MedStar Southern Maryland Hospital Center
Multi-year Strategic Hospital Plan for Improving Care

Executive Summary:

MedStar Southern Maryland Hospital Center’s (MSMHC) Community Benefit Service Area (CBSA) includes residents of Southern Prince George’s County, specifically Clinton, Maryland. Its primary service area surrounds CBSA and extends further into Prince George’s County and into Charles County.

Heart disease is the leading cause of death in Prince George’s County with the death rate of 180 deaths/100,000 population. This compares to 170 deaths/100,000 population in the US and 173 deaths/100,000 population in Maryland. The prevalence of high blood pressure and high cholesterol contributes to the age-adjusted death rate due to heart disease and stroke in Prince George’s County.

The age-adjusted death rate due to diabetes in the county is among the highest in the state, at 27/100,000 people compared to 19/100,000 in Maryland overall.

The prevalence of obesity in Prince George’s County is 34.5% compared to 29.4% in the US and 30.6% for Maryland overall. The percent of obese adults in Prince George’s County is trending upward.

These factors indicate that Chronic disease prevention and management for heart disease/stroke, diabetes and obesity need to be a major focus in the CBSA and in the overall service area of the Hospital.

As a result the MedStar Southern Maryland Hospital Center overall strategy is to reduce the rates of modifiable risk factors that contribute to chronic disease among high risk populations and to increase awareness of stroke risk factors, signs and symptoms in Clinton, Maryland.

MedStar Southern Maryland Hospital Center has already invested in programs that help with the management of chronic disease and reducing readmissions associated with these diseases by providing assessments, education, and early clinic appointments for follow-up and phone calls to monitor patients who are high risk for readmissions. Additionally the MSMHC has invested in its Partner in Care program, which provides education about proper physical, mental, and dietary activities to help manage post stroke, cardiac and diabetic patients. Also additional investing is being made in a Palliative Care program which better addresses the comfort-care patients receive for their serious illnesses.

In conjunction with appropriate community partners, MSMHC will employ a coordinated plan to improve the health of the MSMHC service area by working with Regional and Local coalitions, including the TLC, Inc. Coalition with the overall aim of reducing unnecessary readmissions and ER utilization by moving more individuals to appropriate levels of care within the community.  With these overarching key drivers is a focus on the need for enhanced services for our aging (Medicare) population and the need for increased behavioral health services across the spectrum.

Totally Linking Care in Maryland, LLC non-profit (TLC-MD), formerly known as The Southern Maryland Regional Coalition for Health System Transformation, was formed in March 2015, bringing together the skills and resources of the southern counties of Maryland in an effort to collaborate and improve health care delivery to achieve the Centers for Medicare and Medicaid Service’s (CMS) Triple Aim:  providing better care for patients, improving population health outcomes, and lowering costs by improving our health systems.  TLC-MD represents a commitment of all seven of the hospitals within Prince George’s, Calvert, and St. Mary’s counties to work together to achieve these aims.  Deeply rooted in the community, all of these hospitals are organized as non-profits and serve respective local populations with a local governance structure.  Each has helped to bring to the table a broad array of medical providers, community-based organizations, and engaged citizens to begin to build a strong organization to achieve these aims for those we serve.

Through MedStar Southern Maryland's participation with TLC-MD, the coalition has decided to target high-needs Medicare patients who will  come through the participating hospitals, aiming to assist them with transitioning to a more stable and functional situation at home after hospitalization.  The aim is to have all hospital admissions screened to identify persons at high risk of ongoing high utilization.  In addition, each hospital in the coalition has an established work process to identify persons at risk of ongoing instability and therefore re-hospitalization.  The participating hospital-based care managers, help the patient settle on a care management plan, using existing resources if the patient has a relationship already with a care manager  or otherwise utilize the selected care coordination and management program .  Priority will be given to Medicare patients of any age, but will also serve similar patients with other health insurance or with no insurance.

Additional work needs to be completed within the community and MSMHC’s multi-year strategic plan for improving care will help address the needs of the community.

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. 


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.  


	MedStar Southern Maryland Hospital Center Strategic Transformation Plan

	1. Describe your overall goals:

MedStar Southern Maryland Hospital Center’s community health priority is focused on chronic disease prevention and management, particularly with heart disease/stroke, diabetes, and obesity. Additionally MSMHC plans to implement, monitor, and manage a program of layered care coordination for our most fragile high-needs hospitalized patients. The following are MSMHC’s objectives:

· To reduce the rates of modifiable risk factors that contribute to chronic disease among high risk populations.
· Increase awareness of stroke risk factors, signs and symptoms in Clinton, Maryland
· Reduce unnecessary readmissions and ER utilization by moving more individuals to appropriate levels of care within the community.  With these overarching key drivers is a focus on the need for enhanced services for our aging (Medicare) population and the need for increased behavioral health services across the spectrum.





	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 of the major strategies listed here).

Major Strategies:

a) To reduce member’s risk factors for heart disease and stroke through increased education and awareness, interactive nutrition and fitness activities, and health screenings
b) MedStar Southern Maryland Hospital Center Laboratory Free Health Screenings - To increase the number of Community Benefit Service Area members who are aware of their health status via screening results
c) Mall Walker Program - To increase the number of Community Benefit Service Area members who are aware of their health status and to increase the level of physical activity of participants
d) Provide screenings and programs for risk factors associated with chronic disease,  including free blood pressure screenings, free monthly diabetes support groups,  free community based weight loss programs, monthly community-based healthy lifestyle lectures and smoking cessation classes and other resources
e) Collaborate with local faith based organizations to provide education and screening services
f) Explore opportunities to implement evidence-based programs (i.e. Centers for Disease Control and Prevention’s National Diabetes Prevention Program).
g) Through MedStar Southern Maryland's participation with TLC-MD, the coalition has decided to target high-needs Medicare patients who will  come through the participating hospitals, aiming to assist them with transitioning to a more stable and functional situation at home after hospitalization.  
Use Identifi to target high risk patients.[footnoteRef:1] [1:  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 analytics 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. 
] 


	3. Describe the specific target population for each major strategy:

Target populations from Strategies identified in #2:

a) Adults with heart disease, high blood pressure, and/or diabetes and adults that are overweight or obese located in the Hospital’s Community Benefit Service Area, primarily in Prince Georges and Charles County.
b) Adults with heart disease, high blood pressure, and/or diabetes and adults that are overweight or obese located in the Hospital’s Community Benefit Service Area, primarily in Prince Georges and Charles County.
c) Adults with heart disease, high blood pressure, and/or diabetes and adults that are overweight or obese located in the Hospital’s Community Benefit Service Area, primarily in Prince Georges and Charles County.
d) Adults with heart disease, high blood pressure, and/or diabetes and adults that are overweight or obese located in the Hospital’s Community Benefit Service Area, primarily in Prince Georges and Charles County.
e) Congregations within Clinton, MD and CBSA with interest in partnering to address chronic disease disparity
f) Patients with diabetes and congestive heart failure
g) Target high-needs Medicare patients of any age, but will also serve similar patients with other health insurance or with no insurance patients





	4. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cross metrics for each major strategy:

Specific Metrics for Strategies identified in #2:

a) Body weight measurements and blood pressure measurements taken both pre and post program. 
· Weight measurements taken at each in-person Health Happy Hour meeting and tracked throughout the duration of the program to measure progress.  
· Blood pressure measurements taken at each in-person Health Happy Hour meeting and tracked throughout the duration of the program to measure progress.  
· Pre/post-test administered to measure awareness of heart disease and stroke risk factors and signs symptoms, nutrition, physical activity, and overall health and wellness knowledge.  
b) Number of glucose, triglycerides, and cholesterol screenings performed
c) Number of encounters and number of blood pressure screenings performed
d)  Percent of participants with follow up post screening
e) Increase in congregational health improvement activities post educational series and  on-site screenings
f) Decrease in HgbAIC for patients with baseline >8.0
g) Measurement strategies begin with a commitment to meeting the terms of the agreement between Medicare and Maryland, and to that end TLC-MD will monitor and manage according to the goals set by the RFP, using the associated data and analysis approaches.  In addition, TLC-MD will monitor additional data needed to evaluated interventions and manage our system.





	5. List other participants and describe how other partners are working with you on each specific major strategy:

Partners assisting in Strategies identified in #2

a) Mirabella & Associates, Inc., is an organization that provides a nutritionist to speak at the monthly Health Happy Hour meetings. Each month, the nutritionist provides a lecture and educational materials on a topic specifically related to cardiovascular health and then follows up the lecture with a question-and-answer session. 

Fitness Unleashed, LLC, is an organization that has provided personal fitness trainers to speak at the monthly Health Happy Hour meetings. In addition to providing a presentation, speakers have also offered fitness demonstrations to meeting participants. 

District V Police Department provides space for the program. 
b) N/A
c) St. Charles Towne Center Mall and Charles County Health Department. St, Charles Towne Center offers a two hour allotment where walkers are provided a safe, well-lit environment with a pre-determined measured half mile path to engage in physical activity. Once a month, the Charles County Health Department offers additional options for engaging in physical activity, such as line dancing.
d) N/A
e) Congregations within CBSA 
f) MedStar Diabetes Institute
g) TLC-MD represents a commitment of all seven of the hospitals within Prince George’s, Calvert, and St. Mary’s counties.





	6. Describe the overall financial sustainability plan for each major strategy:

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.




