Carroll Hospital Strategic Hospital Transformation Plan


Executive Summary
With the goal of managing cost, quality and service delivery for Carroll County, Carroll Hospital has built the infrastructure to deliver on the promise of the Triple Aim, to improve the patient experience of care, improve the health of the overall population and reduce the cost of care.  Carroll Hospital made this commitment in 2011 by agreeing to participate in Maryland’s TPR program, then developed core competencies for success under fixed global reimbursement.  Population health and clinical integration are the strategic lynchpins of those competencies.  
As outlined in previous reports, Carroll Hospital’s focus on utilization and innovative care delivery improvements has resulted in Carroll’s successful transformation from a volume-based, fee-for-service healthcare enterprise to a value-based delivery system.
Carroll Hospital has recently reviewed its portfolio of population management services and identified potential enhancements which will require additional investment.  In 2016, Carroll anticipates refining its portfolio and integrating its current offerings into a more cohesive package for all county healthcare customers.  
Our strategic transformation plan consists of 5 key strategies for 2016, each with specific tactics to support its implementation across the healthcare continuum.  These strategies are focused on:
1. Care Coordination for Complex Patients:  To provide better, more integrated and comprehensive care management to patients identified as having LACE scores of 8 or above.  High LACE (LOS, Acuity, Comorbidities, ED utilization) score would identify patients with high acuity and multiple comorbidities who have a higher likelihood of being frequent utilizers of hospital services.
2. Care Coordination for High Utilizers: To provide comprehensive medical and psycho-social care to high utilizers at Carroll who are being admitted to our hospital 3 or more times in a year.  Those high utilizers comprise 6% of hospital patients that are admitted yet generate 18% of all hospital admissions.  By addressing these high utilizers, Carroll seeks to improve patient outcomes and decrease potentially avoidable utilization in these areas of hospital service. 
3. Long-Term Care Collaboration:  To provide more proactive medical care to SNF/LTC facility patients due to those patients’ increasingly complex care needs.  
4. Behavioral Health Improvement and Integration: Acknowledging the shortage of behavioral health providers in our community and its increasing rate of behavioral health/addiction service requirements, Carroll seeks to expand and coordinate ambulatory behavioral health services within the service area.  This strategy seeks to improve early identification of behavioral health issues and provide access to therapy and treatment for those high utilizers with chronic conditions, resulting in continued reduction in preventable behavioral health ED and Inpatient utilization. Improved compliance with treatment plans
5. Faith-Based Community Network: Creation of care networks will be an important strategy to improve coordinated care providing broader access to follow-up care.  
Each of these strategies seeks to fill gaps identified in the current portfolio of services available to the residents of our county.  Additionally, Carroll has identified opportunities to partner with its new system – LifeBridge Health – in a manner to expand the scope of our reach.  LifeBridge Health will be submitting a Transformation Implementation Program Application which, if awarded, will further expand the influence of Carroll’s population health initiatives.
By filling these gaps mentioned above and integrating services throughout the community, Carroll Hospital anticipates that residents will have access to appropriate care in nearly any setting feasible.  By providing this scope of services, we expect to improve healthcare outcomes and reduce potentially avoidable utilization of healthcare services in our community.


Carroll Hospital Strategic Hospital Transformation Plan - 2016
Overall Goal
Carroll Hospital’s overarching goal in its population health efforts is to ensure that every resident of Carroll County receives the healthcare they need in the most efficient and effective setting, given the patient’s condition.  Toward that end, Carroll has worked since 2011 to implement numerous programs and services within its hospital, and more importantly, in conjunction with its community – LifeBridge Health, Access Carroll, The Partnership for a Healthier Carroll and Carroll County Government being the other four major partners.
Major Strategies for 2016
Our specific strategies for 2016 and beyond involve refining Carroll’s portfolio of services and integrating those offerings into a more cohesive package for all county healthcare customers.  Specific strategies for 2016 are as follows:
1. Care Coordination for Complex Patients
2. Care Coordination for High Utilizers
3. Long-Term Care Collaboration 
4. Behavioral Health Improvement and Integration
5. Faith-Based Community Network
Details of each of these strategies and associated initiatives and their anticipated accomplishments follow.
1. Care Coordination for Complex Patients
	[bookmark: _GoBack]Objective: To provide better, more integrated and comprehensive care management to patients identified as having LACE scores 8 or above.  High LACE score would emphasize patient with high acuity and multiple comorbidities who have a higher likelihood of being frequent utilizers of hospital services.

We currently have in place early efforts to reach out to our more complex, higher-risk patients through Patient Navigators and Physician Post-discharge phone calls, during 2016 we will further enhance those and better integrate their work product with other community care providers, based on the needs of individual patients – whether medical, psycho-social or non-clinical support services.  Those enhanced services include:

a. Post-Discharge Palliative Care Consultation– Building upon the success of our inpatient palliative care program in helping chronically ill patients better manage their symptoms and effectively reduce potentially avoidable hospital utilization, Carroll plans to provide palliative care consultation services on an outpatient basis. Carroll is currently recruiting an Outpatient Palliative Care Nurse whose role will be to continue the dialog with patients about appropriate palliative care in the post-discharge setting.  The nurse will share with the patient and caregivers resources available to support their care, and may at times do home visit to assess the patient in the home environment, whether at a SNF, ALC or private residence. The Palliative Care nurse will also share the care plan with the patients’ primary care provider and maintain contact with the patient at specified times or as needed to ensure all care needs are addressed and patients are kept comfortable.  

b. Discharge Follow-up Calls – Carroll Hospital has contracted with MDICS, its current provider of inpatient hospitalist coverage, to call patients considered to be at risk for readmission within 72 hours of discharge. Patients are asked questions related to:  physician appointments, access to medications and overall health status since leaving the hospital.  When there is an issue identified, the call center team is able to link the patient directly to their primary care provider or to the Care Navigation team if indicated.    Our contracted ED physician group, EMA, also has a call back protocol independent of our new inpatient program, in which physicians perform call backs on every patient within 24 hours of discharge from the Emergency Department.  Our 2016 work will be to integrate these services with others provided by Carroll and our partner, LifeBridge Health to ensure that post-discharge needs are met efficiently and effectively.

c. 24/7 Access to Care Navigation (Call Center) – In partnership with LifeBridge Health, we are exploring creating an integrated 24/7 call center staffed by nurses and care coordinators trained to handle non-emergent primary and behavioral health episodes and direct patients to the appropriate points of care. The Call Center’s workforce will be dedicated to coordinating care management functions throughout the system. 

	Target Population:  While the services outlined in this section will be of use to most patients interacting with the hospital, our implementation will specifically target patients with high LACE scores (i.e. complex or chronic condition with complex psycho-social needs).


	Metrics: 
· Risk Adjusted Readmissions Rate  - All Hospital
· Volume and percentage of ED and Observation return visits within 30 Days
· Number of Palliative Care Consults Performed and acceptance rate
· Contact Rate for discharge call-backs
· Readmission rate for patients contacted with discharge follow-up calls


	Other Participants:
· LifeBridge Health – with respect to our call center efforts, LifeBridge Health is evaluating the consolidation of call centers across the system (Carroll, Sinai and Northwest Hospitals, Levindale Geriatric Center) in order to ensure consistent high-quality services, as well as integration of care within its system.
· MDICS and EMA – our physician providers are equally committed in assisting the hospitals to meet its goals of improving quality and patient outcomes as well as reducing costs.  As mentioned above, they are partnering with us on our post-discharge calls as an early intervention mechanism post discharge and post-ED visit.
· Access Carroll – In partnership with the hospital, provides clinical and non-clinical to those residents who are non-insured or under-insured.  As their name implies, their focus is to ensure access to appropriate healthcare for the historically underserved of our community.  Connectivity to Access Carroll will assist our Palliative Care and Call Center associates in connecting patients to needed services.  Access Carroll has a proven track record of success in providing high-quality, cost-effective care.



	Overall Financial Sustainability Plan 

Estimated annual investments to implement this objective include the following:
· Palliative Care Team:              $ 85,000
· Discharge Follow-up Calls:     $ 99,000
· Total Annual Investment:     $ 184,000

A private grant is the primary funding source of the outpatient Palliative Care program for the first year of operations.  Pending the results of the programs identified above, Carroll Hospital will evaluate alternative, on-going funding sources in future years.  Currently, Carroll reasonably expects that a 1% reduction in PAU (potentially avoidable utilization) volume levels will generate sufficient cost savings in order for these programs to become self-sustainable on a go-forward basis. 



2. Care Coordination for High Utilizers
	Objective:  To provide comprehensive medical and psycho-social care to high utilizers at Carroll who are being admitted to our hospital 3 or more times in a year.  Those high utilizers comprise 6% of hospital patients who are admitted yet generate 18% of all hospital admissions.  By addressing these high utilizers, Carroll seeks to improve patient outcomes and decrease potentially avoidable utilization in these areas of hospital service. 

Understanding that communication and ease of access provide only a partial solution to potentially avoidable hospital utilization and poor disease management, Carroll has begun to undertake several initiatives that will enhance the availability of caregivers - medical, psycho-social and non-clinical – to patients who are placed in the community, whether at home, or in a care facility.  During 2016, we seek to systematize these diverse services into a cohesive package that can be deployed according to patient needs.  These services include: 

a. Disease Management Practice – Carroll has added Nurse Practitioner and physician resources to develop a disease management practice, which will collaborate with the Palliative Care staff and serve as a provider for our Palliative Care Program and provide adjunct to primary care physicians to assist with the provision of chronic care management services in the Carroll ACO.  This program will run collaboratively with the Hospital’s Tevis Center for Wellness and CareConnect Navigation programs.  

We are currently evaluating the following aspects of a disease management program: 

I. Telehealth-Using innovative equipment that will assist in assessing high risk patients from home with the capability of providing valuable assessment data ( e.g. B/P, weight, heart rate, finger-stick blood glucose, pulse-oximetry) to determine if early intervention is needed to decrease emergency room visits. 
II. Telemedicine- Provider visits with patient via monitor (e.g. SKYPE) making it more convenient for remote diagnosis and treatment using telecommunications especially for those patients with mobility issues or transportation issues and during inclement weather. 
III. Automatic referral –Offering a clinic that provides same-day appointments for high risk patients who are unable to get a timely follow-up (after discharge) or sick appointment with their primary care provider. 


b. Home Visits by Physicians or NPs – Carroll is partnering with Capital Coordinated Medicine, a new service which provides home visits by nurse practitioners and physicians, is designed to help chronic, more complex patients better manage their health.  The providers not only make sick visits but also will provide chronic are management on a regular basis. The providers travel to private homes, independent and assisted living facilities, adult daycare centers and group homes to evaluate and provide care to patients.  The service, provided by Emergency Medical Associates (Carroll’s ED physician provider).  Hospital staff will coordinate this service, with the patient ideally prior to discharge or as a result of information gathered during the discharge phone call process.  With access to expert, clinical intervention after being discharged, our complex, homebound patients— most of whom are Medicare patients and at a high risk for ongoing complications and increased hospital utilization— should experience fewer ED visits and hospitalizations as a result of having their care better managed. 
c. Medication Management Program – At Carroll Hospital approximately 57% of our discharges, 55% of our readmissions and 24% of ED high-utilizers involve patients who have diseases that require them to take 10 or more medications daily, many of those prescribed by a number of different physicians.    To ensure that patients fully understand what medications they are taking, why they are taking them and how to take them correctly, Carroll created a Medication Management Program staffed by a clinical pharmacist in July 2015.  During the discharge planning process, Carroll will arrange for the patient, an outpatient appointment with the pharmacist.  A Pharmacist provides individual consultations with targeted patients about their medication list and its impact on their health.  The objective of the program is to ensure patient medication compliance and safety, resulting in the reduction of preventable medication-related admissions and visits to the Emergency Department. The Pharmacist is also responsible for communicating with the patients’ physicians and pharmacies.  The possibility of expanding the program to include bedside pharmacy consults for targeted populations is also being explored.  Additionally, the hospital has implemented bed-side pharmaceutical services through which patients can have their prescriptions filled prior to discharge, ensuring medication availability after discharge. 
d. Home Support Program – As a complement to LifeBridge Health’s skilled home care services (Home Care Maryland) and other initiatives aimed at improving community access to clinical services (see further discussion in this report on Capital Coordinated Medicine as an example), Carroll's new Home Care Support Program was created to provide non-skilled care to patients at risk for readmission after being discharged from the hospital or the Emergency Department. The program allows patients who meet certain criteria to receive up to 30 days of supportive, non-clinical care in their homes, at no expense to the patient. Varying levels of care are available and determined by each patient’s individual needs.  The program is designed to assist patients with their daily living activities including, personal care, meal preparation, medication reminders, disease management, safety supervision and transportation to physician visits or pharmacies.  By providing patients with the additional in-home support they require upon discharge, we are anticipating increased compliance with discharge instructions and a well-managed recovery that doesn't involve additional, unplanned hospital visits. Early results indicate the program is having a positive impact on patient outcomes and hospital utilization, particularly in the ED and among Medicare patients who account for 95% of program participants to date.  
e. Expand Navigation Services to Primary Care – To further improve the continuity of care for complex, chronically ill patients, Carroll is exploring expanding its existing network of RN and Social Work Navigators to work with patients through their primary care providers. By providing navigation services in community-based provider offices, the goal is to ensure that patients are engaged in and understand their care plan, that they are receiving appropriate care and as a result are better able to manage their health and much less likely to experience adverse events post-discharge.
f. Social Work and Administrative Support for Access Carroll – – Two new positions have been created to provide additional capacity and leadership for Access Carroll.  Access Carroll has grown significantly and currently sees around 600 patient visits per month with approximately 85 new patients each month.  The breadth of services has expanded to include dental services and expanded behavioral health services.  Additionally, Access Carroll has developed a new program which provides referral to Access Carroll for all uninsured hospital patients.  All patients who are uninsured receive one visit to Access Carroll for primary care follow up, connection to a Health Benefit Exchange Navigator, and care navigation as necessary.  Since Access Carroll is the Medical Home for our complex population, we anticipate growth to approximately 800 medical and dental visits each month.  
1. Practice Clinical Manager to enhance administrative leadership for the daily activities at Access Carroll.  This position will be funded by Carroll Hospital and will provide the necessary human resources, care coordination oversight, planning and community relations assistance to the current executive director.  This position will primarily function as a manager for the clinical practice. 
2. Licensed Clinical Social Worker to work collaboratively within the clinical team and in partnership with the RN Care Coordinator/Navigator through which extremely high risk patients are identified with multi-faceted somatic, behavioral health, and socio-economic barriers to having good and stable health.  

	Target Population:  While the services outlined in this section will be of use to most patients interacting with the hospital, our implementation will specifically target high-utilizer populations.  Among those are the following:
· Patients admitted to Carroll Hospital 3 or more times in a year
· Patients who, after Carroll discharge are readmitted to any hospital more than 3 times annually
· Patients who returned to Carroll ED more than 3 or more times a month


	Metrics: 
· Rates of readmissions, return ED and Observation Visits for patients discharged with >10 medications
· Rates of readmissions, Return ED visits and Observation Visits by patients in the Home Support Program 
· Number of consults conducted by Medication Management Pharmacists
· Rates of acceptance of Home Support Services
· Health services utilization rates for Access Carroll patients
· Number of patients seen by Capital Coordinated Medicine and those patient’ utilization of hospital resources 
· Number of patients seen in the hospital-based and home-based Disease Management Practice


	Other Participants and describe how other partners are working with you on each specific major strategy:
· Access Carroll – Partner with Carroll Hospital to build cohesive care and communication processes and to monitor outcome metrics for impacted patients.
· Partnership for a Healthier Carroll’s Population Health Governance Group: a multi-agency group tasked with identifying unmet health needs in the community, reducing duplication of services and designing conceptual framework for, and overseeing community-based population health initiatives. 
· Capital Coordinated Medicine is a provider group specializing in home-based care – regardless of home setting.  They will serve as an independent contractor for medical services to patients identified through the Discharge Planning and Care Navigation process.


	Overall Financial Sustainability Plan 

Estimated annual investments to implement this objective include the following:
· Disease Management Practice:         $ 211,000
· Medication Management Service:    $   58,000
· Home Support Program:                     $ 256,000
· Access Carroll:                                       $ 202,000 
                                         Total               $ 727,000

Carroll estimates that a 3% - 5% reduction in PAU (potentially avoidable utilization) volume levels will generate sufficient cost savings in order for these programs to become self-sustainable on a go-forward basis.  Additionally, Access Carroll has a proven track record as a cost-effective, high quality approach to addressing disparities in health care that generate preventable utilization of hospital services.  Access Carroll was a key factor in ED utilization improvements achieved by Carroll Hospital in recent years.  Pending the results of the programs identified above, Carroll Hospital will re-evaluate on-going funding sources in future years.  

· Investments in Telehealth/Telemedicine are currently in the evaluation and analysis phase




3. Long-Term Care Collaboration
	Objective:  To provide more proactive medical care to SNF/LTC facility patients due to those patients’ increasingly complex care needs.  

a. LTC Collaboration-   Currently, when patients are discharged to a long term care facility, our navigators work with the facility to ensure the transition goes smoothly and that the patient will have what he/she requires to improve, or at a minimum maintain, his/her health status. Carroll’s navigators are also participating in care planning rounds at several LTC facilities. LifeBridge Health is creating a preferred provider network among long term care facilities in their referral area.  A preferred provider network allows the hospital to align care and business goals with the LTC facilities and to set goals and threshold expectations for the organizations.  To achieve preferred status, the LTC facility must meet the quality and service requirements set by the hospital.  The preferred facilities would then be listed as preferred facilities in the resource guide that is given to patients.  Patient choice is not compromised, and patients are made aware of the relative effectiveness of the facilities, enabling a more intelligent choice to be made.  This is an important step when assuring quality follow up care for patients in our community. 
b. Post-Acute Physician Partners (PAPP) –Monitoring LTC patients post-discharge and helping to coordinate changes in their health plan often proves challenging because many post-acute care facilities have limited provider coverage.  To help fill the gap in timely, clinical intervention, Carroll has begun to work with Post-Acute Physician Partners.  PAPP focuses on providing high quality and efficient health care for patients who have left an acute-care hospital to continue their recovery at other facilities.  PAPP follows the Post-Acute Care Hospitalist model or “PACH,” where medical professionals spend their full time providing services in post- acute locations. It is much like the concept of a hospitalist - employing the same specialization and care in the post-acute environment, home or at another facility, such as a rehabilitation center or nursing home. PAPP will work with physicians (primary and specialty), physician extenders (such as physicians’ assistants and nurse practitioners), hospitals, skilled nursing facilities, home health agencies and long-term, assisted and independent care organizations to manage and provide high quality and efficient medical care for post-acute patients.  Carroll has connected PAPP to its 3 top-readmission LTC facilities and is working to help integrate these services, which together account for 35% of its SNF/ALF-based readmissions.


	Target Population:  SNF/LTC patients, primarily Medicare, with complex health issues who are at high risk of ongoing medical complications and hospital readmission.  


	Metrics: 
· All Hospital Risk Adjusted Readmissions Rate for SNF/LTC and Homecare patients
· Number and percentage of ED and Observation return visits within 30 Days for SNF and Homecare
Patients
· Volume of patients seen by PAPP 

	Other Participants:
· Post-Acute Provider Partners (PAPP) – In partnership with LifeBridge Health, PAPP will continually monitor the care and outcomes of its patients and measure results to identify any potential weaknesses in the transitions of care, and to ensure the best possible outcomes for patients.
· Market Area Post-Acute Facilities – Will assist in developing criteria for care quality and effectiveness, provide data to support their performance and maintain an ongoing dialogue around performance improvement.


	Overall Financial Sustainability Plan 

There are no incremental expenses being incurred at this time to facilitate these program enhancements for our LTC patient population.  




4. Behavioral Health Improvement and Integration
	Objective:  Acknowledging the shortage of behavioral health providers in our community and its increasing rate of behavioral health/addiction service requirements, Carroll seeks to expand and coordinate ambulatory behavioral health services within the service area.  This strategy seeks to improve early identification of behavioral health issues and provide access to therapy and treatment for those high utilizers with chronic conditions, resulting in continued reduction in behavioral health ED and Inpatient utilization. Improved compliance with treatment plans

Alternatives being explored to address this strategy include: 

a. Behavioral Health Social Work for ACO – Evaluate the expansion of the number of behavioral care staff in order to provide more direct behavioral care in the primary care setting. This service will facilitate the implementation of depression screening tools are fully embedded in all Carroll ACO primary care practices to identify patients in need of behavioral care resources and establish pathways to ensure that patients receive the care they need, including intensive care external to LifeBridge Health if necessary.  
b. Create Community Ambulatory Psychiatry Clinic - we plan to hire a Psychiatrist and support functions to provide for the behavioral health needs of children, adolescents and adults in our community, adding to the continuum of care from the acute setting.  Current access to community psychiatry is limited and we plan to expand services to better meet the behavioral health needs in the community and continue to reduce preventable emergency department and inpatient utilization. 
c. Telemedicine for Psychiatry in the Emergency Setting- Carroll Hospital is working with LifeBridge Health to address behavioral health needs and surge capacity in the emergency rooms, and address the declining availability of behavioral health practitioners throughout the state.  Carroll Hospital is currently working with LifeBridge Health on a pilot to use some existing technology to provide psychiatric consults to emergency departments throughout the LifeBridge system. Telehealth would be provided from within the LifeBridge system allowing us to leverage our expertise throughout the system (geriatric, child and adolescent).  Provider and patient could connect into an e-waiting room waiting to engage with the patient to discuss treatment options. 
d. Navigation for Behavioral Health – Explore the expansion of our existing network of RN and Social work Navigators to reach out to patients in need of additional assistance with achieving their behavioral health treatment plan.  The Navigators will assist with treatment options and appropriate use of the ED to ensure the patient is connected with community services to assist in managing their condition(s) in the ambulatory environment. The complex care social worker manages needs to ensure the patients receive the best continued care necessary to improve health. The Navigators are focused on proactively engaging patients with their care plan and providing connections to ambulatory and social support services, with the focus of improving patient compliance and subsequently eliminating potentially preventable utilization of hospital resources. The navigation team stresses the importance of patient involvement and accountability in managing their own aftercare including medication compliance and follow-up visits.


	Target Population:  High-utilizer Behavioral Health patients and patients identified as being at risk based on our behavioral health screening tool. 


	Metrics:
· Reduction in Behavioral Health ED return visits and all-hospital readmission rates. 
· Number of patients identified as being at risk for behavioral health issues based on our screening tool
· Number of patients flagged by screening who receive behavioral health services within Carroll ACO


	Other Participants:
· LifeBridge Health – Partner with Carroll Hospital to provide Telehealth services in Behavioral Health
· Access Carroll – Provide Behavioral Health services to the complex patients in our community
· Carroll County Health Department – Partner with Access Carroll to provide Behavioral Health services

	Overall Financial Sustainability Plan 


Estimated annual investments to address this objective include the following:
· Ambulatory Behavioral Health Clinic:  $270,000

Carroll estimates that a 1% - 2% reduction in PAU (potentially avoidable utilization) volume levels will generate sufficient cost savings in order for this program to become self-sustainable on a go-forward basis. Carroll Hospital will re-evaluate on-going funding sources in future years.  

In addition, the following behavioral health initiatives are currently being evaluated:

· Behavioral Health Social Work
· Telemedicine equipment
· Behavioral Health Navigators




5. Faith-Based Community Network
	Strategy:  Creation of care networks will be an important strategy to improve coordinated care providing broader access to follow-up care.  Initiatives planned to address quality and access goals include:

a. Faith-Based Community Network – Developed in Partnership with LifeBridge Health and numerous faith communities, the Faith Community Health Network is designed to promote health, maximize enrollment in health care coverage and support Maryland’s health care system transformation under the waiver.  Through our efforts, we aim to serve hundreds of residents in the LifeBridge Health communities through their congregations and health care providers.  Timely evaluation of our efforts will contribute to the professional knowledge base regarding potential impact of faith/health partnerships on promoting access to timely, primary care. This model is characterized by deep faith leader engagement and covenant agreements between individual congregations and hospitals that commit to working with appointed congregation-based liaisons to support congregant network members and their caregiver(s) before, during and after a hospital stay.   


	Target Population:  
· Underserved populations in the Market area
· High Risk patients discharged from IP or OBS care


	Metrics:
· Number of residents seen by Faith-Based Community Network
· Additional metrics to be determined as the initiative evolves.


	Other Participants:
· Market Area a Faith Congregations – will join hospitals in setting performance criteria and supplying congregants to assist with care coordination in the community.
· Health Care For All – will provide initial funding for outreach efforts to local congregations in keeping with its mission to help educate Marylanders about feasible and effective ways to expand access to high quality, affordable healthcare for all residents of our state.


	Overall Financial Sustainability Plan 

There are no immediate incremental expenses being incurred to start this program.  Grant funding for outreach efforts to these congregations is expected from a group of donors via Health Care For All.  Additional resource requirements will be evaluated as the program participation expands.
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