	 MedStar Harbor Hospital
Strategic Transformation Plan 

Executive Summary

MedStar Harbor Hospital (MHH) is in the process of becoming a more population health-focused hospital provider. To this end, the hospital has created a Strategic Hospital Transformation Plan to guide its decisions regarding creating programs, allocating resources, and developing community partnerships with the goal of improving the health of its community and reducing the community’s health care expenditures. MHH’s Global Budget Revenue defined service area consists of ten zip codes encompassing sections of southern Baltimore City, southwestern Baltimore County, and northern Anne Arundel County. In the development of its Strategic Hospital Transformation Plan, the hospital has evaluated a wide variety of data sets: state and local data on community social and economic indicators of health risk, rates of insurance coverage, underserved designations, outpatient care access, community surveys, and others. The hospital also evaluated various sets of MHH specific data including  Emergency and Inpatient utilization data, inpatient length of stay statistics, thirty day readmission rates, cost per episode of care, ambulatory practice volume, etc. These data indicate that the communities of Brooklyn and Cherry Hill (21225/21230) provide a significant opportunity for focused efforts on improving community health and reducing health care costs. The initial focus of MHH’s Population Health initiatives will be on these two communities, which together account for almost 45% of the hospital’s inpatient admissions and a slightly higher percentage of its Emergency Department visits.  

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?

The overall goal of Medstar Harbor Hospital’s (MHH) Population Health program is to improve the health of the communities it serves while reducing the cost of care for these communities. To direct the focus of its program, MHH reviewed the findings of the 2015 MHH Community Health Needs Assessment, including the section on social determinants of health such as housing, employment, and childcare.  It also evaluated other data, including MHH Emergency and Inpatient utilization data, length of stay statistics, readmission rates, cost per inpatient stay, community access to outpatient care and other metrics. An assessment of this data indicated that the initial focus of the hospital’s Population Health program should be on the communities of Brooklyn and Cherry Hill (21225/ 21230).  In support of the overarching health improvement/cost reduction goal, and in accordance with Maryland’s goal to improve care delivery and population health, MHH is focusing on these two communities with the following four interventions: 
 
1) Improve Ambulatory Access/Primary Care Support
Improve the health of the community and reduce acute care utilization through the expansion of access to primary and preventive care.

2) Improve Long-Term and Post-Acute Transitions of Care 
Efficiently move patients through care processes in the acute setting and coordinate timely post-acute transitions to appropriate levels of care.

3) Integrate and Coordinate Physical and Behavioral Health Services
Develop a comprehensive inpatient, outpatient and partial hospitalization behavioral health program.

4) Improve Focus on High Risk Populations and Chronic Disease Care 
Reduce high-cost utilization through effective wellness management for high risk populations and management of patients with chronic medical conditions.


	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):

1) Improve Ambulatory Access/Primary Care Support

a) Expand primary care access in identified communities
MHH has been transforming and consolidating its ambulatory physician enterprise since the beginning of FY16. This consolidation has as its goal increasing the number of physicians and other clinical staff providing primary care services to patients in Brooklyn and Cherry Hill (as well as other parts of the hospital’s GBR service area.)  Office sites outside of these areas, including primary care sites in Edgemere and Glen Burnie and an OBGYN site in Catonsville have been closed, and these providers have been re-deployed to Brooklyn and Cherry Hill. As a result, MHH has been able to improve primary care/OBGYN access by expanding the office hours of MHH sites serving these communities. This is a cost neutral initiative. 
i. Develop solutions to facilitate inclusion of social determinants of health data into the Primary Care screening/intake, care delivery and case management models.

b) Create a post-discharge bridge clinic 
The consolidation of primary care practices has also freed up sufficient provider time to enable the hospital to create a post-discharge bridge clinic. This clinic will provide post-discharge follow-up appointments within 48 hours of the patient’s discharge from the acute setting, and will support patient understanding of discharge instructions, compliance with post-discharge medications, etc. Plans to further expand access to primary care for these communities are under development. 

c) Develop/Partner with Community-Based Health and Wellness Programs
i. The Cherry Hill Healthy Schools Healthy Families Program - MHH, in partnership with Bank of America, is providing a registered nurse to focus on the health and wellness of students and families of four area schools. 
ii. B’more for Healthy Babies – MHH will continue its ongoing role in support of B’more for Healthy Babies to provide the best possible newborn outcomes.  

d) Launch a Mobile Health Clinic
Launch a mobile “physician office” providing low or no cost primary and preventive care as well as other services. Mobile unit will focus on bringing these services to the Brooklyn and Cherry Hill communities. This is targeted for FY17.


2) Improve Long-Term and Post-Acute Transitions of Care 

a) Expand patient navigator services
Deploy navigators to coordinate post-acute care transitions for high risk patients with chronic medical co-morbidities and socio-demographic risk factors for potentially avoidable conditions. 

b) Expand focus of case management and social work services
Institute case management/social work participation in daily transition of care/ multidisciplinary rounds with the inpatient medical teams and incorporate post-acute care navigation both in the Emergency Department and the inpatient units into their roles. This initiative is cost neutral as it involves the re-focusing of current FTEs.

c) Institute physician-led daily Congestive Heart Failure rounds
i. Institute Congestive Heart Failure rounds include a cardiologist and a pharmacist, and are enhanced by a bedside medication delivery program. These rounds will improve care and reduce high-cost utilization.
ii. Institute Cardiology rounding on Observation chest pain patients to facilitate timely diagnostic testing, final diagnosis and discharges. 


d) Expand palliative care services
MHH has created an outpatient palliative care clinic that is staffed by a trained Palliative Care physician, Nurse Practitioner, Social Workers and a Palliative Care pharmacist. This clinic will improve the efficiencies of MHH’s transitions of care and reduce hospital LOS. 

e) Initiate Emergency Department-Based Psychiatric Screening
Partnering with the Baltimore City Health Department, initiate “Screening, Brief Intervention, Referral to Treatment (SBIRT)” emergency department-based substance abuse disorder intervention program to facilitate efficient transitions to appropriate, lower cost environments of care. Costs in FY16 are largely covered by a state of Maryland grant.


3) Integrate and coordinate physical and behavioral health services 

a) Create a comprehensive inpatient and outpatient psychiatric service. MHH does not currently provide inpatient or outpatient psychiatric services. National use rates, state and local health data, zip code level inpatient utilization data, community surveys and neighborhood level data all indicate that psychiatric services are a significant need in the community. This element of MHH’s Population Health Program intersects with the 2015 MHH Community Health Needs Assessment goal of reducing and managing Chronic Disease, which in the case of Behavioral Health also touches on issues on homelessness.

MHH is developing a plan to provide a comprehensive, full-spectrum offering of Mental Health and Substance Use Disorder services (general inpatient, inpatient med/psych, partial hospitalization, general outpatient) in its community beginning in FY17. The plan will also identify areas where MHH can partner with outside agencies and areas related to health status, behaviors and outcomes in which the hospital can support ongoing local efforts.

A final projection of the cost of this program is currently being developed.

4) Expand Focus on High Risk Populations and Chronic Disease Care Management
a) Partner with 3rd party payers to develop a Primary Care Medical Home
b) Target chronic diseases identified in MHH’s Community Health Assessment
i. Diabetes: Partner with community-based primary care provider Family Health Centers of Baltimore to provide post-discharge primary care visits, coordination of specialty care, and development of a diabetes management program including tele-medicine, for the center’s patients. 
ii. Heart Disease and Stroke – Develop Heart Failure rounds at Genesis Hammonds Lane, Community-based preventive care, including blood pressure screening, flu-shots, etc.  in partnership with Brooklyn Community United Methodist Church and other community organizations
iii. Cancer – Publicize Breast, Colo-Rectal, and Lung screenings offered at MHH. Raise community awareness about MHH’s Cancer Resources Center. Develop evidence-based anti-smoking program.
c) Recruit patient a navigator(s) and a nurse educator(s) 
d) Expand care management interventions for high-risk populations
i. Identifi
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.
ii. Participation in Interventions for the Baltimore City Regional Partnership for Transformation
Partner with Johns Hopkins Hospital and other community hospital providers in the development of population health interventions through the Regional Partnerships for Health System Transformation program of the Maryland Department of Health and Mental Hygiene and Health Services Cost Review Commission.  Harbor’s initial participation  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.








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

1) Improve Ambulatory Access/Primary Care Support
Primarily Uninsured, Medicaid and Medicare patients in Brooklyn/Cherry Hill
2) Improve Long-Term and Post-Acute Transitions of Care 
Primarily Uninsured, Medicaid/Medicare or dual eligible patients in Brooklyn/Cherry Hill
3) Integrate and coordinate physical and behavioral health services
All patients in MHH’s GBR Service Area
4) Improve Chronic Disease Management 
Primarily Medicaid and Medicare patients in Brooklyn/Cherry Hill




	4. 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) Improve Ambulatory Access/Primary Care Support
Visits per provider by zip code by insurance type
Hospital admissions by patient 
2) Improve Long-Term and Post-Acute Transitions of Care 
Acute LOS, Denied Acute Days, 30 Day Readmissions and 30 day ED/Observation visits, Visiting Nurses Association visits, Variable savings to expense, Navigated appointment compliance rate, by zip code by insurance type
3) Integrate and coordinate physical and behavioral health services
Behavioral health services established
4) Improve Chronic Disease Management 
30 Day readmits for Congestive Heart Failure, COPD and Renal Dialysis/complications of renal disease, by zip code and by insurance type


	5. List other participants and describe how other partners are working with you on each specific major strategy:
1) Improve Ambulatory Access/Primary Care Support
a) CareFirst - Patient Centered Medical Home
2) Improve Long-Term and Post-Acute Transitions of Care 
a) Visiting Nurses Association – Home Care
b) Genesis Hammonds Lane Nursing Home – Post-acute care provider
c) Family Health Centers of Baltimore (FQHC) – Post-discharge primary care visits
3) Integrate and coordinate physical and behavioral health services
a) Behavioral Health Systems of Baltimore - “Screening, Brief Intervention, Referral to Treatment (SBIRT)” emergency department-based substance abuse disorder intervention program 
b) PDG Rehabilitation Services, Inc. - To assist in navigating and facilitating community-based case management, vocational services referrals, and psychiatric rehabilitation.  
c) Family Health Centers of Baltimore (FQHC) - To coordinate outpatient behavioral health services.
4) Improve Chronic Disease Management 
a) Family Health Centers of Baltimore (FQHC) – Post-discharge primary care visits, coordination of specialty care, and development of diabetes management program 
b) Johns Hopkins Hospital et al through the Regional Partnerships for Health System Transformation program 


	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.
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