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Method

» Lean Six Sigma is a systematic and focused team approach to solving
problems and making decisions. This methodology focuses on
removing waste (process variances) and utilizing a DMAIC (Define,
Measure, Analyze, Improve and Control) roadmap to analyze process
inputs/outputs and it's relation to customer expectations.

Measuring Impact & Value Purpose

* Increased community need for palliative care poses financial
challenges for hospice programs that are also providing palliative
care services for chronic patients. Palliative Care program expenses
(staffing, mileage, etc.) are often absorbed by the primary hospice
business line as the Medicare B reimbursement is not sufficient to
cover the costs.

Utilization of Lean Six Sigma Methodology to Determine
the “Feeder” Benefit of a Palliative Care Program
to the Hospice Business Line

Kathleen P. Postiglione, MBA, BSN, CHC, Chief Operations Officer

Dr. Charles L. Suggs, lll, Medical Director » Each segment of the Palliative Care program was defined and

analyzed over a six month period. This included Process Variable
Maps, Failure Mode Effects Analysis, Statistical Data Analyses and
data collection. Results identified opportunities for enhancing
palliative care conversions resulting in a “break even” financial
program outcome.

» For strategic planning purposes we determined the value of the
“feeder” benefit of the palliative care program (palliative care
consults that convert to hospice admissions) to the hospice business

line utilizing Lean Six Sigma Improvement Methodology
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Objective:

Results

* This is our first attempt at utilizing Lean Six Sigma methodology
to analyze a healthcare program as it is more commonly used in a
manufacturing environment. We were able to identify elements of our
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* In summation, we were able to validate the positive impact of a » Determine financial benefit of palliative care Vendor CONVERSIONS

palliative care program that is designed with Lean Six Sigma principles. program as “feeder” to hospice business unit. Finances

The Contribution margin was determined along with the total number Projected “break even” revenue is $219K/year Timing of Referral

of hospice days and compared against palliative care expense resulting
in a “break even” financial impact.
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Valuation of PC Conversions Control Plan Follow-Up Projects

216,000 Hospice Revenue $ GOAL | . Each control has a designated owner - Establish productivity standards for palliative

o , . . care consultation

- Training logs and data collection will be monitored by
each designated owner for each palliative care - Expand palliative care program to include ALFs/NHs
ARNPs and physicians to increase access and palliative care conversions
- Palliative care conversions (hospice days) will be - Integrate quality measures to enhance clinician’s
wemetemet | tracked monthly potential to increase palliative care conversions
. Designated ARNPs and physicians are dedicated to this | - Monitor palliative care conversions for regulatory
project initiative and not shared across business units compliance to support hospice admission/

FY 2015 -July '14-June '15 FY 2016 - July '15 - February '16
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