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Executive Summary

In 2014, more than 150,000 new individuals may enroll into the Massachusetts Medicaid program
(MassHealth) (more than an 11% increase over current enrollment) as a result of the Patient Protection and
Affordable Care Act. Given this potential growth in new beneficiaries, it is critical that “disproportionate
share,” or safety net providers of high-volume Medicaid patients like Steward Carney Hospital (Carney), build
adequate infrastructure and are appropriately rewarded to effectively provide quality care to such
beneficiaries in a sustainable manner.

The intent of the Delivery System Transformation Initiative (DSTI) Program in the Massachusetts Medicaid
Section 1115 Waiver is to ensure that safety net providers like Carney are making the appropriate
investments in their infrastructure and care coordination capabilities to not only succeed under this new
paradigm, but to lead the Commonwealth in delivering high quality, integrated, cost effective health care to
their diverse populations. The DSTI program is aligned with Steward’s mission of providing high quality,
affordable health care at the right place, at the right time —in the community. Since its early stages, Steward
has sought to position itself as a leader in health care and delivery system transformation. Steward is one of
only 32 organizations selected nationally as a Medicare Pioneer Accountable Care Organization (ACO), now
under a risk-sharing arrangement for approximately 37,000 Medicare beneficiaries.

Steward’s community care model is centered on a strong foundation of fully integrated primary care
providers and community hospitals that coordinate patient care in community-based settings among
multiple providers, as well as across diverse geographic regions of eastern Massachusetts. In fact, Steward'’s
geographic footprint provides services to over 86 communities spanning over 100 miles across eastern
Massachusetts. Located in Dorchester, Massachusetts, Carney is one of ten hospitals that comprise Steward’s
community-based, integrated model of care.

Steward strongly believes that meaningful delivery system transformation, particularly for safety net
hospitals, is important to achieving the triple aim. Steward is driving innovative solutions to improve the
quality of health care, while maintaining affordability and access for vulnerable populations. Steward has
successfully integrated its ten hospitals and physician network through extensive investments in information
technology and infrastructure re-design. As Steward transforms into a fully accountable care organization, it
has turned its attention to post-acute care entities and appropriate care transitions. Carney’s proposed
initiatives — fully aligned with Steward’s overall mission — will not only hold Carney accountable but will also
help inform providers across the United States with examples of how to successfully build a pathway toward
sustainable, quality care that prioritizes positive care outcomes and lower cost.

Through the proposed DSTI projects, Steward will further enhance Carney’s position as an integrated,
accountable care provider in the Dorchester community by strengthening its care management and
transitions in care capabilities, as well as its relationships with post-acute providers. The proposed projects
build from work Steward has already accomplished at other sites and through its own initiative to become a
fully integrated community care system. In addition, the proposed projects further Carney’s commitment to
become a Geriatric Center of Excellence and better serve the needs of elders in the community. These
projects will aid both Carney and Medicaid in preparing for the impending expansion of Medicaid
beneficiaries in 2014 by improving care and outcomes for Medicaid beneficiaries and subsequently lowering
the overall cost of care through risk-based payment models.

Specifically, the proposed projects will assist culturally diverse patients to navigate the health care system
and receive primary care, understand the care they are provided, as well as improve the quality of post-acute



Delivery System Transformation Initiatives — Steward Carney Hospital

care and care transitions. The final proposed project brings all of this work together under a Medicaid global
payment pilot that will be conducted either with Medicaid fee-for-service beneficiaries, or through a
participating Medicaid Managed Care Organization (MCO).

Mursing Home Payer Mix

In Massachusetts, Medicaid is the predominant payer for nursing home
services, as illustrated in the graphic.* While nearly 20% of Carney’s
patient encounters are patients with Medicaid as the primary insurer,
nearly 30% of Carney’s patient population is covered by Medicaid for
post-acute services. As such, initiatives targeting reductions in post-
acute care spending will improve the overall quality of care and ability
to manage the care of patients for which Medicaid is a significant payer.

Projects selected as part of the DSTI program are designed to further
build upon Steward system-wide accomplishments, strengthen Carney’s
geriatric strategy, enhance the patient experience for Carney’s diverse
patient population, and further enhance Carney’s capabilities to
participate in global, risk-based payment arrangements. Projects are
organized around three goals:

1. Implementing cross continuum health system navigation tools for culturally diverse patients;

2. Maximizing care coordination with post-acute care providers, including mitigating preventable
readmissions, and standardizing care processes; and

3. Leverage global risk-based payments to drive reform and encourage better health care outcomes for
patients.

Under the first goal are Projects 1.1 and 2.3, the implementation of bilingual, culturally competent
community health workers and the use of Clinical and Patient/Family Care Maps. Both initiatives are
designed to guide certain vulnerable populations through the care continuum and ensure that they are
empowered to seek and access the care they need at the right time, in the right setting. In Project 1.1
community health workers will interact directly with patients and facilitate use of primary care by connecting
patients to appropriate medical home-like settings and conducting follow-up in the community as needed. In
Project 2.3 (Care Maps) patients with specific high risk conditions will be provided a “map” for what they
should expect before, during, and after a course of treatment. The Care Maps provide guidance regarding
important questions to ask throughout the process, information regarding medications, and expectations for
each stage of care. Both initiatives seek to empower typically-disenfranchised, low income patients by
enhancing patient communication and providing tools that actively engage patients in a manner that is
culturally and linguistically appropriate.

The second goal is addressed by Projects 1.2, 2.1, and 2.2. These projects are focused on care transitions with
particular emphasis on Carney’s significant elder population. Respectively, the proposed initiatives outline a
strategy for engaging post-acute partners for cross continuum care coordination, the implementation of
electronic medical records to enhance communication between acute and post-acute providers, and acute
care setting education to improve awareness and knowledge regarding geriatric issues and early
identification of complications. In conjunction, these initiatives will enable Carney to better manage the total
cost and care of its patients, reduce complications, and implement the information technology infrastructure
needed to perform under global risk-based payment arrangements.

! Graphic from Massachusetts Senior Care Association, http://www.maseniorcare.org/Policymakers/Financing.aspx
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Project 3.1 represents the third goal and the culmination of Carney’s efforts to engage patients and
coordinate care along the entire health spectrum. Under this initiative, Carney will receive a “global budget”
for the care of its Medicaid patient population. As part of this project, Steward will collaborate with Medicaid
to develop a pilot program which leverages Carney’s significant Medicaid patient population. Carney will
strive to achieve specified benchmarks in care management, quality, and cost growth; and in the final year of
the demonstration, will receive global, risk-based payments for the total projected cost of care for 100% of
its aligned Medicaid population.

Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward
is both actively sharing its experiences with other providers as well as continuing to implement best practices
in its efforts to improve cross continuum tools for patients and providers. Steward will participate in the
learning collaborative organized through the Pioneer program so it may both share with and learn from other
providers who are similarly poised to transform into accountable care organizations.

Collectively, the seven selected DSTI projects support Carney’s long-term vision to serve the Dorchester
community as part of Steward’s fully integrated, community-based health care system. As an entity, Carney
faces unique challenges relative to the rest of the Steward system in engaging its diverse patient population.
The proposed projects address this challenge, in addition to beginning to develop the post-acute
partnerships necessary to integrate patient care over the entire continuum. With enhanced patient
engagement and appropriate post-acute integration and infrastructure, Carney will be able to successfully
manage Medicaid patients under global and/or shared savings-type arrangements as described in Project 3.1.

The table below summarizes the projects that will be addressed in this proposal. In addition to the proposed
projects, Carney has also committed to reporting 18 “Category 4” measures related to population health over
the demonstration period. These measures reflect not only some of the specific elements addressed in
Carney’s selected projects, but also twelve common measures of population health that may indicate if the
proposed DSTI projects are influencing health system outcomes and quality of care. Carney’s submission of
Category 4 population health measures in years two and three of the demonstration reflect the broader
influence Steward believes the selected projects will have in improving the health of Carney’s patient
population.

Project Title Description Three Year Goals

Category 1: Further Development of a Fully Integrated Delivery System

e Reduced use of ED as routine, primary
site of care

e Increased use of primary care and
development of primary care
relationships for ED frequent users

1.1: Implement Patient Navigation Implementation of bilingual
Services community health workers

Implementation of nurse e
P e Reduced hospitalizations from post-

1.2: Develop Integrated Acute and practitioners in post-acute care .
. .. acute care settings
Post-Acute Network Across the settings to enhance communication o .
. . e Improved care coordination and quality
Continuum of Care and care coordination between

acute and post-acute settings for SNF patients

Category 2: Improved Health Outcomes & Quality
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Project Title

Description

Three Year Goals

2.1: Enhance Patient Transitions

Introduction and implementation of
INTERACT Il Transfer Tool

e 90% utilization in acute and post-acute
care setting

e Improved patient communication at
discharge

2.2: Implement Process
Improvement Methodologies to
Improve Safety, Quality, and
Efficiency

Implementation of NICHE Program

e ANCC certification of nurses
e Improved nursing knowledge of geriatric
care

e Improved outcomes for elders

2.3: Reduce Variations in Care

Implement condition-specific clinical
team Care Maps that describe the
needed evidence-based care for
patients throughout the care
continuum

e Utilization of Clinical and Patient/Family
Care Maps for high risk conditions

e Reduce readmissions from high risk
conditions

e Improve core measure compliance for
high risk conditions

fee-for-service payments

Category 3: Ability to respond to statewide transformation to value-based

purchasing and to accept alternatives to

3.1: Implement Global Payment
Arrangements

Implementation of Medicaid global
payment pilot

e 100% of aligned Medicaid patient
population covered under global
payments

3.2: Participate in a Learning
Collaborative

Actively participate in the Pioneer
ACO learning collaborative

e Develop report of “lessons learned”
from learning collaborative participation
that have aided in the achievement of
DSTI goals

Category 4: Population-Focused Improvements

4.1

CTM-3

e Report measure in FY14

4.2

ED Wait Time: Door to Diagnostic
Evaluation by a Qualified Medical
Personnel (OP-20)

e Report measure in FY13 and FY14

4.3

Percent of patients who answer
"Always" to the question: Before
giving you any new medicine, how
often did hospital staff tell you what
the medicine was for?

e Report measure in FY13 and FY14

4.4

Percent of patients who answer
"Always" to the question: Before
giving you any new medicine, how
often did hospital staff describe
possible side effects in a way you
could understand?

e Report measure in FY13 and FY14

4.5

Pneumonia Immunization

e Report measure in FY13 and FY14

4.6

Influenza Immunization

e Report measure in FY13 and FY14
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Project Title

Description

Three Year Goals

4.7

Percent of discharged patients under
age 75 who were hospitalized for
Chronic Obstructive Pulmonary
Disease

e Report measure in FY13 and FY14

4.8

Percent of discharged patients under
age 75 hospitalized for Congestive
Heart Failure

e Report measure in FY13 and FY14

4.9

AHRQ Low Birth Weight Rate:
number of low birth weight infants
per 100 births

e Report measure in FY13 and FY14

4.10

Hospital 30-day, all-cause
readmission rate to the index
hospital following a hospitalization
for patients 18 and older (non-risk
standardized, with CMS exclusions)

e Report measure in FY13 and FY14

411

Percent of Emergency Department
visits for children age 18 or less with
a primary diagnosis of asthma

e Report measure in FY13 and FY14

4.12

Percent of patients with elective
vaginal deliveries or elective
cesarean sections at greater than or
equal to 37 weeks and less than 39
weeks of gestation completed

e Report measure in FY13 and FY14

4.13

Frequent User ED Visits

e Report measure in FY13 and FY14

4.14

Percent reduced hospital 30-day all-
cause readmissions from prior year
baseline

e Report measure in FY13 and FY14

4.15

HCAHPS Discharge Information

e Report measure in FY13 and FY14

4.16

Falls per thousand patient days

e Report measure in FY13 and FY14

4.17

30-day all-cause readmissions

e Report measure in FY13 and FY14

4.18

Percent of aligned patient population
reimbursed under global payment
arrangement

e Report measure in FY13 and FY14

Key Challenges

DSTI projects and metrics will help Carney Hospital address and monitor its progress regarding several key
areas of specific interest. These areas includes communication within a diverse and multilingual community,
improving care for a population older and more medically complex than the average Massachusetts hospital,
and remaining viable with a location just outside the highly competitive Boston area. Collectively these
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factors have resulted in significant challenges at Carney with engaging patients in their care; including
communication regarding continuity of care, access and use for preventative care; as well as coordinating
care, including post-acute transitions and keeping care local.
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Background

Steward’s History

Steward’s journey toward clinical and financial integration of care began three years ago. Prior to 2008,
Steward was known as Caritas Christi and consisted of six “siloed” community hospitals, each with separate
governance models and operating and information technology systems that did not operate efficiently, or
communicate across its delivery system.

Furthermore, Caritas Christi’s physician network participated in minor value-based contracts that rewarded
volume of services, as opposed to quality or cost performance. More than 95% of its covered lives and
patient visits were contracted under fee-for-service. The contracting strategy was neither aligned with nor
focused on managing cost or coordinating care. In addition, no functioning centralized management or
leadership team existed to coordinate care or align system goals with patient outcomes. Little if any data
was available to support care improvement efforts.

The Caritas Christi model was inefficient, ill-equipped to deliver patient-centered care and consisted of a
disorganized group of hospitals with minimal operating cash and no long-term strategy. This unsustainable
position presented an opportunity and a “burning platform” for leadership to take a comprehensive view of
the hospitals and to re-invent and reform the Caritas administrative, operational, and delivery system from
the bottom to the top.

In 2008, a new management team was established to lead Caritas Christi. The new leadership team has since
implemented significant administrative, operational, and clinical reforms that include new performance
goals, new governance rules and objectives, new organizational by-laws, as well as complete upgrading and
alignment of the information technology systems. In addition, the new leadership team has improved the
physician’s experience of care delivery by providing electronic health records with electronic prescribing in
the offices and computerized order entry in the hospitals. Broad administrative and employee reforms were
also implemented across the Steward system.

Furthermore, new leadership was established at each hospital, and a swift transition was undertaken to grow
risk-based contracts from 5% of commercial covered lives, to over 75% under global budget arrangements
today. In a reflection of its progress over the past three years, in November 2011 Steward was selected by
Medicare to serve as a Pioneer ACO.

Steward Carney Hospital

The above initiatives are part of the foundation upon which Steward seeks to implement Carney’s proposed
DSTI projects. Importantly, the DSTI program provides Steward with an opportunity to focus on goals unique
to Carney Hospital. As a high volume Medicaid provider, Carney faces heightened challenges engaging
patients as well as establishing continuity and coordination in care.

Carney Hospital has been providing comprehensive, high quality acute inpatient, outpatient, diagnostic, and
specialty medical care to the working class community of Boston since 1863. The 159 bed safety net hospital
serves a significant minority population and receives 74% of its patient revenue from government payers.
Carney’s culturally diverse patient population encompasses a significant variety of languages, including
Spanish, Portuguese, Creole, Vietnamese, Cantonese, Mandarin, and Russian.



Delivery System Transformation Initiatives — Steward Carney Hospital

In addition, Carney’s patient population is older and more medically complex than the average
Massachusetts hospital, with patients over age 65 comprising approximately 50% of patients on medical and
surgical floors. Carney has several board certified geriatricians and several primary care providers with
geriatrics as a large proportion of their practice. Carney also offers a specialized geriatric behavioral health
floor. Given the significant presence of elders in the surrounding community, Carney recently implemented a
community-based Geriatric Center of Excellence. As a Geriatric Center of Excellence, Carney is focused on
delivering integrated care management strategies for elders. Care integration programs will facilitate
seamless care management across settings — non-acute, skilled nursing facilities, inpatient acute units, and
outpatient programs. Care management initiatives will engage the health system at all levels, including
specialists, physicians, nurses, teaching residents, and community centers.

Steward Transformative Work to Date

As part of the evolution to a fully integrated community care model, Steward has assessed gaps in systems,
services, and achievement and disruptions in the care delivery model (e.g., poor health status for patients
with chronic diseases, errors in care). Since 2008, Steward has identified certain gaps in care delivery that
are the focus of performance improvement efforts. Based on these assessments, Steward has undertaken a
multitude of clinical initiatives that drive care coordination and better care for patients. In addition,
community benefits advisory councils, present in each Steward hospital, study the needs of the local
community, develop community benefits plans to address the needs, measure outcomes, and file an annual
progress report. These reports also serve to assess root causes and provide a baseline for the development of
transformative initiatives. The following sample of initiatives from the past couple years illustrates Steward’s
strategy to drive quality, safety, better patient experience and coordinated care across Steward’s diverse
continuum.

e Steward’s work in diabetes has led to recognition by the American Diabetes Association for quality
diabetes self management education programs, and Steward continuously partners with schools,
municipalities, and local diabetes coalitions. Steward has also tried innovative approaches to improve the
aptitude for self care of diabetes by developing videos of real families living and coping with diabetes in
both Spanish and English, and conducting educational demonstrations of healthy cooking in partnership
with local chefs.

e Steward has partnered with statewide “Mass in Motion” collaboratives which bring a myriad of
community based groups, local businesses, public health officials, and community members together to
address the social determinants of health, including local ordinances and the built environment.

e |In communities, Steward is often the largest employer and consequently recognizes the importance of
creating healthy work environments as a way to improve the health of its communities. Toward this end,
Steward has established Sugar Sweetened Beverage (SSB) reduction programs that have greatly reduced,
and in some cases eliminated, the sale and consumption of SSB’s in Steward facilities. Steward has
enacted smoke free hospital campuses in some of its facilities and greatly increased smoking cessation
programs for employees and community members.

e Patient feedback from HCAHPS and Massachusetts Health Quality Partners’ bi-annual survey of patient
experience in the ambulatory setting guides improvement initiatives. In one Steward facility,
investigation of variation in responses revealed that spouse-completed responses rated care 5-16% lower
than patient-completed responses on HCAHPS measures. That finding triggered the ‘Year of the Family’
initiative whereby, with input from the hospital Patient and Family Advisory Council, processes in every

10
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department were redesigned to better integrate spouses and families into care. Changes included
implementation of an array of family educational forums including family members in the teach back
sessions and in written discharge materials, creating a family room, encouraging a family member to
accompany a patient to procedures, removal of STOP signs from ICU doors, and senior leader rounding
on at least one family each week. As a result, within a year, seven of ten HCAHPS measures improved to
the 75" percentile or above.

e The cultural, educational and socioeconomic diversity of Steward communities pose particular
challenges. Languages include Russian, Spanish, Portuguese, Cape Verdean Creole, Haitian Creole,
Mandarin, Vietnamese, Khmer, and Arabic, among others. A gap analysis last year led to a complete
overhaul of interpreter services across the system. Today hospital requests for interpreters are triaged
through a Service Hub which insures availability of interpreter services within ten minutes of request.
Services are provided through an in-person interpreter, or by a rolling portable phone or by remote video
interpreting for the deaf as well as spoken languages. In one hospital, an interpreter phone is available in
every room where the patient chooses from eight languages. Services are also provided in physician
offices. Patients are provided with ID cards that say “Please Call an Interpreter, | speak Russian” and
include their name and medical record number and birth date. Patients also receive cards with pictures
that illustrate common needs and topics—hungry, shower, water, television etc., which help patients
who cannot read. Group education sessions for bariatric services (and group therapy) are outfitted with
simultaneous translation headphones.

e QOver the past 18 months Steward hospitals have been actively participating in the Institute for
Healthcare Improvement’s STAAR initiative (State Action on Avoidable Re-hospitalizations) to improve
transitions in care and reduce avoidable readmissions. As a member of the Steward system, Carney has
aggressively participated in reducing readmissions and is actively working toward increasing patient
satisfaction in care transitions. Through this initiative, overall all-cause readmission rates at Carney have
been reduced from 14.7% in FY2010 to 14.0% in FY2011. Work through this program has laid the
foundation upon which many of the proposed DSTI projects build, such as root cause analyses and the
establishment of baseline data for certain key metrics.

e Additionally, over the past couple of years Carney has implemented patient education materials, the
utilization of the “teach back” methodology for both patient and caregivers throughout patient stays,
patient friendly care plans, and enhanced community provider involvement. Inpatient bed huddles,
patient ambassador rounds by senior managers, multidisciplinary rounds, and Emergency Department
“flash rounds” have all been instituted over the past year and have created real-time alignment and
communication among clinical team members and focused protocols for improving transitions
throughout the continuum.

e In addition to the aforementioned initiatives, the commitment from relevant community stakeholders to
achieve seamless care is reflected in Steward’s development of cross continuum councils and
collaborative care committees to better address the needs of those patients who are readmitted to the
hospitals and patients who inordinately utilize Steward emergency rooms. For avoidable readmissions,
the team based care includes a collaboration of the hospitals, homecare, skilled nursing facilities, elder
services, and care givers who partner to coordinate care across Steward organizations. For unnecessary
and inordinate emergency room usage, Steward has worked with community stakeholders to strengthen
and coordinate the myriad of community based support services available to the most vulnerable
patients through a committee comprised of hospital administrators and representatives of different
community agencies and health centers.

11
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Related Federal Initiatives

In addition to participating in the DSTI program, Steward is part of or pursuing the following federal
initiatives:

e Medicare Pioneer ACO: One of 32 Pioneer ACOs across the United States; 37,000 beneficiaries
currently aligned with Steward PCPs

e Community Based Care Transitions (section 3026): Two Steward hospitals (Steward Holy Family
Hospital and Merrimack Valley Hospital) partnered with Elder Services of Merrimack Valley in CMS
pilot to reduce preventable readmissions; Steward system-wide “Transitions In Care” team dedicated
to actively monitoring care transitions and reducing preventable readmissions

e State Action on Avoidable Re-hospitalizations (STAAR): Steward is an active participant in Institute
for Healthcare Improvement’s multi-state initiative to reduce avoidable readmissions; partnering
with skilled nursing facilities, home health agencies, ambulatory practices, patients, and caregivers

Proposed DSTI projects complement, but do not duplicate, ongoing efforts with federal initiatives. As a
Pioneer ACO, Steward is under risk-based arrangements for its aligned Medicare beneficiaries. In contrast,
Steward proposes global risk-based payment for distinct state-sponsored low income population(s) in Project
3.1. Additionally, while members of the Steward system are involved in the Community Based Care
Transitions program, resulting in system-wide efforts to reduce readmissions, Carney is not a direct
participant and receives no funding through that particular initiative. Finally, Carney also receives no funding
as a result of involvement in the STAAR initiative.

Carney will provide updates on participation in any new HHS-funded initiatives related to DSTI projects in its
biannual progress reports to be submitted to the Commonwealth.

Vision for Transformation

Over the next three to five years, Steward is hoping to transform into a fully integrated accountable care
organization at risk for the care of virtually all of its patients. Today Steward is making critical investments in
infrastructure, including the projects developed in response to the DSTI program. Over the next several years
Steward will leverage these improvements to enhance its care coordination ability and more effectively
manage utilization of health care services. Steward will also focus on efforts to engage its local communities
both regarding health care and population health.

Steward anticipates specific transformation for Carney into a coordinated hub of care in the Dorchester
community. Today, Carney struggles in a highly competitive market, in which the majority of patients are
referred or migrate into Boston academic teaching centers for routine care. In becoming an accountable care
organization, Carney will be better positioned to maintain routine care in its high quality, lower cost setting,
and will realize enhanced sustainability as a high volume safety net provider, while improving care
coordination and patient outcomes.

12
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Category 1: Further Development of a Fully Integrated Delivery System

Project 1.1: Implement Patient Navigation Services
Master Plan Project 1.6

Goal: The goal of the proposed project is to utilize bilingual community health workers (CHWs) operating as
patient navigators alongside a robust community collaborative to provide enhanced social support and
culturally competent care to vulnerable and high risk patients in order to reduce preventable emergency
department’s visits and enhance primary care usage. This will be accomplished through the training and
hiring of CHWs across the continuum of care and a broad cross sector community collaborative focused on
addressing the social determinants of health. CHWs will interface with patients entering the hospital through
the Emergency Department and serve as navigators for those patients to get linked in to regular primary and
preventative care. This project will also inform a broader strategy to create a health care system that engages
with patients in a more culturally competent manner, resulting in higher patient satisfaction and appropriate
use of medical services.

Rationale: Similar to trends across the country and across the state of Massachusetts, the clinical staff at
Carney does not demographically reflect the patients they serve. Carney patients are generally from multi-
cultural backgrounds and are culturally diverse. Many speak a language other than English as their primary
language. The Institute of Medicine’s (IOM) landmark report: Unequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care (1999) found that a consistent body of research demonstrates health
disparities between white patients and minority patients including significant variation in the rates of medical
procedures by race, even when insurance status, income, age, and severity of conditions are comparable.
This research indicates that U.S. racial and ethnic minorities are less likely to receive routine medical
procedures and experience a lower quality of health services. Among several recommendations to address
this issue, the IOM recommends more minority health care providers and improved cultural competency.
The literature suggests that employing culturally competent community health workers to serve as bridges
between hard-to-reach and disenfranchised communities can improve patient experiences,” quality of care,?
decrease medical expenditures,® and improve health outcomes.” The use of CHWs will provide Carney the
flexibility to meet patients in settings beyond the hospital, making it easier to coordinate patient care and
ensure they are following up on appointments, medications, and primary care. This type of proactive
outreach is critical to Carney’s diverse patient population, in which cultural barriers frequently result in
inappropriate ED utilization and lack of primary care.

? Felix-Aaron K, Hill MN, Rubin HR. Randomized trial of nurse practitioner-community health worker
intervention: Impact on young black men’s satisfaction with high blood pressure care. Abstr Acad Health Serv Res
Health Policy Meet. 2000;17

3 Barnes-Boyd C, Fordham NK, Nacion KW. Promoting infant health through home visiting by a nurse-managed
community worker team. Public Health Nursing. 2001;18(4):225-235.

* National Community Voices Initiative, Northern Manhattan Community Voices. Financing community health
workers: why and how: Policy Brief. 2007. Morehouse School of Medicine and Community University Center for
Community Health Partnerships.

> Barnes-Boyd C, Fordham NK, Nacion KW. Promoting infant health through home visiting by a nurse-managed
community worker team. Public Health Nursing. 2001;18(4):225-235.

13
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Program Description: Carney has developed its community health worker program based on the best
practices identified in the Massachusetts Department of Public Health’s 2009 report to the state legislature
Community Health Workers in Massachusetts: Improving Health Care and Public Health.®

Carney will hire community health workers (CHWs), some dedicated to identifying unnecessary emergency
department use and others dedicated to connecting patients to primary care.” The emergency department
community health workers will focus on identifying emergency department patients who meet the criteria to
receive navigation services. ED patients who meet at least one of the following criteria will be navigated: 1)
uninsured, 2) six or more visits to the ED in one year, 3) without a PCP. The goal of the ED CHWSs will be to
connect patients to primary care providers at community health centers and within the Steward Health Care
network. In addition, the ED community health workers will work to successfully enroll patients in the
appropriate health insurance program (MassHealth, Commonwealth Care, etc.) in a timely manner. Although
ED CHWs will identify navigation patients in emergency departments, they will have the flexibility to make
home visits or meet patients in community settings to ensure patients complete insurance paperwork and
are connected to a suitable medical home. Frequent ED users will be tracked and identified using Microsoft
Amalga technology.

Once a medical home has been identified by the ED community health worker, the ED CHW will transition
the patient to a primary care CHW. At this point, the primary care CHW will complete an assessment with
the patient that assesses barriers to care, age-appropriate health screenings, and chronic disease
management needs. Patients who did not enter the system through the emergency department but are in
need of navigation will also be eligible for this service if they meet eligibility criteria. Primary care patients
will be navigated if they meet at least one of the following criteria: 1) they have missed at least two
appointments within one year; 2) they have barriers to care such as limited English proficiency,
transportation, or family care responsibilities; or 3) they require chronic disease maintenance. Patients with
chronic diseases will be case managed at the medical home site and will be referred to Chronic Disease Self
Management (CDSMP) classes led by a primary care community health worker. Patients will continue to
receive patient navigation services until they no longer meet the navigation criteria.

Steward has an ED community health worker pilot currently underway at Holy Family Hospital in Methuen,
Massachusetts. In this pilot, the CHW keeps case notes in patient records and reports milestones such as
“MassHealth paperwork work complete” and “claims paid” in a database. The English/Spanish bilingual CHW
at Holy Family Hospital was hired in December 2011, trained in MassHealth and the virtual gateway
throughout January 2012 and began working with patients the following month. Over the course of
approximately five weeks (February 1 — March 8), the CHW has contacted 65% of the 119 patients assigned
to her by the Patient Access Department. Among those patients with whom she had contact, she has
successfully connected 40% (n = 31) of them to a regular source of health insurance coverage.

The same process tracking systems will be implemented at Carney Hospital. Additionally, Steward will track
the number of patients who are successfully transitioned to a primary care medical home. Navigated patients
who enter the continuum of care through the emergency department will be asked to complete a
standardized patient satisfaction survey.

® The full report can be found at: http://www.mass.gov/eohhs/provider/guidelines-resources/services-
planning/workforce-development/comm-health-wkrs/community-health-worker-investigation-and-report.html

" The specific number of CHWs will be determined following completion of a needs assessment to be conducted in
FY2012.
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Primary care CHWs will be tracked by the barrier assessments they complete, action plans they develop
including community resources to which they refer patients, case notes in the patient record, and chronic
disease self management sessions they hold. Steward will also monitor appointment attendance among
navigated patients with the goal of reducing no-show rates. Patients receiving navigation services in primary
care settings will be tracked through their initial and annual barrier assessment, their electronic medical
record, and the chronic disease self management database.

Steward Health Care System will partner with the Outreach Worker Training Institute (OWTI) located at
Central Massachusetts Area Health Education Center (CMAHEC) and the Massachusetts Association of
Community Health Workers (MACHW). Upon employment, all new community health workers will attend an
intensive 24-hour training led by OWTI to learn the core competencies of community health work including:
communication, organization, assessment, documentation, service coordination and cultural competency.
Emergency department CHWs will receive additional training that includes units on Medicaid enroliment,
using the Virtual Gateway, mental health and substance abuse. Beyond the core training, primary care CHWs
will be trained in chronic disease and age-appropriate screenings, motivational interviewing, and chronic
disease self-management.

Throughout the core competency training, CHWs will work on creating a system and community resource
guide. Additionally, this initiative will leverage existing relationships with community partners to ensure
CHWs have knowledge of and relationships with diverse system and community resources. Carney has a
Community Benefits Advisory Council (CBAC) which is comprised of members of local community groups,
non-profits and social service agencies. Through community health assessments, the CBAC determines unmet
community needs and develops community benefits programs to address these needs. The CBAC will serve
as a resource to direct CHWs to appropriate community services.

Community health workers will represent the races, ethnicities, cultures, and languages of the communities
that Carney serves. CHWs will receive cultural competency education as part of their core competency
training to ensure that services are provided in a culturally and linguistically appropriate manner.

Expected Results: The proposed initiative will reduce unnecessary ED use, increase primary and preventative
care, and increase patient satisfaction with care. More broadly, this initiative will enhance the health of the
community by emphasizing primary and preventative care and establishing primary care relationships.

Related Projects:
e Project2.3
e Project3.1
e Project3.2

This project addresses Carney’s goal of better serving its culturally diverse patients across the health care
continuum. In addition to utilizing bilingual, culturally competent community health workers as described
above, Steward is also implementing Clinical and Patient/Family Care Maps. Both initiatives are designed to
guide certain vulnerable populations through the care continuum and ensure that they are empowered to
seek and access the care they need at the right time, in the right setting. In Project 1.1 community health
workers will interact directly with patients and facilitate use of primary care by connecting patients to
appropriate medical home-like settings and conducting follow-up in the community as needed. In Project 2.3
(Care Maps) patients with specific high risk conditions will be provided a “map” for what they should expect
before, during, and after a course of treatment. The Care Maps provide guidance regarding important
questions to ask throughout the process, information regarding medications, and expectations for each stage
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of care. Both initiatives seek to empower typically-disenfranchised, low income patients by enhancing patient
communication and providing tools that actively engage patients in a manner that is culturally and
linguistically appropriate.

Project 3.1 represents the third goal and the culmination of Carney’s efforts to engage patients and
coordinate care along the entire health spectrum. Under this initiative, Carney will receive a “global budget”
for the care of its Medicaid patient population. As part of this project, Steward will collaborate with Medicaid
to develop a pilot program which leverages Carney’s significant Medicaid patient population. Carney will
strive to achieve specified benchmarks in care management, quality, and cost growth; and in the final year of
the demonstration, will receive global, risk-based payments for the total projected cost of care for 100% of
its aligned Medicaid population.

Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward
is both actively sharing its experiences with other providers as well as continuing to implement best practices
in its efforts to improve cross continuum tools for patients and providers.

Project 1.1: Implement Patient Navigation Services

Master Plan Project 1.6

SFY 2012

SFY 2013

SFY 2014

1.1.1 (Process 6-b1)

Milestone: Identify skill set of
personnel, and number of FTEs needed
Metric: Completed Job Description with
identified skills

Data Source: Operations

1.1.2 (Process 5-b3)

Milestone: Conduct gap analysis
(Current State Process Map
Developments)

Metric: Gap analysis completion
(Creation of a Current State Process
Map describing gaps and barriers)
Data Source: Operations

1.1.3 (Process 13-b1)

Milestone: Creation of a Future State
Process Map mitigating gaps and
barriers, and ensuring proper standard
practices.

Metric: Future State Process Map
Completed

Data Source: Operations

1.1.4 (Process 8-b1-b2)

1.1.4 (Process 8-b1-b2)
Milestone: CHW training completion
Metric: (Process 8-b1) 100% of newly

® A current state process map is a map of current processes used to identify gaps and opportunities for improvement; it

is a type of gap analysis.
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Project 1.1: Implement Patient Navigation Services

Master Plan Project 1.6

SFY 2012

SFY 2013

SFY 2014

hired CHWs completed required Core
training

Data Source: participant registration
database

Milestone: (Process 8-b2) CHW training
knowledge and self-efficacy

Metric: 100% of CHWs improved
knowledge and self-efficacy scores from
Core pre to post-test

Data Source: pre and post-tests

1.1.5 (Process 9-b1-b2)

1.1.5 (Process 9-b1-b2)

Milestone: CHW training / continuing
education training completion
Metric: (Process 9-b1) 100% of CHWs
will have completed the required
continuing education training

Data Source: participant registration
database

Milestone: CHW continuing education /
evaluation knowledge and self-efficacy
Metric: (Process 9-b2) 100% of CHW's
improved knowledge scores related to
continuing education training and self-
efficacy from pre to post-test

Data Source: pre and post-tests

1.1.6 (Process 12-b1)

1.1.6 (Process 12-b1)

Milestone: ED Frequent User Visits
Identification

Metric: Identification of baseline for top 25
frequent users (frequent users defined as
patients that visit more than 12 times a
year) to be referred to as “Cohort 1”7°

Data Source: Meditech, Amalga (internal
sources)

1.1.6 (Process 12-b1)

Milestone: ED Frequent User Visits
Identification

Metric: New non-duplicative
identification of top 25 frequent users
(frequent users defined as patients that
visit more than 12 times a year) to be
referred to as “Cohort 2”

Data Source: Meditech, Amalga
(internal sources)

° Cohort 1 and Cohort 2 are populations identified for the purpose of monitoring most frequent ED users for
improvement. Cohort 1 is the top 25 frequent users (frequent users defined as patients that visit more than 12 times a
year) as identified in FY2013; Cohort 2 is a non-duplicative population identified using same criteria in FY2014.
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Project 1.1: Implement Patient Navigation Services

Master Plan Project 1.6

SFY 2012

SFY 2013

SFY 2014

1.1.7 (Improvement 3-b1)

1.1.7 (Improvement 3-b1)

Milestone: ED Frequent User Visits
Improvement10 (num: total number of
ED visits by persons classified as
frequent ED users (“Cohort 1”) in
FY2013; denom: total number of ED
visits by Cohort 1 in FY2014)

Metric: 10% Reduction in Cohort 1
frequent user total visits from baseline
identified in previous FY (frequent users
defined as patients that visit more than
12 times a year)

Data Source: Meditech, Amalga
(internal sources)

1.1.8 (Process 10-b1)

1.1.8 (Process 10-b1)

Milestone: Develop process for making
patient referrals to PCPs

Metric: Completion of ED patient referral
policy

Data Source: Meditech, Amalga

1.1.9 (Improvement 1-b1)

1.1.9 (Improvement 1-b1)

Milestone: PCP appointments made
from ED (num: patients discharged from
ED with PCP appt made; denom: all ED
patients eligible for CHW services)
Metric: 25% of discharged ED patients
in program leave with primary care
appointment made

Data Source: Meditech, Amalga

1.1.10 (Process 2-b1)

1.1.10 (Process 2-b1)

Milestone: Provide navigation services and
establish baseline for number of individuals
targeted for services (ED patients who are
uninsured; have six or more visits to the ED
in one year, or no PCP without a PCP; and
primary care patients missing at least two
appointments within one year; limited
English proficiency, transportation, or
family care responsibilities; or requiring
chronic disease maintenance)

Metric: Percent of Identified Target
Population receiving CHW Services (num:

1.1.10 (Process 2-b1)

Milestone: Monitor number of target
individuals receiving services

Metric: Number of Identified Target
Population receiving CHW Services
(num: number of individuals receiving
CHW services; denom: number of
individuals identified as meeting criteria
for navigation services)

Data Source: Amalga, CHW records

10 Frequent users defined as patients that visit the ED more than 12 times over 12 month period. Measures based on
number of visits by persons classified as frequent users in prior FY compared to number of visits by that same cohort in

following year.
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Project 1.1: Implement Patient Navigation Services

Master Plan Project 1.6

SFY 2012

SFY 2013

SFY 2014

number of individuals receiving CHW
services; denom: number of individuals
identified as meeting criteria for navigation
services)

Data Source: Amalga
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Project 1.2: Develop Integrated Acute and Post-Acute Network Across the Continuum of Care
Master Plan Project 1.7

Goal: The goal of this initiative is to reduce readmissions and hospitalizations for patients in post-acute
settings, as well as to bring the post-acute setting into Carney’s integrated care continuum. This project will
achieve this through the development of integrative partnerships with local skilled nursing facilities. Carney
will deploy nurse practitioners to skilled nursing facilities in the Carney service area that will serve as
transitional care experts and work in collaboration with board certified geriatricians at Carney. The expanded
availability of nurse practitioners in skilled nursing facilities will reduce hospitalizations by eliminating
emergency room evaluations in favor of on-site evaluations and ensuring care is provided in the most
effective setting. The relationships established through this initiative will enhance integration along the care
continuum, and in the future will allow Carney to function as the hub for a single global payment and
accountable care entity.

Rationale: Reports from the Massachusetts Division of Health Care Finance and Policy estimate that as many
as 46% of visits to Massachusetts acute hospital emergency departments are avoidable / preventable.
Literature suggests this figure may be as high as 67% for patients admitted from skilled nursing facilities.™
Unnecessary trips to the emergency room are not only costly to the Commonwealth; they also increase the
risk of complications by exposing vulnerable patients to illness and errors in transitional care. Given
Medicaid’s dominance as a payer for nursing home services, this initiative may provide important savings to
MassHealth, the Massachusetts Medicaid program. Additionally, investment in post-acute provider
relationships will aid Carney as it seeks to become a fully integrated community care organization. This
project will aid a critical segment of Carney’s patient population, and aligns with recent investments made in
Carney’s geriatric center.

Program Description: The proposed program will place nurse practitioners into skilled nursing facilities in
Carney’s service area that will serve as transitional care experts and work in collaboration with three board
certified geriatricians at Carney. At the current time, Carney Hospital has strong relations with seven skilled
nursing facilities; Boston Home, Bostonian, Braintree Manor, Harborlights, Marina Bay, Marion Manor, and
Saint Joseph. These seven facilities provide care to approximately 350 patients in total, the majority of which
are covered by Medicaid. Carney nurse practitioners have been assigned to five of the seven facilities and the
remaining two facilities each employ their own nurse practitioner.'? Each Carney nurse practitioner is
supported by a Carney attending physician. The emphasis of the Carney teams at skilled nursing facilities has
been to provide optimal care in non-acute settings and prevent readmissions from non-acute to acute
facilities.

Over the past six months Carney has initiated post-acute transition group meetings with the affiliated nursing
homes. The purpose of the meeting is to review Carney’s acute care hand-offs; readmission data and to
better acquaint the various clinical and administrative participants with each other. Participants of these
meetings “drill down” on events leading to patient readmissions within 30 days of discharge. This allows all
post acute-care partners to have live discussions and participate in corrective plans of action. Patient
readmissions from skilled nursing facilities are also reviewed by case management to see what both the
hospital and the skilled nursing facility could have done to keep that patient in the facility. The proposed
program builds from this foundation to more fully coordinate care transitions to and from skilled nursing

1 Joseph G. Ouslander et al., Potentially Avoidable Hospitalizations of Nursing Home Residents, J Am Geriatr Soc
58:627-635, 2010.
2 The remaining two facilities have physician supervision and direction associated with Carney
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facilities. In addition, this program will supplement current efforts by Steward’s cross continuum Transitions
in Care team by implementing this pilot initiative and acting directly upon analyses indicating gaps in post-
acute care. While all community facilities are invited to participate in our cross continuum Transition in Care
live discussions and analysis, the proposed DSTI effort focuses specifically on transitions between skilled
nursing facilities and the hospital. The proposed initiative also expands upon prior efforts by introducing a
tool which requires cooperation between both parties involved in the transition, as opposed to a single-sided
effort.

This project will also leverage Carney’s DSTI efforts to implement the INTERACT transfer tool (Project 2.2),
which standardizes vital health information as patients are transferred to and from the acute and post-acute
setting. In order to ensure that nurse practitioners are integrated in a meaningful manner, EClinical will be
utilized to record patient information in partner skilled nursing facilities. As part of this initiative Carney’s
skilled nursing facility-based NPs will document patient progress notes on EClinical EMR. This will allow the
covering physician and others involved in patient care such as specialists to communicate and follow the
patient along a single electronic record. This will also facilitate after-hours communication with “on call”
staff.

The use of EClinical to enhance communication between the acute and post-acute setting will allow Carney
clinical staff to remotely access records of patients in transition. Carney ER staff as well as acute care staff
may also have access to skilled nursing facility EMR. There are many limitations to a fully integrated EMR
with the post-acute community. Of the seven area skilled nursing homes in which Carney physicians and NPs
practice, most utilize different EMR systems or have partial paper and electronic charts. Uniform and
consistent access to a patient’s EMR along the care continuum will decrease duplication of tests and enhance
and improve the transition process for these patients.

In order to evaluate the success of this program, a multidisciplinary cross continuum team will look at 30 day
readmissions as well as admissions from affiliate skilled nursing facility partners. In addition, specific goals
have been established to measure improvement in readmissions from post-acute care settings. Carney will
continue to monitor the performance of local skilled nursing facilities to ensure that its skilled nursing facility
partners improve and/or remain above a threshold in quality rankings as posted on the Nursing Home
Compare website. Evaluations will be conducted annually and used to work with skilled nursing facilities to
develop targeted improvement strategies as needed. In addition, Carney may expand the number of skilled
nursing facility partners based on evidence of high quality facilities in the area and mutual interest. Success in
the proposed project may result in the expansion of this program to other Steward acute care hospital
service areas.

Expected Results: It is expected that the proposed project will reduce hospitalizations and re-hospitalizations
of nursing home patients over the demonstration period. This in turn will translate into a 5% reduction each
year in projected readmissions as compared to the prior fiscal year (FY)."

Related Projects:
e Project2.1
e Project2.2
e Project3.1
e Project3.2

B Al targets in this DSTI proposal are based on the more aggressive of Carney’s specific position or Steward’s specific
position.
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This project builds upon Steward system-wide accomplishments and seeks to maximize care coordination
with post-acute care providers, including mitigating preventable readmissions, and standardizing care
processes. This project, in conjunction with Projects 2.1 and 2.2, focuses on care transitions with particular
emphasis on Carney’s significant elder population. While Project 1.2 engages post-acute partners directly,
these efforts are enhanced by Carney’s other DSTI projects which seek to implement electronic medical
records, and educate acute care staff regarding geriatric issues and early identification of complications. In
conjunction, these initiatives will enable Carney to better manage the total cost and care of its patients,
reduce complications, and implement the information technology infrastructure needed to perform under
global risk-based payment arrangements, as described in Project 3.1.

Finally, Project 3.2, a mandatory initiative to participate in a learning collaborative, will ensure that Steward
is both actively sharing its experiences with other providers as well as continuing to implement best practices
in its efforts to improve cross continuum tools for patients and providers.

Project 1.2: Develop Integrated Acute and Post-Acute Network Across the Continuum of Care
Master Plan Project 1.7

SFY 2012 SFY 2013 SFY 2014

1.2.1 (Process 3-b1)

Milestone: Execute agreement with
post-acute partners

Metric: Agreements with at least 7 post-
acute partners

Data Source: agreement

1.2.2 (Improvement 4-b1) 1.2.2 (Improvement 4-b1)

Milestone: |dentify barriers to use of EMR
in nursing home

Metric: Report of identified barriers for
EMR

Data Source: internal records

1.2.3 (Process 5-b1) 1.2.3 (Process 5-b1)

Milestone: Implementation of EMR in
nursing homes

Metric: technical implementation
(wiring) in all nursing home sites
Data Source: internal records

1.2.4 (Improvement 2-b2) 1.2.4 (Improvement 2-b2) 1.2.4 (Improvement 2-b2)

Milestone: Reduction of readmission Milestone: Reduction of readmission from Milestone: Reduction of readmission
from Nursing Homes (num: patients Nursing Homes (num: patients discharged from Nursing Homes (num: patients
discharged to partner SNF after index to partner SNF after index admission and discharged to partner SNF after index
admission and readmitted within 30 readmitted within 30 days; denom: all admission and readmitted within 30
days; denom: all patients discharged to patients discharged to SNF after index days; denom: all patients discharged to
SNF after index admission)14 admission) SNF after index admission)

Metric: Reduce all-cause readmissions Metric: Reduce all-cause readmissions from | Metric: Reduce all-cause readmissions

! Readmissions calculation follows FY2012 final rule specifications.
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Project 1.2: Develop Integrated Acute and Post-Acute Network Across the Continuum of Care

Master Plan Project 1.7

SFY 2012

SFY 2013

SFY 2014

from nursing homes to Carney by 2%
from previous FY (Baseline FY11 18.8%,
reduction to 18.4% in FY2012)

Data Source: University Healthcare
Consortium (UHC) (internal source)

nursing homes to Carney by 5% from
previous FY

Data Source: University Healthcare
Consortium (UHC) (internal source)

from nursing homes to Carney by 5%
from previous FY

Data Source: University Healthcare
Consortium (UHC) (internal source)
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Category 2 — Improved Health Outcomes & Quality

Project 2.1: Enhance Patient Transitions
Master Plan Project 2.3

Goal: The goal of this project is to enhance communication throughout the discharge process from non-acute to
acute care settings, and vice versa, to prepare for value-based purchasing programs which will evaluate
providers on the basis of care coordination and outcomes. This is an attempt to involve all stakeholders involved
in discharge and transitions between health care settings. Enhanced discharge communication will be achieved
through implementation and use of the INTERACT Transfer Tools (Interventions to Reduce Acute Care
Transfers)™, bed huddles, Emergency Department huddles, multidisciplinary rounds, and Carney’s Ambassador
program (see description below). These activities support a comprehensive discharge process by allowing
participants in a variety of settings to contribute to the process and communicate in a standardized manner. Key
goals of this project include identification of barriers in communication within and across settings and education
of all acute care staff and partner post-acute providers in standard utilization of the transfer tools.

Rationale: Approximately 30,000 patients pass through Carney’s Emergency Department each year, many of
which arrive from one of Carney’s seven post-acute partner facilities. Carney recognizes that communication
and coordination among settings is imperative to maintaining high quality along the care continuum and
preparing for value and outcome-driven payment arrangements. This initiative targets increased utilization of
the INTERACT transfer tools to aid in communication and care coordination among care settings. The INTERACT
tools have been shown to improve communication between nursing homes and hospitals and reduce the
frequency of potentially avoidable transfers to acute hospitals from non-acute settings.'® Enhanced
communication reduces the number of complications from hospitalization, as well as unnecessary health care
expenditures. Additionally, within the acute care setting, Emergency Department huddles, bed huddles and
multidisciplinary rounds will improve communication internally and ensure clear flow of patient information. As
a whole, these programs support an efficient and patient-centric care transitions within and among providers
that will help reduce the total cost of care for patients who may be associated with Carney under alternative
payment arrangements.

Program Description: INTERACT tools are screening tools for non-acute facilities. They are designed to aid in
early identification, assessment, documentation, and communication regarding change