enough in technology 
 

2% 

6% 

7% 

37% 

46% 

0% 10% 20% 30% 40% 50%

Have no Impact

Additional Revenue Streams

Accountable Care Readiness

Quality of Care

Operational Efficiency

Benefit of Investment in Care Technology 
According to Senior Living Operators  

Source: Healthsense State of Senior Care Technology in 2013 White Paper & Senior Housing News 16 
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• “Inheritance has a surprising little influence on 

longevity” per James Vaupel of Max Planck 
Institute of Demographic Research Rostock Ger. 
 

• Only 3% of how long you will live, compared  
     with the average, is explained by your  
     parents longevity.  

 
• By contrast, up to 90% of how tall you are is 

explained by your parents height; even 
genetically identical twins vary widely in 
lifespan… the typical gap is more than 15 years.  
 

• If our genes explain less than we imagined, the 
classical wear and tear model may explain more 
than we knew. 
 

• Human beings fail the way all complex systems 
fail… randomly and gradually. 

Source: Atul Gawande, “Being Mortal” 

More than genomics too 

Digital technologies have grown exponentially in 
speed, capacity and adoption 

2 billion people have access to smart 
phones, 4 billion by 2020  
 

The transition from 2G to 4G enabled a 
speed improvement of 12,000 times 
 

Number of devices connected will go 
from 16 billion to 40 billion in 2020 
 

It took Facebook only 7 years to get to 1 
billion users 
 

A genome sequence took 9 months and 
cost $100 million 10 years ago to 24 
hours and $1,000 today 

 
 
 

O’Reilly Radar 
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Goals of these reforms can be achieved by Care Coordination 
programs that help shift care from high acuity to low acuity settings 

Shifting care to lower cost settings is key 
to reducing costs and improving quality 

Transitional care 
(Post-discharge 

care, SNFs, LTACs) 

Home care 
(outpatient 
visits, self-

management) 

Hospital care 
(ED, ICU, 

Med/Surg) 

..And Care Coordination is a key enabler of this shift 

When different services and sectors work 
together, towards shared goals, patients get 
far more appropriate care… the key will be to 
deliver service transformation 
 

--Vision statement, 3 million lives, UK 

Source: Expert interviews; Medicare.gov; 3 million lives initiative press; Bodenheimer, T. (2008, March 6). Coordinating care – A perilous journey through the health care system. 
NEJM 

The goal of coordinated care is to make sure 
that patients… get the right care at the right 
time, while avoiding unnecessary costs, 
duplication of services and preventing medical 
errors  

 
--Medicare.gov (Coordinated Care programs) 

L
o
w

e
r 

c
o
s
ts

 

Managing Populations over the year – 
Introducing visibility into the No Care Zone… 

Hospital stay—shorter or avoided 

Home healthcare— 30–60 days 

In the white space, up to 25% of the  
frail and elderly population will  

move to higher risk yearly 

Visibility to who and when  
provides opportunity for intervention 

Attribution (or tethering)  

Potential Clinical interactions 



18/09/2015 

11 

Risk of Readmission Increases Over Time 
Total cost for readmissions exceeds $17 billion each year  
  

     

Source: Jencks SF et al. N Engl J Med 2009;360:1418–1428. 
Data represents claims from 2004-2005 as cited in the NEJM.  *Re-admission or death. 2009;360:1418-28 
Slide source: Philips webinar, Henry Soch, VP Sg2, “Effectively Managing Readmissions; Key to Better Patient Care and Avoiding Loss of Revenue,” November, 
2011. & Healthcare Financial Management Association  
 

Digital Technologies transforming Care 
Continuum 

Enabling population health management: 
population analytics, care coordination and 
engagement  

Patient centric solutions, allowing patients and their 
communities to engage and take ownership of their 
own health 

Integrating data from disparate point solutions 
across hospitals, physicians, insurance, pharma, 
consumers 

Providing actionable and context sensitive 
information to clinicians, patients and care givers 
using analytics 

"More than 50% of health care providers do not have a health care IT roadmap, 
although they acknowledge the role of digital health in enhancing health care 
efficiency,"       - Frost & Sullivan Health care Research Analyst Shruthi Parakkal.  
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From discrete, acute events to a Health Continuum 

Care shifting  
to lower cost  

settings and Homes 
 

High tech and 
High Touch 

Ongoing  
focus on   

quality and cost + 
personalization 

of care 

Move towards  
population  

health 
and access to care /  

 Point of Care  
Diagnostics 

People increasingly 
engaged in their  
health journey 

Need for integrated solutions for continuous care 
Bridging the intersection of consumer and clinical spaces 

Interoperability, connected devices, big data and analytics 

Treatment Recovery Diagnosis Home care Prevention Healthy living 

Population Health across the continuum 

Treatment Recovery Diagnosis Home Care Prevention Healthy Living Treatment Recovery Diagnosis Home Care Prevention Healthy Living Treatment Recovery Diagnosis Home Care Prevention Healthy Living 

Anatomical  
Intelligence 

Interventional  
Solutions 

Genomics Enterprise  
Informatics 

Point of Care  

Healthy Living 
Tools 

Seamless  
Monitoring 

Care  
coordination 
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Enabling data flow across the Health continuum 

  Integrated patient and consumer data 

  Open API supports Philips and 3rd party application development 

3rd party applications and devices Philips applications and devices 

Multiple devices / applications contribute to a rich data set 

18PB+ imaging  
studies in our 

imaging 
informatics 

solutions across  
1200+ hospitals 

2+ million  
ICU stays  

in our eICU 
solutions 

6+ million 
patients 

supported 
at home 

 

275+ million  
patients a 

year 
monitored 
though our 

patient 
monitors 

Hundreds of 
thousands 

of consumers 
on 

ActiveLink® 

Cloud-based HealthSuite Digital Platform 

Large market for vendor-neutral connectivity solutions; interoperability can 
potentially transform health care. 

Home devices play a key role in surveillance, engaging , 
adherence monitoring and clinical deterioration detection 

Tomorrow… Philips biased but open 

• Combined, sleep, 
activity, HR, 
Respiratory  monitoring     

• Connectivity to other 
Ventilators, CPAP, 
Nebulizer data  

• New & Innovative 
measurements, e.g., 
Chemo-informer 

Today… Philips Only 

• In 2012, 2.2 million treated in emergency departments due to car crashes  
• In 2014, 2.4 million nonfatal falls among older adults were treated in emergency depart’s 

Source: CDC 
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CareSage™ – the Role of Population Management 
and Predictive Analytics  

P
ro

b
le

m
 

The CareSage predictive analytics engine 
is designed to provide insight into HCO's 
at-risk patient population, starting with 

a Frail and Elderly Program utilizing 
Lifeline’s AutoAlert service 

So
lu

ti
o

n
 

• HCOs moving to value-based care across the continuum 

• 25% of elderly patients1 will get substantially more expensive due to 
clinical deterioration  

• HCOs need to identify at-risk patients in the “white space” White space  
(in home) 

Hospital Home Health  
(30-days) 

[1] M. Simons; D. Van de Craen; F. Wartena, CMS Patients’ Characteristics Analysis of Healthcare Expenditure: Who are the big spenders?, PR-TN 2013/00056,  July 2013,  
 M. Simons; D. Van de Craen; F. Wartena, R. Koymans, D. Bergmans,  CMS Data Analysis of Healthcare Expenditure; Persistently High Cost Patients Flow Analysis, PR-TN 2014/00151,  June 2014 



18/09/2015 

15 

Patients with Lifeline Predictive alert 

ER visit 

MD visit 

Resumption of care 

Wait and see 

Nurse visit 

Dashboard 

Secure communication  
to Healthcare Organization 

Predictive Analytics 

Philips Lifeline 
Patient Data 

Data 
Storage 

Predictive 
Engine 

 
Medical 
Record 

 

Confidential 

CareSage™ predictive analytics engine 
  

Patient Use Case  

 
 
 

 
 
 
 
 
 

Patient Profile 
 

• Mrs. Jones, age 77, lives alone  
• Does not drive but has support from her 

daughter and son, who live locally 
• She has CHF and diabetes 
• She is being discharged from the hospital due 

to CHF complications 
• Is competent at medication management and 

takes multiple medications and has admitted 
to skipping her diuretic on multiple occasions 
due to the side effects (contributed to last 
hospitalization) 

 

Plan with CareSage  
 

Professional Team: Case Manager, Home Care 
Nurse, Primary Care MD, Cardiac MD, and 
Nurse Navigator 
Family Support: Son and daughter 
 
Goal: Support transition from hospital stay and 
improve to baseline stability and maintain. 
 
Case Manager enrolled in CareSage Program at time 
of discharge.  Patient instructed to have MD follow-
up 2 wks post discharge, HC support for episode of 
care. Patient is stabilized and resumed activities. 
 
6 Months later, patient flagged as “at Risk for 
Transport”.  Nurse navigator made call to triage and 
identified patient had weight gain of and had missed 
meds over the last month “on occasion”.   
 
Nurse navigator reinforced education, plan and had 
weight check over the next week.  Family notified of 
plan and asked to support weight checks.   Crisis 
averted. Follow up with MD in 2 weeks. 
 
 



18/09/2015 

16 

A Good Place to Start 

The State of Aging & Health in America 2013 

www.cdc.gov/aging/ 

 

Source: 

Telehealth time has come… 
In The Hospital 
 

• Critical Care 
– 26% reduction in ICU mortality 
– 20% reduction in ICU length-of-

stay 
 

• Med/Surg 
– 16% reduction in Med/Surg cost 

per case 
– 36% reduction in Med/Surg falls 
 

In The Home 
• Reduced hospital visits 38% 
• Reduced ED visits 67% 
• Reduced healthcare costs $26,663 

per patient/year 
• Reduced hospitalizations 10.2 

days per patient/year 
• Reduced mortality 45% 

http://www.cdc.gov/aging/
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Care coordination and remote patient 
monitoring for improved outcomes 

Applications on the HealthSuite Digital Platform… 
…enabling programs to achieve relevant financial 
   and clinical improvements1  

The Intensive Ambulatory Care (IAC) pilot²    
• aims to improve patient outcomes,  
• care team efficiency,  
• and prevent IAC patients from entering the acute 

care environment, where costs are significantly 
higher. 

-27% 

With 
solution 

Baseline 

-45% 

Baseline With 
solution 

Cost 
reduction Hospitalizations 

1 Source: LeadingAge CAST Report, Provider Case Studies 2013 
2 Source: Dahl D. and Khurana H. Impact of an Intensive Ambulatory Program on Both Financial and Clinical Outcomes in Banner Health. May 2015.  

GOAL: Determine the effectiveness of the Intensive Ambulatory Care  
program in meeting clinical and financial goals.  

Analysis of the results of each patient’s first six months demonstrated that the 
program:  

 
1. Reduced costs of care by 27 percent 

This cost savings was driven primarily by a reduction in hospitalization rates and days in 
the hospital, as well as a reduction in professional service and outpatient costs.  

 
2. Reduced acute and long term care costs by 32 percent 

This cost reduction was primarily due to a significant decrease in hospitalizations. 

 
3. Reduced hospitalizations by 45 percent (acute and long-term hospitalization) 

Prior to enrollment = 11.5 hospitalizations/100 pt./ month 
After enrollment = decrease 6.3 hospitalizations /100 pt. 

• Acute short term hospital stays decreased from 7.7 hospitalizations /100 pt./month to 4.9.  
•   Long term care, home health or other facility stays decreased from 3.9 hosp/100 pt./month     
        to 1.4.  
• Avg # of days in the hospital/100 pt. /month also trended down from 90.2 to 65.8.  

Pilot (Philips and Banner Health) IAC 
Program Results 



18/09/2015 

18 

Med Non-Adherence by seniors costs the US 
healthcare system more than $1.2B per year 2 

In the US, more than 18M seniors (65+) take 5 medications at a time. But adherence is typically 
less than 50% within a year (statin is 50% at 6 months and 32% at 12 months). 1  

Med Adherence has been clinically proven to 
reduce overall medical costs and reduce the 
risk of hospital admission5 

$8,812 
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$3,808 
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Adherence 

Medication Adherence has already become a 
major topic of interest for At-risk Payers. 

Nearly 50% of scripts are never refilled after a year 3 

Only 17% of patients have near-perfect adherence 4 Increased adherence leads to lower overall cost and 
reduced risk of hospital admission for diabetes 

Sources: 1 Avoidable Costs in US Healthcare, IMS Institute, 2013; 2 Avoidable Costs in Healthcare, IMS Institute, 2013; 3 Adherence: Why is it so 
Hard, 2014; 4 17%; 5 Stambaugh, CIGNA Pharmacy Management, 2008; 6 Sokol et al, Impact of Medication Management, Medical Care, 2005  

4 

Yeah, but… 
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A Patient Saved… is a Patient Earned 

Source: 1 “A Strategy for Medicare Payment Reform” – T. Spiro, M C. Calsynard, M. O’Toole May 2014  
              2 Philips Home Monitoring January 2015  

38 

Future Trends 
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Caregiver Engagement Barriers 

Not Identified 
Family caregivers are  often  
not systematically identified  
by providers.  

Not Included 
Family caregivers are often not 
fully integrated into transition 
planning and implementation.   

65.7 million U.S. caregivers provide care to someone who is ill, disabled or 

aged; with female caregivers spending more than 21 hours a week on average.    

Source: 1.[The National Alliance for Caregiving and AARP (2009), Caregiving in the U.S. National Alliance for Caregiving. Washington, DC.] - Updated: November 2012 
2.[The National Alliance for Caregiving and AARP (2009), Caregiving in the U.S. National Alliance for Caregiving. Washington, DC.] - Updated: November 2012 
3. [Gallup Healthways Wellbeing Survey, Most caregivers Look After Elderly Parent; Invest a Lot of Time, July 2011]  - Updated: November 2012 
4. [Home Alone: Family Caregivers Providing Complex Chronic Care, AARP with United Health Hospital Fund October 2012]  - Updated: November 2012 

No Formal Training 
Majority of family caregivers 
have received no medical 
training. 
 

Not Available 
64% of caregivers do not 
live with the person they 
care for.   72% work full 
time. 

40 
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Facility and in Community residing Seniors have 
similar needs (view from Ideo project with Futjitsu and Philips) 
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45 

• Michael Hodin, executive director 
of The Global Coalition on Aging, 
explained that the older 
generation could be the next 
frontier for tech products. 
 

• due to “stunningly low birth 
rates,” there will soon be more 
people over 60 years old than 
under 16… 
 

• And this growing demographic 
has disposable income to spend, 
giving it huge marketing 
potential.  
 

• “By 2032, the over-50 crowd will 
spend $13.2 trillion annually, one-
half of the U.S. GDP”. 

More than safety… social beings.  

46 
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Some post-acute hospitalists meet with their patients’ acute providers to further  
discuss their cases. The following are additional ways post-acute providers can be proactive  
in collaborating with hospitals: 
 
• Proactively share your organization’s data on quality of care and patient satisfaction, and 
let hospitals know why you offer a safe place for their patients to receive high-quality,  
appropriate care from experienced, qualified staff (i.e., how do your services stand 
apart from others?) 
 
• Frame the discussion by providing hospitals specific information on how you can help 
them reduce costs by reducing readmissions. 
 
• Offer to share/combine data and work together to identify populations in the 
community that are most at-risk for multiple hospitalizations/readmissions… 
 
• Form a care-transition team with the help of hospital leadership that includes interdisciplinary 
staff from both the hospital and post-acute provider. Charge this team with developing 
standardized discharge and communication protocols for each organization. 

In God We Trust; all others bring data 

Source: “The Time is Now for Partnering With Hospitals and Health 
Systems”  -Gregg Loughman and Kathryn Peisert 

 
“This is a “love letter” to my 
Philips Lifeline Service. I never 
dreamed  I would fall in love 
with an electronic device, but 
actually it is the people behind 
the device, and the service they 
provide that I truly love...” 
 
 

A Love Letter 
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Nick.Padula@Philips.com   Jeff.Moore@Philips.com 


