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 Growing with the community—providing  
care from Longview to Salem 

– 1 hospital (a second will open in 2013). 
– 26 medical offices. 
– 16 dental offices. 

 Serving small and large employers, individuals, and 
Medicare and Medicaid members 

– 480,000 medical members. 
– 192,000 dental members. 

 The Kaiser Permanente Model 
– Commitment to prevention. 
– Evidence-based medicine. 
– Aligned incentives. 
– Community benefit. 
– Seamless integration between care delivery and the health plan. 

 
 

 

Kaiser Permanente Northwest 
Proudly serving NW Oregon and SW Washington 



Continuing Care Services 

 Includes an array of post-acute care services and programs that assist in 
managing chronic to advance illness of our members. 

 Vital link in promoting continuity of care, with timely and appropriate discharge 
planning from inpatient settings to home and transition of patients to and from 
the ambulatory care setting. 
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Integral part of KPNW medical care delivery system 

Internal Services Contracted Services 

 Home Health 

 Hospice 

 Home Infusion Therapy 

 Palliative Care 

 Skilled Nursing care 

 Home Health and Hospice 
– Salem, Oregon & Longview, Washington 

service areas 

 DME related to Hospice and SNF programs 

 Long-Term Acute Care (LTACH) 
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Skilled Nursing 

Eliminate barriers to 
hospital discharge 

Avoid hospital 
admissions 

Achieve lower ALOS 
and Cost per care 

1. Patient transfers from ED 
(Care Coordinators in ED) 

2. SNF placement coordinator 
to problem solve complex 
transfers 

3. Transfer patients 7 
days/week 

1. Waive Medicare 3 day 
hospitalization requirement 
for SA members 

2. 4-5 day/week clinician 
rounding in SNF 

3. Screen patient for stability 
and appropriate level of care 
as part of SNF placement 
process 

1. Rate increases tied to quality 
and efficiency (new 2011) 

2. Contract for beds to allow 
facility staff to specialize in 
KP patients 

3. Maximize use of contract 
facilities (50% lower LOS 
than non contract facilities) 

ADC demand is estimated to increase 16% by 2015 and 37% by 2020 

 Average daily census ~110 
 $17M+ annual spend 
 Members age 65+ accounted for 86% of total SNF discharge volume 
 90% of SNF volume are referrals from a hospital with almost half coming from 

KSMC 
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Skilled Nursing Strategic Focus 
Management of hospital utilization, costs and improving quality of care 

Eliminating 
barriers to 
hospital 

discharge 

Avoid  
hospital  

admissions 

Achieve low 
costs per case 

(low ALOS) 

Assure quality 
patient care 

Administer 
benefits in a 
compliant 

manner 

Achieve low  
costs per day 

Current Goals Proposed Strategic 
Goals 

Eliminating 
barriers to 

hospital discharge 

Avoid  
hospital  

re-admissions 
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Support Medical 
Home by 

enhancing patient 
rehabilitation 

outcome 

Improve patient 
satisfaction 

Administer 
benefits in a 

compliant manner 

• Lower hospital avoidable days 

• Increase ED transfers to SNF  
• 15% Re-admissions during SNF stay  
• Hospital readmissions within 30 days 

of SNF discharge  

• Press Ganey SNF Satisfaction at 50th 
percentile for AHA region 9 

• Pt satisfaction with KP Contact = 78% 

• Lower member appeals and overturns 
• Ensure 85% of KPNW members have 

access to a KP contracted SNF 

• 1% SNF referrals from outpatient 
clinic 

• Short duration to clinic appointment 
post SNF discharge 

Ensure Quality of 
SNF Facilities 

• 100% of SNF facilities are at CMS 3 
stars or above/KP quality equivalents 

• Favorable FIM and therapy hours per 
day variance 

Achieve Low 
ALOS  

Outcome Metrics 

• Favorable Senior Metrix ALOS 
Variance 
 



Home Health 

 Proactively provide HH for at risk 
patients 

 Implement re-hospitalization risk 
assessments 

 Explore telehealth 
 Increasing nursing and therapy FTEs 

to assure 80% of admissions within 2 
days and visit frequency is sufficient to 
prevent over use of SNF 

 Increase QM resources to 1 FTE per 
150 patient to achieve national 
average OASIS outcomes 
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Patient episode volume will increase 16% by 2015 and 37% by 2020 

6,807 1,683 5,142 No. Referrals per year 
Total Hospice Home Health 

Strategies Reduce 
Hospital 

Admissions 

Improve quality 
of care 

Provide unique 
value to KP 

Support 
Medical Home 

for geriatric 
population 

Support lower 
Medicare 

PMPM costs 

Goals 



Palliative Care: Future State 
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ED 

FACILITY 

 
CLINIC 

HOSPICE 

IPC 

HOMEBASED  
PAL CARE 

KSMC 

= Palliative Care = Palliative sphere of influence 

Primary and Specialty 
Care Clinics 

IPC Patients: 
~79/mo 

Hospice Patients: 
~225/mo 

HBPC Patients: 
~179/mo 

AICC Patients: ~96/mo 

Expansion of services in 2012 to serve an additional 1171 patients, 
ultimately reaching 1902 patients 



Transitions of Care 

 Readmit rate 
– KSMC overall rate down from 10.9%  10.0% 
– KSMC rate for Medicare patients has fallen from 14.1%  

13.0% 

 Discharge med list errors 
– Significant decrease in error rate 
– In many cases, these errors are now fixed before discharge 

by a transition pharmacist 

 Satisfaction 
– HCAHPS discharge information composite score is trending 

upward and KSMC has the highest rate in the program 
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Decreasing hospital readmissions & improving satisfaction with hospital 
discharge and follow-up care 



Transition Care Bundle 
Needs from the member’s 
perspective: All hospitalized members receive: 

Members at high-risk for 
readmission ALSO receive 

I will have what I need when I return home Standardized process for identifying who might be at risk for readmission and 
documenting patient goals and needs at home 

High risk defined as: 
The physician or RN believes the patient may be at risk 

for readmission 
Heart Failure diagnosis 
Prior hospitalization in last 30 days 

I have one person in the hospital who will help 
plan for my return home 

Define a single point of contact responsible for supporting the patient’s transition out of 
the hospital including identification of patient needs and plan to meet them 

I understand my medications, how to take them, 
and why I need them 

Accurate medication list (in lay person language) will be reviewed and given to the 
patient which includes: 
How to take and purpose of medications 
Potential medication side-effects 
Changes to medications 
Assessment of patient understanding 

My family/caregiver who will participate in my care 
at home will get the information they need to help 
me 

Identify and include the appropriate caregiver/family member in transition planning.  
Provide training as needed. 

I will see my doctor soon after my hospitalization Primary or Specialty Care follow-up appointment is scheduled during hospital stay and 
occurs within 10 days of leaving hospital 

Appointment is scheduled within 5 days of leaving 
hospital 

The people caring for me in and out of the hospital 
work together to plan my care 

Creation of integrated multidisciplinary care plan in KPHealthConnect 

I know when to call and what phone number to call 
if I need help 

Before leaving the hospital, the patient will have written information that includes: 
Single phone number to call for worsening condition 
A clear designation of the responsible / covering clinician and a means to reach them 

for medical questions 
Signs and symptoms of when to call and when to go to the ED 

I know someone will check on me when I am 
home 

Follow up phone call by Transition RN within 72 hours and staging of clinician visit. 
Clinician “ownership” of patient care: 

Hospitalists ownership of Medicine Patients for 48 hours after patient 
leaves the hospital. 

Intensive follow-up care to include: 
Pharmacist intervention within 2 days for medication reconciliation, supporting adherence and understanding 
Follow-up call by Transition RN within 24 hours with 

staging of clinician visit and case management for 30 
days with minimum weekly contact. 
Home visit regardless of homebound status 
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