MedStar Franklin Square Medical Center
FY16 Strategic Hospital Transformation Plan 

Executive Summary
MedStar Franklin Square Medical Center (MFSMC) is committed to improving care delivery and the health of the community we serve.  As part of that commitment, MFSMC plans to initiate or expand a variety of programs and initiatives that will support these goals.  These programs are specifically designed to improve the health of our community and to ensure our patients are receiving safe, high quality care in the most appropriate and cost effective setting.  
To develop this plan, data from several sources were used including but, not limited to, the Community Health Needs Assessment, population health best practices and the Community Benefits Report.  
In accordance in with the Institute of Healthcare Improvement’s Triple Aim to improve the patient experience of care, improve the health of populations, and reduce the per capita cost of health care, MedStar Franklin Square Medical Center is making significant investments in programs to support its Population Health strategy. MedStar Franklin Square is committed to the vision of improved health of our community by building sustainable infrastructure, activating community partnerships, and advocating for unmet patient needs.
Significant investments in resources to address these needs which MedStar Franklin Square has made to date are summarized as follows:
1. Readmission reduction teams and accompanying support
2. Medication reconciliation and delivery programs
3. Outpatient post-discharge Transitional Care (“Bridge”) Clinic
4. Chronic disease self-management programs
5. ED and Breast Services Navigators
6. Home health care assessment and call program
7. Transportation company partnerships
8. Community and state group collaborations
9. Transitional Care Nurse (Post Acute Care) Program
10. Healthcare for the Homeless (grant-funded)
11. Family Health Center Patient Centered Medical Home Program (grant-funded)
Significant programmatic expansion to support our Population Health strategy is planned for FY16. The main thrust of these significant investments is to greatly expand, develop, and strengthen MedStar Franklin Square’s outreach and engagement in community activities. The focus will be on developing partnerships with community stakeholders and organizations, engaging patients in their care, moving care from high-cost venues such as acute care hospitals and full-service Emergency Departments to the patient’s community-based environment, and exploring the use of Telemedicine in patient care. 
The initial concentration will be on “high utilizers” of health care resources within our community, while working proactively to identify individuals who are at risk of becoming a high utilizer, and working to prevent that from occurring through our community outreach efforts. Recognizing the many social barriers to maintaining individual health, it will be imperative to develop collaborative working relationships with public, private, and faith based organizations to remove or mitigate the detrimental effects of those barriers. An important component of this is the recognition of the negative effect of behavioral health issues on overall health, and the need to address this as part of our Population Health strategy. This will include collaboration with community-based behavioral health care organizations, as well as integrating behavioral health services into primary care practices. Investments include:
1. Implementation of inpatient and outpatient Palliative Medicine Program
2. Addition of Community-based Social Workers dedicated to the program
3. Addition of Transitional Care Nurse to the current inpatient team
4. Addition of Community Health Workers 
5. Integration of behavioral health services into our Family Health Center and Medicine Primary Care clinics through the use of Social Workers and therapists
6. Development of a formal collaboration with  community-based behavioral health organizations 
7. Expansion and relocation of our Medicine Primary Care Clinic
8. Development of alternative home visit capabilities
MedStar Health Hospitals are uniquely positioned to focus care management interventions on the patients served who are most in need through the application of a state of the art risk stratification tool called Identifi. Identifi is currently used as the platform for several MedStar risk populations including MedStar Medicare Choice and MedStar’s associate health plans. Our care management transformation strategy calls for the expansion of this tool to the Medicare Fee for Service population attributed to each MedStar Maryland hospital.

Identifi uses data and information from multiple sources including electronic health records and CRISP, along with other sources when available such as pharmacy, lab and claims information.  A sophisticated analytic engine risk stratifies the target population from high to low, and then uses predictive modeling to target high risk patients. Our plan calls for the expanded use of Care Advisors to conduct outreach and encourage patient engagement.  Our plan calls for the expansion of existing interventions to meet the high risk patients specific needs (not just disease specific stratification) including catastrophic care, complex care management, transitions of care (inpatient/ skilled nursing/rehabilitation/home), and palliative care.

Overall strategies include:
· Hospital readmission diversion
· Primary Care capacity expansion
· Community organization collaboration
· Hospital to Home transitional care enhancement

Sustainability will be reinforced by reduced variable Hospital costs as a result of reducing avoidable Hospital utilization and by reallocation of Hospital resources. This Strategic Plan will be re-assessed and/ or modified monthly and as needed.
In addition, all MedStar hospitals will be implementing an interdisciplinary model of care (IMOC) designed to improve communication, efficiency and satisfaction of our patients throughout the continuum of care. 

The attached schedule details each of these goals by providing descriptions of the initiatives and projected costs associated with each goal, as well as each initiatives’ target population, evaluation metrics,  community partners, and financial sustainability. 
It is important to note that many of the strategies identified in this plan make an impact across multiple categories.  Additionally, many of these initiatives span multiple MedStar entities as we are working together, as a System, to improve the overall efficiency and effectiveness of the communities we serve.
While a number of strategies are outlined in the pages that follow, we believe this is a work in progress.  We will continue to explore new ideas for pursuing our population health goals.  We may also find that some of the strategies noted below need to be revisited or modified as we continue to learn and develop our thinking on the best way to achieve our population health goals going forward.  


 

1. Describe your overall goals:
MedStar Franklin Square, will continue to pursue the “Triple Aim” (improve the patient experience, improve the health of populations, and reduce the per capital cost of health care). In collaboration with our community and governmental partners, we will improve the health of our community by building sustainable infrastructure and advocating for unmet patient needs. Creating an interdisciplinary model of health care for defined population groups will include developing the necessary and sustainable clinical and operational infrastructure to support this model of care, making data-informed clinical decisions, and developing a robust primary care workforce that extends into the community to manage outcomes  
2. List the overall major strategies (3-10) that will be pursued by your hospital individually or in collaboration with partners (and answer questions 3-6 below for each off the major strategies listed here):
· Hospital readmission reduction
· Primary Care capacity expansion
· Community organization collaboration
· Hospital to Home transitional care enhancement

MedStar Franklin Square is focused on their GBR service area and participation in the
JHH regional collaboration
This program includes 3 components:  Bridge Team, Case Managers in the ED, and Community Health Workers:
Bridge Team
The Community Bridge Team will be a community based, community placed multidisciplinary intervention team made up of a PCP, a lead social worker (LCSW), a Nurse (RN), a Psychiatrist, Addiction Specialist and community health workers.
Evidence demonstrates that a large number of high utilizers in the regional partnership have mental and behavioral health challenges and that these individuals are more difficult to engage in appropriate primary and behavioral health care services.  The bridge team will need to be particularly well equipped to address mental and behavioral health challenges as well as physical and social issues. Using its multidisciplinary team, the Bridge Team will deliver services through home visits, telephonic services, and accompanying individuals to medical appointments or other needed services. 
Case Managers in the ED
Case manager/social work teams in the hospitals that are already responsible for the development of solid discharge plans for high-risk patients.  These individuals will collaborate with home care coordinators, transition guides and the appropriate community teams (e.g. case managers, home care nurses, community health workers, etc.) to ensure the continuation of care in the outpatient setting via a solid hand-off and scheduling of timely follow-up appointments. The CM/SW dyad may work with embedded team to address needs of patients with psychiatric/substance use issues and provide longer-term support post-discharge or post-ED visit.  They will also work with CHWs embedded in the ED to address the needs of patients with critical social issues such as homelessness, lack of documentation, or lack of insurance. 
Community Health Workers 
Program to address the underlying social determinants of health by mitigating barriers to accessing health care and other services (i.e. Meals on Wheels,etc.).  These Community Health Workers are members in the community they serve connecting patients to needed services.

	Hospital Readmission Reduction

	3. Describe the specific target population 
· Behavioral health patients
· High/super utilizers of health care resources
· Chronic disease patients (e.g. - Pulmonary, Cardiac, Diabetes, Asthma)

	4. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cost metrics. 
· Patient satisfaction - Surveys done at time of service

· Outcomes - all cause readmission rates from HSCRC data
· Process - % target population with bedside pre-discharge prescription fulfillment
· Cost - Variable savings to expense (ROI) on intervention

	5. List other participants and describe how other partners are working with you. Hospice and Palliative Care: these newly forming teams at MedStar Franklin Square will increase patient access to end of life and advanced care planning resources, respectively
· Genesis Nursing Home Facility: CHF and COPD transition of care program, MedStar physician rounding.
· MedStar VNA (Visiting Nurse Association): ensure smooth transition from hospital to home  
· Outpatient Pharmacy: bedside pre-discharge prescription fulfillment
· Health Care for the Homeless Baltimore County provides primary care services to the most vulnerable patient population in our community
· Community-based Behavioral Health organizations :Behavioral Health case management, social work, and rehabilitation 
· Department of Health and Human Services: participate in high utilize case conferences and assist with expediting mainstream resource referrals
· Faith-based community organizations: spiritual care, social support, mainstream resource assistance
· MedStar Health and other community-based patient transportation resources: transportation for follow up care

	6. Describe the overall financial sustainability plan.
· See end of document



	
Primary Care Capacity Expansion

	3. Describe the specific target population.
· Patients of MedStar Franklin Square’s Primary Care Clinic and Family Health Center
· Patients without Primary Care providers
· Chronic disease patients (e.g. - Pulmonary, Cardiac, Diabetes, Asthma)

	4. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cost metrics 
· Patient satisfaction - Surveys done at time of service
· Quality - Quality metrics specific to the provider and the practice
· Outcomes - number of patients with 3 or more ED visits per year
· Cost - Variable savings to expense (ROI) on intervention

	5. List other participants and describe how other partners are working with you Hospice and Palliative Care: these newly forming teams at MedStar Franklin Square will increase patient access to end of life and advanced care planning resources, respectively
· Genesis Nursing Home Facility: CHF and COPD  transition of care program, MedStar physician rounding.
· MedStar VNA (Visiting Nurse Association): ensure smooth transition from hospital to home  
· Outpatient Pharmacy: bedside pre-discharge prescription fulfillment
· Health Care for the Homeless Baltimore County provides primary care services to the most vulnerable patient population in our community
· Community-based Behavioral Health organizations :Behavioral Health case management, social work, and rehabilitation 
· Department of Health and Human Services: participate in high utilize case conferences and assist with expediting mainstream resource referrals
· Faith-based community organizations: spiritual care, social support, mainstream resource assistance
· MedStar Health and other community-based patient transportation resources: transportation for follow up care

	6. Describe the overall financial sustainability plan \
· See end of document



	Community Organization Collaboration

	3. Describe the specific target population 
· Behavioral health patients
· Patients with high social determinants of inadequate access to care (e.g. – self pay and Medicaid  patients)
· Other patients with significant unmet needs

	4. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cost metrics 
· Patient satisfaction - Surveys done at time of service
· Quality - Quality metrics specific to the partner organization
· Outcomes – Readmission rate of intervention target population
· Process - Number of Community Health Worker contacts with patients, families, and community organizations
· Cost - Variable savings to expense (ROI) on intervention

	5. List other participants and describe how other partners are working with you on \Hospice and Palliative Care: these newly forming teams at MedStar Franklin Square will increase patient access to end of life and advanced care planning resources, respectively
· Genesis Nursing Home Facility: CHF and COPD  transition of care program, MedStar physician rounding.
· MedStar VNA (Visiting Nurse Association): ensure smooth transition from hospital to home  
· Outpatient Pharmacy: bedside pre-discharge prescription fulfillment
· Health Care for the Homeless Baltimore County provides primary care services to the most vulnerable patient population in our community
· Community-based Behavioral Health organizations :Behavioral Health case management, social work, and rehabilitation 
· Department of Health and Human Services: participate in high utilize case conferences and assist with expediting mainstream resource referrals
· Faith-based community organizations: spiritual care, social support, mainstream resource assistance
· MedStar Health and other community-based patient transportation resources: transportation for follow up care

	6. Describe the overall financial sustainability plan 
· See end of document



	Hospital to Home Transitional Care Enhancement

	3. Describe the specific target population 
· Behavioral health patients
· Hospitalized patients without a primary care provider
· High utilizers of hospital resources

	4. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cost metrics 
· Patient satisfaction - Surveys done at time of service
· Quality - Provider contract quality and productivity metrics
· Outcomes – thirty-day readmission rate
· Process - Number of patient referrals from Transitional Care Nurses to the VNA, Bridge Clinic, Skilled  Nursing Facilities with chronic disease management programs, Number of Behavioral Health patients referred to community Behavioral Health partners, Number of hospital Pharmacy bedside medication deliveries based on patients’ discharge medication reconciliation
· Cost - Variable savings to expense (ROI) on intervention

	5. List other participants and describe how other partners are working with you Hospice and Palliative Care: increase patient access to end of life and advanced care planning resources, respectively.
· Genesis Nursing Home Facility: CHF and COPD  transition of care program, MedStar physician rounding.
· MedStar VNA (Visiting Nurse Association): ensure smooth transition from hospital to home  
· Outpatient Pharmacy: help for patient to receive initial supply of hospital meds
· Health Care for the Homeless
· Community-based Behavioral Health organizations (e.g. – Behavioral Health case management, social work, and rehabilitation organizations)
· Department of Health and Human Services
· Faith-based community organizations: spiritual care, social support, mainstream resource assistance
· MedStar Health and other community-based patient transportation resources



6.  Describe the overall financial sustainability plan (for all strategies)

Short Term:  Utilization of HSCRC infrastructure dollars have been critical to begin the additional investment in a broader Care Coordination Model.  We are working with other partners to submit grant proposals that will allow of expansion of this work.  Additional funding sources are being identified.

Longer Term:  Coordinated Care will facilitate protocols of standardized care to reduce readmissions, length of stay, and PAUs which will result in a reduction of cost.  
Creating partnerships with community organizations, aligning goals with our physicians and truly managing coordination of care will save cost. 
Investing in complex care management will decrease utilization which will reduce the cost of healthcare.  
These initiatives will continue to evolve and long term will drive down the cost of care. Savings will be re-invested in our strategies to further our progress on the continuum of care, improve quality, improve experience and achieve a population health model.

