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BACKGROUND RESULTS

| 4 Total Sample 0-1 Readmits Multiple Readmits

* Penn Presbyterian Medical Center “Presby” is the nhterest |"“Pad Characteristic (n=2,165) (n=2,075) (n=90)
primary provider and safety-net hospital for a large Age, mean (SD) 63.6 (17.4) 63.7 (17.4) 61.5(16.8)
swath of the city’s most socially wvulnerable Mal y 1 065 (49.9 1018 (49.1 47 (59 2
residents. Medicaid patients at Presby, who only ale, n (%) / (49.2) / (49.1) (52.2)
account for 20% of Presby Medicine Service Black n (% 1 375 (67 8 1 903 (66 85 (06 5) *++
admissions, represent 45% of patients with one ack, n (%) 375 (67.8) / (66.5) (96.5)
readmission and 64% of patients with two or more Reside in West Philly, n (%) 997 (46.1) 939 (45.3) 58 (64.4) ™**
30-day readmissions. Most notably, only 26% of :

7 . . ’ . VI , N (9 1 (31. 71 (32. 10 (11.1) ***
Medicaid patients were discharged with home arried, n (%) 681 (31.5) 671(32.3) 0 )
health services, with the majority of patients being Payer, n (%)
discharged with no additional services. Medicare 1,235 (58.0) 1,204 (59.0) 31 (34.4) ***

Medicaid 519 (24.4) 461 (22.6) 58 (64.4) ***
PU RPOSE Gain insight 1 Identify the Explore multiple % Run rapid, low-cost Commercial 376 (177) 375 (184) 1 (11)
through | pml:::li;rr;t:: solve dire::tti::ns t:t expr:rimentT to test Comorbidities, mean (SD) 5.3 (3.0) 5.2 (3.0) 8.5 (3.0) ***
: : .. contextua and the metric reveal attributes solutions, learning
’ TO develop an 1nn0vat.1ve Cllnl.Cal pa.thway .tO Inguiry. to shift. of an effective what to implement ED Visits, mean (SD) 2.7 (33) 0.5 (1.2) 3.7 (46) T
improve the care of socially at-risk patients with solution. and scale.

multiple chronic comorbidities admitted to the Penn
Presbyterian Medical Center.

METHODS

IMPLICATIONS

 Using what we learned during the discover and
define phases, we developed the THRIVE clinical
pathway targeting Medicaid patients with multiple

Usine desion thinki N " - | y . chronic conditions living in West Philadelphia.

» Using design thinking principles, our workgroup S — ) . . .
gathered contextual insights from patients, l R - lf){apold 03;:316 ]EGSU;% Of}ihi‘l THR;VE Paztg‘l"’;y will
clinicians, and hospital executives using one on one 5. f | “ X Y- B egn? at Presby (4 South) ur.mg Prmg -
interviews, focus groups and observations/ How does THRIVE work? * Metrics to .evaluate: red.uctlons in readm1§s10ps,
shadowing to 1dentify areas of potential decreased time to PCP, improved communication
intervention. between health care providers, improved continuity

of care.
e EHR-derived data from the Penn Data Store

techniques were used to determine a profile of

patients at high risk of readmission.to Medicine 01. COORDINATION 02. TRANSITION 03. COACH Funding support for the Work group for Care of Socially Vulnerable
Services Patients was provided by the Leonard Davis Institute of Health
| Your healthcare team begins Your discharging physician will A trained home care nurse will Economics and the Penn Medicine Center for Health Care Innovations
developing your treatment plan continue to supervise your care serve as your personal health

Penn
Medicine

P N = upon admission and supports until you see your primary care coach walking you through your
@ enn ursm your return home, provider. post-discharge plan of care.
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