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Pharmacist-Led Transition Services to Avoid Costly Readmissions
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Dovetail Health

©

Based in Needham, MA

@

Dovetail has been in business for over 5 years

©

Delivering turnkey health and medication management
programs for providers, payers and other organizations

- In-Home Chronic Care (ongoing coaching and management)
- Transition Management (30 day post-discharge support)

)

What is Dovetail?

- An extraordinary health service that joins physicians, family,
and other caregivers to ensure that patients receive the
personalized health, medication and transition support they
need to remain safe and avoid hospitalizations




Industry champions have built proven care models
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Program patients had 25 percent fewer readmissions and 30 percent fever seadmission days than
pasients receiing routine care.

* Patients in chronic care management programs carried out by a single heare failure expert relying on
elephone folow-up did ot sce a sguificant reducrion in hospial readmissions and readimisson days
ver patients in routine care.
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Dovetail's transition program operationalizes best practices

Enhancements designed to deliver success in commercial
setting

In-Home
PharmD

1 3
Predictive Medication
Modeling Optimization

S5

Chronic
Disease
Coaching

Caregiver
Support




Dovetail's clinical program
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Discharged from hospital Discharged from SNF
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After being identified as high-risk for re-admission patients receive the following services over a 30 day
period:

o Dedicated transition team led by PharmD, with support from Nurse Care Manager and Transition
Care Coordinator

o In-home visit by a PharmD (and RN as needed) to reconcile and optimize prescription and over the
counter medications

o Personalized chronic illness coaching to ensure patient is knowledgeable about health management
o Ongoing telephonic management with the transition team to monitor progress and answer questions

o Focus on timely PCP visit, including preparation of health and medication report and questions to ask
their doctor

o Referrals to support services as required: i.e. wellness programs, OT/PT services, and other provide dovetail
resources



Selecting the right patients to ensure return on investment

too healthy

o,

Patients recovering from an elective

too sick

O

Patients moving to LTC setting

surgery, such as knee replacement
Patients receiving hospice services
Patients under 65 years old
End stage renal disease
Patients who are managing their

health well on their own Alzheimer's or severe dementia

Discharged to hospital

¥

Dovetail 30-Day Trans ition Program
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Self-Management Partner Programs In-Home Chronic Care

dovetail




Delivering unmatched outcomes

30-Day Readmission Rates

29.0%

Dovetail MA Avg. US Avg. MA HHAs US HHAs

76% of Dovetail patients have medication reconciliation issues

87% of Dovetail patients have medication adherence issues .
dovetail
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