Hospital Strategic Plan for Transformation – Suburban Hospital
December 2015

	Goal 1 – Provider  Care Team and Physician Alignment

	Align hospital based and community practicing physicians to support the needs of patients with chronic conditions and high utilizers



	Strategies

	1. Reduce Readmissions
a. Nurse Assisted follow up appointments prior to discharge to enhance communications between hospital inpatient clinicians and private outpatient practitioners  
1. Follow up in JHCP primary care and specialty clinic if no prior access

b. Nurse and pharmacy interface with family prior to discharge to assurance of understanding of after visit summary (AVS) and medication reconciliation,
	
c. Participate in Accountable Care Organization (JMAP) with community physicians; collaborate with skilled nursing facilities to provide appropriate community care for undocumented and uninsured patients status post trauma, stroke, etc. via contractual relationship with hospital


d. Manage CHF patients via transition coordinators and Johns Hopkins Heart Care CHF bridge clinic, for patients discharged from hospital with CHF who may benefit from IV lasix in physician office

2. Emergency Department protocols to improve outpatient continuum of care via Emergency Department protocols

a. Primary care physician consultation and handoffs
b. Call backs to patients to ensure follow up and avoid revisit
c. Establishment of outpatient observation unit to deliver coordinated, efficient care
d. Utilizing disease specific protocols- e.g. chest pain evaluation and stress testing prior to discharge. 


3. Provide evidence based, protocol driven hospital care in coordination with community physicians

a. ERAS (Enhanced Recovery After Surgery) to reduce hospital length of stay and improve post op satisfaction; Stroke care with NINDS affiliated stroke program to provide cutting edge care based on NIH protocols (e.g. endovascular clot retrieval)
b. Pain management program with physician director and Nurse Practitioner coordinator
c. Sepsis bundle protocol for early recognition of sepsis and early, aggressive treatment to reduce morbidity and mortality
d. Diabetes inpatient program with an Endocrinologist director to manage and coordinate all inpatient and outpatient diabetes follow up working with the NIH to provide outpatient bridge clinics for those without easy access to primary care and/ or endocrine follow up
e. Provider Quality Committee working with hospital and community staff to develop concepts to improve care
f. Antibiotic stewardship to reduce cost of care, decrease antibiotic resistance and decrease C Dif infection

4. Support end of life care and support patient/family decision making through Palliative Care Program

a. One full time palliative care physician and 2 NIH Palliative Care Fellows working with nurse practitioners to provide palliative care services to hospitalized patients in order to improve inpatient and outpatient care while reducing readmissions.
b. Outreach to Nursing homes to assist in end of life decisions and reduce unnecessary transfers to hospital


	Target Population for each major strategy 

	
1. At risk medical and surgical patients (CHF, sepsis, stroke and elderly) 
2. Acute care patients seen in the ED and in need of close follow up; infectious diseases
3. All acutely ill, high acuity discharged patients. Surgical patients amenable to protocol (eg joint replacement).
4. End of life patients


	Proposed Outcome Metrics for each major strategy (including patient satisfaction, quality, outcome, process and cost metrics)

	1. Reduction in all cause readmissions with focus on high risk.

2. Care at the appropriate setting for patients in need of care with reduction in inpatient admissions and readmissions, patient satisfaction, primary care physician satisfaction and improved outcomes.

3. Increased compliance with protocols resulting in better outcomes, decreased length of stay; reduction in blood product costs and complications related to blood utilization; better diabetic control; reduced readmissions; enhanced HCAPHS scores and patient satisfaction; reduced cost of medications, reduced antibiotic resistance, reduced nosocomial infections, improved patient satisfaction; safety and improved care for infectious diseases

4. Improved HCAPHS, reduced readmissions; improved patient experience.



	Total Annual Expenses  and FTEs 

	1. 2 Nursing staff  FTEs  for appointment set ups, call backs and education-$100,000       
2. Physician enterprise and hospital leadership oversight - $ 150,000
3. Contracts with nursing and skilled facilities- 1000 days /year for patients with no access - $225,000
4. Pain physician director and NP pain management specialists- $175,000
5. Endocrinologist physician director and Clinical Diabetic Educator nurse- $225,000 
6. Infectious Disease specialist (1/3 time) and full time infection prevention nurse- $160,000



	Projected Implementation Date 

	
January 2016

	External Partners– if applicable for each strategy

	1. Community physicians and Nursing Homes
2. BEA- Emergency Department contract group
3. National Institutes of Health and community physicians
4. NIH palliative care division



	Overall Financial Sustainability Plan for each major strategy

	Each of the goals is sustainable if metrics are met–
     Readmission reduction, reduced length of stay, reduced nosocomial infections.


	


	Goal 2 – Patient Centered Care Coordination

	
Coordinate care across the continuum in a structured, organized and efficient manner.


	Strategies

	         
1.  Expand Care Coordination Bundle with the development and implementation of the Care Partner Program
Patients will participate in the Care Partner Initiative. 
a. An RN provider will work with patients after they have identified a Care Partner.
b. The RN provider will educate them on the crucial elements necessary to have a smooth and safe transition to home.
c. These elements include the patient and Care Partner’s understanding of the discharge instructions, how to take medications, the physician and post-discharge follow-up and warning signs of when to call the physician.
2. Implement a Community Based Behavioral Health Program to support patients post- hospitalization and                    decrease recidivism within this population
3.  Through a contracted relationship we will provide case management support to behavioral health patients discharged to the community to assist in assimilation and follow up.  
4. Expand the Nursing Home Collaborative to include other post-hospitalization care delivery facilities, residential and non-residential.
5. Collaboration with other post- hospitalization facilities as a Cross Continuum Initiative
a.  Support the implementation of the Interact Tool with the specific targets of 
               Interventions.
	
6. Improve hand- off communication to provide meaningful information to external care providers for the management of patients post-hospitalization


	Target Population for each major strategy 

	1. Medical surgical patients to include progressive care/cardiac care, orthopedics and adult medical surgical patients.  Intensive care Units will be excluded.

2. Patients treated and discharged from the Behavioral Health Unit and are returning to the community as an independent citizen

 
3.  Patients discharged from an inpatient status and returning/first admission to an extended care facility, assisted living, medical day care or community health centers.

4. Hospital providers, community physicians, clinic physicians providing care to discharge patients.



	Proposed Outcome Metrics for each major strategy (including patient satisfaction, quality, outcome, process and cost metrics)

	1. Care Partner Program – reduction in the number of at least 10 readmissions to the assigned units per month– 

2. Behavioral Health Case Management program will reduce the number of readmissions to the unit by close case management, assuring access to medications, proper interim therapy and referral to ongoing care.


3. Formalized program established with five top extended and outpatient providers (as stated in #4 above) in each category for participation in quarterly meetings, selected medical record review for readmission cases from individual facility and review of capabilities list to assist in appropriate transition



	Total Annual Expenses  and FTEs 

	1. Care Partner Program – 3.0 FTE Salary and Benefits; RN Salary $80K +.28% Benefits =$102,400 annual. Total salaries $307,000
2. Community Behavioral Health – Program managed by Mindoula; per member per month annualized $600,000
3. Nursing Home Collaborative Quarterly Meetings.  Meetings are 1 hour in duration. Participants:  broad representation of readmissions team members
4. After Visit summaries
a. Daily provision of information by hospitalists
b.  Administrative secretaries participation



	Projected Implementation Date 

	         January 2016


	External Partners– if applicable for each strategy

	Extended care facilities
Assisted living facilities
Adult Day care
Clinics
External Case Management organization
Community Physicians

	Overall Financial Sustainability Plan for each major strategy

	All sustainable with the maintenance of required resources:
                    Continuous staffing without vacancies
                    Funding for Mindoula Case management
 Readmission improvements and potentially avoidable utilization provide resource for sustainability




	Goal 3– Patient  Engagement 

	
Strengthen patient education processes to provide relevant on time information to change patient’s behavior and improve post-hospitalization compliance and potentially avoidable utilization.



	Strategies

	1. Participate with JHHS Patient Education Center to coordinate and implement the strategies for improvement. 

2. Provide technology (educational tablets) with current educational materials for patients to use at own pace and solidify learning 


3. Continued development of Get Well Kit and implementation of Bridge to Home program (JHHS)


4. Support a  structure for clinical nurses to participate on the Patient Education Committee and attend regular patient education meetings 


5. Provide pharmacist support for medication reconciliation on admission, and medication education throughout hospitalization and at discharge. Pharmacists are assigned to each unit to provide patient education and support on anti-coagulation therapy, antibiotics, narcotics and other medications that require specific monitoring.

6. Strengthen community health improvement efforts via Senior Living and Community Centers by evolving the Community Health nurses role and responsibilities
a. Assign community health RNs to support education with specific attention to high risk patients. 



	Target Population for each major strategy 

	
High utilizer and high risk patient populations (1 or more chronic diseases) include inpatients, outpatients and Emergency Department patients


	Proposed Outcome Metrics for each major strategy (including patient satisfaction, quality, outcome, process and cost metrics)

	
1. HCAHPS scores for Medication Communication
  

2. Improved medication reconciliation when patient appreciate the importance of full disclosure of all types of medication (prescription and non-prescription) being taken at home. 


3. HCAHPS scores for Discharge Information

4. Improved HCAHPS metrics regarding medication education


5. Decrease readmissions relating to medication non-compliance from community centers and senior living facilities



	Total Annual Expenses  and FTEs 

	
1. Committee Meeting attendance by representative staff nurses – monthly with representation from various units: Behavioral Health, Med/Surg, Intensive Care/PCU, Orthopedics and Oncology. Annual cost -$3,600.00
2. Nursing Educator time  -Annual cost $89,000
3. Transition Guides attending meetings - Monthly cost to Care Coordination – 33Hours/month = $1320  ($15,840 per year)

4. Community Outreach Nurse support Annual cost -$86,000

5. Pharmacy Technicians (2) to support decentralized  Pharmacists - $100, 000
a. Decentralized pharmacists assist in patient education -$125,000


	Projected Implementation Date 

	March 2016


	External Partners– if applicable for each strategy

	[bookmark: _GoBack]Community Health Centers
Senior living and Extended Care facilities
External Pharmacies ( located in the patient’s community) 



	Overall Financial Sustainability Plan for each major strategy

	Improvement in hospital performance via: decreased readmissions and potentially avoidable, utilization providing that revenue remains the same
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