Western Maryland Health System
Strategic Hospital Transformation Plan

Western Maryland Health System has been under TPR for five years since 2011.  As part of the health system strategic plan, a critical component of the development of the WMHS strategic plan has operating successfully under TPR as a cornerstone of the plan.   The FY 2015-2017 WMHS strategic plan includes the following goals related to TPR and managing population health:

1) Provide ongoing educational programs on issues such as care delivery, possible preventable conditions, evidenced based medicine, clinically integrated network, accountable care organization, business model changes at WMHS at general medical staff meetings, department meetings, hot topic sessions, advanced practice meetings and other medical staff education opportunities.
2) Initiate performance based credentialing to ensure compliance with new care delivery and payment models.
3) Strengthen the emphasis on evidence based medicine.
4) Strengthen the engagement of physicians in clinical quality Alliance wide.
5) Further develop and strengthen strategic relationships with community partners.
6) Further develop medical and public health integration.
7) Develop the network with community agencies to address social determinants and transitions of care.
8) Assess demand for care and evaluate approach to make, buy or partner.
9) Redesign care delivery models
a. Monitor individual skilled nursing facility admission rates and create a plan of approach to keep the rates at an acceptable level.
b. Create a SNFist program for participating nursing homes.
c. Evaluate and establish use rates for Inpatient, outpatient, and ED services bringing the organization in line with contemporary benchmarks.
d. Strengthen the care coordination process, revamping the discharge planning process.
10) Enhance patient and family participation in care
a. Develop and implement consumer driven health initiatives to enhance patient and family engagement.
b. Revitalize an external patient transportation program for WMHS.
c. Establish focus groups of select patients and families to better understand patient satisfaction, care delivery, health initiatives determinants of healthcare illiteracy as well as general obstacles to health care and healthy life styles.
d. Continue work with Outpatient Mental Health services enhancing services to better engage patients and families.
11)  Expand pre and post- acute services by reduce utilization of hospital care
a. Create a Palliative Care program focusing on end of life care.
b. Develop and implement technologies to further assist both patients and providers to better monitor and report health status.
c. Further expand service offerings at the Center for Clinical Resources to include services for hypertension, chronic renal disease, et al.
d. Expand primary care presence in the region.
e. Consider utilizing a mobile unit to deliver healthcare services in the community where patients live.
Other goals and strategies that are part of the overall WMHS Strategic Plan support TPR and Population Health, but are more geared toward infrastructure which includes establishing a clinically integrated network, forming an Accountable Care Organization, expanding our IT capabilities and interoperability, and operationalizing the Trivergent Alliance.   The Strategic plan is attached as an appendix to this report.

In support of the WMHS strategic plan and the TPR initiatives, WMHS has invested $___ of dollars over the past 5 years to improve quality, reduce readmissions and medically unnecessary or avoidable utilization, better engage patients and their families and partnered with community partners toward improving the health status of our community.  Of the amount invested $___ is an ongoing expense.   WMHS continues to reinvest money it has generated through these improvements into other programs to continue progress on all of these areas.  

There are several initiatives that WMHS has recently implemented, revamped or are in the process of implementation along with others under development  for implementation over the next twelve months which will be described in more detail on the attached pages.  These include:


In addition to these hospital specific initiatives, WMHS as part of the Trivergent Health Alliance is submitting a proposal for the Regional Partnership for Health System Transformation grant opportunity which is designed to develop regional partnerships that can collaborate on analytics, leverage care coordination across the region and focus on population health improvement approaches.  The regional grant opportunity enhances current efforts and allows for collaboration and sharing of ideas and resources across communities.  Trivergent Health Alliance includes Frederick Regional Health System, Meritus Medical Center and Western Maryland Health System.  If successful, the grant will allow us to focus on three major strategies around Model of Care Initiatives or Population Health Initiatives around Behavioral Health, Complex Care Management and Decreased Emergency Department Potentially Avoidable Use.

The three major strategies of the Regional Care grant will focus on Behavioral Health,  Complex Care Management, and decreasing ED avoidable use.




  
Program Design:  End Stage Renal Disease (ESRD) Care Coordinator
Population Served:  End Stage Renal Dialysis Patients
The ESRD Transitions Coordinator was established in FY15.    The coordinator follows up on all admissions and evaluates the cause of their admission and assists with helping them become ready for appropriate discharge.  These are patients are established dialysis patients that have been cared for in WMHS Hemodialysis unit or any other facility.   Once the patient is discharged, the Transitions Coordinator follows up with these patients for one month post discharge.  This is accomplished through phone conversations, 1 on 1 meetings and working with outside agencies.  Each case individual case is reviewed for compliance, resources, appointments etc.  If the patient is one of WMHS clients, the transitions coordinator give the follow up report to the primary RN responsible for the patient to continue to look for potential problems.   We have been working since FY12 to reduce the admissions/readmissions of our chronic end stage renal patients.  In FY 12, our readmissions for Chronic ESRD patients was at 30%, over the next 2 years, that had decreased to 18.7% which slightly less than the national standard.  However, after implementing this program with a Transitions Coordinator dedicated to the above functions, the readmissions of the Chronic ESRD patients has decreased to 10.5% as of October 2015.  On a year to date basis, the rate is 12.1%.  A second Transitions Coordinator is being trained and will be operational by January 2016.  In addition to reviewing each discharged ESRD patient, education regarding care of the ESRD resident has been provided to one nursing home with plans to expand to the other Nursing Homes in 2016.  
This program has saved the organization over $6M since implementation.
Measurement is % of readmissions


Program Design:  Community Health Workers (CHW)
Population Served:   The population served is primarily those individuals with worsening chronic conditions, those at risk for developing chronic conditions, persons in low socioeconomic population that are have higher needs.  
The Community Health Workers are responsible for helping patients and their families navigate and access community services and resources and adopt healthy behaviors. The role of the CHW is to provide direct support and collaboration with community partners to assist the underserved and most needy with prescription medication, food and other social determinants.   The CHW supports providers through an integrated approach to care management and community outreach.  The CHW program was established in  FY2014.  WMHS collaborates with the Allegany County Health Department, Western Maryland AHEC, and Allegany Health Right.  Community Health Workers made a total of 2,787 visits in FY15 to at least 188 unique people served.  Of the 2,787 visits by Community Health Workers, there were 2,374 referrals to transportation, food, housing/utilities, prescription assistance, insurance and other services.  There were 602 lifestyle improvements (tobacco cessation, increased activity levels etc) resulting in 139 individuals with reduced ED or hospital visits and 101 individuals with reduced disease state red flags.  We plan on enhancing the program in FY16/17 by increasing the linkages with providers and tracking outcomes.    
Measurements:  # receiving resource/access referrals, # CHW clients improved health status, and # CHW clients reduced ED visits or hospitalizations.  
Though none of these initiatives can independently claim the reduction in ED visits, it seems they contributed to a reduction of 3.561 level 1&2 visits in the ED compared to FY14.

Program Design:  Comprehensive Outpatient Behavior Health Case Management:  Communtiy based interventions by Licensed Mental Health Professionals, using the Assertive Community Treatment Model.
Target Population:   Adult Patients with acute exacerbation of psychiatric symptoms at risk for visits to the Emergency Department, at risk for admission to the BHU or recently discharged patients from the BHU at risk for readmission or revisits to the Emergency Department. 

This program was established in FY14.  The program was designed to address the Behavior Health Unit Readmission rate. Prior to implementation of the program, WMHS BHU averaged a 20% readmission rate.  This was comparable to the state average of 20-21%.  In the first year of operation the readmission rate was reduced to 12.9%, and has further been reduced in FY16 to 12.6%.  Not only has readmissions been reduced, but we have also reduced regular admissions as a direct result of this program.
Intervention Description:  In the past, when a patient presented to the Emergency Room for psychiatric issues, they were assessed for appropriate level of care – basically inpatient admission or discharge to the community.  If admitted, once stable, the patient would be discharged with aftercare.  If not admitted, the patient would leave the ED with aftercare instructions.  There was no additional intervention provided by the WMHS, resulting in many patients not following up with the established aftercare appointments, only to return to WMHS and be readmitted within 30 days.  The addition of this program provides immediate linkage with a licensed mental health professional – termed Case Manager for this program, who reaches out into the community to connect with all patients who were recently seen in the ED, and follows them for up to 30 days to ensure compliance with aftercare appointments, trouble shoot problems that may occur after release from the ED and provide crisis intervention with the patient and his/her associated community partner providers.  If the patient is admitted to the BHU, the Case manager connects with the patient while on the BHU, and follows the patient for 30 days post discharge for the same interventions as the patients discharged from the ED.  It provides a safety net for the patient.  Additionally, recently WMHS has expanded this service with the goal of assisting law enforcement with interventions in the community.  Many times law enforcement responds to the community for patients who lack basic resources or basic connection with services.  In the absence of additional resources and limited knowledge and time to facilitate connection with these resources, the patients are often brought to the ED.  The Case Managers will, in the near future be able to respond in the high volume hours of 3P-11P to assist the police with these interventions and facilitate alternative resource connections and interventions when appropriate to avoid unnecessary ED visits and admissions.  Training is currently occurring to allow this intervention to proceed, and will be implemented in January 2016.

Measurement:  Behavior Health Admissions and Readmission reduction. The program has measured monthly readmission rates in comparison with the state readmission rates.  Data provided below.  New initiatives will also measure ED visits, ED revisits, as well as the ongoing measure of readmission rates.
Program Summary from inception to current status:  Behavioral Health Services added 1.5 FTES – Mental Health Professionals in March 2014, with the specific target of reducing readmissions to the BHU within a 30 day window.  The positions, referred to as “Case Managers”  initiate contact with all BHU patients and follow-up with them to ensure compliance with aftercare appointments, assist with securing resources as needed, provide community based crisis intervention  as needed and act as a link to community providers to trouble shoot issues as they arise.  The program demonstrated instant success through FY14 and FY15. 
 It was determined that a missing link to the program was adding case management services to the evening hours, when resources in the community are extremely limited.   Based upon an analysis of when the majority of readmissions occur it was determined that targeting the timeframe from 3P-11P would capture the majority of readmissions and provide a resource to trouble shoot problems.  Therefore, an additional 1.5 FTEs were added in FY16, extending the coverage from 8A-11P – 7 days per week.  This program is adding an additional enhancement, forming the backbone of a new community initiative in the development of a Crisis Intervention Team (CIT).  The concept has the evening Case Managers assisting law enforcement  in the community with assessments of patients in need to determine if ED visits through Emergency petition is required or if the patient’s needs might be better met with community resource linkage.  This portion of the program remains in development at this time, with full implementation of the CIT in January 2016.  This program is also targeting unnecessary ED visits, re-visits to the ED with 30 days as well as the previous goal of reducing readmissions.  Since the inception of the program, it has demonstrated continued improvement and success.  This program has served as a model for 4 other hospitals in the state of Maryland and was selected as the best practice model for the Alliance Grant initiatives in Behavioral Health.  

Program Design:  Behavioral Health Integration into Primary Care Practices
Target Population:  All patients in a PCP setting who are screened positive for depression or other severe mental health issues.
Intervention Description:  Places a Licensed Mental Health Professional in Primary Care Practices to provide direct intervention to those patients who are in need of Psychiatric Intervention.  Phase 1 of the program began approximately 1.5 months ago, placing a Licensed Mental Health Professional in all WMHS facilitated PCP locations and the Center for Clinical Resources.  These practices have implemented a screening tool on all patients – the PHQ2, which identifies possible problems with Depression.  Any patient who screens positive, completes a full screening tool – the PHQ9, which is addressed the PCP to determine if intervention is required.  All positive PHQ9 results provide a referral to the Licensed Mental Health professional, who reaches out to the patient for further assessment and determination of needs, with referral, linkage and follow-up to ensure the patient is connected to the most appropriate setting.  Phase II will expand this service to non-WMHS provider offices as well.  The program currently has 1.0 FTEs dedicated to this intervention, with growth potential as the program expands into Phase II.  It is anticipated that this program will act as a preventative measure to engage patients early who are in need, ensure the patient is referred to the appropriate level of care, while also impacting unnecessary visits to the ED, revisits to the ED and readmissions.  This service acts a link to the Case Management Services Program, coving the vast number of patients seen in the PCP setting.
Measures:  The program will track total number of positive PHQ9 screens, total number of referrals generated from the PHQ9, total number of patients seen by the Mental Health Professional who visit the ED within 30 days of intervention, and also revisits to the ED of this same patient population.  Since this intervention will also likely impact readmissions, this intervention will also track admission rates and readmission rates.
Program Design:  Community Garden
WMHS in conjunction with community partners established a community garden.  The concept of the garden was to provide a space and plants and guidance to encourage low income families to grow their own vegetables to establish healthy eating habits.  WMHS had a plot of land that it used.  Locale businesses provided much of the materials to establish the garden such as the City provided free water for the garden, Lowes provided $25K of free materials and then large discounts on everything else, the University of Maryland provided master gardeners that gave 3 lectures at the hospital for any person that was interested in participating in the program to learn the basics and  were available at the garden on Saturdays to help novices, the prison provided the seedlings for all the pots and flowers to beautify the area.  We had 25 plots, 22 were given to low income families.  They paid $10 for the season with a promise that if they gave the gate key back by Dec 1 they would get $5 back.  The other lots were used by WMHS to grow food that was donated to the Western Maryland Food Bank.  WMHS donated between 200-300 pounds of fresh vegetables to the food bank.  
We are expanding to three additional sites around the city for this coming year.  We have received a grant from a local business to help support it the gardens along with a commitment from the City for free water, Lowes for materials, WCI for the plants, and the Allegany Detention Center for alternative sentencing to help with the work.

Program Design:  Heart Failure Transitions Coordinator
Targeted population:  High risk heart failure inpatients being discharged.
This position will facilitate the transition of high risk hear failure inpatients to the home environment or appropriate post acute care provider.  This program/position is to ensure that during hospitalization, heart failure order set/clinical guideline utilization is being done. Coordinates with the care team and patient/family during the stay for planning purposes.  After discharge patients will be telephonically or through home visits be followed up with for minimum of 30 days, to ensure appropriate handoff to chronic care disease providers.  
Metrics:  readmissions, mortality and use of Heart Failure Order sets
Program Design:  COPD Disease Management
Target Population:  25 High Risk ACO COPD patients.  This is part of the HSCRC grant request.  The plan would be to hire a NP who will provide a level of support to the CCR COPD that is currently not available that will provide the opportunity to treat and order O2, antibiotics, inhalers and PFT’s when patients need it.
Measurement:  Reduction in the number of visits/admissions and readmissions of the targeted group
Program Design:  Diabetes Management.  
Expansion of the current CCR program with a dedicated Diabetes Case Manager who would be responsible for routinely following up with diabetes patients between their visits.  This is a new position that is being requested through the grant.  It is felt that this is a better resource in dealing with these patients than trying to bring them back into the CCR and will alert to complications earlier and allow for earlier interventions.    This would be monitored by reduction of ED visits, admissions and readmissions and averting ED visits by early interventions.
Establishment of WMPN. LLC which is a network of over 100 physicians and other providers, including WMHS working together to accept responsibility to improve quality and reduce costs of health care services for a subsegment of the Medicare population
Expansion of WMHS clinics and practices
Program Design:  Establishment of an ACO for Medicare
Targeted Population:  Medicare Patients
WMHS developed and implemented a CIN and an ACO in FY15.  It has 6100 Medicare lives.  It is a springboard for us to better manage the patients care in a coordinated fashion.  All practices have been oriented, are set up to monitor and report the 33 quality metrics.  In additional after hours and weekend hours have been established for the group to better cover patient’s needs and reduce need for ER visits.  
In addition Care Coordinators have been imbedded into the Primary Care physician offices as part of the PCMH concept.  A team of Outpatient Care coordinators has been selected, trained and assigned to high risk and chronic/complex care patients, as they will be responsible for unifying the patient’s care across the continuum.  PCMH training has begun in the employed primary care practices, as well as the practice of Dr. Huma Shakil.  The PCMH model provides for superb access to care, patient engagement, evidence-based care, team care, and utilizes technology to manage health.  The WMHS primary care locations now offer extended hours, including hours on Saturday mornings that rotate among the practices.
The programs identified here are programs that we have just implemented this year or are being implemented in FY16/FY17.  In addition we have numerous other programs that have been implemented over the past 5 years that are ongoing and not outlined above.  

