STRATEGIC HOSPITAL TRANSFORMATION PLAN
Edward W. McCready Hospital at McCready Health
Plan submitted December 7, 2015

The Edward W. McCready Hospital was established from a generous gift of the McCready family and has been providing health care to the residents of Crisfield and surrounding Somerset County since 1923.  This small rural hospital, situated on the Lower Eastern Shore in one of the poorest counties of the state of Maryland, has adapted to and endured the many changes in healthcare over the decades.   As it moves into 2016, it will transform itself once again to a focus on population health to reduce utilization and improve chronic care.   The hospital is part of the McCready Health system that also includes the Alice B. Tawes Nursing and Rehabilitation Center, Chesapeake Cove Assisted Living, McCready Outpatient Center and McCready Health Immediate Care.  It is uniquely situated on a cove and accessible by land, air or water.   

McCready is the only hospital in Somerset county and serves as the primary leader in providing health care to one of the unhealthiest regions in the state.   The 2014 County Health Rankings ranks Somerset County 20th in the state for health outcomes and 23rd in reference to social and economic factors.   The Somerset County 2014 Needs Assessment conducted by George Washington University found that transportation and employment challenges were the biggest barriers to health care.  It also found the ‘amount of time in good mental health decreased markedly from 83.4% to 21.6%’.   This same survey found that almost 23% were overweight and 34.6% obese.   Only 42% reported receiving a flu shot in the previous 12 months.  In a 12-month span from May 2014 to May 2015, there were 133 Emergency Department admissions with a substance abuse diagnosis.  Outpatient services to treat substance abuse are very limited.  In fact, one in five county residents report they are not getting the social and emotional support they need.  Of those in the county referred for behavioral health service, 71% are on Medicaid.  

McCready is one of ten acute care hospitals participating in the Total Patient Revenue (TPR) System.  This has provided guidance, since 2008, to help reduce length of stay, ancillary testing, unnecessary admissions and readmissions and to help maximize resources, and to improve efficiency in providing services.   In July 2015, the McCready Foundation launched an agency rebrand.  The new mission guiding McCready into the future is “to provide high quality, compassionate health care through an efficient and diversified service network, while maintaining and improving the health of the people and communities we serve over their lifetime.”   In the coming year, McCready will focus its efforts in the four areas to reduce utilization and improve chronic care:
1.  Access to healthcare
2.  Chronic Care Case Management
3.  Outpatient Behavioral Health
4.  Wound Care

In a rural area such as this, partnerships with area healthcare service providers are crucial to providing quality healthcare to the 26,000 residents that call Somerset County home.  While we have developed relationships with the Somerset County Health Department, Peninsula Regional Medical Center (PRMC), Atlantic General Hospital (AGH), Three Lower Counties (a federally qualified health care center), regional skilled nursing centers and others, we will collectively strengthen and expand those collaborations to improve care and produce better health outcomes.  We seek to eliminate the barrier of access to healthcare by expanding our reach to all areas of the county including Smith Island and the upper county.  The new Immediate Care Center in Princess Anne opened on Nov. 2, 2015 and has already exceeded expectations. Now those living in the upper county do not have to travel to receive quality care and diagnostic testing. Those living on Smith Island (population 276) are targeted for healthcare services as well.  Smith Island is 45 minutes by boat to the mainland and currently has no health care provider on the Island.  Utilizing our existing resources and in partnership with PRMC, we plan to offer regular access to them eliminating the barrier of travel and time. 	 

Those persons currently receiving services and those arriving at McCready for new service will be part of an enhanced Chronic Case Management Program.  A comprehensive team and patient centered care plan will be created for those with at least 2 or more chronic health conditions.  Links to local resources such as the county health department’s National Diabetes Prevention Program (NDPP) and others will be shared.  Clinical staff will provide a minimum of 20 minutes per patient and provide care management services such as:  assessment of the patient’s medical, functional, and psychosocial needs. It also includes medication reconciliation, including patient’s compliance, and can be the managing of care between health care settings (hospital, skilled nursing facility, outpatient offices).  All these are critical elements that will aid in better health and wellbeing of individuals with chronic conditions.

McCready will develop and implement a new Behavioral Health Outpatient Program in partnership with Adventist Behavioral Health Care System and local agencies.  It will focus on substance abuse treatment and other behavioral health issues. We currently have a Saboxone program with a patient load of more than 40 persons.  Counseling is provided during the initial screening process and local resources for further, more extensive counseling services.   With grant funding from the Maryland Hospital Association, a section of the hospital will be renovated to house the Outpatient program and provide medicinal treatment and behavioral counseling services daily including tele-psychiatry to reduce emergency department visits.  The local health department will be a key partner in program development and referrals as will area Emergency Departments and schools.  A January 2017 target date is set to open this service.   McCready Health is also in the process of obtaining a Certificate of Need to renovate additional existing space into an Inpatient Behavioral Health Program.  Currently, no such facility is in Somerset County and those needing treatment incur delays to improved healthcare and treatment or have to leave the area. 

McCready is unique in that it has a 76 bed skilled nursing facility on its campus.  In the coming year, we plan to expand the Wound Care Program to other regional skilled nursing facilities as well as those referred by their provider and not residing in such facilities.  The plan is to assess all at-risk patients/residents at the time of admission to health care facilities, at regular intervals thereafter and with a change in condition.  Nutritional deficiencies will be identified and any factors compromising protein/calorie intake consistent with overall goals of care will be corrected.   A pressure ulcer prevention policy be expanded to guide the health care providers, patients, family, and caregivers.  

Funding and sustainability for these projects will come from a variety of sources.  McCready is highly skilled in maximizing its limited resources and will continue to evaluate and shift resources to the areas most needed.  Funding will also come from entities such as the Maryland Hospital Association, Maryland Community Health Resources Commission and others.  We will bill insurance providers for services as appropriate and offer self-pay options. Our plan is on the subsequent pages.  

CONTACTS:  
1.  Joy A. Strand, Chief Executive Officer.  jstrand@mccreadyhealth.org
2.  Camesha Giddins, Chief Financial Officer cgiddins@mccreadyhealth.org

McCready Health, 201 Hall Highway, Crisfield, MD   21817
410-968-1200   


	Hospital Strategic Transformation Plan 2016
For McCready Health


	1. Describe your overall goals:

The overall goal of McCready Health is to improve the health care delivery to our community and to strengthen partnerships that will improve health outcomes.  In July 2015, the Board of Directors launched an agency rebrand.  The new mission guiding the future is “to provide high quality, compassionate health care through an efficient and diversified service network, while maintaining and improving the health of the people and communities we serve over their lifetime.”  To do this we will launch and enhance four major strategies as noted below.   


	1. 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):

1.  Eliminate the barrier of access to healthcare by expanding our reach to all areas of the county including Smith Island and the upper county, both individually and in partnership.  The Somerset County 2014 Community Health Assessment found that transportation and employment challenges were the biggest barriers to health care.  We will provide health risk assessments, flu vaccines and other immunizations, primary care, telemedicine, and case management to those that are unable to easily obtain healthcare.  This has begun with the opening of our new Immediate Care Center in the upper county on Nov. 2, 2015.  Our services will expand in early 2016 to other areas and populations in partnership with Peninsula Regional Medical Center Care via mobile units and other community ventures.  

2.  Provide Chronic Care Case Management that includes a comprehensive team and patient centered care plan to our Outpatient Center patients, those discharged from our hospital and those identified in our outreach in Strategy #1 with at least 2 or more chronic health conditions. Clinical staff will provide a minimum of 20 minutes per patient and provide care management services such as:  assessment of the patient’s medical, functional, and psychosocial needs. It also includes medication reconciliation, including patient’s compliance, and can be the managing of care between health care settings (hospital, skilled nursing facility, outpatient offices).  We will continue to link our patients with local resources such as the county health department’s National Diabetes Prevention Program (NDPP) and others.  This will expand in early 2016.  

3.  Develop and implement a new Behavioral Health Outpatient Program in partnership with Adventist Behavioral Health Care System and local agencies.  We will focus on substance abuse treatment and other behavioral health issues.  The 2014 Community Needs Assessment found that those surveyed reported a decrease in the amount of time in good mental health from 83.4% to 21.6%.  We currently have a Saboxone program with a patient load of more than 40 persons and counseling at time of initial screening.   With grant funding from the Maryland Hospital Association, a section of the hospital will be renovated to house the Outpatient program and provide medicinal treatment and behavioral counseling services daily including tele-psychiatry to reduce emergency department visits and hospital readmissions.  The local health department will be a key partner in program development and referrals as will area Emergency Departments and schools.  A January 2017 target date is set to open this Outpatient Program.   


[bookmark: _GoBack]4.  Expand our Wound Care Program currently implemented in our skilled nursing facility to other regional skilled nursing facilities as well as those referred by their provider and not residing in such facilities.  The plan is to assess all at-risk patients/residents at the time of admission to health care facilities, at regular intervals thereafter and with a change in condition.  Any nutritional deficiencies compromising protein/calorie intake consistent with overall goals of care will be identified and corrected.   A pressure ulcer prevention policy will be implemented to guide the health care providers, patients, family, and caregivers.  McCready’s chief of surgery will lead this project along with staff at each facility.  This program is currently conducted at our skilled nursing facility – Alice B. Tawes Nursing and Rehabilitation.  Target date for expansion is late spring of 2016.


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

1.  Access to healthcare:  
· All residents of Smith Island (Population 276.  45 minutes by boat to mainland.  Limited resources available. Currently no health care provider or service on Island);   
· College students at UMES (enrollment spring of 2015 was 3900.  Data for this fall was not available);
· Residents in the outlying communities; 
· Crisfield minorities living in low-income housing and lacking transportation. (38% are African-American.  60% of all county children receive free lunch);
· Residents of outlying areas (Deal Island, Chance, Mt. Vernon, etc.) with no nearby access to healthcare and Princess Anne (referred to as ‘upper county’.  Population 5,716.); 
· All uninsured and those on Medicare and Medicaid;  
· Those residents below poverty level (23.4% of the county).

2.  Chronic Care Case Management:
· Current McCready patients in our Outpatient Program with at least 2 or more chronic health conditions;
· All acute care discharges from our hospital that meet the criteria;
· Elderly area residents who live on their own. 15% of the county population is over 65 years old.

** Data for the above 2 categories is from the US Census, Quick Facts

3.  Behavioral Health Outpatient Program :
· Current Saboxone patients treated at our Outpatient Center;
· Patients presenting an addiction diagnosis at time of service in Emergency Department, Outpatient or Immediate Care sites;
· Dual Diagnosis clients (including those with limited or no insurance);
· Adolescents and young adults with behavioral health issues.

4.  Wound Care Program:
· Tawes Nursing and Rehabilitation Center residents;
· Residents of other area nursing and rehab centers in the tri-county area including Hartley Hall, Aurora and Snow Hill Nursing & Rehabilitation Center (277 residents combined);
· Local residents referred by their provider;  
· Tawes Nursing and Rehabilitation staff including our Registered Dietician and providers. 




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

1.  Access to healthcare:  
      Changes to health risk assessments and all follow-up visit vital stats including changes to blood pressure, glucose and A1C, pulmonary function, etc.  Customer satisfaction surveys.  On-line reviews. Reduction in ED visits.  Increase in utilization of our Immediate Care and proposed Behavioral Health Outpatient Center as evidenced by numbers of patients.  Increase in number of persons reporting a healthcare provider and higher quality of health status as evidenced by Community surveys and assessments.   

2.  Chronic Care Case Management:
      HCAHPS scores.  Reduction in inpatient stays.  Reduction in ED visits.  Decrease in number of Readmissions.  Improvement in follow-up visit vital stats including changes to blood pressure, glucose and A1C, pulmonary function, etc.  Total hospital cost per capita and Total hospital admits per capita.

3.  Behavioral Health Outpatient Program:
     Customer Satisfaction surveys. On-line reviews. Reduction in ED visits.  Number of program visits.  Number of new patients.  Number of tele-psychiatry visits.  Attendance to sessions and follow-up visit compliance.  Progress reports and improved patient outcomes.   

4.  Wound Care Program:
      Decrease in number of admissions and readmissions to hospital.  Decrease in ED visits.  Customer Satisfaction surveys.  A reduction in prevalence and severity of dicubitis.  No new wounds development. Improved diet and weight control as evident by laboratory and assessment measures such as protein and calorie numbers.  Improved mobility and activities of daily living (ADL) such as increase in range of motion as evidenced by observation, biometric measures, and self-reports.  


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

1.  Access to healthcare:  
a. McCready Health Immediate Care Center – The new facility in the northern part of the county serves those in outlying areas and UMES opened Nov. 2, 2015.  Patients will be sent to McCready providers as needed for follow-up and ancillary services.
b. PRMC partnering with their Wagner Well Mobile for health risk assessments and limited diagnostics.  They will link persons to McCready providers and services.  We are included in their Strategic Plan as a partner. 
c. Atlantic General Hospital with referrals, etc. 
d. CRISP – Connecting to the portal for improving patient care.    
e. Somerset County Health Department for programming and referral.  
       
2.  Chronic Care Case Management: 
a. Our staff providers and nurses; including Med/Surg staff involved with Discharge Planning and our Outpatient staff.  
b. PRMC Wagner van staff.   We are included in their Strategic Plan as a partner.  
c. CRISP – Connecting to the portal for improving patient care.    
d. Patients and their families
e. Other community partners including the Somerset County Health Department for referrals and programming.  
f. Regional Emergency Departments 

3.  Behavioral Health:
a. Adventist Behavioral Health Care System
b. McCready Outpatient Provider Saboxone clinic.
c. Somerset County Health Department
d. TLC – the local FQHC facility
e. Somerset County Public School System
f. Regional Emergency Departments 

4.  Wound Care:
a. Tawes’ skilled nursing staff
b. McCready Health Chief of Surgery and Wound Care provider
c. Tri-county regional skilled nursing facilities 
d. Patients and their families
e. McCready Health Lymphedema therapist 
f. Local Pharmacies including McCready’s in-house Pharmacy


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

1.  Access to Health Care:  In partnership with PRMC and others, we are seeking state MCHRC funding to continue Population Health Services related to the Wagner Wellmobile.  Our services at the Immediate Care Center are billable or self-pay.  We will also seek grants for expansion to Smith Island.  We will also utilize our existing hospital resources.   

2.  Chronic Care Management:  The Centers for Medicare and Medicaid (CMS) allows for billable care coordination services.  Our current hospital resources.   

3.  Behavioral Health:  Maryland Hospital Association grant funding as well as payment for billable services from insurance providers and self-payers. McCready Health is in the process of obtaining a Certificate of Need to renovate existing space into an Inpatient Behavioral Health Program.  Currently, no such facility is in Somerset County and those needing treatment incur delays to improved healthcare and treatment or have to leave the area.

4.  Wound Care:   A billable service to insurance providers and self-pay patients.  Use of our existing hospital and skilled nursing center resources.   





