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Strategic Transformation Plan 
I. Executive Summary/Definition of Goals
The goal of MedStar Montgomery Medical Center’s Strategic Transformation Plan is to develop interventions that support the transformation of healthcare with a focus on quality and efficiency, clinical integration and appropriate utilization. This plan builds off of initiatives that are in place and documented in the GBR Infrastructure Report, and focuses on populations identified and assessed through our community needs assessment. By continuously improving our processes, we’re setting the framework for strategies that allows the organization opportunities for future success in an ever-changing healthcare environment and moves us towards population health.

Our focus is to improve the health of our community, and when care is necessary provide appropriate care in an appropriate setting, therefore improving quality, reducing cost and improving patient experience. Through much careful consideration of resources and services offered, costs of current operations and our structure for maximum efficiency and effectiveness of the care delivery process, the following three strategies have been identified as those which will be pursued by MedStar Montgomery Medical Center. 


1. Reduce readmissions - early identification of risk for readmission, expanded transitional care coordination and complex case management.

2. Behavioral Health Experience – focus on education and awareness, community case management and community partner collaboration for access to services. 

3. Reduce Avoidable Utilization - with an emphasis on early intervention and coordination, test utilization, and enhanced early complex case management. 

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.  

II. List the overall major strategies that will be pursued by your hospital individually or in collaboration with partners. 

Reduce Readmissions
Through early detection of patients that are at high risk for readmission we seek to integrate complex case management and expanded transitional care coordination. While not limited to cardiovascular disease, our efforts have been focused on awareness, education and prevention of heart disease in our community as highlighted in our 2015 community benefit report, and as indicated in our community needs assessment.
A key element of the Nexus Montgomery grant application, a coordinated grant effort of all 6 Montgomery County Hospitals, these efforts are focused on the population of patients that are identified early in their inpatient stay as high risk for readmission. With improved transitional care through the focused efforts listed below patients will receive early interventions that will improve care coordination and lead to better outcomes.
Early detection of high risk for readmission – Implementation of an assessment social worker to use evidence based risk assessment to identify risks, both social and economical, to recommend interventions for all patients based on their needs.

Complex Care Management – Implement process for complex care management of patients with high utilization patterns to coordinate education, community resources, referrals, etc. to reduce Emergency Department, Observation and Inpatients stays. This can be implemented as a result of the early detection tool above to manage the myriad of needs a patient may have.

Transitional Care Coordination – Building off of the role identified in the GBR infrastructure report, the expansion of this program is an example of successful continuous improvement. 
Expand scope of RN Transitional Care Coordination Program to include all patients identified to be at high risk for readmission; home visits for high risk patients; tele-health; assistance with medications and medical equipment; transportation for medical visits; and follow patients for 30-60 days post-discharge. 
VHQC Care Transitions project – participate in an initiative with VHQC (Virginia Health Quality Center) and all Montgomery County Hospitals to improve care transitions to Skilled Nursing Facilities including use of common transition tools, improved communication and warm hand-over process.
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. 

Behavioral Health Care Coordination
Support individuals diagnosed with a chronic behavioral health illness through improved complex care coordination and increased awareness of early warning signs of illness, treatment options and access to services in our community. This includes post-acute care follow up services, assertive case management and community education. 

Community Focus – Increase education and awareness of overall mental health conditions including early detection and support for patients and families. As indicated in our GBR Infrastructure report, one example of education and awareness is the implemented patient education program. Available to every patient using our in-house television system, this program tailors education information specific to each patients need and diagnosis.

Access – through a collaborative taskforce, develop action plans for more access for behavioral health inpatient placement.

Complex Care Management – Implement process for complex care management of patients with high utilization patterns to coordinate behavioral health education, community resources tailored to mental health, referrals, etc. to reduce Emergency Department, Observation and Inpatients stays.

Early detection of high risk for readmission – Implementation of an assessment social worker to use evidence based risk assessment to identify risk and recommend interventions for all mental health patients.

Transitional Care Coordination – Building off of the role identified in the GBR infrastructure report, the expansion of this program to include behavioral health focused activities is an example of successful continuous improvement. 
Expand scope of RN Transitional Care Coordination Program to include all patients identified to be at high risk for readmission; home visits for high risk patients; tele-health; assistance with medications and medical equipment; transportation for medical visits; and follow patients for 30-60 days post-discharge.

Reduce Avoidable Utilization 
Through early intervention, care coordination and complex case management decrease inappropriate admissions and unnecessary testing.

Emergency Department Case Management and Navigation Program–Building off of the Emergency Department – Primary Care Connection efforts (EDPC Connect) which connects emergency department patients with a navigator to schedule follow up appointments at the Proyecto Salud primary care clinic on campus – this extension of the emergency department care coordination will include expanded hours for case management to include weekend coverage. 
Health Partners initiative – participate in community-wide partnership to improve care transitions for patients in subsidized housing within Montgomery County
Complex Care Management – Implement process for complex care management of patients with high utilization patterns to coordinate education, community resources, referrals, etc. to reduce Emergency Department, Observation and Inpatients stays.

Appropriate Test Utilization – Using a patient centered, evidence-based collaborative approach evaluate imaging, laboratory and pharmaceuticals usage.

Community Focus – Increase education and awareness of cardiovascular disease, diabetes, and obesity. Focused attention on awareness, education and screening within Aspen Hill population as identified in our community needs assessment. As part of the transitional care coordination health coaching will include access to community education and ongoing screening opportunities.

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.

III. Describe the specific target population for each major strategy: 
Aspen Hill/Bel Pre (zip 20906) is the focus area for the community benefit report. This area was identified due to prevalence of health disparities and chronic conditions. Aspen Hill/Bel Pre will be included for each of the MedStar Montgomery Strategic Transformation Plan goals but not be limited to only the 20906 zipcode.
Readmissions
Patients with diagnosis of: COPD, AMI, CABG, Heart Failure, Diabetes &, Pneumonia. Community members with high utilization due to chronic diseases and/or co morbidities, uninsured or underinsured, or have limited English proficiency. 
Behavioral Health Care Coordination
Target populations for this strategy include consumers with a past behavioral health inpatient stay, community members with a history or family history of mental illness.

Reduce Avoidable Utilization 
Superutilizers – identifying patients who have frequent admissions and begin to develop health outcomes and determinants for a particular group of individuals within our community.  
Community members with chronic diseases and/or co morbidities, uninsured or underinsured, or with limited English proficiency.
IV. Describe the specific metrics that will be used to measure progress including patient satisfaction, quality, outcomes, process and cost metrics for 
Readmissions

Progress will be measured by number of interventions, appropriate patient placement, number of interventions identified by expanded screening tools versus prior tool, reduction in readmissions, and physician appointments scheduled.

	Patient Experience
	HCAHPS

	Quality
	Decrease in adverse outcomes

	Outcomes
	Readmission reduction

	Process
	Potential patients for readmission

	Cost Metrics
	Cost of Care




Behavioral Health Care Coordination

The strategy will be measured on patient satisfaction scores, readmission rates, and the number of participants served through community education activities.  

	Patient Experience
	Survey Results

	Quality
	Readmission reduction

	Outcomes
	Increased placement in post acute programs

	Process
	Community education feedback

	Cost Metrics
	Cost of Care




Reduce Avoidable Utilization 
Progress will be measured by number of interventions, appropriate patient placement, physician appointments scheduled.


	Patient Experience
	HCAHPS

	Quality
	Readmission reduction

	Outcomes
	Increase in complex case management coordination opportunities

	Process
	Reduction in utilization

	Cost Metrics
	Cost of Care




V. List other participants and describe how other partners are working with you on each specific major strategy: 
Readmissions
a) Community Clinics, Skilled Nursing & Rehab Facilities, Adult Protective Services to coordinate appropriate placement and scheduling of necessary medical appointments
b) Home Care Providers, Skilled Nursing & Rehab. Facilities, Physician offices and Community Clinics to coordinate post-discharge care needs
c) Health Partners  Initiative including Primary Care Coalition and all hospitals in Montgomery county to coordinate smooth transitions from Hospitals to Home
d) VHQC QIO and Montgomery County Hospitals and Skilled Nursing Facilities to coordinate smooth transitions
e) Community providers including physicians, outpatient services, home care, etc.
f) Friends Nursing Home – Partnership for follow up monitoring by hospitalist staff
g) MedStar Health System Network – shared best practices and leading initiatives across the network

Behavioral Health Care Coordination
a) Develop and implement a standardized MedStar Readmission Risk Assessment process for behavioral health services by collaboration within the MedStar Behavioral Health Collaborative.
b) Expand the Emergency Department Diversion project to reduce readmissions by increasing the number of patients identified in the partnership with the Montgomery County DHHS Core Service Agency, the Montgomery County Assertive Community Treatment team (People Encouraging People) and the six Montgomery County acute care hospitals.
c) Expand the number of uninsured patients accessing services through collaboration with the Montgomery County DHHS Access to Behavioral Health Program, Primary Care Coalition Montgomery Cares Behavioral Health Program and Projecto Salud. 
d) Consult with the three hospitals in the Maryland Behavioral Health Consortium who have implemented a case management program that provides direct service to discharged patients in the community to insure compliance with follow-up care.
e) Partner with the Montgomery County Youth Workers Network and the Jeremy’s Run organization to provide community education for families and professionals.

Reduce Avoidable Utilization 
	a) Community Clinics, Skilled Nursing & Rehab Facilities, Adult Protective Services to coordinate appropriate placement and scheduling of necessary medical appointments
b) Home Care Providers, Skilled Nursing & Rehab. Facilities, Physician offices and Community Clinics to coordinate post-discharge care needs
c) Health Partners  Initiative including Primary Care Coalition and all hospitals in Montgomery county to coordinate smooth transitions from Hospitals to Home
d) VHQC QIO and Montgomery County Hospitals and Skilled Nursing Facilities to coordinate smooth transitions
e) Community providers including physicians, outpatient services, home care, etc.



VI. 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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