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AboutVieMed

We are a Respiratory Disease Management company that leads the nation in care

quality in the home.
> Largest home NIV provider in US

> 20 states covered
> Collaborative care model focused on compliance and comfort

> Full line of respiratory disease management devices including NIV, BiPaP, CPaP, Percussion Vest, Cough Asst,
etc.
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Complication:

ACO'’s bare a portion of
the cost of treating
COPD as it factors into
shared savings

Situation:

COPD treatment costs
are significant and
projected to increase
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Question:

How can ACO'’s achieve
quality outcomes in
treating respiratory

disease while enhancing

shared savings

PARC Program

(Post Acute Respiratory
Care)




COPD treatment costs are significant with a small % of patients
comprising a high disproportion of costs

ss00 COPD

BILLION
Top 1% of spenders account for >20% of spending ($275 billion) $32.1

Costs attributable to
having COPD were $32.1
billion in 2010 with a
projected increase to
549.0 billien by 2020.

L/ : .
25°% Medicaid
Medicare paid 51% of those
costs with 25% paid by

Medicaid and 18% by 18 % Insurcmce

private insurance in 2010

Total absenteeism
costs were $3.9 billion

Total Personal Health Care Spending g in 2010 with em

estimated 16.4 million

= $‘| .259 Trillion days of work lost

because of COPD.
$36 Billion $1,223 Billion
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State medical costs
attributable to COPD
ranged from $42.5
million in Alaska to
$2.5 billion in Florida
in 2010.
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www.cdc.gov/copd
Percent of Civilian Non-Institutionalized Population Ordered by Health Care Spending
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Hospitalizations are expensive ranging up to over $44,000 Iin
2008 dollars and more than 25% have at least one annually.

A —_— ,

[ Emmroency Depariment @ Simcle mpetmnt sdmissions @ Complex inpeSient admissions | *Complex ED admission even without

ICU or intubation cost over $20k per
s12 205 s10.316 s19.230 hospitalization in 2008 dollars
*ICU/Intubation more than doubles the
. $5 459 $5.750 37242 cost
*Depending on the population

2005 2006 2008 studied, an estimated 25—-47% of
0 ImubanowNo ICU 3 CUWNG Intubason 8 ICU = intubason | patients With COPD are
—C hospitalized and as many as 26%
S44.712 $45.500 @ _p Y - KA 4
have emergency room visits

— < - annually. *2
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Hospitalizations are frequent with costs being much higher for

more severe cases.

*Cost increases with disease severity: inpatient costs
of patients with stage Il disease are double those of
patients with stage Il disease and 6.5 times greater
than those of patients with stage | disease. 3

*Various observational studies have found that
inpatient care accounts for £2—70% of the direct
medical costs of COPD.%23:4

*"Despite efforts to reduce the burden of COPD, total
hospitalizations and ED visits over the past decade
have increased for COPD, and the age adjusted rates
of hospitalizations and ED visits for COPD ...have not
changed significantly ...”

CHEST2015; 147(4): 989 - 998
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Key Questions

* What should we do to avoid a complex ED (re)admission
that can cost upwards of $40,000?

* How do we stay ahead of 15t time admissions?

* How should the plan vary according to each patient’s
severity of disease?

*How do we apply this action across all our ACO patients?
How do we do so on an on-going basis?

*How will these actions also impact the quality measures
against which an ACO is evaluated?




COPD costs can be mitigated through Post Acute Care applied

In varying degrees depending on stage and these patients can
be identified in advance.

“Patients discharged home without home healthcare were more likely to be readmitted
for COPD than patients discharged to Post Acute Care (31% vs. 19%)."?

“Exacerbations of COPD requiring hospital admission occur across all stages of airflow
limitation and are a significant prognostic factor of reduced survival across all COPD

stages. Patients with COPD at a high risk for hospitalization can be identified by their
past history for similar events, and other factors....” 2

1 Chest (Impact Factor: 7.13). 12/2014; DOI: 10.1378/chest.14-218150urce: PubMed
2TRIAL REGISTRY: ClinicalTrials.gov; No.: NCT00292552; URL: www.clinicaltrials.gov CHEST2015; 147(4): 999 — 1007
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http://www.researchgate.net/journal/1931-3543_Chest
http://www.ncbi.nlm.nih.gov/pubmed/25539483

Non-invasive ventilation (NIV) modes like AVAPS-AE on the
Respironics Trilogy have been demonstrated to significantly
reduce hospital readmissions for severe COPD patients.

Results from “Retrospective Assessment of Home Ventilation to
Reduce Rehospitalization in COPD"*

Number of COPD- Pts with admission in the | Pts with admission in the
related admissions | year prior to NIV program | year post NIV Program

0 0 348 (88%)
1 o) 40

2 397 (200%) 9

These outcomes were achieved in a multi-faceted program that
included, in addition to AVAPS-AE, medication, O2, patient
education and RT lead care.

1 The Journal of Sleep Medicine, Vol 11, No. 6, 2015, Coughlin,
Liang, Parthasarathy




AVAPS-AE Overview

Heather England, RRT

VieMed




VieMed's PARC "™ Program

« Direct patient care delivered through RT's only and all are trained as COPD
educators.

« Advanced technology devices such as NIV that offer unique respiratory algorithms
that assist the full exhalation of CO2 for late stage COPD patients

« RT staff consultation to help create care plans in the hospital, clinic or home to be
part of the solution to keep our patient happy, healthier and free to pursue their
lives.

 High-touch compliance program involving frequent home visits by an RT to collect
respiratory and utilization data from devices and report results to physician to stay
ahead of condition

VieMed

Proprietary & Confidential



Our ACO Offering holds us accountable to the ACO

« Guaranteed service levels E.g.) Ventilator set-ups within 24 hours, dedicated RT
24x7 with back-up, etc.

e Integration and data sharing as required by the ACO.

« Monthly update (and as requested) reports on each patient.

VieMed
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We are committed to maintaining a WIN-WIN collaboration
focused on helping an ACO achieve high marks on quality
measures and a positive impact on shared savings.

Value Opportunity VieMed Value-Add

Quality Category: 93% of pa_tien’_cs report “better breathing” and over go% state they are “happy” or “very
happy” with VieMed therapy.

Patient/Caregiver Experience

Quality Category: VieMed gets involved at front-end of hospital admission to ensure effective transition

into home. High-touch compliance program provides frequent in-person and/or
telemedicine interaction with patient to stay ahead of condition and recommend to
ACO further measures.

Preventive Health

Quality Category: 30-.da;./ readmission from SNF now a qu.allity measure. Setting up patignt on NIV loaner
while in SNF and then again once transition to home makes exacerbation while in SNF

3O_day readmission rate less likely. Overall 30-day readmission rate for Stage 3/Stage 4 COPD only 5.7%.

Shared Savings We realize all this must be done with a positive impact on shared savings. Savings in
hospitalization cost must be greater than spend on preventive measures. VieMed will
work with you on the front-end to quantify potential savings on your most severe COPD
patients if a therapy such as NIV is applied.
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VieMed can assist the ACO in determining the ROI of the care

plan for each patient and transitioning them onto the
prescribed therapy.

*Provide cost/benefit
Front-End analysis of certain #

analysis of therapies (e.g., NIV) on 2011 1C°l  heop al zatic Annual

COPD each patient. Patient |attributable |nslast6 Recomme |Preventive |Potential
»Assist in determining care Patient ID [Name costs months ndation
patient transition plan for each

. patient followed by
populat|on exacution 1ZBX3  |Redacted |$ 62,419 NIV $ 14,400|$ 48,019

Costs Savings

*Hospital to Home
Transition

-goi : ital/Vi VieMed
On-going Patient : : AN G Hospital/VieMed
g Patient defined team begin " manages
Patient presents to =) = transitions

hospital with COPD transitional patient in
|dentification

. atient home
education and tx P home
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Proposed work stream for post acute events

Hospital to Home Transition

i*? . .
: : : HospltaI/V|eMed Hospital/VieMed :
Patient presents Patient defined team begin o VieMed manages
to hospital with COPD transitional patient in home

) atient home
education and tx P

Patient enters
care at
ER/Physician
Group/Etc

Discharge process begins

In-hospital treatment
starts

Pt record collection/ext
begins

Pt monitoring begins
VieMed contacted
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Follow predefined
course of tx based on
COPD staging

Upon dx, hospitalist
/pulmonologist prescribes the
course of therapy.

Hospital and VieMed begin to
collect necessary rx signatures,
documentation, etc.

Meeting scheduled between pt,
hospital, VieMed and care-
givers

VieMed Care
Coordinator meets
with pt to begin
education

VieMed educates pt and
caregiver.

Documentation continues
Home and care giver
evaluation completed.
Transition paperwork
completed and discharge
date planned.

B

Prior to discharge
pt to receive next
step in tx program

Final evaluations at hospital
taken and logged.

Pt placed on tx devices for
acclimation.

Discharge papers finalized
Pt leaves for home.

-

Pt begins in-home
program with daily
monitoring and
support

VieMed starts monitoring
protocol

*  Daily checks/doc
At 30 day mark, monitoring
may be adjusted based on pt
compliance levels
Ongoing pt education, tx and
support as defined by patient




Thank you.
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