% Dignity Health.

Moving Towards Accountable Care

* Leveraging Horizon 2020 strategies to build a system poised to
address the demands of accountable care

Current Health Care Model ] |:> Future Health Care Model ]
™ )
 Episodic Care * Population Management
« Volume Driven/Fee-For-Service ¢ Bundled Payments/Pay-For-
Payment Systems Performance
* Acute Care Provider « Diversified and Integrated

o |T Systems in Silos Delivery System

e Integrated Information Systems
Across Multiple Care Delivery
Locations (Acute, Ambulatory,
Home Health, Retail)

- J o J

Horizon 2020 Strategies
\\ Growth, Cost, Quality, Integration, Connectivity, Leadership

hd

Mission, Vision and Values |
%‘%‘ Dignity Health 2

* Hospital-Physician Centric
Interactions
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Dignity Health Poised for Innovation

One of the largest health systems in the nation

20 400+ 9,000 /,’\e;j S S16 56,000 39
State Care Affiliated “"\ Sy Billionin  Employees Acute Care
Network  Sites  Physicians ¢ F Assets Hospitals
530,000 \

Attributable Members
(Including 270,000 capitated ~ J—
lives)

Provide integrated, patient-centered care to more than two million people annually
Diversified service offerings and partnerships support population health
Hospitals in Arizona, California, and Nevada

Growing national footprint

<§JCD Dignity Health As of September 30, 2014 3

What has been standing in our way?
Population Health Management has it’s own evolving dictionary

Common PHM Terms Application to our model

Population Health The of a patient population to keep them as healthy as possible,
minimizing the need for expensive interventions. PHM focuses partly on the high- risk

Management patients who generate the majority of health care costs but it also systematically

addresses the preventive and chronic care needs of every patient.

Physician Governance Physician led engagement and decision making in what are the key deliverables
needed to support population health management and how we are going to
effectively deliver them.

CIinicaIIy Integrated An organized team of care providers that is wholly accountable for a patient’s
physician and mental health care needs, including prevention and wellness, acute care
Network and chronic care management. Includes physicians, hospitals, care managers, social

workers, pharmacist and many others.

Continuum of Care From wellness to death people are engaging in practices that influence their health.
People are different places along the continuum during different times in their lives.

Qua“ty Measurements Measures that help health care organizations and providers monitor quality of patient
care to define opportunities for improvement.

Cost Efficiency Providing members the right amount of care at the right location and the right time
for the best price.

Attribution Members assigned to a physician or group practice based on defined utilization
measures.

Prevalence & Stratification Systematically assessing population needs and stratifying the population based on
geography, health status, resource utilization, demographics and patient willingness to
actively engage in the management of their health.

% Dignity Health 4
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Population Health Management Directional Focus

Through an integrated Population Health Management Strategy, Dignity Health will provide health care
that improves the well-being and quality of life for the individuals and communities we serve.

Mission

¢ To transform patient behavior and health outcomes through the implementation of innovative
Population Health Management strategies.

Vision

*  To empower consumers through new Population Health Management care models consistent with
our healing ministry

Shared Values & Beliefs

*  Provide whole-person, patient-centered care to patients and their families

¢ Build compassionate clinically-integrated care management teams to improve access and quality of
care and excellence in patient experience

«  Offer technology and resources to ensure information access, effective communication and
coordination of care

* Develop innovative solutions to engage and empower patients to manage their health wherever
they are along the continuum

Provide high-quality, evidence-based health care to improve overall health of the communities we
serve

<§JC- Dignity Health 5

What is the value proposition for stakeholders?

 Leadership in Model structure

of:
* Care Redesign/Efficiency
Vall{e, to ¢ Reduction of Waste
* Better Health Outcomes PhyS|C|ans * Quality Improvement

* Value-Based Care * Patient Satisfaction
* Patient Navigators * Shared Savings
¢ Care Coordination « Access to resources, tools,
* Health Care Status technology

Value to Value to

Patients Hospital

* Market Preferred Approach
* Growth (market and mix)
* Focus on Shared Goals
with physicians
* Quality Improvement

<S¢ Dignity Health + Operational Efficiencies,

6/12/2015



Dignity Health’s Clinical Integrated Networks

North State
TBD*

Clinical Integrated Physicians \\\

(f — \

/ ~N W Physiciansin |
* 39 Hospitals | Employment/
» 7 Clinically Foundation
T Integrated Olndependents
Networks in Cl

B Independents

notin Cl
2647 |
SQCN
155*
|
SCICN- SCICN-Inland ACN /
Ventlira Empire (Includes Abrazo facilities) J/
257 135+ 2400* -
) L. *note: Each Clinical Integrated Network’s approx. count of participating providers as of
<) Dignity Health December 2014 ’

Opportunities Shift Towards Population Health

Commercial

Commerecial
PPO

Clinical Integration
Program

Patient
Centered
Medical
Homes

Medicare

(Physician Network, Advantage

Quality & IT Infrastructure)

Managed
Medicaid /
Duals

CMS
Bundled
Services

‘DUC' Dignity Health
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Bundled payments are one of the new revenue models
tipping the scale from volume to value

Global
Risk
Bundled P4P Readmission
Payments (or value-based) Penalties
New Revenue Models

PCMH

‘SJC' Dignity Health 9

Components of Clinical Integration

Care Performance
coordination management
infrastructure system

Legal,
meaningful
performance-
based incentives

Commitment to
standardized
care

. .. Capability to
mzi?:r\slﬁip Clinical jointly contract
criteria |ntegrati0n with gzr;qorrseraal

10

‘DL%' Dignity Health

Adapted from The Advisory Board, “Building the Performance-Focused Physician Network.” 2010.
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Key Pillars: Drive toward Future State

Enhance

Integrate

Memb.er and care and Care ' Drllv:cl;osmve
) Patu.ent Management Bea tc| u::(I:.or‘neT
Satisfaction and Through Physician ase 'on inica
Long-Term Evidence

Partnerships

~ {.oyaltY _

~ -~ } —~ ~

« Individual, family, * Proactive care team « Defined clinical pathways
caregiver profiles, opt-in, monitoring across acute, based on evidence,
and communication ambulatory, post-acute, disease registries, and
preferences prevention, and wellness research

« Rich secure, collaboration * Information-sharing for * Physician knowledge-
between Member, Care clinical care, payer, sharing of best practices
Giver, and Provider product, and network across system

attribution at all points

« Self Service Access: * Predictive analytics on
« Clinical information * Access to health history high risk patient and
« Schedule appointments drives targeted care plan recommended care

« Targeted care advice
and individualized plan
based on health history

* Standard shared metrics
to drive improvement
opportunities

« Stratification of patient at
first visit optimizes care
coordination

‘SJC' Dignity Health

Improve Margins
by Driving
Network
Efficiency

* Predictive Analytics
drives improved financial
margins and transparency

« Alerts on high cost
patients and encounters

* Provider Profiling and
Performance

« Collect and store patient
hospital cost information
to support financial
algorithms

11

Open Approach

Continuum of Care

High Access Qutpatient Acute
Care Diagnostic and Care
Treatment
+ Urgent Care * Imaging * General Acute
+ Retail Clinics * Ambulatory Surgery Hospitals
. Centers * ED Hospitals
* Physician Groups
N * Labs * Specialty Hospitals
« Community Clinics
= Cancer Centers = JOC Arrangements

Occupational Health

Infusion Centers

.

Medical Home

.
HealthWorks: | | @) liiSiialPaes | | 4 Vanguard

forward,
A Digrity Health Member forward

0:ASIES

CVS/pharmacy’

Post Acute
Care

Home Health

Skilled Nursing
Facilities

Long Term Acute
Care

Rehab Hospitals

naviH_ezni_lht!_l

s91893e41S uoleida3u| ueRIsAyd

Kindred |’

Population Management Capabilities

2 — Information Technology Strategies —

¢ Dignity Health

<9
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Next Generation Accountable Care Platform

N
e

* Advanced Population Analytics
PHM « Risk Stratification & Financial

Analysis
. ¢ Care Management
Disease L - .
¢ Clinical Business Intelligence
Management

¢ Telemonitoring

* Decision Support
Care Coordination + Registries
e Care Planning

* Patient Portals

HIE and ePatient * Mobile solutions

Technology Maturity

Engagement * Secure Communications
Ambulatory EMRs and * Ambulatory EHR
Ancillaries Performance Analytics
* ePrescibe

¢ Acute EMR
Acute Care EMRs and Ancillaries + eMeasures

*  Mobile Devices

‘SJC' Dignity Health 13

Source: AHA Center for Healthcare Governance

One Care Management Model across the Continuum

|
u t

Inpatient Care
Coordination

Post Acute

ED Care Coordination

Dedicated
Care Managers Hospital
Multi Conditions P

Centers ED Care Coordination Readmission Risk
Advanced Medical Optimization Assessment &

i Focused Interventions
Practice Alternative Site

Of Care Transitions Inpatient Care

Practice Operations S .
Coaches Coordination Redesign

Acute To Post Acute
Transitions

Care Coordination

Data & Analytics
Population Health Management

Community Resources Integrated

‘j%b Dignity Health 1
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Technology Supporting Population Health

Clinical Tools

Communication

Clinical Applications &

@ Aligned Care Team
b 4

‘ e

Clinical Portal

“l[ ' Analytics, Metrics
" Protocols, Pathways

n Clinical Interactions m

B

~

Consumer &

Y
Patient Portal

/ = Information Layer
Ve Parsing — Validation- Routing- Privacy & Security- Filtering- Indexing- Notification Routing
et
HIE i M:‘s‘::ot?;fr"t "°;'::1';’::i'c°“/ Clinical Data
Module £ i
Index Interoperability Repository (CDR)
it
1 I | 1
g g % ints IRpI0A %LahCo SIEMENS ’
< Cerner !3 Payer # Allscripts ALLY sLahtorp MobilMD
by i NEXTGEN m K

EE ; Claims & ORION

Increasing Role of Technology in Consumer Engagement

— Patient Portal

Engages patient and family
by empowering them
through online filling of
prescriptions, scheduling
appointments, or accessing
medical records

Guides patients to most
appropriate site of care

Provides on demand
educational material with
enhanced features

Offers ability to quickly
connect with a provider if
needed

— mHealth Apps

* Connects patients and
families to the care team
through improved
communication

Improves the ease and
access to care through the
availability of portal
features and functionality

Collects additional data on
population health and
consumer habits

— Social Media

Used more and more by
wider demographic range
Establishes health
“community”, supporting
relationship building for
patients and families with
similar health care
conditions

Drives engagement by
socializing goals and
achievements

Creates another channel
for providers and patients
to interact

‘DUC' Dignity Health

16
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Individual Provider Drill Down

Welcome, Judy board | Log Out

Demo Quality Care Network

Home About Us Network Resources | Updates/Announcements Contact Us
QuickView Dashboard
Asizona Care Network x v 0410872014 10040082015 | 1 2015+
LastN1268, FirstN1268; PG395: LastN1812, FirstN1812: LastN: %) v || Ambulatory | DM Composde: High BP Control x v
All items checked e

Measure Summary

Metric Type © Metric Display Name © Registty ® Metic? o References Num & Denom ¢ Rate & Status & Goal o
Ambulatory DM Gomposse: High 6P Contrgl oM 20141006 24 15 17 #% O 80-100%
Patient Summary
Patient Name. & DOB ® Num & Qualifying Date L
Lasin3007, Firstn3007 o -
Lasin361155, Firstn361155 1007/1969 1 050172018
LastnasTo1, FirstnasTete 120811947 G 1 o810
Lastn731005, Fi 01/14/1952 M 1 050820
Lastn781727, Fi 0131/1949 M 1 QupER01L
Lasn1044034, Frstn 1044034 020811975 F s
Lastn192887, Firstn 192847 012511943 M Lastn1268, First 1 .
Lastn319572, Fi 5 10/10/1942 F LastN1268, 1 0602720
Lasin7874 11281960 F 1 05082014
Lasin532833, Fi 06/02/1946 M 1 08022014
Lastn70821, Firstn70821 0701952 M 1 0511212018
Lastn1092345, Firstn1092845 02231960 ™ 1 06032014
Lasin1206683, Firstn 12065683 061011971 M o -
Lasin1284212, Firstn1284212 07231939 F 1 06052014
2511034401, Firstn 1034401 Q41011953 M 1 05152014
'%(’? Dignity Health 17
. . ey .
Two Tiers of Priorities for Population Health
There are so many priorities that we had to divide them into two tiers
Tier 1
MD Leaders Network Systems Care Mgmt.. QA Communicate
Measures
Executives PCPs HIE Care Teams Identify Program
Champions Geography Registries Engagement Collect Incentives
Selection Gaps Stratification Pathways Dashboard Risk
Training In-network Referrals Care Plans Compare Opportunity
Leadership Workflow Continuum Incentive Role
Practice Evol. Wellness
Tier 2
Hospitals Analytics Incentives Pharmacy Value Added Members
System Statistics MD Develop Formulary Insurance Savings
Partners Actuaries Tier levels Generic Technology Risk
Cost Mgmt. Clinical QA and Patient Staffing Co-Mgmt.
Financial financial engagement Consultants Bundling
Tiers targets Stratification D2E
t%%h Dignity Health 18
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Compliance Considerations

cs%-v Dignity Health 19

Dignity Health Poised for Innovation

One of the largest health systems in the nation

20 400+ 9,000 M| . $16 56,000 39

State Care Affiliated Billion in  Employees Acute Care
Network  Sites  Physicians Assets Hospitals
530,000

Attributable Members
(Including 270,000 capitated
lives)

Provide integrated, patient-centered care to more than two million people annually
Diversified service offerings and partnerships support population health

Hospitals in Arizona, California, and Nevada

Growing national footprint

cs‘% Dignity Health As of September 30, 2014 20

6/12/2015
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What is the value proposition for stakeholders?
* Leadership in Model structure
of:
* Care Redesign/Efficiency
P\f/}alqe_ to * Reduction of Waste
* Better Health Outcomes ysiclans * Quality Improvement
* Value-Based Care * Patient Satisfaction
* Patient Navigators * Shared Savings
* Care Coordination * Access to resources, tools,
* Health Care Status technology
Value to Value to
Patients Hospital
* Market Preferred Approach
* Growth (market and mix)
* Focus on Shared Goals
with physicians
* Quality Improvement
‘Dt'%' Dignity Health * Operational Efficiencies,

Dignity Health’s Clinical Integrated Networks

North State -~ . . . . AN
/,/ Clinical Integrated Physicians N\
\
e ™~ W Physiciansin |
* 39 Hospitals Employment/
+ 7 Clinically Foundation
Dignity Health Service Ares
Y Integrated OIndependents
Networks | inCl
//"
SRQCN
700% B Independents
notinCl
W e e e
———c—
|
SCICN- SCICN-Inland ACN /
Ventlira Empire (Includes Abrazo facilities) /
257 135* 2400* -
) L. *note: Each Clinical Integrated Network’s approx. count of participating providers as of
<G Dignity Health December 2014 2
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Opportunities Shift Towards Population Health

Commerecial

ACO Commerecial

PPO

Direct to
Employer/

Clinical Integration
Program

Patient
Centered
Medical

Homes

Medicare

(Physician Network, Advantage

Quality & IT Infrastructure)

AN
icare

ACO

Managed
Medicaid /
Duals

CMS
Bundled
Services

‘SJC' Dignity Health

Bundled payments are one of the new revenue models
tipping the scale from volume to value

Global

PCMH Risk

Bundled P4P Readmission

Payments| (orvalue-based) | Penalties

New Revenue Models

‘DUC' Dignity Health

24

6/12/2015
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Open Approach

Continuum of Care

High Access
Care

.

Urgent Care

Retail Clinics

Physician Groups

Community Clinics

Occupational Health

Medical Home

@ Heatnworks

A Digrity Health

CVS/pharmacy’

QOutpatient
Diagnostic and
Treatment

Imaging

.

Ambulatory Surgery
Centers

= Llabs

Cancer Centers

Infusion Centers

"l | Simon ?‘lvd

Acute
Care

* General Acute

Hospitals

» ED Hospitals
» Specialty Hospitals
« JOC Arrangements

4r Vanguard

HEALTH SYSTEMS
ith. forward.

ArSiHS

Post Acute
Care

* Home Health

+ Skilled Nursing
Facilities

* Long Term Acute
Care

+ Rehab Hospitals
-(naviMealth

Kindred |

sa1321e41S uoileadaju| uedisAyd

— Information Technology Strategies —

2

Dignity Health

Population Management Capabilities

Next Generation Accountable Care Platform

Ambulatory EMRs and

* Advanced Population Analytics

PHM « Risk Stratification & Financial
Analysis

Disease
Management

Care Coordination

HIE and ePatient

Engagement

Ancillaries

Care Management
Clinical Business Intelligence

Telemonitoring

* Decision Support
* Registries
e Care Planning

* Patient Portals
* Mobile solutions
* Secure Communications

Acute Care EMRs and Ancillaries

..%%. Dignity Health

Ambulatory EHR
Performance Analytics
ePrescibe

¢ Acute EMR
¢ eMeasures
¢ Mobile Devices

Source: AHA Center for Healthcare Governance

)

Technology Maturity

6/12/2015
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One Care Management Model across the Continuum

|

Inpatient Care
Coordination

ED Care Coordination

Dedicated

Care Managers .
Multi Conditions Hospital
Ll ED Care Coordination Readmission Risk
Advanced Medical Optimization Assessment &

i Focused Interventions
Practice Alternative Site

Of Care Transitions Inpatient Care

Practice Operations S -
Coaches Coordination Redesign

Acute To Post Acute
Transitions

Care Coordination

Data & Analytics
Population Health Management

Community Resources Integrated

c‘)"%b Dignity Health 27

Increasing Role of Technology in Consumer Engagement

— Patient Portal — — mHealth Apps — r— Social Media —
* Engages patient and family * Connects patients and ¢ Used more and more by
by empowering them families to the care team wider demographic range
through online filling of through improved « Establishes health
prescriptions, scheduling communication “community”, supporting
appqintments, or accessing * Improves the ease and relationship building for
medical records access to care through the patients and families with
* Guides patients to most availability of portal similar health care
appropriate site of care features and functionality conditions
* Provides on demand  Collects additional data on * Drives engagement by
educational material with population health and socializing goals and
enhanced features consumer habits achievements
 Offers ability to quickly * Creates another channel
connect with a provider if for providers and patients
needed to interact
‘DUC' Dignity Health 28
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