Medstar St. Mary’s Hospital Strategic Hospital Transformation Plan – FY’16

Executive Summary
St. Mary’s County is located on a peninsula in Southern Maryland with over 400 miles of shoreline on the Patuxent River, Potomac River and the Chesapeake Bay. MedStar St. Mary’s Hospital, located in Leonardtown, Maryland, is the only acute care hospital in the county. The county is designated by the Bureau of Primary Care as a health professions shortage area for dental and mental health. The southern half of the county is designated as a primary care shortage area. 

With a population of over 110,382 residents (2014 US Census estimate), St. Mary’s County is a federally designated rural area with a diverse population.  Farmers, waterman, high tech scientists, defense contractors/engineers and military members live alongside Amish and Mennonite communities, making the St. Mary’s County population unique. The residents of St. Mary’s County are majority Caucasian (79.3%), followed by African American (14.3%), Hispanic or Latino origin (4.5%), Asian (2.8%), American Indian and Native Alaskan (0.4%) and Native Hawaiian and other Pacific Islander (0.1%).

Building on the positive outcomes of several innovative initiatives (including the HEZ project) currently underway and the data based objectives selected in the 2016-2018 MedStar CHNA, MSMH proposes to continue to improve and expanded population  health  programs that are research and evidence based as well as cost effective.  This ongoing rapid cycle improvement includes listening to the voice of the consumer and taking into consideration the unique qualities of our community;  resulting in appropriate programming  targeting  those segments of our service area in greatest need of  an enhanced coordinated service delivery system  to stabilize and maintain individual chronic and acute medical conditions in the appropriate level of care. 
MSMH has established a 4 goal strategy that includes 1) increased access to primary and specialty care, 2) care coordination teams (RN led) including community health workers with extensive coordination with long term and post-acute care providers and other partners, 3) enhanced behavioral and mental health access through integrated models and partnerships, and 4) enhanced chronic disease education and self management programming.  This strategic plan aligns with the Maryland “collective goal to help support improved care delivery and population health.”

The current strategic population health approach, based on the Project RED model, resulted in a 16.16% reduction in readmissions in FY’14.  MSMH is evaluating each program within our current work plan and is honed in on the 4 goals outlined in this plan to further tailor an improved care delivery and population health program for the citizens served by MSMH. 
Moving forward,  MSMH is involved in Transformation Grant Coalitions with TLC_MD and a smaller coalition involving Calvert Memorial Hospital to continue to explore innovative ways to transform the healthcare system in our region.  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 (see list in Table 1 below) 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.

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.  




Hospital Strategic Transformation Plan
1. Describe your overall goals:
In line with the Maryland “collective goal to help support improved care delivery and population health with a focus on:
1. Chronic disease supports
 2. Long term and post-acute care integration and coordination  
 3. Physical and behavioral health integration and coordination
 4. Primary care supports 
5. Case management and other supports for high needs and complex patients 
6. Episode improvements, including quality and efficiency improvements  
7. Clinical consolidation and modernization to improve quality and efficiency 
8. Integration of community resources relative to social determinants of health and activities of daily living.”
MSMH proposes the following Strategic Hospital Transformation Plan. 

In conjunction with appropriate community partners, MSMH will employ a coordinated plan to improve the health of the MSMH service area by working with Regional and Local coalitions, including the TLC, Inc. coalition and more focused work with our closest hospital and community partners in neighboring Calvert County,   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.

MSMH has established a 4 goal strategy that includes
 a.   increased access to primary and specialty care,
 b.   care coordination teams (RN led) including community health workers with extensive coordination with long term and post-acute care providers and other partners as well as a focus on social determinants of health  barriers in care planning, 
c.   enhanced behavioral and mental health access through integrated models and partnerships, and 
d. enhanced chronic disease education and self management programming.
      
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):         

a. Increase access to primary  and specialty care providers 
· Recruit additional primary care providers for MSMH primary care, Get Connected to Health and the Community Health Center partnership with Greater Baden Medical Services to increase providers in the Southern half of SMC.
· Recruit identified specialists – i.e. behavioral health
b. Provide multi disciplinary care coordination teams to work with identified at risk patients and high utilizers 
· build on improved HEZ Model (readmission rate is lower in the HEZ than the county as a whole)
· Add addition community health workers to care teams
· Add behavioral heath/social worker to teams
· Add other specialists (pharmacy, respiratory therapy etc)
· Increase transportation options
· Increase availability of  self management aids for patients (telehealth opportunities, scales, blood pressure cuffs, glucometers, pill boxes etc)
· Use Identifi[footnoteRef:1] to identify to target high risk patients [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 analytic 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.
] 

· Social determinants of  health barriers  integrated  into care delivery and care coordination
c. Improve access to behavioral health services through innovative integration  with primary care and  community partners
· expand  outpatient psychiatry services in partnership with Axis Health
· increase behavioral health integration model in primary care and community health center
· coordinate priorities with the Behavioral Health team of the Healthy St Mary’s Partnership
· expand  appropriate diversion to outpatient treatment beds
d.  Increase chronic disease  prevention and management programming 
· National Diabetes Prevention Program
· MedStar Diabetes Pathway participation
· Chronic Disease Self Management Programs
· Living Well 
· Cancer Thriving and Surviving
· Walk with Ease
· Alzheimer’s disease and dementia programming
· Hypertension education, screening and follow-up
· Tobacco Cessation
· Vascular Screenings
· Cancer screening and education
· Colo rectal
· Prostate


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

St. Mary’s County has been the fastest growing county in Maryland within the past 10 years with a population increase of 22% since 2000, and 4.3% growth in the last three years. The county also has the highest percentage of veterans in Maryland, one of the lowest median ages although that demographic is quickly changing (since 2010 the percentage of citizens over the age of 65 increased 23%), and an emerging minority  population that is increasingly Hispanic, all of which impact health and delivery of health services. Heart disease, cancer, lower respiratory illnesses, stroke and diabetes are the leading causes of death. Most residents (76.5%) work in the county. The high paying jobs associated with the Patuxent River Naval Air Station mask a growing underserved area located outside the base gates in the Lexington Park community (ZIP code 20653).

With approximately 18.6% of the population living below the federal poverty level, Lexington Park has the greatest number of medically underserved citizens in the area. Approximately 11% (11,626 residents) of the St. Mary’s population lives in the Lexington Park Census Designated Place (CDP), which is the single largest center of population in the county, with a disproportionate number living in poverty or near poverty levels.  The largest number of minorities (32% African American and 7.4% Hispanic) live within this census tract.  The median annual family income for Lexington Park is $64,948, as compared to the median annual family income in St. Mary’s County of $85,672.  Certain census tracts within the Lexington Park area have a high concentration of poverty, with one having a median annual family income as low as $42,766.   Lexington Park has a lower per capita income and a higher unemployment rate than the rest of St. Mary’s County, a combination contributing to the county’s health disparities.  Lexington Park and California, Maryland have been combined by the United States Census into a micropolitan CDP with a total population of 23,483 for infrastructure considerations related to population density within this small, rural community.

MSMH applied to Maryland Department of Health and Mental Hygiene (DHMH) for Health Enterprise Zone (HEZ) designation on behalf of the Greater Lexington Park area in 2012.  Lexington Park is a census designed micropolitan area in St. Mary’s County, Maryland. The three combined zip codes comprising the HEZ (Lexington Park, Great Mills and Park Hall) contain over a third of St. Mary’s County’s population. Home to SMC’s highest concentration of socio-economic disparities, access to medical care, healthy food and exercise in the HEZ is severely limited. 

In 2012, a Med Chi study reported an 86.2% physician shortage in Southern Maryland, which was predicted to increase to 93.1% by 2015 because SMC is one of the fastest growing districts in Maryland. Today, SMC has one primary care physician for every 2,725 citizens, compared to 1045 in top performing counties and 1131:1 in Maryland. Dentists are equally scarce. SMC has 2,069 citizens per dentist, compared to 1,377:1 in top performing areas and 1,392:1 in Maryland 

MedStar St Mary’s Hospital will specifically target the growing Medicare population within the county in all strategies and will have special focus for each of the 4 major goals as outlined below.

a. Whole county  (population 110,000) - with special emphasis on increasing providers in the southern half of the county where an  MUA and HPSA designation exist
b. Whole county – expand program  to all areas of the county to mirror resources available in the HEZ designated area of Great Mills, Park Hall and Lexington Park.  With special emphasis on Medicare patients and populations with identified health disparities
c. Whole county – entire county is a Mental Health HPSA
d. Whole county – currently majority of programming is in the Leonardtown area with some expansion into the southern end of the county.

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 like 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. 




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:

MSMH will develop a Transformation Plan dashboard to track all indicators through the PI department  
	Strategy
	Pt Sat
	Quality
	Outcomes
	Process
	Cost

	Increase providers –primary care and specialty
	Surveys done at time of service and Outpatient Experience scores
	All contracts contain quality metrics specific to the provider and the practice
	ED visits per capita


	Use of Encounter Notification Alerts
	Variable savings to expense (ROI) on intervention

Total health care cost per person

	Care coordination
	Surveys done at time of service
	Evidence based data collection on all patients using TONIC database
	Readmissions

ED visits per capita
	Portion of target pop. with contact from assigned care manage

Established longitudinal care plan

Completion of health risk assessments

Track readmission rate of partner long term care and skilled nursing facilities

Track referrals to chronic disease programming
	Variable savings to expense (ROI) on intervention

	Behavioral health
	Surveys done at time of service and Outpatient experience scores 
	Provider contract quality and productivity metrics 
	Readmissions

ED visits per capita
	#Patients being scheduled for and keeping post discharge appointment with Psychiatric provider

Integration of behavior health providers into established care teams and regional partnership proposals
	Variable savings to expense (ROI) on intervention

	Chronic disease programs
	Program evaluations
	Fidelity to evidence based program  -- trained and observed providers
	Patients reporting meeting goals and improved or maintained quality of life on lickert scale

Metrics required by each evidence based program  (i.e. Stanford University  and CDC)
	# of patients enrolled in programs


# of referrals coming from primary care providers and care coordinators as part of care plan
	ROI



5. List other participants and describe how other partners are working with you on each specific major strategy:     
MSMH overall strategy focuses partnership activities to impact the Medicare population and other underserved populations within the county.  By partnering with skilled nursing facilities, behavioral health and our employed and aligned physicians, the overarching goal is better physician alignment.

	Strategy
	Partners 
	Collaboration

	Increase providers (access to care)
	Greater Baden

	Community Health Center
(HEZ)



	
	MedStar Health

	Increased access to Specialists and primary care providers


	
	Access to Care Team of the Healthy St Mary’s Partnership
	Monthly meetings to impact selected SHIP measures and community identified priorities

	Care coordination
	Long term care  and SNFs (Asbury Solomon’s, Chesapeake Shores, St Mary’s Nursing Center, Charlotte Hall Veterans Home, Cedar Lane
	Quarterly team meetings






	
	Social Services 
	Interdisciplinary team meetings, transportation coordination, HealthShare qualification

	
	Calvert Memorial Hospital  and Charles Regional Care coordination teams 

MedStar Shah Associates Care coordination team

	Regular meetings of Tri County Network group


	
	Health Enterprise Zone –Access Health

	Quarterly meetings with Advisory group

Community Health Worker demonstration project

	
	Health Department 

	Partnerships for Women’s Wellness and Asthma programs
Transportation coordination
Participation in Primary Care Provider Collaborative


	
	Calvert Healthcare Solutions

	MCO and QHP enrollment


	
	Area  primary care and specialists

	Care team meetings and one-to-one interactions with care team 


	Behavioral Health 
	Axis Health

	
Outpatient Psychiatry in MSMH Primary Care office and planned Community Health Center


	
	
Walden Sierra 

	Integration Model with GCTH program and planned community health center


	
	Behavioral Health Team of  the Healthy St Mary’s Partnership

	Shared goals and strategies to impact Maryland SHIP measures

	Chronic Disease Programming
	Office on Aging 


	Share license for Chronic Disease Self Management program


	
	MAC and State of Maryland

	Partnership to start Cancer Thriving and Surviving program 


	
	Healthiest Maryland Businesses and Office on Aging 

	Walk with Ease program


	
	Alzheimer’s Association

	Alzheimer’s and dementia  program education and start up support


	
	St Mary’s College of Maryland and Health Enterprise Zone partners

	Simple Changes program sites (National Diabetes Prevention Program)


	
	Health Department and Minority Outreach Coalitions

	Tobacco Cessation programming 

Tobacco Free Living Team of the Health St Mary’s Partnership


	
	MedStar Vascular Institute

	Vascular Screenings


	
	Oncologist and Surgeons

	Cancer screenings and education


    
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.

In addition, MSMH is actively working with regional partners to submit Transformation grant proposals that will support the expansion of this work until the following long term funding streams can be tested and validated for each strategy.

a. Revenue from patient visits, community benefit dollars for primary care in underserved areas
b. Combination of funding including transformation and infrastructure rate increases for expansion, Health Enterprise Zone grant (through FY’2017) ,partnerships with primary care to provide care coordination  services billable through the practices through a cost sharing plan, savings from reduced readmissions and ER utilization
c. Behavioral Health  fee for service; HEZ funding through 2017
d. Negotiate with payers to cover cost of programming, class fees, community benefit dollars


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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