@ Medica.

Welcome to the 2022
ACO Engagement Summit

October 11, 2022
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General Information and Housekeeping

2022 ACO Engagement Summit Streaming Platform
* Agenda, speaker biographies, materials from previous Summits, and more
e Technical support for virtual attendees

e Making connections

Survey & Continuing Education Credit

* A post-Summit survey and information for CMEs/CEUs will be sent out immediately after our closing remarks
tomorrow afternoon

In-person attendees

* Wi-Fiinformation is available on your table

* Restrooms

* Snacks and refreshments

* Networking dinner at 6Smith restaurant at 5:00 p.m.
Virtual attendees

 To ask a question during the keynote, roundtable, or behavioral health panels:

* Enter your question in the monitored chat box and it will be relayed to the speaker(s)

* Use the 'Wall' feature to add your thoughts, comments, and questions from the day

© 2022 Medica | Medica Business Confidential 2



The 2022 ACO Engagement Summit Planning Committees

Clinical Committee

* Hailee Buehler

* Haley Holtan

e Jerid Bass

e Kristen Kopski, MD
* Leah Halverson

* Lori Skinner, Chair
e Lukas Johnson

e Valerie Stachour

© 2022 Medica | Medica Business Confidential

Operations Committee

Alyssa Hodnik
Amber Hinkle
Christy Kriha
Endegena Desta
Hugh Curtler

Julie Willert

Leah Halverson

Naira Polonsky, Chair
Shannon Martin
Tasha Klesk

Steering Committee

Amy Wallingford

Christy Kriha, Co-Chair

Gail Morland

John Piatkowski, MD, Executive Sponsor
Kristen Kopski, MD, Co-Chair
Leah Halverson

Lisa Spann

Lori Skinner

Naira Polonsky

Penny Tatman

Scott Myhre

Special thanks to Medica's IT and facilities departments: Sue, Josh, Shawn, and Theo



12:30 - 12:45 p.m.

12:45 -1:45 p.m.

1:45 —-2:00 p.m.
2:00 - 2:50 p.m.
3:50 — 3:05 p.m.

3:05-3:55 p.m.

4:00 - 4:15 p.m.

Welcome: ACO Engagement Summit Day 1

Keynote Speaker
Lauran Hardin, MSN, CNL, FNAP, FAAN, Vice President and Senior Advisor, National Health Care & Housing Advisors
Connected Communities of Care: Next Wave Strategy

Break
Breakout Sessions

Breakout session #1: Innovations out of the COVID-19 pandemic
During this breakout session attendees will learn about innovative care delivery models that resulted from the COVID-19 pandemic. M Health Fairview will present on
the establishment of their COVID-19 long hauler clinic. Mayo Clinic will share their hospital at home program.

Breakout session #2: Biosimilars: Key considerations across the health care industry
In this breakout session, attendees will hear from Essentia Health and Medica subject matter experts on key factors and considerations influencing the adoption of
Biosimilars across the health care industry. This session will include insights on one of the most significant exclusivity losses in the history of pharmaceuticals: Humira.

Breakout Session #3: Strategies to engage providers in Social Determinants of Health (SDoH) reporting
Attendees will hear from St. Luke’s Health System and Phoenix Children’s Care Network on how they engage providers in conducting universal SDoH screening, including
data collection and capture. During this session, attendees will also learn about strategies on how to connect patients with appropriate resources.

Break
Breakout Sessions

Breakout session #4: Risk recapture strategies to support providers and members
Attendees will hear from a health system and payer on how they are partnering to engage providers in risk recapture strategies to ensure the risk of the population is
accurately captured.

Breakout session #5: Engaging patients with primary care

During this breakout session attendees will learn approaches to engaging patients with primary care. Attendees will learn from Park Nicollet on how they use their care
consultants to ensure patients at risk receive appropriate follow-up and care. Medica will present member outreach models that have targeted non-users, preventable
emergency department utilization, as well as out-of-network utilization.

Day 1 Closing Remarks

© 2022 Medica | Medica Business Confidential 4



Thomas Lindquist
Senior Vice President Markets, Medica

Thomas Lindquist is responsible for the strategic planning and
plan operations for Medica’s product lines; this includes
accountability for profit and loss, product development,
compliance, product viability and growth, and operations for
the business segments. Mr. Lindquist is also responsible for the
organization’s relationship with the Minnesota DHS and Centers
for Medicare and Medicaid Services.

Before joining Medica, Mr. Lindquist held executive positions
with UnitedHealth Group and served as a health insurance
industry liaison to the Congressional Budget Office and the
Centers for Medicare and Medicaid Services. He received his
Bachelor of Science in Mathematics from Penn State University.

Mr. Lindquist currently serves on the Board of Directors at
Mentor MN, on the Penn State Honors College External
Advisory Board, and previously served on the board for the
Institute for Clinical Systems (ICSI). Mr. Lindquist also provides
volunteer math tutoring for students from elementary school
through college.

© 2022 Medica | Medica Business Confidential
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Medica's 5th Annual ACO Engagement Summit
100% of our Value Based Health System Partners are represented today
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Medica's 5th Annual ACO Engagement Summit

Health System Partner Attendance
* 35% of you attended the 2021

0 99 Summit
68 * 65% of you are new to our
summit
33 .
25 I * All our new and established
N value-based partnerships are
H_= = = = represented today. (100%)

2018 2019 2020 2021 2022

*pending final registration #s

© 2022 Medica | Medica Business Confidential



o
°

Trusted health
plan of choice

Medica’s Strategic Growth

Sustainable expansion through new and deepening partnerships
Prioritizing value-based care delivery through improved provider connectivity

Market differentiator with focus on communities

© 2022 Medica | Medica Business Confidential 9



David Webster, MD
Medica’s Chief Clinical & Provider Strategy Officer

David leads, organizes and directs activities that impact health
services, medical management, pharmacy, provider strategy,
affordability, value creation, innovation, contracting and quality.
He participates in the development and implementation of short-
and-long term strategic plans required for Medica’s ongoing
growth and success.

David joined Medica from Highmark Health where he was an
Executive with the integrated Health Plan and Care Delivery
system. He has also served in clinical leadership roles for a
number of health plan and provider organizations including
Humana, Concentra and The Center for Wound Care and
Hyperbaric Medicine at Baptist Health System. He is board
certified by the American Board of Family Medicine and earned
his medical degree at the University of Michigan Medical School.
He has an MBA from the University of Florida and a Bachelor of
Science degree from the University of Michigan.

He brings to Medica a breadth of experience serving

various communities. He has served on the Board of Directors at
East Liberty Family Health Care Center Pittsburgh, PA, and on the
Board of Directors for African American Chamber of Commerce
Foundation of Western Pennsylvania. He is active in the American
College of Healthcare Executives, American Association for
Physician Leadership and the American Medical Association.

© 2022 Medica | Medica Business Confidential
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Medica’s Value Based Partnerships

 Medica’s highest priority
* [nitiatives to continue to pursue clinical
value alignment
* Member retention through shared
sales strategies

Provider integration through data
sharing
Affordability framework
* Aim to improve value for
member/patient, health system,
and Medica

© 2022 Medica | Medica Business Confidential 11



Keynote Speaker
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Lauran Hardin, MSN, CNL, FNAP, FAAN,
Vice President and Senior Advisor, National Health Care & Housing Advisors

© 2022 Medica | Medica Business Confidential

Lauran Hardin is a nationally recognized leader, highly skilled at partnering with communities,
health systems and payers to co-design models and interventions for complex populations. She
most recently served as Senior Advisor for the Camden Coalition’s National Center for Complex
Health and Social Needs.

Hardin’s past work includes leading care management in ACOs & BPCI, and developing an
award-winning Complex Care model that creates better patient navigation, decreased
hospitalizations and costs for vulnerable populations. Aspects of the care model were
implemented in more than twenty Trinity Health sites in both rural and urban communities
across six states. The model was recognized as an exemplary practice in the National Academy
of Medicine Future of Nursing Report 2020-2030.

Recent projects include co-designing a cross-sector community-based equity ecosystem model
called Project Restoration, working with the State of Vermont to develop state-wide
interprofessional community-based complex care teams, and co-designing a model for
uninsured patients in Memphis. Hardin was named AARP Culture of Health Scholar in January
of 2017, earned "Edge Runner" recognition from the American Academy of Nursing, was named
Distinguished Fellow of the National Academies of Practice in 2018 and Fellow in the American
Academy of Nursing in 2019. She was recently appointed as the first nurse representative and
co-chair of the U.S. Government Accountability Office’s Physician-Focused Payment Model
Technical Advisory Committee (PTAC).

Hardin earned her master's degree in nursing from the University of Detroit Mercy, with
certifications as a Clinical Nurse Leader, Pain Management, and Hospice. She trained as a
facilitator with the Elisabeth Kubler-Ross Center, spent several years working in hospice, and co-
developed the first Pain and Palliative Care service in the West Michigan region.

13



https://doi.org/10.1016/j.xjep.2019.100291
https://blueprintforhealth.vermont.gov/about-blueprint/integrated-communities-care-management
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.00999
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.00999
https://www.aannet.org/initiatives/edge-runners/profiles/edge-runners--complex-care-center
https://www.nationalcomplex.care/blog/lauran-hardin-nap-distinguished-fellow/
https://www.gao.gov/about/press-center/press-releases/ptac_jul_2020.htm
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Connected Communities
of Care: Next Wave Strategy

e 3

Lauran Hardin MSN, CNL, FNAP, FAAN
National Healthcare & Housing Advisors
lhardin@nhhadvisors.com
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CMS Strategy: Advance Comprehensive Care
and Equity

Strategic Aims:

e All Medicare Part A/B beneficiaries in a
care relationship with accountability for
quality and total cost of care by 2030

* Majority of Medicaid beneficiaries in a

care relationship with accountability for

R O quality and total cost of care by 2030

* Embed health equity in every aspect of

uoroms — — CMS models and increase focus on

INNOVATION AFFORDABILITY N ACHIEVE SYSTEM underserved populations

* CMS will support system-wide healthcare
reform for whole-person, accountable
care



https://innovation.cms.gov/strategic-direction

Trends in Priorities

* Telehealth/Virtual Engagement
* Equity
 Total Cost of Care/All Payer Models

 Health Related Social Needs

* Food Security, Housing, Transportation

* Mental Health, Substance Use, Safety
Employment

* Integration of Community Based
Approaches

e HHS Strategic Plan to address SDOH
e /-codes for SDOH



https://blog.medisolv.com/articles/a-guide-to-cms-new-health-equity-measure
https://www.whitehouse.gov/wp-content/uploads/2022/09/White-House-National-Strategy-on-Hunger-Nutrition-and-Health-FINAL.pdf
https://aspe.hhs.gov/sites/default/files/documents/aabf48cbd391be21e5186eeae728ccd7/SDOH-Action-Plan-At-a-Glance.pdf
https://icd10monitor.com/sdoh-recognized-in-the-2023-ipps-final-rule/
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Emerging Trends

 ACO REACH — health equity plans

Payment for SDOH screening and
equity outcomes

Medicaid 1115 waivers
ARPA & Incentive dollars

Enhanced Care Management

Community Supports
HHS/ACL Community Care Hubs

Blending & Braiding of Dollars for
Impact



https://innovation.cms.gov/innovation-models/aco-reach
https://aspe.hhs.gov/sites/default/files/documents/1f1f56c1ec9d18f82b6771bac3740f7b/PTAC-Sep-20-SME-LS-Slides.pdf
https://aspe.hhs.gov/sites/default/files/documents/1f1f56c1ec9d18f82b6771bac3740f7b/PTAC-Sep-20-SME-LS-Slides.pdf
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://www.ilru.org/news/request-for-applications-community-care-hub-national-learning-community-leveraging-community#:~:text=The%20Administration%20for%20Community%20Living%20%28ACL%29%20is%20soliciting,organizations%20providing%20services%20to%20address%20health-related%20social%20needs.
https://jamanetwork.com/journals/jama/fullarticle/2758990?resultClick=1
https://jamanetwork.com/journals/jama/fullarticle/2758990?resultClick=1

One Example of Current Incentive Dollars

Overview of CalAIM and Incentive Programs

The California Advancing and Innovating Medi-Cal (CalAIM) is a long-term California Department of Health Care
Services (DHCS) initiative to transform and strengthen Medi-Cal, offering Californians a more equitable, coordinated,
and person-centered approach to maximizing their health and life trajectory. This includes launching Enhanced Care
Management (ECM) benefit and optional Community Supports (CS). DHCS has developed several incentive
programs in order to support CalAIM implementation:

* Housing and Providing Access and
Homelessness Incentive Transforming Health
Program (HHIP) (PATH)

Behavioral Health

CalAIM Incentive Behavioral Health .
Continuum

Infrastructure (BHCIP)

Quality Improvement

Payment Program (IPP) Program (BH-QIP)

Funds flow from DHCS to
MCPs to:
1. Support implementation
and expansion of ECM

Funds flow from DHCS to
counties, WPC Lead entities
and other providers to:

1. Maintain, build, and scale

Funds flow from DHCS to
MCPs to:

1. Reduce and prevent
homelessness

Support Behavioral Health 1. Competitive grants
Plans (BHPs) to prepare for awarded to qualified
CalAIM participation entities to invest in
changes. BHPs include: infrastructure, including

and CS 2. Ensure MCPs develop the services, capacity and 1. Mental Health Plan mobile crisis, to expand
. Invest in provider necessary capacity and infrastructure for (MHP), the community
capacity and delivery partnerships to connect providers to ensure 2. Drug Medi-Cal State continuum of BH
system infrastructure; their members to needed successful Plan (DMC-SP) or treatment resources.
. Bridge current silos housing services implementation of 3. Drug Medi-Cal . Funds flow from DHCS

across physical and BH
care service delivery;

4. Achieve improvements

in quality performance;

600 M/yr

1.2B

CalAIM

. PATH is focused on

justice involved, WPC
transitioning and other
initiatives

1.8B

Organized Delivery
System (DMC-ODS)

21 M

to Counties, cities, tribal
entities, non-profit and
for-profit entities.

2B
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The Complex Care Center Model:
Changing the System for complex patients

Business Patient
Intelligence Intervention

Community Process
Collaboratives | Improvements

« Expert Nurse Consultation

« Comprehensive Assessment (Medical,
Social, Behavioral, System)

« Cross Confinuum Case Conferencing
« Shared Plan of Care in the EMR
* Process Improvements — delivery change

« Community Collaboratives —root cause
change

‘ 44% Inpatient and ED visits
' 23% Return on Investment (1000 Patients)

' Housing, Access to Insurance & PCP, QOL

https://www.aannet.org/initiatives/edge-runners/profiles/edae-ninners--complex-care-center



nnovation in Partnered Delivery:
Jpstream

Unique, Proven and Scalable Platform

Unique and proven
high-gquality Risk-mitigated physician

care model participation in
Value-Based care Most powerful technology

platform in primary care

Pragrciary therapeulic wark-up iUpfront, guaranieed advance

with sically embecded cinical s | o) Tim

e ir:n'-a o f:;l :rnl:.":n-m ':""5“:{.'_':"“' -] during Irdustrg-leading papuiatan anaktics and
A ey data science capabiilies 1o dentity and

Highly traimed dinical pharmacists and Mo uncertaintg and graathd impnonsedd proacihasly manage risk

cogrdinalion nurses physicaly in the caesh fiowes for physicians

Combined with emiedced teams,

otioe e k=nks
g pat delheers drameatic reductons in

Besed on urdertying full-risk comrads

Systematic resalution of quality and cans with insurers for payar contracts) doswnagiredit UliRZatian wilhin monthe
s M.MIMH Fpllenvr-sp: oo thes Sigrificant improvements in patient
[0 Theragaic; o oals iUpSiream takes all cantract risk

i autcames arsd satisfacton
thragh capial investrsent

Extended sardces such as Tulky
inbzgrated phamacy dispersing with
hamiz delvery

& UpStresm | Privabs & Confidentisl © 20332


https://www.upstream.care/

New Community Approaches

e “Care Traffic Control” roles
* Integrated Teams

* Network Lead Entity

* Cross Sector Collaborative
 System of Care Approach
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Memphis, Tennessee: Developing a health and well-being ecosystem
for uninsured Memphians

v

ONEHealth’s program
results over two years

m

11M ~~ 439
reduction in QOO0 people
costs UDG served
16M 200+
wy e , . financial gain community
Llfe s b&tter’ now. Im taklﬂg over 2 years partnerships
things one day at a time, but I feel
great. ONEHealth gave me a new Won Honorable Mention Gage Award and

chance. ”- Clarence Gray, ONEHealth featured in Health Affairs

program participant
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https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.00999

Adventist Health Clear Lake

Lake County, California

e Ranked last in health outcomes

e 75% of county burned in wildfires of the past
SAVCELS

* High rates of poverty and substance misuse

Project Restoration

« County-wide cross-sector collaborative (Police, Fire,
EMS, Criminal Justice, Mayor, Health, Social
Services, Education)

« Shared data

* Process improvements to change root cause N2
Adventist Healthg\\



Adventist Health Project Restoration — Community of Care Approach
683 Clients 12 months after intervention

40.7 %
REDUCTION

Emergency Visits

49.7%
REDUCTION

Admissions

PROVIDER
SATISFACTION

Meaningful collaboration 92%
Cross-continuum functionality 83%

Positive patient outcomes 100%

91.2%
REDUCTION

EMS Response

@

50.7%
REDUCTION

Inpatient Days

COMMUNITY
LINKAGES

Exit to stable housing
Linked to public benefits
Follow on grants

LOCATION
Data represents
683 patients in
eco-system pilot



https://doi.org/10.1016/j.xjep.2019.100291

Developments in the Community Ecosystem

Before Project Restoration

v" Hope Rising collaborative (broad health outcomes)

v" |OPCM Complex Care Management (payer specific)
After Project Restoration

Restoration House -Transitional Housing

Integrated Complex Care Management for the Community
Shower Trailer for the homeless

BackPack Street Nursing for the homeless

Substance Use Navigator

ED Bridge Program for Medication assisted treatment
Behavioral Health Pilot in the ED

Substance use services Hub & Spokes

Elijlah House, Thule House & Warming Center (Shelters)

Hope Center & Community Pathways (Navigation Center)
Healthy Homes Project — micro-community
Tiny House Village

VVVVVVVVVVYVYVYY

Employment and Development Campus



York County COMMUNITY IMPACT

PA e 38% reduction in County Prison
population over 10 years*
Safer, healthier community by working collaboratively e 1400+ emergency room
. . . kk
to connect people with justice involvement to health SNEENB R A
care and social services. e  4M emergency room cost
avoidance

e Improved access to behavioral health services . L
e 93% decrease in wait times for

° Increased access to Medication Assisted Treatment (MAT) behavioural health over
e Driving systems change through CARD traditional outpatient
treatment™*

e Development of a Reentry Opportunity Center (ROC) to streamline

e 88% decrease in inpatient

admissions for Reentry Team
e Trauma-informed trainings clients***

needs identification and referrals

e National Ecosystem Learning Collaborative site with Camden

Coalition, National Center for Complex Health & Social Needs .

* %

Data courtesy of CARD & York County Prison.

Since beginning of START clinical operations on 7/21/21
*** 6 months pre-incarceration inpatient admissions compared
to 6 months post-release.



Adult Probation Caseload

2014 COMMUNITY IMPACT ‘v 25%since

2009
‘ 44% from
cOUiB3En

Pandemic

Adult Probation
Caseload

9,306 New Criminal
7,630 . Cases

7,762 9,083 Prison
Admissions

6,947 New Criminal Cases Filed

5414 ‘ 30% since
2009

D 41% from

10-yr high

2013

1511 Prison Avg Daily
’ Population

935

0,000 Point-in-Time Count

. . . . 10-Year High Value

COUNTY OF YORK PA York County Prison Admissions

Behavioral Health in York County Prison

INVESTMENTS IN DIVERSION & PREVENTION o G ‘45% since

Community Action for Recovery & Diversion

. Diversion-Centered Prosecutor 2010
[ Adult System Improvement [ Juvenile System Improvement ST o i 54% from
Stepping Up °
York Opioid Collaborative 10_yr hlgh

City/County Group Violence Intervention Initiative
York County Reentry Coalition
Mental Health Boundary Spanner
Pretrial Diversion Expansion

Evidence-Based Practices in Adult Probation
Target 25
Veterans Wellness Court

Crisis Intervention Team

. . .
Prison Avg Dally Populatlon
X E———————————————————

‘ 38% since
1997 2010 2015 2020

‘y
46% from
Copyright © 2022. Community Action for Recovery & Diversion. 2009-2021 data courtesy of the Administrative Office of Pennsylvania Courts and York County Prison. rev. 7/22. 10 yr h |g h



AN
WELLSPAN"

HEALTH

York County PA
Complex Care Ecosystem

M

WELLSPAN?
Philhaven

X ) YORK COUNTY

Q Community Action for
REENTRY COALITION

Recovery and Diversion

Michele C. Crosson, LSW, MBA (she/her/hers)
Project Director WPH START
mcrosson4@wellspan.org



mailto:mcrosson4@wellspan.org
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Three Takeaways you
can Implement Next:

* HRSN Screening &
Data

* Integrated Teams

e Collaborate across
your community




Lauran Hardin MSN, CNL, FNAP, FAAN
National Healthcare & Housing Advisors
lhardin@nhhadvisors.com

Best Housing and Healthcare Advisors -

NHH Advisors



mailto:lhardin@nhhadvisors.com
https://www.nhhadvisors.com/
https://www.nhhadvisors.com/

Hardin, L. & Mason, D. (June 2020). Lessons from complex care in a Covid-19 world. JAMA Health Forum.
https://jamanetwork.com/channels/health-forum/fullarticle/2768610

Hardin, L., Trumbo, S. & Wiest, D. (October 2019). Cross-sector collaboration for vulnerable populations reduces utilization and strengthens
community partnerships. Journal of Interprofessional Education and Practice. https://doi.org/10.1016/].xjep.2019.100291

Adventist Health (April, 2018). Project Restoration https://www.youtube.com/watch?v=5ItCGJTofrM

Hardin, L., Kilian, A., Spykerman, K. (February 2017). Competing Health Systems and Complex Patients: An Interprofessional Collaboration to
improve outcomes and reduce Healthcare Costs. Journal of Interprofessional Education and Practice. Journal of Interprofessional Education
and Practice, 7, 5-10. http://jieponline.com/article/$2405-4526(16)30103-3/pdf

Hardin, L., Kilian, A., Muller, L., Callison, K. & Olgren, M. (December 2016). Cross Continuum Tool is Associated with Reduced Utilization and
Cost for Frequent High-Need Users. Western Journal of Emergency Medicine. The Western Journal of Emergency Medicine, 18(2), 189-200.
doi:10.5811/westjem.2016.11.31916
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Hardin, L. (January 2016). Restoring Dignity for Vulnerable Populations. Health Progress. https.//www.chausa.orq/docs/default-source/health-
progress/restoring-dignity-for-vulnerable-populations-changing-the-system-for-complex-patients.pdf?sfvrsn=0.

Vaida, B. (September, 2019). For the Uninsured in Memphis, a Stronger Safety Net. Health Affairs.
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https://jamanetwork.com/channels/health-forum/fullarticle/2768610
https://doi.org/10.1016/j.xjep.2019.100291
https://www.youtube.com/watch?v=5ltCGJTofrM
http://jieponline.com/article/S2405-4526(16)30103-3/pdf
http://jieponline.com/article/S2405-4526(16)30103-3/pdf
https://pdfs.semanticscholar.org/3ded/42092a0531149cca668e16ee6cf0a960d1cc.pdf?readcubeId=a3857555-184a-4b3d-a653-bd9c4947b0f8&tabId=188&articleIndex=0
https://pdfs.semanticscholar.org/3ded/42092a0531149cca668e16ee6cf0a960d1cc.pdf?readcubeId=a3857555-184a-4b3d-a653-bd9c4947b0f8&tabId=188&articleIndex=0
http://online.liebertpub.com/doi/pdf/10.1089/pop.2016.0088
https://www.chausa.org/docs/default-source/health-progress/restoring-dignity-for-vulnerable-populations-changing-the-system-for-complex-patients.pdf?sfvrsn=0
https://www.chausa.org/docs/default-source/health-progress/restoring-dignity-for-vulnerable-populations-changing-the-system-for-complex-patients.pdf?sfvrsn=0
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.00999

Thank you, Lauran!

© 2022 Medica | Medica Business Confidentia



Conferenceroom 101

Breakout Session #1: Innovations out of
the COVID-19 pandemic

During this breakout session attendees will
learn about innovative care delivery models

that resulted from the COVID-19 pandemic.
Health Fairview will present on the
establishment of their COVID-19 long hauler
clinic. Mayo Clinic will share their hospital at
home program.

© 2022 Medica | Medica Business Confidential

Break

Conference room 105

Breakout Session #2: Biosimilars: Key
considerations across the health care industry

In this breakout session, attendees will hear
from Essentia Health, Medica, and Express

Scripts pharmacy subject matter experts on key
factors and considerations influencing the
adoption of Biosimilars across the health care
industry. This session will include insights on
one of the most significant exclusivity losses in
the history of pharmaceuticals: Humira.

Upcoming at 2:00 p.m. - Breakout Sessions

Conference room 106

Breakout Session #3: Strategies to engage
providers in Social Determinants of Health
(SDoH) reporting

Attendees will hear from St. Luke’s Health
System and Phoenix Children’s Care Network
on how they engage providers in conducting
universal SDoH screening, including data
collection and capture. During this session,
attendees will also learn about strategies on
how to connect patients with appropriate
resources.
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Up next:
Breakout Session #I

Innovations out of the Covid-19
Pandemic

Start time: 2:00 pm
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@ Medica.

Welcome to
Breakout Session 1

Innovations out of the Covid-19 Pandemic

© 2022 Medica | Medica Business Confidential



Breakout Session 1

Leslie Morse, DO, Chair and Professor, Department of Rehabilitation Medicine,
University of Minnesota School of Medicine

Dr. Leslie Morse, DO, is Chair and Professor, Department of Rehabilitation
Medicine, University of Minnesota School of Medicine. She is also Co-Project
Director of the recently funded Minnesota Regional Spinal Cord Injury Model
System. Her research, as well as her clinical focus, is the care of individuals with
SCI, with a long-term goal of developing mechanism-based therapies to prevent
and treat secondary health complications after injury. To that end, she is studying
the impact of exoskeleton-assisted ambulation on bone health, neuropathic pain,
and quality of life after SCI (a clinical trial supported by the Department of
Defense). Dr. Morse completed her medical training at the University of New
England and her residency in PM&R at Boston Medical Center. Author of more
than 90 publications, she has received several national awards and presented her
work nationally and internationally.

Research interests: spinal cord injury and osteoporosis, neuropathic pain, therapies
for bone health in SCI, health benefits of exercise in SCI, biomarkers of
neurological recovery
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Breakout Session 1

Shelly Novotny, MBC, Neurosciences/MSK Service Line Manager
M Health Fairview Clinics and Surgery Center Neurosurgery, Spine, PM&R, Pain

Shelley Novotny has a background and a Master's
degree in business communication, Shelley brings a
unique skillset to healthcare leadership. Employed with
M Physicians since 2013, Shelley has served in various
roles. Currently, she serves as Neurosciences Service
Line Manager at the University and Maple Grove
locations with the following clinics: Physical Medicine
and Rehabilitation, Pain, Neurosurgery, and Neurology.
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Breakout Session 1

Margaret Paulson, DO, Assistant Professor of Medicine at the Mayo Clinic College of
Medicine and Science

Dr. Margaret Paulson is an Assistant Professor of Medicine at the Mayo
Clinic College of Medicine and Science. She has experience in providing
care across the spectrum of Internal Medicine including outpatient and
inpatient settings, nursing home, home health and correctional
medicine. She currently practices as a rural hospitalist in the Mayo Clinic
Health System in the Northwest Wisconsin (NWWI) region. In 2019, she
became the Medical Director for NWW!I in the exciting establishment of
Mayo Clinic’s Advanced Care at Home (ACH) program, an innovative
platform offering hospital-level care in the home. The launch of ACH
allowed Dr. Paulson to call upon her experience in outpatient and
inpatient Internal Medicine to expand high quality telemedicine in
transformational ways for Mayo Clinic. She also leads NWW!I’s Home
Health program and is particularly interested in healthcare delivery
innovations to improve patients’ lives by partnering in-person and virtual
teams.
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MHealth Fairview Adult Post-COVID Clinic: An
Innovative, Value Based Acute Care Delivery
Approach

5th Annual Medica ACO Engagement Summit
October 22-24, 2020
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ldentification of a Clinical Need

» Care Map Developed and Implemented (2/2021)
» Clinics

— ICU Survivorship Clinic

— Post COVID Adult Clinic

— Direct T