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Introduction: Maryland Context & Background
Broadening the Concept of Prevention
The concept of social determinants of health is now firmly entrenched in the medical delivery system, the
public health profession and the public policy arena. The growing body of literature, the public health
models in operation and the multi-sector collaborations taking shape all reflect the growing recognition
that social determinants of health must be addressed to reverse the impact of negative socioeconomic
factors on health status and disparities. Healthcare professionals are more knowledgeable about and
more committed to addressing behavioral factors and socioeconomic conditions in order to manage
chronic disease. Further, the medical delivery system has begun to draw on service settings and
resources outside of the conventional practice setting in order to assure the patient's‘ recovery,
1
restoration and long-term chronic disease management .
Similarly, the concept of prevention is gaining momentum; recognizing that collaborative efforts of the
medical delivery system with the public health, social services, housing, education and neighborhood
development sectors have the potential to produce more effective prevention initiatives and lasting
population health improvement. These efforts are being fueled by new payment models and alignment of
measurement and incentives. Increasingly, as responsibility is being assigned for large populations, it
2
demands a stronger focus on disease prevention and health promotion . In response, practitioners are
seeking to be more proactive in addressing medical, behavioral and structural issues that can help
promote health and prevent illness. Research highlighting the impact of social determinants on health
status is compelling, and recognizes that producing change requires community engagement, ongoing
relationships and resources to include medical, housing, nutrition, social services, education, community
3
development and economic supports . This shifting paradigm further compels policymakers and
providers to address health equity issues to determine how resource allocation can best improve access
and empower communities toward better health. This, in turn, has fueled partnerships that better address
4
upstream factors by encouraging behavior/lifestyle changes and promoting healthier communities . These
initiatives are not all new, some are current and emerging, funded and unfunded, however together they
have the capacity to be braided into coordinated next generation initiatives for that move beyond
population health management and into population health improvement.
Population Health Management and Population Health Improvement
This population health improvement plan is premised on the emerging paradigm shift, orienting towards
prevention, within population health and healthcare. This paradigm shift is paralleled with a shifting
5
terminology, moving from population health management into a focus on population health improvement .
Population health management refers to purposeful actions taken to achieve one or more desired health
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Bodenheimer, T. (2013); Moses, K. & Davis, R. (2015); Robert Wood Johnson Foundation. (2012); Prybil, L.,
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outcomes in a defined group of persons by coordinating and integrating health care, public health
activities, and the social and environmental determinants of health. Population health improvement has
come to refer to these same efforts when adopted in a proactive and preventative oriented modality,
when the target population is community-based and initiatives are focused on the larger population.
Typically, the goals are met in the long-term and are realized through not observing negative health
outcomes. Population health improvement utilizes population health management focuses to determine
where prevention is most needed, where they can be systematized, and where further supports and
economies of scale can be realized.
Any initiative is often hard to categorize exclusively in a single realm - population health management or
improvement - as nearly all initiatives aim toward risk reduction and health promotion, and nearly all
health management goals are ultimately have a long-term goals of population improvement. However for
the purposes of categorization the terms are applied in this paper to distinguish two types of program
initiatives: population health management initiatives and population health improvement initiatives.
Population health management initiatives are designed around management of patient cohorts and/or
narrowly-defined patient populations, with near-term goals and long-term targets established. Whereas,
population health improvement initiatives are designed as proactive initiatives defined by goals for
prevention, risk reduction, health equity and health promotion, complementing population health
management initiatives and designed to achieve long-term, sustained community health status
improvement.
Population health management and population health improvement initiatives work in parallel and with
payment and delivery system reform, and function to support the same goals of payment reform. While
the changes to the health care delivery system are designed to improve care coordination and to deliver
quality care more efficiency, population health improvement initiatives are designed to reduce the need
for care before individuals enter the healthcare system and reduce reliance on health care services by
addressing the social determinants that give rise to care that could have been avoided.
Three Buckets of Prevention
In order to move towards active prevention utilizing population health, the Centers for Disease Control
and Prevention (CDC) articulates a conceptual framework for population health and prevention using
three categories - - identified as ―buckets of prevention‖ - - with which to categorize prevention
6
interventions . Each bucket reflects a different scope of activity, expands the reach to a broader
population base, and opens a broader set of intervention options. Brief descriptions of the buckets are
found below.
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Bucket 1: Traditional clinical prevention interventions
● Provided in a clinical setting
● Clinical services provided by traditional medical providers during a routine one-to-one encounter
● Strong evidence base for efficacy and/or cost effectiveness
● Generally reimbursed, possibly mandated by insurance plans, (e.g. seasonal flu vaccines,
colonoscopies, screening for obesity and tobacco use)
Bucket 2: Innovative clinical prevention provided outside the clinical setting
● Provided outside the clinical setting
● Services provided by traditional and non-traditional medical providers (CHWs, MD, NP, Care
Manager, etc.)
● Clinical services provided to defined patient populations rather than one-to-one
● Proven efficacy in relatively short amount of time, 6mo - 3 years(e.g. CHW home assessment for
asthma triggers)
Bucket 3: Total population or community-wide interventions
● Provided outside the clinical setting
● Targeted to an entire population or subpopulation in a defined geographic area
● Interventions may be focused on promoting behavior change through policies, insurance
coverage, and/or advertising campaigns (e.g. laws establishing smoke-free zones) and are
consistent with emerging evidence base
● Impact may not be demonstrated for many years or even a generation
The population health improvement plan utilizes these three buckets as an initial step in describing
options - strategies - to address priority areas of public health improvement. In other words, options to
address priority areas of public health improvement are first oriented within the framework of the three
buckets. Options that fall within bucket two and three are prioritized for the population health plan due to
their denominator, a segment of the population or the entire population rather than an individual.
To this end, the population health improvement plan‘s overall goals look to: present a framework for
population health improvement prioritization; promote ongoing healthy lifestyle and healthy behavior at
the individual, neighborhood, and statewide level with intention towards addressing health equity across
communities through activities occurring outside a clinic or hospital; support the All-Payer Model goals to
improve population health for Marylanders; and, suggest future design assessing the opportunity and
feasibility of sustainable financing for the population health improvement initiatives.

7

The Maryland All-Payer Model Background
In 2014, the State of Maryland signed an agreement with the Centers for Medicare & Medicaid Services
(CMS) to implement the Maryland All-Payer Model (‗the Model‘) to limit total hospital health care cost
growth per capita while improving quality of care and health outcomes. With the implementation of
hospital global budgets, financial incentives changed for Maryland hospitals; the business model no
longer focuses on generating volume in the hospital setting but instead encourages population health
management strategies that can reduce avoidable utilization and improve quality of care in the hospital.
Maryland hospitals have responded to these incentives by focusing on high utilizers and well-defined
areas for quality of care improvements. Maryland hospitals exceeded nearly all hospital performance
7
targets in the first two full years of the model .
The initial five years of the Model is referred to as Phase 1, with a transition to a broader Model (Phase 2)
expected in the 5 years following (2019-2014). The Phase 2 Model will expand the scope from hospitals
to encompass the continuum of health care settings in performance measurement. Under this broader
perspective, successful performance will depend on the clinical and financial alignment across the health
system. Controlling the total cost of care and improving health performance outside of the hospital will
depend on robust public-private collaboration and the leveraging of existing resources across the public
health, social services and particularly the primary care arenas. These efforts will require providers/payers
to address social determinants of health, promote community-based care and utilize the highest value
setting. Finally, success will require intense focus on particular community health status targets and the
adoption of a long-term horizon to improve community health status in the aggregate.
During Phase I, Maryland hospitals began to reduce avoidable hospital utilization, improve quality of care
in the hospital and build working partnerships to ―smooth‖ care transitions across service settings. Going
forward, Maryland will require broader collaboration of social services and effective community healthoriented approaches to meet health improvement targets. Under the current model, the Health Services
and Cost Review Commission (HSCRC) actively works to encourage hospitals to develop care networks
that extend beyond the hospital walls and the boundaries of the HSCRC‘s regulatory authority. Global
budgets are an effective tool for providing these financial incentives. However, hospital utilization
depends heavily on both physician behavior and on post-acute care provider behavior. Decision-making
of non-hospital providers strongly influences hospital utilization patterns. Under global budgets, hospitals
are no longer financially incented to increase volume, but the same is not true for physicians and postacute care providers. In response, Maryland has initiated an amendment to the current model to
incentivize providers who operate outside of the hospital arena. Maryland has requested an allowance to
share resources with and provide incentives to non-hospital providers (i.e. community-based physicians;
post-acute providers) when care improves and when there are accompanying savings. Maryland is also
discussing with CMMI the possibility of creating a CPC+ style care management model with investment in
primary care and care coordination for the Fee for Service Medicare-eligible population.
Under the agreement the Model must generate at least $330 million in savings to Medicare, and hospital
revenue is limited to 3.58% per capita growth annually. According to the Maryland Hospital Association,
allowable cumulative growth for hospital spending in the State was 11.13% but actual cumulative growth
had reached 6.18% by March 2016 (which includes three months of model year 3) with Medicare savings
7
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reaching $251 million in the first two measurement years of the model . In addition to the financial
performance, Medicare readmission rates were declining faster than the nation, putting the State‘s
hospitals on track to meet the requirement that Maryland Medicare readmission rates achieve the national
average by the end of the model period. Further, Maryland Hospital Acquired Conditions (MHACs) had
declined by 33%, surpassing the five-year target established by the model agreement. Both of these
activities resulted in savings to patients and payers. Those savings are subsumed in the financial
numbers discussed above.
To assure sustainability of the Model, the Maryland delivery system needs to demonstrate that it will
establish the partnerships and infrastructure that will further transform the delivery of healthcare, further
improve health status, and reduce the total costs of care. The agreement between CMS and Maryland
calls for Maryland to submit a proposal for a new model by January 2017 that limits, at a minimum, the
Medicare beneficiary total cost of care growth rate. At the same time, the State remains committed to
continuing all-payer participation. The State is also seeking to assure greater care coordination, improved
quality of care and reduced costs for care for individuals dually eligible for Medicare and Medicaid.
Finally, the State looks forward to the participation of commercial insurers in similarly aligned initiatives.

Calculation of Hospital Savings below the 3.58% per Capita Revenue Cap

Alignment with the Maryland All-Payer Model
The alignment of population health improvement activity with the All-Payer Model is depicted below:

Vision: A Health Care System Designed Population Health Improvement
Office of Population Health Improvement, DHMH, 2016
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As the State undertakes initiatives to improve population health in Maryland, it is critical that these
initiatives be implemented in the context of broader health care policy within the State. This Plan has
been designed to work in concert with the State‘s broader policy goals, particularly the Maryland All-Payer
Model (‗the Model‘) in its current and future phases. Under the Model, financial incentives have
encouraged Maryland hospitals to transition their business model away from generating volume in the
hospital setting. The preliminary results have demonstrated success.
The Phase 2 Model will expand the Model‘s commitments from hospitals alone to encompass the
continuum of health care settings in performance measurement. Controlling the total cost of care and
improving health metrics outside of the hospital will also depend on robust public-private collaboration,
and the leveraging of existing resources across the public health system, social services and the medical
delivery system. Under the current Model, the State is steadily moving towards a broad-based, patientcentered health system. The State of Maryland envisions a system that functions as a fully integrated
healthcare system for the patient regardless of the resident‘s location. Health care in Maryland will be
delivered in a patient-centered, value-based fashion. Patients will be able to seamlessly access services
in the most appropriate care setting at the right time with instant access to their health information. The
system must also serve and actively manage the health of the neediest individuals in the State (see
9
diagram below ).

An Integrated Delivery System
Population health management and population health improvement initiatives work in parallel to payment
and delivery system reform, and function to support the same goals of payment reform. While the
changes to the health care delivery system are designed to improve care coordination and to deliver
quality care more efficiency, population health improvement initiatives are designed to reduce the need
for care before individuals enter the healthcare system and reduce reliance on health care services by
addressing the social determinants that give rise to care that could have been avoided. The first phase of
the Model has focused on improved service delivery, and going forward the next stage of the Model
warrants a broader perspective with a focus on total cost of care. The role of population health
improvement is to improve health by addressing the wide-ranging areas outside the health service
delivery system that affect health outcomes.
9
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Population Health Improvement Plan: Maryland
Context & Background
Key Elements of the Population Health Improvement Plan
Maryland‘s foundational design work on a population health improvement plan provides a roadmap to
identify and guide future population health improvement activities and priorities. The plan‘s intent is to
support Maryland‘s population health vision of a system that functions as a fully integrated system of
health for the individual regardless of the resident‘s location or complexity. The plan focuses beyond the
clinical space and into the innovative clinical and outside the hospital space to address all factors that
determine health.
Through a strategic thought framework the plan provides a guide for how to identify population health
priorities, considers examples of current Maryland strategies and examples of emerging strategies that
address population health priorities, and emphasizes the need for future consideration of the feasibility
and sustainability of the strategies that could be used to address the population health priorities. It is
further designed to improve population level health outcomes through providing a structure that prioritizes
health equity, catalyzes collaboration among government (state, local, federal), community based
organizations, and private entities, and emphasizes activity alignment and support of Maryland‘s preexisting and future proposed All-Payer Model goals.
The population health improvement plan reaches its goals by including four main elements:
1) A population health improvement plan agenda.
This population health improvement plan agenda looks to build upon and leverage the current and
emerging investment areas for population health improvement that are catalyzed by the All-Payer Model‘s
current and continuing agenda. By building upon the State Health Improvement Plan process (SHIP),
robust data tradition, and focus on alignment of measures and incentives that exists in Maryland, the plan
establishes priority areas and advises collaborative efforts to achieve the example goals within each
priority area. This agenda further assumes an interaction and dialogue of the agenda‘s priorities between
local, regional, and State level implementers in order to implement active, ambitious and collaborative
population health improvement initiatives.
2) A framework of statewide population health improvement priorities, focus areas, goals, strategies,
and criteria guidance to advance the goals of population health improvement -- Prioritization
Matrix example.
The population health improvement plan agenda defines five (5) health improvement priorities, outlines
their focus areas, provides example goals for the focus areas, describes emerging and current strategies
that can be utilized to achieve the goals, and provides a structure for evaluating the strategies based on a
criteria that considers Maryland application, programmatic characteristics, economic feasibility, and
consistency with current and ongoing national and state initiatives. This creates a framework identified as
the prioritization matrix.
The prioritization matrix expresses priority areas in order to unite and accelerate population health
improvement progress through consistency of goals, alignment with the themes of the All-Payer Model,
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coordination at all levels (state, regional, local, neighborhood, etc.) and across multiple disciplines
(financing, public health, social services, health care system, community infrastructure agencies) for
population health improvement. With this intention, the prioritization matrix acknowledges that there are
activities where the responsibility resides with the State because of the breadth, scope and long-term
investment requirement.
Because of the long-term nature and time often required to yield a financial return on investment of
population health improvement initiatives, it is assumed that it will be challenging to observe short-term
improvements in the triple aim through the goals and strategies that are emphasized in the prioritization
matrix framework. However, while likely to rank low on return on investment during the short term, the
goals and strategies are oriented to systematize long term efforts that are necessary for success in
achieving targeted health improvement outcomes amongst the entire population - high utilizers,
individuals with rising risk, low risk individuals, general healthy population - combined. Long term, it looks
to provide a prioritization framework that guides preventive efforts that retain populations in the general
healthy population and low risk individual categories by aligning incentives, infrastructure, measures, and
accountability in support of the All-Payer Model.
3)

An example estimate of the ranges of savings, generated by utilization reductions-- Net Savings
Analysis example.

The population health improvement plan discusses a structure - net savings analysis - by which a
possible range of return on investment could be garnered from implementation of strategies that are
selected through the prioritization matrix. The example within the plan is based on the process of using
the prioritization matrix framework to strategically prioritize focus areas, goals, and strategies and looks to
visualize the consideration of these population health improvement strategies as an integral component of
the comprehensive strategy of the All-Payer Model and its themes of providing tools and aligning
measurement and incentives.
4)

An outline of future design work for comprehensively assessing the feasibility and sustainability
of different models for financing different population health improvement initiatives -- Balanced
Portfolio.

The population health improvement plan provides a thought framework - prioritization matrix - for working
through a process by which to evaluate which focus area goals and themes address the five shared
priorities laid out in the plan. The plan then provides additional criteria, through the net savings analysis,
to the strategies explored through offering perspective to the range of savings for strategies with an
evidence base. However, the plan is limited in its ability to offer an assessment of the feasibility and
sustainability of different financing models. Therefore, the plan offers suggested future design work of the
feasibility and sustainability of both the population health priority strategies. Future work considers the
suitability of each financing model within context of the Maryland environment. It comprehensively
assesses the existing investments in population health improvement strategies, as defined by the
priorities of the prioritization matrix framework, and looks to explore how to leverage those existing
investments, establish new financing mechanisms, and govern the braided investments towards the long
term priorities and goals of the All-Payer Model.
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Population Health Management
In the course of the last three years, Maryland has introduced new patient-centered service models and
care management functions focused largely around high utilizers in need of ―high touch‖ services. Most of
the initiatives have been operationalized through Maryland‘s hospitals and sustained largely through
hospital operating income. These initiatives are aimed at improving continuity of care, reducing avoidable
utilization and reducing the costs of care for high utilizers/high risk patients . As Maryland looks ahead to
the next generation of population health management, it is helpful to focus attention on the investments,
alignment, and measures that have contributed to Maryland‘s success during Phase I, including:

●
●
●

●

●
●
●
●

Data analytics at the provider level to identify factors driving utilization patterns
Effective use of care coordinators/case managers
ED-based services and linkage to appropriate services
○ Care transitions services
○ 60-90 day follow-up of high-risk patients
○ Ongoing case management for high utilizers
Increased access to care
○ Patient-centered medical homes
○ Urgent care centers
○ Expanded network of hospital-affiliated primary care providers
○ After-hours and same-day appointments
○ Expanded services in school based health centers
Use of CRISP to provide communications and data exchange across settings
Standardized protocols across clinicians in a local region
Use of community health workers for community outreach and education
Telehealth technology

Parallel to these innovations, a number of broader market dynamics have occurred in the Maryland
marketplace that will continue to support the goals for population health management moving towards
population health management, reduce the costs of care, and leverage the investments made by the AllPayer Model for continued sustainability. Most notably:

●

●

Formation of Regional Partnerships - In response to the HSCRC‘s initiatives, Maryland has seen
the formation of eight regional partnerships, each of which includes hospitals, county health
departments, community-based organizations and social services agencies. These partnerships
are working collaboratively to identify community needs, determine resource requirements to best
meet community needs and design strategies for deploying resources across the region. The
collaborative model is expected to produce more effective care coordination models and
maximize the use of specialized resources required of distinct populations such as frail elders,
dual eligible and chronic disease patients with specialty requirements. The long-term expectation
is that these partnerships will collaborate to define population health improvement goals with
particular attention to reducing risk factors. The HSCRC has actively supported the development
and continued operation of these partnerships by initially: (a) awarding planning and development
funds, (b) continuing to provide technical assistance, and (c) incentivizing collaborative operations
through project implementation awards (on a competitive basis).
Managed care product(s) for dual eligible - A proposal to CMMI is being developed for the State
of Maryland to introduce a managed care model for dual eligible that will provide stronger care
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●

●

●
●

management functions, promote investment in community-based supports, reduce hospital
utilization and lower the total costs of care in Maryland population. To date, this population has
generally not been enrolled in managed care models in Maryland, and there is a huge opportunity
to improve care coordination, heighten consumer satisfaction, and reduce the total costs of care
for this population Success will depend heavily on effective models for outreach, patient
education/self-care programs, care coordination and integration of medical, behavioral and social
services.
Re-balancing of health care resources to support outpatient care - With the investments made in
care coordination and outpatient delivery models, Maryland has seen a major decline in
admissions and a re-balancing of health care resources. The shift of investments to outpatient
delivery models has been significant, and plans for reducing inpatient capacity are rapidly
developing.
Three hospitals in Maryland have announced plans to close inpatient facilities and
construct/expand an ambulatory services campus in place of these inpatient facilities.
A proposal to CMS to waive the 3-day rule is being submitted with the hope that the post-acute
setting can be further leveraged and that acute care capacity can then be further reduced.
Several Maryland hospitals have introduced physician house call programs, likely to be expanded
in the coming two years, further reducing the demand on hospital capacity.

These efforts will generate further savings for the health care system, as capacity reductions produce
even more meaningful cost reductions to health care operations. This will create opportunities for
reinvesting dollars into community-based services, prevention, health promotion and quality of care
improvements.

Population Health Data
Paramount to Maryland‘s population health improvement is the ability to effectively measure the health of
Maryland residents. Based on a composite of scores determined and disseminated by United Health
Foundation‘s America’s Health Rankings, Maryland has improved six spots in the national ranking of
th
States, moving from the 24th position in 2013 to the 18 position in 2015. While much of this
improvement has been attributed to expanded access to care through insurance coverage, it additionally
includes the sustainment of a number of effective public health initiatives such as continued efforts in the
areas of tobacco control, chronic disease prevention and management, infectious disease prevention,
10
maternal and child health, and school readiness .
In 2011, the Maryland Department of Health and Mental Hygiene (DHMH), Office of Population Health
Improvement (OPHI) developed and launched the Maryland State Health Improvement Process (SHIP) –
a framework for accountability, local action, and public engagement to advance the health of Maryland
residents. SHIP began with 39 health objectives in six vision areas – healthy babies, healthy social
environments, safe physical environments, infectious disease, chronic disease and health care access –
which are closely aligned with national Healthy People 2020 objectives. The objectives were chosen with
input from the public health community and the general public. For each objective, a statewide baseline
and target goal for improvement by 2014 were established. County-level data and data by race/ethnicity
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were provided where available. In 2011, health improvement targets were established for 2014, and
performance review indicates that Maryland achieved 28 of the 41 SHIP targets in 2014.
The goal of the SHIP has been to provide county-level data, establish a measurement cycle and assign
accountability for health improvement at the local level. In addition to SHIP and reports prepared by
DHMH, Maryland examines health status indicators/health behavior using national data sources that
include:

●
●
●
●
●
●

Behavioral Risk Factor Surveillance System (CDC)
Youth Risk Behavioral Survey (CDC)
America's Health Rankings (United Health Foundation)
County Health Rankings (Robert Wood Johnson Foundation)
The State of Obesity (Trust for America‘s Health)
Commonwealth Scorecard (The Commonwealth Fund)

In addition to national databases, Maryland leverages state-based surveillance systems and databases
including:

●
●

Health Services Cost Resource Commission (HSCRC)
Chesapeake Regional Information System for our Patients (CRISP)

Through surveillance and analysis of the aforementioned data sources, Maryland is able to understand
present notable health status improvements and identify continuing health status and health behavior
challenges in Maryland that are explored in brevity below.
Notable Population Health Improvement & Continuous Challenges

While unable to provide an exhaustive list of Maryland‘s health improvements, successes, and continued
challenges at the State level, by exploring brief examples of the efforts in the areas of smoking, teen
pregnancy, infant mortality, chronic disease, HIV prevention, behavioral health, violence treatment and
prevention, and access to healthcare provide insight into the utility of the SHIP process in identifying
areas of needed population level health improvement and measuring effective responses in Maryland.
Smoking: Smoking rates among both adult (18+) and youth (0-18) have declined 24% and X%
11
respectively between 2011 and 2014 . Continued challenges persist with nearly 15% of the adult
12
population reporting to be active smokers .

11
12

Maryland SHIP measures.
Ibid.
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Teen Pregnancy & Infant Mortality: Since measurement began in 2009, teen pregnancy rates had
13
declined in 2014 by 43% . This decrease in teen pregnancy, additionally contributed to a paired
decrease in infant mortality rates by nearly 10% in 2014, down to its lowest point since its incorporation in
14
the SHIP process as a measurement in 2011 . While teen pregnancy interventions contribute to
decreasing overall infant mortality, infant mortality on the whole continues to present a challenge for
15
Maryland with the infant mortality rate for all races traditionally being higher than the national rate .
HIV Prevention: New HIV infection incidence - the number of new diagnoses - in Maryland declined by
16
half between 2009-2014 . However, continued challenges in this area persist and warrant continued
efforts with the CDC estimating in 2012 that 18.7% of people living with HIV in Maryland were
17
undiagnosed and therefore unaware of their diagnosis and not linked to treatment .
Chronic Disease: Prevalence rates for diabetes and hypertension are higher than the national average
18
and are increasing . While chronic disease prevalence presents considerable challenges in Maryland,
successes have been measured in reducing some of the risk factors (characteristic or exposure that
increases the likelihood of developing a disease or injury) associated with chronic disease such as
diabetes.
Behavioral Health: Behavioral health presents significant challenges within the areas of provider
education, patient access, and the continuum of behavioral health services. However, Maryland boasts
significant progress with registering pharmacy and controlled dangerous substance providers participating
19
in the prescription drug monitoring program (PDMP) .
Risk factors that often precede substance use disorders such as alcoholism continue to be a cornerstone
focus in Maryland that requires attention. For example, underage drinking blood alcohol levels above the
20
0.08 mark) in Maryland was reported as contributing to 28% of driving fatalities in 2014 .
Violence: Violence across the life course continues to be a challenge in Maryland, with the State suffering
a loss of 42 people between July 2014 and June 2015 due to domestic violence; 55% of which involved
21
the use of a gun . Efforts to support victims of intimate partner and domestic violence indicate that 408
individuals (208 children and 199 adults) in 2015 received mitigation and protective services such as
22
emergency shelter, therapy and counseling, and legal services .

Access to Care: The rate (per 100,000) of Marylanders without health insurance dropped from 10.2 in
2013 to 7.9 in 2014, the first year of the Affordable Care Act, which yielded a 2.3 percentage point drop
23
that is just behind the national average of 2.8 percentage point drop for 2014 . While more Marylanders
are enrolling in coverage, there remains a part of the population where the affordability of seeing a
13

Maryland SHIP measures.
Maryland SHIP measurement
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http://dhmh.maryland.gov/vsa/Documents/imrrep14_draft%201.pdf Maryland 2015 Infant Mortality Report
16
Maryland SHIP measures
14

17 Centers for Disease Control and Prevention. Prevalence of Diagnosed and Undiagnosed HIV Infection —United States, 2008–2012. MMWR Morb Mortal Wkly Rep 2015; 64.
18

Maryland SHIP measures.
http://bha.dhmh.maryland.gov/Documents/UPDATED%20PDMP%20Legislation%20Fact%20Sheet_06Jun2016.pdf
20
Maryland Department of Transportation (2016).
21
http://mnadv.org/_mnadvWeb/wp-content/uploads/2011/07/2016-Memorial-Fact-Sheet-Letter-Web-Photo2.png ;
http://mnadv.org/_mnadvWeb/wp-content/uploads/2011/07/Slide2.png
22
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23
Health Benefit Exchange Census Data http://www.marylandhbe.com/fewer-marylanders-without-health-coverage-census-bureaureports/
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physician continues to be a barrier with 13% of Marylanders reporting there having been a time in the
24,25
past year when they could not afford to see a physician
.
An additional barrier to healthcare access in Maryland is the lack of transportation in Maryland‘s rural
regions where communities are unable to financially sustain neither public bus routes nor full-day private
26
taxicab services .
The population health issues described above highlight some of the population health improvement
successes celebrated in Maryland and identifies the continuing challenges facing the State that affect
health outcomes but lie beyond the scope of the medical care delivery system itself. However, there is
mounting evidence to demonstrate that increased investment in the social determinates of health
(selected social services, partnerships between health care and community groups and focused efforts to
promote behavior change) can produce substantial health improvements and reduce health care costs for
targeted populations. The challenges identified point to opportunity areas where targeted resources and
effective action plans could produce improved health outcomes for Maryland citizens.
Health Disparity, Health Equity, and Social Determinants of Health - Distinct Successes and
Challenges in Maryland
Fundamental to understanding Maryland‘s health status is identifying where health disparity and health
inequity exist. Assessment of both health disparity - differences in health outcomes among groups of
people- and health equity - attainment of the highest level of health for all people through efforts that
ensure that all people have full and equal access to opportunities that enable them to lead healthy lives is integral to ensuring that the health of Marylanders is considered holistically within a historical and
27,28
socio-ecological context that is shown to affect population health improvement
. By orienting towards
a holistic perspective of population health improvement, Maryland looks to address the social
29
determinates of health as promoted by the Centers for Disease Control and Prevention .

24

Maryland SHIP measures
Cecil County‘s Community Health Needs Assessment, 2015-2016; other CHNA‘s from Maryland hospitals (2014-2016)
26
Phone Interview with Lara Wilson, Executive Director, Maryland Rural Health Association (2015); Priorities ranked in PostSummit Survey. See Appendix F
25

27

Health Equity Institute definitions http://healthequity.sfsu.edu/content/defining-health-equity
CDC socioecological model framework for prevention http://www.cdc.gov/violenceprevention/overview/socialecologicalmodel.html
29
CDC definition social determinates of health: The complex, integrated, and overlapping social structures and economic systems
that are responsible for most health inequities. These social structures and economic systems include the social environment,
physical environment, health services, and structural and societal factors
http://www.cdc.gov/nchhstp/socialdeterminants/definitions.html
28
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Social Determinates of Health
The University of Wisconsin Population Health Institute introduced a model to convey that nonmedical
factors play a substantially larger role than do medical factors in health. In this model, clinical care is said
to determine only 20% of an individual‘s health status, while socioeconomic factors account for 40% of
the determinants and the physical environment accounts for another 10% of the determinants of health
status.

To provide context, some examples of population health improvement challenges in Maryland that
warrant addressing elements of the social determinates of health framework in order to provide
sustainable solutions are highlighted below to provide sample illustrations of how interventions focused
on population health improvement strategies warrant investment in order to achieve positive and
sustainable health outcomes.

18








Shortage of affordable housing in selected jurisdictions, with accompanying problems of
30
homelessness and/or unsafe home conditions.
Disparities in health status and access to care by race and by ethnicity, and the need to
strengthen cultural competency in direct services, prevention strategies, and health literacy
initiatives
Limited access to primary care and behavioral health care services in rural regions, reflecting
both recruitment challenges and transportation barriers
Poverty levels across pockets of the State.
A large prison population (approximately 21,000 people), with high rates of illness, addiction
and communicable diseases. Additionally, the inmate population is aging and presents high
31
rates of chronic disease management needs.

The population health issues described above highlight some of the major challenges facing the State
that affect health outcomes but lie beyond the scope of the medical care delivery system itself. However,
there is mounting evidence to demonstrate that increased investment in selected social services, strong
transformed primary care base, partnerships between health care and community groups and focused
efforts to promote behavior change can produce substantial health improvements and reduce health care
costs for targeted populations. Interventions are complex to design, and solutions are costly to
implement. Decisions about resource allocation across regions are complicated ones, as the neediest
areas for population health improvement may sometimes be the areas with the weakest opportunity for
health care institutions to generate savings and self-fund initiatives. But the challenges identified point to
opportunity areas where targeted resources and effective action plans could produce improved health
outcomes for Maryland citizens.

Current and Emerging Strategies for Health Improvement: Illustrations
As Maryland examines its current investment in both population health management and improvement
and continues to deliberate on how to prioritizes its program investments, it is valuable to consider some
of the emerging prevention, health promotion and health equity-focused strategies that are providing
evidence of success in health outcomes, return on investment (ROI), and cost saving for both the
community at large, providers, payers, hospitals, and the government.
The section below, while not exhaustive, highlights a number of successful initiatives that have taken
shape both in Maryland and across the country to help guide local planning efforts and serve as a
potential roadmap for considering potential for population health improvement in Maryland. These
programs are categorized below based on their non-traditional program features: the location where
services are delivered, the investment in prevention for long-term return on investment (ROI), and the
non-medical service need(s) being addressed. Priority is given to examples with evidence supporting a
sustainable return on investment (ROI) or cost saving potential. Each example illustrates how a social
determinate or social determinates of health are addressed in order to achieve a certain health outcome
or behavior. When available each illustration additionally highlights where the intervention occurs, who it
is targeted at, and why the program suggests sustainability from an ROI or cost savings perspective.
This is done in order to better illustrate sustainable mechanisms to invest in strategies and interventions

30

George, T., & Bai, B. (2015).
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that improve health outcomes over the long-term in order to inform the best use and coordination of
resources at state, regional, and local level to optimize investments.

Healthy Foods Access ●

●

●

●

●

In Maryland, Baltimore City Health Department operates ―Baltimarket,‖ a program that allows
residents of neighborhoods to order online from a supermarket and then pick up the food close to
home at a location such as the library or post office. This program targets reducing obesity
through a comprehensive systems level approach and is premised on the idea that addressing
the social determinants of obesity (healthy food access, health literacy, transportation, health
behavior, and income) will build long-term healthy eating habits and help reduce obesity rates. It
address health literacy inequities by providing internet use education and assistance at local
libraries for residents who may need help with ordering, stimulates healthy eating behavior by
providing a $10 coupon that can only be used on healthy foods such as fresh fruits and
vegetables, low fat dairy products and whole grain bread, and addresses access and
transportation by transporting healthy food to the consumer rather than the consumer requiring
32
transit to the grocery store . This program is supported by blended funding from both local and
state sources. Similar programs across the United States, such as the Pennsylvania Fresh Food
Financing Initiative, provide some evidence of a stimulus effect that these programs
33
(comprehensive food access programs) have on neighborhood redevelopment.
Providing home-delivered meals for older adults and people with disabilities, rather than admitting
to a nursing or long term care facility, demonstrated improvements in physical and mental health
for that population comparable or better than those occurring in a nursing or long term care
facility. This suggests that payer costs to place an individual in nursing or long term care can be
reduced and supplemented with a less resource intensive cost of providing home-delivered
meals.
In Maryland Meals on Wheels serves any client who is homebound due to age or disability,
34
regardless of economic status . Opportunities through this program have been realized in other
states such as Iowa where, through a combination of Medicaid and Federal funding as well as
private donations, fresh food is delivered seven days per week to eligible participants. Additional
states are offering this through the Department of Aging rather than the Meals on Wheels
35
program.
More broadly, neighborhoods existing in food deserts where there is a lack of healthy food access
and prohibitive prices of healthy foods find that these determinates (lack of healthy food access,
income) contribute to obesity within these neighborhoods. In Maryland. Additional models have
sought external support to introduce farmers markets, urban gardens, tax incentives to retailers
and vouchers for the purchase of healthy foods.
In Maryland, Howard County has established the HEAL Zone (―Healthy Eating and Active Living‖)
in order to increase the availability of fresh produce and increase physical activity in the
community. Programs include a mobile market to bring fresh produce to the local community and
36
cooking classes in grocery stores to promote healthy diets. Similarly, school-based classes in
gardening and cooking that encourage healthy behaviors; fruit and vegetable gardens planted on
school campuses where students can garden with guidance, nutrition and food preparation

32

Baltimore City Health Department. (2016).
Duke, E. (2012).
Information retrieved from Network of Care, available at
http://carroll.md.networkofcare.org/mh/services/agency.aspx?pid=MealsonwheelsofCentralMaryland.677 2 0)
35
California Department of Aging. Retrieved from http://www.aging.ca.gov/programs/; Paying for Senior Care (2016).
36
Healthy Howard. Retrieved from http://www.healthyhowardmd.org
33
34
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lessons, and taste testing are emerging as programs that seek to address health literacy around
healthy eating and healthy food access.
Environmental Improvements: Housing, Workplace, Recreation Increasingly there is understanding that infrastructure- where people work, learn, play, live, and pray - has
an effect on health status and therefore services that directly address infrastructure highlight mechanisms
by which population health improvement can be achieved. Below is a selective set of population health
strategies that comprehensively address people‘s environments in order to achieve individual health
outcomes:
●

●

●

●

In Maryland, efforts to improve the broader environment by establishing smoke-free public
housing and policy. Prohibiting smoking in multi-unit dwellings reduces the exposure of tenants
to secondhand smoke, incentivizes smoking cessation of tenants and links them to treatment and
resources, reduces the risk of fire, and decreases housing maintenance costs. This project
partners with landlords, property owners, realtors and tenants to establish voluntary smoke-free
housing policies in multi-unit dwellings. As a result of these efforts selected housing
developments maintain smoke-free policies. For example, the Prince George‘s County housing
authority adopted an active policy to ban smoking from county owned housing units citing health
37,38
concerns and safety of all residents
.
Further promoting smoke free living, Maryland‘s Quitline collaborates with partners to promote
and promulgate best practice policies and resources that establish smoke-free places such as
39
college campuses, beaches, parks, and other public spaces under local authority . These
policies boast generous health effects when successfully implemented as well as reducing tenant
turnover costs and insurance premiums, reducing fire damage, and reducing the amount of litter
40
on housing unit grounds .
The Maryland Healthiest Business program engages leaders of businesses located in Maryland
to commit to maximizing Marylanders' well-being through implementing a comprehensive,
coordinated strategy to promote health where Marylanders work, live, and learn. By
implementing workplace wellness programs, businesses are able to reduce employee
absenteeism and benefit from improved productivity and performance, as well as save on
healthcare costs. Businesses apply to be recognized as Maryland Healthy Business by meeting
a minimum criterion of elements that promote workplace wellness. If a business is not able to
meet a minimum criterion they are offered technical assistance and support in order to achieve
healthiest business status. For example, Easton Utility in Easton, Maryland has 129 employees
and serves over 10,000 customers. By institutionalizing wellness tasks for employees, investing
in resource by providing a wellness provider who responds and collaborates with the wellness
committee, and tracking employee progress over time the employer has seen reduction in the
individuals categorized as high risk over three years of implementation (14% to 10%).
Significantly, EU‘s insurance carrier will be refunding an estimated $100,000 over the coming
year. The current loss ratio is 72%, which is the lowest in five years. In addition, the turnover rate
remains steady at 3.5% and there have been no short or long term disability claims since the
41
wellness plan‘s inception .
Within the United States in several cities, providers are geocoding utilization patterns by asthma
patients in order to identify the need for housing remediation. Medical providers then work with

37 www.princegeorgescountymd.gov%2FDocumentCenter%2FHome%2FView%2F15511
38
http://www.mdsmokefreeapartments.org/
39
http://mdquit.org/policy-initiatives/ctg
40
www.law.umaryland.edu%2Fprograms%2Fpublichealth%2Fdocuments%2FDHM_Guidebook_Digital.pdf
41
http%3A%2F%2Fmedia.wix.com%2Fugd%2Fb6f217_66742577afab4f6f8cf08267c422e686.pdf
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families and housing providers to reduce asthma triggers. Benefits from these home-based,
multicomponent interventions with an environmental focus have been shown to match or even
exceed their program costs, when ROI is defined by a reduction in medical care costs and a
42
reduction in missed school/work days . In Baltimore City once such program Green & Health
Homes Initiative assesses homes based on eight criteria (dry, clean, safe, well-ventilated, pestfree, contaminate-free, well maintained, and energy efficient). This strategy shows correlations to
positive health outcomes for asthma patients and is undergoing a pay for success model
43
feasibility test .
Access to care: School-based Health Centers Opportunity (SBHCs) - Schools represent an opportunity to
reach a large number of youth for a broad set of functions. School-based health centers have broadened
their scope of activity, with some models operating as medical homes to provide preventive care and
mental health care, and others operating more narrowly for asthma care and other urgent care needs.
Evaluations of the SBHC model have documented significant ROI through reductions in avoidable
hospital utilization and improved school performance. Asthma clinics in elementary schools have been
particularly effective; one network reported a 50% lower rate in ED visits and hospitalizations for students
with asthma where asthma clinics operated relative to students with asthma in schools without asthma
44
clinics .
Community Safety & Access to Care: Primary Care and Legal Counsel Partnership - Medical-Legal
Partnerships embed lawyers and paralegals in the healthcare setting to address and prevent healthharming social conditions for patients and communities. In this model, the clinical practice setting
becomes equipped to handle any of the social and legal problems that are intertwined with a patient‘s
health. Attorneys provide assistance in the areas of public benefits, insurance, powers of attorney, child
support, guardianship, immigration, landlord-tenant issues, military discharge upgrades and domestic
45
violence. Medical-legal partnerships currently operate in 292 locations in 36 states .
●

In Baltimore, advocates and attorneys work closely with healthcare professionals in a pediatric
setting at Kennedy Krieger to improve implementation of clinical recommendations and outcomes
for low-income children with intellectual and developmental disabilities. An evaluation of the
intervention shows how incorporating advocacy and legal services directly into a clinical setting
provides better outcomes for children with intellectual and developmental disabilities who might
not otherwise have access to critically needed services such as additional classroom supports,
access to special education, legal advocacy for child and parental rights, and more appropriate
46
accommodations for the child .

Housing for high risk populations - Increasingly, communities are recognizing housing to be the most
47
critical element in recovery, restoration and long-term health for some numbers of patients . The Housing
First model now operates across the country to provide long-term housing for those with substance use
problems and/or chronic mental health needs. Across the country, Housing First programs report a 90%
retention rate and document major health care cost savings. In Seattle, net savings was reported to be
$30,000 per person per year after accounting for housing program costs. More commonly, evaluations
report net savings of $ 4- 9,000 per client per year, tied to reductions in health care utilization. Several
42

National Academies Press (2015).
http://www.greenandhealthyhomes.org/what-green-healthy-home
Guo., JJ., Jang, R., Keller, KN., McCraken, AL, Pan, W. & Cluxton, RJ (2005); Webber, MP., Carpiniello, K., Oruwariye, T., Lo,
Y., Burton, W., & Appel, D. (2003).
45
Medical-Legal Partnerships Information can be found at http://medical-legalpartnership.org/
46
http://medical-legalpartnership.org/health-education-advocacy-and-law-an-innovative-approach-to-improving-outcomes-for-lowincome-children-with-intellectual-and-developmental-disabilities/,http%3A%2F%2Fmedical-legalpartnership.org%2Fwpcontent%2Fuploads%2F2015%2F09%2FZisser_et_al-2015-Journal_of_Policy_and_Practice_in_Intellectual_Disabilities.pdf
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Bamberger, J. D., et al. (2014); Center for Supportive Housing (2014); Moses, K., et al. (2015).
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48

cities are also able to report a reduction in incarceration rates. The magnitude of savings appears to be
tied directly to the historical utilization levels; Housing First models produce huge savings when they are
tied to the highest utilizing population.
●

In Maryland: Supportive housing projects are included in the Maryland 1115 waiver for all
Maryland jurisdictions to serve the homeless/unstably housed population with housing that
includes support services to residents. A presentation recently prepared for Maryland by the
Center for Supportive Housing - - a plan that includes - - According to projections made by the
Center for Supportive Housing these projects are projected to provide approximately $15,000 net
savings per year per resident (representing reduced spending for health care and social
49
services).
Supportive housing programs to serve the broader population of homeless individuals have also
been launched as health improvement and cost reduction strategies; across the country, a variety
of financing models are being used including Medicaid waivers, DSRIP funding, and blended
50
funding models. Analyses of these programs produce a range of estimates, showing budget
neutral operations to considerable savings in spending, likely tied to the range of services
examined for savings and the ―starting point‖ of the populations served (i.e. high utilizers vs. a
broader population).
For individuals recovering from hospitalization, medical respite programs have been developed to
meet the short-term, post-discharge needs of patients who lack a safe, clean and supervised
setting for recovery; Evidence indicates savings tied to the reduction in length of stay and the
51
reduction in readmissions .

●

●

Behavioral Health Management & Family and Social Support
In some states, Medicaid benefits have been designed to include a broader continuum of services.
California‘s MediCal Addictions Treatment Waiver now covers intensive outpatient services, short-term
52
residential treatment for up to 90 days, recovery services, case management and physical consultation.
New resources are also being developed to provide ongoing supports including:




Peer recovery supports
―Certified Recovery Advisor,‖ a new professional role now positioned to guide clients through
53
the first year of recovery
Use of telehealth to provide ongoing supports and communications

Aging in Place: Senior Supports - As the population ages, providers are addressing the long-term support
needs of elderly in the community.
o

Maryland‘s Area Agencies on Aging in partnership with the Chronic Disease office at DHMH
support self-care management programs for a variety of chronic disease including diabetes care
and arthritis management. These programs, called Living Well, a model promulgated by Stanford‘s
Patient Education research Center, show a positive ROI through reduction in disease associated
54
medical expenses . Uniquely, these programs are developed and have been tested for similar
ROI potential for non-English speakers, increasing the reach of the program among the population.

48

Center for Supportive Housing (2014).
Corporation for Supportive Housing (2014).
50
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o

o

o

Many providers are integrating falls prevention programs based on evidence of success, i.e.
reduced rates of falls and significant reductions in costs of care. Several ―toolkits‖ of strategies are
available including home assessments; exercise/strengthening programs, changes in medication,
55
pharmacist support and patient education.
As clinicians take a more active role in combining behavioral and somatic care, depression
screening and substance use counseling at the point of care is becoming the standard of care for
certain elderly patients. In Maryland: Washington Adventist Hospital has assigned behavioral
health professionals to a retirement apartment complex for low-income senior citizens with notably
high rates of hospital utilization for alcohol-related diagnoses were documented. Through
geocoding by diagnosis and zip code, they were able to target substance use disorder to that
56
community.
National evaluations and provider organizations themselves have determined that investment in
physician house call programs yields meaningful cost savings, more than adequate to support
program costs. In addition, some states are supporting in-home support services for those seniors
who cannot afford in-home supports and do not qualify for Medicaid coverage. The state of
Kansas, for example, is funding in-home services to 4,500 seniors over 60 years old who do not
qualify for the State‘s frail elderly waiver. Services include respite care, housekeeping services,
57
chore services and day care.

Social Supports: Community engagement to promote health improvement - Experience in Maryland has
shown how mobilizing community groups and faith-based organization around a common goal can
produce effective communications campaigns, educational programs, and ongoing support systems for
behavior change.
●

●

●

●

Faith United Against Tobacco mobilizes faith leaders across Maryland to help reduce
smoking through proven interventions. The campaign includes faith-based organizations from
across the spectrum working on the leading preventable cause of disease and death in the
58
United States .
The Maryland Faith Health Network is a free pilot project with LifeBridge Health based on the
successful Congregational Health Network program from Memphis TN where hospitals and
trained volunteers in faith community‘s work together to better serve ailing members. This
program allows faith leadership to know right away when someone in the congregation is
admitted to the hospital if the congregant consents to have you notified and allows for the
existing ministry resources to be deployed more efficiently. Additionally, it provides access to
59
free health promotion resources to promote the health of the congregation .
In Maryland: The Red Dress Sunday program, begun as a partnership with three churches,
now operates across more than 180 churches throughout Maryland to raise awareness about
60
heart disease and to operate screenings/classes after services .
In Maryland: The Sleep SAFE campaign in Baltimore City successfully engaged community
members in designing the media, outreach and Sleep SAFE campaign efforts that were
central to the initiative‘s success in reducing teen pregnancy and infant mortality rates. Youth
Advisory Councils and Neighborhood Action Teams continue to be integral to ongoing
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activities, and community clubs provide education and support to encourage lasting behavior
change. In 2014, Baltimore City saw a record low number of sleep-related infant death (13
61
deaths) down from a record high reported in 2009 (27 deaths).
Neighborhood Design: redesign to promote healthy lifestyles - Many communities are now engaged in
62
neighborhood redesign to promote physical activity and a ―culture of health‖ featured by healthier
lifestyles. Typically, these initiatives focus on creating more bike paths, safe pedestrian paths for walking
to school/work, recreational space and open space for community gathering. In some communities, this
activity has been accompanied by State investments to encourage healthier behavior. Examples include:
●

●

In Maryland: Baltimore City is expected to launch ―Charm City Bikeshare‖ with 500 bicycles.
Other bikeshare programs such as the Minneapolis Health Department‘s Nice Ride
Minnesota bike share system place bikes in diverse, low income area of the city where
residents demonstrate disparities in healthcare and disparities in physical activity. Results
showed that the program was successful in outreach to community members and that
63
ongoing community engagement was required to sustain behavior change .
In Maryland nine jurisdictions have developed walking plans targeting neighborhood redesign
to create more walkable communities.

Health literacy - Several states are now using SIM grants and other funds to activate consumers through
health literacy campaigns, shared decision-making tools, learning collaborative and health care self64
management tools.
●

In Worcester County, the public elementary school, the hospital, and the University of Maryland‘s
School of Public Health developed the first health literacy curriculum standards for elementary
school students in the country, with the hope that this curriculum will be adopted by the State of
Maryland and eventually the nation. The program weaves health concepts into existing math,
science and social studies with lessons about health/health information. The program showed
success with a 63% increase in the number of students able to recognize the term ―heart
healthy,‖41% increase in the number of students that knew how to take their heart rate, and
increase of 20% of students able to identify ―My Plate,‖ And 76% of students believing that
65
advertising can change the way they think about food .
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Stakeholder Engagement
DHMH‘s stakeholder engagement process occurred through three distinct stages: a population health
summit, ―road show‖, and external public comment period.
In April 2016, DHMH convened an all-day program for health professionals from across the State for
Maryland‘s Population Health Summit. The program included presentations about health status in
Maryland and its comparative performance, reviews and insight into successful programs in Maryland,
and presentations about health improvement programs across the country that have adopted innovative
approaches. After these presentations, attendees participated in workgroups assigned to recommend and
prioritize major investments for population health improvement in Maryland. Each workgroup was
encouraged to define specific outcomes targets and/or specific population groups that represented the
greatest opportunity for health improvement. Workgroups were also asked to define the type of
interventions that would be most effective. Approximately 110 participants attended the Summit and
provided the critical input to ―priority-setting‖ for this Population Health Improvement Plan.
To supplement this input, DHMH issued a ―post-Summit survey,‖ a set of questions seeking prioritization
of health improvement initiatives and prioritization of cohorts as target populations. Fifty (50) surveys were
returned to DHMH, providing critical input that factored into this report.
From July through November 2016, the ―road show‖ involved a targeted stakeholder group process that
presented high-level goals of the plan within the context of the All-Payer Model and sought specific
expertise in topic areas of the plan such as ‗current and emerging illustrations of population health
improvement,‘ prioritization, and data. This process leveraged existing groups such as internal DHMH
partners focusing on chronic disease, behavioral health, minority health and health disparities, cancer and
tobacco prevention, and health information exchange analytics. In addition to these groups, local health
officers, the Duals IDN Workgroup, HIE workgroups, HSCRC workgroups, and other State-Agency
workgroups were consulted. Workgroups and content experts were asked to provide direct feedback to
the presentation and sections of the population health improvement plan.
Finally, in November 2016, a draft of the Population Health Improvement Plan was released for an
external public comment period. A letter with five focusing questions solicited feedback from
stakeholders who participated in the summit, ―road show,‖ and their extended partners. This comment
period sought to understand whether or not stakeholders (1) understand why considering investment in
population health improvement is important to health care transformation in Maryland, (2) understand how
topics were prioritized and how to use the prioritization matrix and accompanying net savings analysis to
begin thinking through population health improvement investment, and (3) agree that the proposed next
steps would help operationalize the population health plan in Maryland from a financial and operational
perspective. The comments were then categorized qualitatively and assessed for incorporation into the
final version of the population health plan.
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Population Health Improvement Plan: Prioritization
Matrix Framework
The prioritization framework outlines a process, through examples, by which contesting priorities can be
examined and linked to action through initiatives, intervention, and policy. The framework provides a road
map for thinking through the process of identifying a focus area, within a priority, and then establishing
the strategy for a given population by way of a criterion.
The Population Health Improvement Plan is directed by the following overarching strategies:
●

●

●

●
●
●

●

Increase access to services and initiatives that address population health improvement (i.e. a
focus on initiatives that reside within Bucket two and Bucket three of Auerbach‘s ‗Three Buckets
of Prevention.‘
Address the social, environmental and economic determinants of health and engage those
agencies funded to address these issues; strategy implementation will often require a
coordinating entity to integrate efforts across agencies.
Improve health equity by focusing prioritization and investment on approaches/tools that address
the root causes of health inequity - social determinates of health, disproportionate investment,
resource allocation, etc.
Engage the community to support, design, and sustain community-based (i.e. population) health
improvement initiatives.
Employ evidence-based strategies to deliver more home-based, school-based and telehealth
services, but allow communities to continue piloting new approaches.
Provide a toolkit of strategies as direction, but do not be overly prescriptive. Each local
(jurisdiction, region, entity, state) must establish their highest priorities, define achievable targets
and determine what strategies are feasible, likely to be or are most effective in their communities,
and are sustainable.
66
Define outcomes targets that go beyond State Health Improvement Process (SHIP) measures
and require ongoing evaluation and prioritization; measurement is critical to monitor progress and
to establish alignment.

Finally, the expectation is that localization will occur allowing initiatives and more specific outcomes
targets to be determined.
The evaluation criterion for the priority areas was developed after the Summit to guide priority-setting and
strategy selection for Maryland‘s Population Health Improvement Plan. The evaluation criteria considered
the following concepts, each weighted to produce a composite score and depicted in the ―Harvey Ball‖
scoring matrix. The elements for scoring priorities included the following:
●

66

Local Priority – Reflects identification of priority by hospitals , Local Health Improvement
Coalitions, Local Health Department, and the State through community health needs
assessments/priorities, as well as the priorities defined by stakeholder responses to the
post-Summit survey

State Health Improvement Process
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●

●
●

●
●

Evidence Base – Reflects the literature reviewed and promising practice evidence base
to support the value of intervention (i.e. impact evaluations from across the country and
experience in Maryland)
Financial ROI – Reflects the magnitude of the financial return on investment, achieved
through utilization reduction, tied to interventions/strategies
National Performance – Reflects the performance gap between Maryland and national
data such as the County Health Rankings, United Foundation for America‘s Health,
Centers for Disease Control and Prevention sources.
Alignment with goals for collaboration and/or prevention – Reflects the degree of
collaboration to assure the best use of resources
Magnitude of population / magnitude of burden that would be addressed – Reflects the
number of people affected and/or the costs of care

Each of the concepts is described in greater detail below, with each element ―scored‖ and depicted in the
Harvey Ball chart within the prioritization matrix displayed below.

PRIORITY
Behavioral Health
Health Access
Obesity
Tobacco
Reproductive Health/Birth Outcomes
Health Literacy
Diabetes
Oral Health
Infectious Disease
Cancer
Cardiovascular Disease
Respiratory Disease
Safe Environments
Disparities
Immunizations

Maximum
Possible Calculated
Score
Score

Raw
Score

Converted
Score

27
22
19
12

57
57
57
57

47%
39%
33%
21%

2
2
2
2

8
8
7
6
3
2
0
0
0
0
0

57
57
57
57
57
57
57
57
57
57
57

14%
14%
12%
11%
5%
4%
0%
0%
0%
0%
0%

1
1
1
1
1
1
0
0
0
0
0

In this depiction, an initiative with supporting evidence is assigned a score of 2 (fully colored Harvey Ball);
an initiative with little or no evidence or contradictory evidence (e.g. short term success with weight loss
programs, but little evidence of sustained weight loss), is assigned a score of 0 (empty Harvey Ball); all
other strategies were assigned a ―neutral‖ score of 1 (split Harvey Ball). The elements evaluated (or,
criteria for scoring) included:
1. Local Priority – Reflects identification by hospitals, Local Health Improvement Coalitions (LHICs) and
Baltimore City community health needs assessments/priorities as well as the priorities defined by
stakeholder responses to the post-Summit survey. The summary of Local Health Improvement Coalitions
(LHIC) priorities was evaluated and provided in a report to DHMH. These were then scored by summing
the points ascribed to each priority area and dividing by the maximum possible score for each area to
calculate a ―percentage‖ of possible. The ―scores‖ for each area on the LHIC priority list are shown
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below, along with the ―converted score‖ adopted to prepare the Prioritization Matrix, where every item
was scored on a scale of 0-2.

Community Health Needs Assessments (CHNAs) from 32 hospitals and/or health systems were
additionally evaluated. Similar to the approach above, the percentage of CHNAs that identified specific
issues/priorities and the percentage of hospitals that identified each issue (using a denominator of 32
hospitals) was calculated. That percentage was also turned into a converted score of 0-2. Finally, the
survey results from Summit participants were evaluated to identify and weight focal areas of higher or
lower priority, and combined these findings with the two sources above to calculate the Harvey Ball score
for ―local priority.
# Hospitals
Including
Item
Cardiovascular health, hypertension, stroke, respiratory disease
26
Diabetes
24
Cancer
18
Mental health and access issues to mental health
12
Maternal & child health; infant mortality, family wellness
11
Behavioral health, substance use, addictions
10
Access to clinical services
9
Health literacy, patient education, patient engagement
9
Risks, safety, violence prevention, injury prevention, domestic violence
7
Senior care
6
Asthma and resp disorder
5
Primary care
4
Tobacco cessation
3
Infectious disease and/or HIV
2
Chronic disease
2
Transportation
2
Dental
2
Jobs/Workforce development
2
Housing/Homelessness
2
Care coordination or care management
2
Acute kidney failure
1
Support to victims of violence or substance use
1
Co-occurring disorders
1
Teen pregnancy
1
Neighborhood development/improvement
1
Health inequities: Race/ethnicity
1

Total
Hospitals
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32
32

Calculated Converted
Score
Score
81%
2
75%
2
56%
2
38%
1
34%
1
31%
1
28%
1
28%
1
22%
1
19%
1
16%
1
13%
1
9%
0
6%
0
6%
0
6%
0
6%
0
6%
0
6%
0
6%
0
3%
0
3%
0
3%
0
3%
0
3%
0
3%
0

2. Evidence Base – Reflects the evidence base to support the value of intervention (i.e. impact
evaluations from across the country and experience in Maryland)
We used literature searches and case studies to identify what, if any, evidence existed to document the
potential value of the strategies being prioritized. If there were strong, quantifiable results demonstrated
by one or more program using the same or similar intervention, we gave these strategies a score of 2 (full
Harvey Ball). If there was little or no evidence, or contradictory evidence (e.g., short term success with
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weight loss programs, but little evidence of sustained weight loss), we gave these strategies a score of 0
(empty Harvey Ball). All other strategies were given a ―neutral‖ score of 1 (split Harvey Ball).
3. Financial ROI – Reflects the magnitude of the financial return on investment tied to
strategies/interventions
We used literature searches and reviews to identify what, if any, evidence existed to document a potential
financial return on investment (ROI) for the strategies being prioritized. Some of these are also itemized
in greater detail in the net savings analysis. If there were strong, quantifiable results demonstrated by
one or more program using the same or similar strategies, we gave these strategies a score of 2 (full
Harvey Ball). If there was little or no evidence of a positive ROI, we gave these strategies a score of 0
(empty Harvey Ball). All other strategies were given a ―neutral‖ score of 1 (split Harvey Ball).
4. National Performance – Reflects the performance gap between Maryland and national data (where
available)
We evaluated Maryland‘s score based on Maryland‘s ranking against the County Health Rankings Report
issued by the Robert Wood Johnson Foundation as well as other data sources to score Maryland‘s
performance on the variable most relevant to the initiative. In order to account for both Maryland being
ahead of a National Performance standard and below a National Performance standard, different scores
were given based on the ranking:

●
●
●

If Maryland ranked #1 through #20 (good, in the top of the Nation), we assigned a score of 2 (full
Harvey Ball)
If Maryland ranked #21 through #30, or if there was no relevant national ranking, we assigned a
score of 1 (half Harvey Ball)
If Maryland ranked #31 through #50 (bad, in the bottom of the Nation), we assigned a score of 1
(empty Harvey Ball).

5. Alignment with goals for collaboration and/or prevention
The MAPM is intent on expanding and enhancing collaboration across providers and other entities
involved in the health of Maryland residents. Therefore, we evaluated each strategy on the basis of
whether it would be:

●
●
●
●

―business as usual‖
entail collaboration across two or more different medical providers
entail collaboration across one or more medical provider and another entity, e.g., social services
focus on prevention rather than treatment

Strategies (even prevention-related ones) that are essentially a continuation or expansion of good work
already underway were assigned a score of 0. Strategies that would involve building new ways of
delivering care and services to patients were assigned a score of 2. All other strategies received a score
of 1.
6. Magnitude of population / magnitude of burden that would be addressed
The magnitude of the population/burden was evaluated on the basis of all Maryland residents, not specific
pockets of high acuity populations. On this basis, there were two strategies deemed to affect a small
number of Maryland residents (managing/controlling asthma and preventing deaths from opiate overdose
with Naloxone). These strategies were assigned a score of 0. There were a substantial number of focus
areas and interventions with the potential to impact large numbers of Maryland residents (e.g., obesity,
tobacco use, diabetes, patients in nursing homes) which were assigned a score of 2. All other
interventions were assigned a score of 1, either because the anticipated number of persons was
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moderate in size or because the number of individuals to be impacted may vary depending on the size
and scope of the implementation strategy.
It is worth noting that priorities do not include those areas which are expected to command major focus
and major investment by hospitals and other providers to improve safety, quality of care, and prevention
of adverse outcomes.
While the population health improvement plan establishes five priorities, it does not expel nor require all
priority areas to be address nor do they necessitate being addressed in the same way. The priorities are
intended to be consistent with the core initiatives established by State agencies and City/County Health
Departments. The five health improvement priority areas are:
●
●
●
●
●

Chronic Disease Management & Prevention
Substance Use
Mental Health
Senior Health
Youth Health & Wellness

Note that the priorities presented here are aimed to mobilize around shared priorities, focus areas, and
goals for the State of Maryland as a whole, while allowing localized (regional, jurisdictional, neighborhood,
practice, etc.) partnerships to determine how to most effectively produce change using the prioritization
criteria as a guide rather than a rule. The plan is written with the assumption that each locality (regional,
jurisdictional, neighborhood, practice, etc.) and community will work to leverage the resources of the
public health, social services, medical delivery system, and local community-based groups and resources
in order to best support population health improvement efforts through strategies at the state and local
level.
These five priorities are tied directly to health status improvement outcomes, with focus areas defined and
goals and evidence-based strategies recommended achieving these target outcomes. The focus areas
are not comprehensive; rather they present a framework for produce a balanced portfolio that seeks to
prioritize targeted initiatives with clear goals, outcomes, and population targets. Similarly, the initiatives
proposed here are not comprehensive, nor are they all new initiatives. Finally, the outcomes targets
defined are linked to the strategies scope and the goals intent. Eventually outcome targets will require a
broader set of measures with which to monitor progress in order to assess the impact of health
improvement across sectors. However, the framework illustrates the link from priority to outcome
measure through a criterion.
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Prioritization Matrix Framework
Focus Area

Goal(s)

Score

Priority Area 1 - Chronic Disease Management & Prevention
A Obesity Prevention &
Increase healthy weights in adults
Management
Increase healthy weights in children
Decrease absolute disparity of healthy weight between Non-Hispanic Blacks and
Non-Hispanic Whites adults
Increase self-reported rates of physical activity
Increase number of schools with policies for increased physical activity
Increase availability and affordability of healthful foods and beverages
Increase opportunities for adults to be active at work
B Tobacco Free Living

Reduce tobacco use (cigarette, cigar, pipes, chewing) among adults
Reduce tobacco use (cigarette, cigar, pipes, chewing) among teens
Decrease rate of women who report smoking during pregnancy
Increase number of public spaces that are established as smoke-free via policy

C Diabetes Prevention

Prevention Program (DPP)
Increase percentage of pre-diabetes patients who do not develop diabetes
Increase access to smoking cessation programs for pre-diabetes patients

D Asthma Management &
Control

Decrease rates of hospitalization and ED visits for asthma
Decrease disparity of asthma ED admissions among Non-Hispanic Blacks and
Non-Hispanic Whites
Decrease number of missed school days for asthma
Decrease rate of lost work days for asthma

Priority Area 2 - Substance Use
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◐
●
●
◐

A Prevention of Substance Use
Disorder and Addiction

Decrease percent of high school students reporting alcohol and/or drug use in the
last 30 days
Decrease rate of alcohol and drug-related ED visits and admissions
Increase access to addictions health providers across the State, geographically
Decrease number of deaths due to overdose

◐

B Prevention of Deaths Due to
Overdose

Reduce total number of deaths due to overdose
Increase access to naloxone
Increase number of referrals to bueponepherine, methodone, and suboxone
programs.
Increase number of substance use and addictions counselors, geographically

C Expanded Access to Treatment
and Supports for Long Term
Recovery and Well Being

Decrease admission rate of alcohol and drug-related ED visits and admissions
Decrease percent of high school students reporting alcohol and/or drug use in the
last 30 days
Decrease recidivism rate documented by drug treatment facilities
Decrease arrest rates associated with illegal substance use
Increase number of substance use and addictions counselors, geographically

D Road Safety, Prevention of
Alcohol related Accidents

Reduce the number of alcohol-related crashes involving youth and young adults,
ages 16-25
Reduce the number of alcohol-related crashes among older adults
Reduce the number of youth, ages 12-20, reporting past month alcohol use
Reduce the number of youth ages 18-25 reporting past month binge drinking

◐

Increase number of healthcare providers trained and using Screening, Brief
Intervention, and Referral to Treatment (SBIRT)
Increase number of substance use and addictions counselors, geographically
Reduce acute care admission rates and ED visits for mental health
Decrease percentage of adults with reported unmet mental health needs
Decrease percentage of those who self-report mental health status as ―not good‖

◐

Priority Area 3 - Mental Health
A Screening, Early Identification &
Intervention
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◐
◐

B Supports to Promote WellBeing and Community-Based
Living
Priority Area 4 - Senior Health
A Seniors at Home with Multiple
Chronic Conditions

B Dual Eligible

Reduce acute care admission rates and ED visits for mental health
Decrease percentage of adults with reported unmet mental health needs

Reduce potentially avoidable hospitalization of seniors with multiple chronic
conditions
Improve caregiver satisfaction and compensation
Reduce rates of long-term institutionalization
Reduce total costs of care for the senior population
Reduce potentially avoidable hospitalization of dual eligible
Reduce rates of long-term institutionalization
Reduce total costs of care for the dual eligible population in Maryland
Improve beneficiary satisfaction over the long-term

C Nursing Home Patients

Reduce falls in nursing homes
Reduce potentially avoidable admissions
Maintain functional status for higher percentage of patients

D Falls Prevention

Reduce injury rate due to falls
Decrease frequency of second fall

Priority Area 5 - Youth Health & Wellness
A Early Childhood and Adolescent Reduce the cumulative number of ACE scores
Health/Mental Health
Reduce the rate of STIs in adolescent age cohort
Reduce the percentage of adolescents reporting sadness/hopelessness in prior
30 days
Reduce the rate of mental health admissions and ED visits for children and
adolescents
Reduce the rate of children testing positive for lead poisoning
Reduce the rate of pediatric PQIs among children and adolescents
Increase the rate of school readiness
B Teen Births and Infant Mortality

Reduce teen birth rate
Reduce infant mortality rate

◐
●
◐
◐
◐
◐
◐

35

C Teen Violence Prevention

Decrease the rate of juvenile homicide and non-fatal shooting victims
Decrease the ratio of juvenile diversion to arrest ratio
Decrease the recidivism rate among adolescents
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◐

Population Health Improvement Plan: Prioritization
Matrix Framework Details
POPULATION HEALTH IMPROVEMENT PLAN

Priorities, Focus Areas and Strategies
The priority areas and their outcomes suggest overarching goals for the State based on current
established measurement frameworks and programmatic priorities with the expectation that local entities
will define regional initiatives and outcomes targets within a larger evolving population health
improvement framework. The Agenda presented here is aimed to mobilize regions around shared goals
for the State of Maryland while allowing local entities (Regional Partnerships, Local Health Departments,
Local Health Improvement Coalitions, Health Enterprise Zones, etc.) to determine how best to most
effectively produce change. Each community will work to leverage the resources of the public health,
social services and medical delivery system in the region, and will integrate the local community-based
groups and resources that can best support efforts through strategies at the provider, community and
state level.
The priorities are intended to be consistent with the core initiatives established by State agencies and
County Health Departments. The areas and strategies expanded upon are designed to produce a
balanced portfolio that will yield a combination of short-term, mid-term, and long-term returns on
investment. The initiatives proposed here are not all new initiatives, are not comprehensive to current
activities occurring in the State, and are meant to provide examples of how to orient priority area
programs to focus on population health outcomes with determined or potential opportunity for savings,
positive return on investment, and positive health and quality of life outcomes for specific types of
stakeholders (State Agencies, Local Health Departments, Regional Partnerships, Accountable Care
Organizations, Medicaid, Hospitals, Health Enterprise Zones, Local Health Improvement Coalitions,
Federal Government, County Government, Philanthropy, Non-Profit, Universities, etc.). The outcomes
targets defined here act as prompts and will require a broader set of measures with which to monitor
progress in order to assess the impact of health improvement across sectors. This will require new and
adapted performance monitoring mechanisms to gradually be put in place.
Below outlines strategies to address the priorities and focus areas suggested in the previous sections
prioritization matrix. Each prioritization area is broken down by two to four focus areas. Each focus area
is given a Maryland specific surveillance data point in order to give context to the focus area in Maryland.
Each focus area is further broken into potential strategy areas that are grouped based on which of the
67
CDC‘s Three Buckets of Prevention the strategy most aptly applies to : Bucket 1 - Traditional Clinical
Prevention; Bucket 2 - Innovative Clinical Prevention; and, Bucket 3 - Total Population or CommunityWide Prevention. Focus and priority is given to highlighting strategies that reside within Bucket 2 and 3 in
order to focus the framework at strategies that target the population outside the context of traditional
clinical care. However, on occasion, for interventions with particularly innovative traditional clinical
strategies and with strong evidence of savings, positive return on investment, or unparalleled gains in
quality of life or health status Bucket 1 strategies are highlighted. Each strategy area is briefly described
with the key components of the strategy such as target audience, what occurs, and any special
67

The CDC‘s 3 Buckets of Prevention are defined and outlined in a previous section.

37

components of the strategy. Finally, unifying outcome goals are listed prior to the strategies in order to
provide a guide for the type of strategy that is highlighted (i.e. the strategies that are highlighted aim to
achieve or contribute to the achievement of the outcome goals listed).

Priority 1: Chronic Disease Prevention and Management
Focus Area A. Obesity Prevention and Management
Outcome Goals

68,69

:

Increase healthy weights in adults
Increase healthy weights in children
Decrease absolute disparity of healthy weight between Non-Hispanic Blacks and Non-Hispanic Whites
adults
Increase self-reported rates of physical activity
Increase number of schools with policies for increased physical activity
Increase availability and affordability of healthful foods and beverages
Increase opportunities for adults to be active at work
Bucket 2 - Innovative Clinical Prevention - Strategies
School-based access to healthy
foods and physical activity

Children and adolescents regularly attending/enrolled in school:
● School-coordinated, multicomponent obesity prevention
program (healthy eating, body image, physical activity,
behavior change/habit forming)
● School-based health centers provide coaching and
linkage/coordination of care with child or adolescent primary
care provider and family
● Early Childhood, teacher-led program
Children and adolescents regularly attending/enrolled in school and
their families:
● Home-based coaching to encourage family involvement
Teachers & Staff:
● School-based multicomponent workplace wellness program
(incentives for physical activity, self-management classes)

Community-based weight loss
programs

68
69

Community at large:
● Community-based programs such as walks, health fairs,
community physical activity challenges, etc. found in easily
accessible in familiar settings (senior centers, parks,
recreational facilities, community centers, local/county

https://www.ncbi.nlm.nih.gov/books/NBK201137/box/box_3-1/?report=objectonly
https://www.ncbi.nlm.nih.gov/books/NBK201137/box/box_3-2/?report=objectonly
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●

government sponsored). These programs are linguistically
and culturally sensitive.
Self-management prevention programs, nutrition planning
and cooking classes

Worksite weight loss programs Employees & Staff:
● Healthier foods at the workplace; incentives to employers to
stock, promote and competitively price health food and
beverage options
● Worksite wellness programs/classes (nutrition, stress
management, financial planning, cooking, physical exercise)
● Financial incentives to further engage employees; reward
through insurance premium reductions or direct incentive
payments

Bucket 3 - Total Population or Community Wide Prevention - Strategies

Access to healthy and affordable Community at large, especially those in food deserts (defined as parts
food everywhere, especially in of the country vapid of fresh fruit, vegetables, and other healthful
food deserts
whole foods, usually found in impoverished areas. This is largely due
to a lack of grocery stores, farmers‘ markets, and healthy food
70
providers ).
● Expand use of Supplemental Nutrition Assistance Program
(SNAP) to allow use at farmer‘s markets
● Fund vouchers for healthy food purchases
● Targeted scale up of online ordering and deliveries to food
deserts
● ―Getting to Grocery‖ - mobilizing tools available to local
governments and other organizations to bring grocery stores
to low resourced communities; support financial incentives to
retailers to deliver/open local stores; support/incentivize small
businesses providing food services to specific communities
● Design and implement policy limiting number of liquor stores
in a community
● Provide public transportation and walking routes to and from
locations where healthy foods are available
● Partnerships with wholesale suppliers for healthy food retail
to increase stock and promotion of healthy foods and
beverages

Access to healthy and affordable Community at large:
food everywhere, through work
● ―Health on the Shelf‖ - Support in the form of incentives and
70

http://americannutritionassociation.org/newsletter/usda-defines-food-deserts
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with small food retailers,
suppliers, and policy makers
●

●
●

●

●
●

subsidies for local retailers to stock healthier foods (e.g.
refrigeration equipment, bulk purchasing, etc.)
Support (policy/regulation change, partnership, incentives,
shared locations space, market research and evaluation) for
local retailers to advertise/promote healthy foods and
organize cooking demonstrations/other in-store events
―Healthy Checkout Aisles‖ - policy that all grocery stores
provide healthy checkout aisles for customers
Vouchers and incentive programs through employers, health
insurance, and community government (city, municipality,
county, state) for free fruits/vegetables
Food financial counseling - cooking demonstrations and
other in-store events that focus on preparing affordable
healthy meals
Financial counseling/education curricula linked to food
consumption, purchasing, and health outcomes
Policy requiring nutritional information and warning labels on
sugar-sweetened beverages with the respective health
outcomes they affect (tooth decay, obesity and diabetes)

School-based policies and
programming

Leadership in school settings and children and adolescents regularly
attending/enrolled in school:
● Enhance and maintain nutrition policies and standards for
school meals, snacks, drinks (Healthy Hunger-free Kids Act
of 2010, Maryland Schools and Health Policy, National
School Lunch Program, School Breakfast Program, Summer
Food Service Program, the Maryland State Board of
Education, Federal Smart Snacks in School)
● Establish school-based policy with requirements for physical
activity and evidence-based health education
● Create and sustain school gardens and potentially develop
into a Community-Supported Agriculture model
● Develop courses to teach students, faculty, staff, and families
to prepare affordable healthy meals and provide cooking
skills
● Facilitate stress management supports in schools
(counselors, safe space for students, etc.)

Child care centers policies and
programming

Child care staff, children attending child care facilities, and parents:
● Promote, maintain, and adapt as necessary the Child Care
Centers Healthy Eating and Physical Activity Act
requirements
● Offer healthy food options, age-appropriate nutrition
education for parents and children,
● Allow increase physical activity during time at centers
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●

Neighborhood design and
campaigns to promote physical
activity

Examine child care center licensing regulations and process
to include environmental and policy evaluation focused on
promoting positive nutrition and increased physical activity

Community at large:
● Ensure public transportation options/opportunities in order to
access recreational facilities
● Design of exercise space/walking paths/bike paths; safe
routes to schools
● Establish bikeshare programs
● Promote and prioritize bike and public transit infrastructure
● Subsidize physical activity programs for disabled
● Promote and establish opening of school
grounds/recreational facilities to the public after hours
through shared use agreements
● Community engagement/community campaigns to promote
physical activity, healthy nutrition and healthy lifestyle

Focus Area B. Tobacco-Free Living
Outcome Goals:
Reduce tobacco use (cigarette, cigar, pipes, chewing) among adults
Reduce tobacco use (cigarette, cigar, pipes, chewing) among teens
Decrease rate of women who report smoking during pregnancy
Increase number of public spaces that are established as smoke-free via policy

Bucket 1 -Traditional Clinical Prevention -Strategies

Clinical/Hospital Based Training

Healthcare Providers:
● Training on discussing tobacco cessation with patients
across all medical professions (pediatrics, primary care,
Medicaid providers, mental health, substance abuse
providers)
● Recording of nicotine biomarkers within Electronic medical
records and electronic health record (EMR/EHR)

Bucket 2 - Innovative Clinical Prevention - Strategies

Expand access to tobacco
cessation programs

Adults and adolescents currently using tobacco:
● Data analysis targeting identification of geographic areas and
age/population cohorts with highest prevalence of smoking
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(pregnant women & behavioral health), smoking-attributable
disease and/or smoking-related hospitalizations in order to
direct investment and intervention (necessarily includes an
assessment of health disparity and social determinants of
smoking - policy, environmental exposure, access to
cessation programs, etc.)
● Community-based programs (individual and group
counseling), particularly in housing developments, worksites,
and community locations (parks and rec, community centers,
etc.)
● Introduction and maintenance of smoke-free policies,
particularly in housing developments, worksites, and
community locations (parks and rec, community centers, etc.)
● Telephone counseling (Maryland Quitline)
Hospitals and healthcare providers:
● Electronic medical records and electronic health record
(EMR/EHR) incorporation of tobacco use and referral to
tobacco cessation services.
Employers:
● Worksite specific cessation programs and reward incentives

Bucket 3 - Total Population or Community Wide Prevention - Strategies

Smoking prevention Community Community at large:
and media campaign
● Engage with evidence based campaigns such as (TRUTH,
CEASE Baltimore, etc.)
● Enhance community literacy of tobacco advertising,
marketing, and selling restrictions
● Enhance community literacy of tobacco use health
consequences
Parents:
● Mobilization of Parent-Teacher Associations to support
tobacco cessation
● School - sponsored and specific tobacco prevention media
campaigns
Adolescent/Teen:
● Adaptation of nationally recognized media campaigns for
local context
Enforcement of tobacco sales to Local Health Authority & Retailers:
minors
● Explore and enact when appropriate civil penalties for
tobacco sales to minors (rather than criminal)
Community at large:
● Crowd source surveillance of stores selling tobacco products
to minors and inappropriate advertising locations
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Insurance coverage

Insurers (Private, Medicaid, Medicare):
● Full or partial coverage of tobacco cessation counseling
through MD Quit Line and routine care consultation and
referrals
● Full or partial coverage of tobacco cessation products and/or
counseling
● Removal of co-pays for tobacco cessation counseling
● Bundle tobacco cessation and behavioral health treatment
for comorbid patients

Financial and quality incentives
for tobacco cessation

Employers/Employees:
● Financial incentives for participation and success through
tobacco/smoking prevention worksite programs
● Make smoke free campus and provision of tobacco cessation
programming part of requirement and recognition of
Maryland Healthiest Business
● Provision of stress reducing activities during breaks for
employees (space for meditation, support groups, etc.)

Elimination of secondhand
smoke exposure

Community at large (policy):
● Enforcement of Clean Air Act, especially with regards to
second hand smoke
● Smoke-free housing developments and public spaces
(community centers, parks and rec, etc.)
● Emissions standards for school buses

Focus Area C. Diabetes Prevention
Outcome Goals:
Increase percentage of pre-diabetes patients who complete an evidence-based Diabetes Prevention
Program (DPP)
Increase percentage of pre-diabetes patients who do not develop diabetes
Increase access to smoking cessation programs for pre-diabetes patients
Bucket 1 - Traditional Clinical Prevention - Strategies
Increase primary care prediabetes and diabetes screening
and surveillance

71

Health care providers:
● Train and incentivize primary care providers in validated
pre-diabetes and diabetes screening and counseling
protocols (includes Graduate Medical Education
partnership)
● Increase number of primary care providers screening and
testing according to American Diabetes Association (ADA)
71
Guidelines .

http://professional.diabetes.org/CONTENT/CLINICAL-PRACTICE-RECOMMENDATIONS%20
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●
●

●

Maintain website of evidence-based programs operating
across the State to facilitate referral
Incentivize use of website of evidence-based programs
operating across the State to facilitate referral by primary
care providers and care team staff
Increase referrals for tobacco cessation programming

Bucket 2 - Innovative Clinical Prevention - Strategies
Increase pre-diabetes screening Health care entities (Hospital, Local Health Department, Federally
access (especially in State and Qualified Health Center, Private Practice, etc.):
Federally-designated rural health
● Mobile vans
areas)
● Provide infrastructure for telehealth care
● Provision of community-based screenings at large events
● Expand access to community-based DPP programs and
other prevention and health promotion programs
Employers:
● Provide community-based DPP programs at worksite
● Incentivize employee referral to DPP programs
● Increase established referral system between National DPPs
Schools:
●

Promote training of school nurses in Diabetes Prevention
standards of care (within scope of work)

Bucket 3- Total Population or Community Wide Prevention - Strategies
Remove financial barriers for
pre-diabetes measures

Insurers (Private, Medicaid, Medicare):
● Establish private insurance coverage for DPP
● Provide affordable durable medical equipment for selfmonitoring at home (scales, glucose monitors, etc.)

Personal monitoring to support Insurers (Private, Medicaid, Medicare):
compliance as part of
● Insurance coverage for remote monitoring
Health care providers:
● Increase motivational interviewing training and utilization in
pre-diabetes counseling
Community at large:
● Partnerships with faith-based groups for programs/progress
monitoring;
● Development of infrastructure to support personal
dashboards for ongoing monitoring and communications with
health provider
Schools:
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●

Access to healthy food and
places to recreate

Establish and maintain diabetes monitoring and prevention
policies, training, and compliance with State
recommendations

Community at large:
● Ensure public transportation options/opportunities in order to
access recreational facilities
● Design of exercise space/walking paths/bike paths; safe
routes to schools
● Establish bikeshare programs
● Promote and prioritize bike and public transit infrastructure
● Subsidize physical activity programs for disabled
● Promote and establish opening of school
grounds/recreational facilities to the public after hours
through shared use agreements
● Community engagement/community campaigns to promote
physical activity, healthy nutrition and healthy lifestyle
● ―Health on the Shelf‖ - Support in the form of incentives and
subsidies for local retailers to stock healthier foods (e.g.
refrigeration equipment, bulk purchasing, etc.)
● Support (policy/regulation change, partnership, incentives,
shared locations space, market research and evaluation) for
local retailers to advertise/promote healthy foods and
organize cooking demonstrations/other in-store events
● ―Healthy Checkout Aisles‖ - policy that all grocery stores
provide healthy checkout aisles for customers
● Vouchers and incentive programs through employers, health
insurance, and community government (city, municipality,
county, state) for free fruits/vegetables
● Food financial counseling - cooking demonstrations and
other in-store events that focus on preparing affordable
healthy meals
● Financial counseling/education curricula linked to food
consumption, purchasing, and health outcomes
● Policy requiring nutritional information and warning labels on
sugar-sweetened beverages with the respective health
outcomes they affect (tooth decay, obesity and diabetes)

Focus Area D. Asthma Management and Control
Outcome Goals:
Decrease rates of hospitalization and ED visits for asthma
Decrease disparity of asthma ED admissions among Non-Hispanic Blacks and Non-Hispanic Whites
Decrease number of missed school days for asthma
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Decrease rate of lost work days for asthma
Bucket 1 - Traditional Clinical Prevention - Strategies
Clinical asthma management:
Disseminate/support

Health care providers:
● Adoption of common, evidence-based guidelines for asthma
medical management
● Referral training and resources for primary care physicians

Bucket 2 - Innovative Clinical Prevention - Strategy
School-based programs and
home visiting programs

Schools:
● Screening and referral training to nurses in school-based
health centers
Child care centers:
● Screening and referral training policy for child care centers,
parent education and reinforcement programs
Community based organizations and healthcare entities:
● Home visits for environmental assessment (ensure
culturally-sensitive, bilingual professionals) and education
programs

Bucket 3- Total population or community wide prevention - Strategies
Home assessments/home
remediation

Elimination of secondhand
smoke exposure

Removal of financial barriers

Deployment in response to utilization patterns and geocoding of
asthma rates
Use of community health workers to conduct home assessments
Payment by payers/providers for home remediation

Community at large (policy):
● Enforcement of Clean Air Act, especially with regards to
second hand smoke
● Smoke-free housing developments and public spaces
(community centers, parks and rec, etc.)
● Emissions standards for school buses
Insurers (Private, Medicaid, Medicare):
● Remove copayments for asthma prescriptions and inhalants
● Reimbursement for community health worker/community
health professionals providing self-management education,
home remediation, and other environmental remediation
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Priority 2: Substance Use Disorder
Focus Area A.
Overdose

Prevention of Substance Use Disorder and Addiction; Prevention of Misuse and

Outcome Goals:
Decrease percent of high school students reporting alcohol and/or drug use in the last 30 days
Decrease rate of alcohol and drug-related ED visits and admissions
Increase access to addictions health providers across the State, geographically
Decrease number of deaths due to overdose
Bucket 2 - Innovative Clinical Prevention - Strategies

Peer to peer prevention
substance use disorder
prevention programs

Strengthening/leveraging of
prescription drug monitoring
program(s)

Health care entities:
● Increase presence of peer to peer counselors and programs
for opioid use and addiction in Hospital EDs
● Train health care providers in referral to peer to peer
counseling programs, and incentivize referral
Health care providers/Health care entities:
● Requirements for providers to check Prescription drug
Monitoring Programs (PDMP) before prescribing controlled
substances
● Quantity limits of controlled dangerous substances
● Integration of PDMP data into EHRs
● Interoperability of PDMP with other states
● Proactive analyses and reporting to licensing boards and/or
law enforcement of violations of controlled dangerous
substance prescribing

Bucket 3 - Total Population or Community Wide Prevention - Strategies
Community
prevention/community
mobilization for prevention

Schools:
● School-based programs, targeted for specific audience
(middle school students, student athletes, parents, staff,
etc.)
Community at large:
● Community awareness campaign with focus on design of
communications/prevention campaign involving addictions
and substance use community
● Community mobilization: Youth groups, faith groups,
support systems for ongoing support systems and
prevention programs
● Crowd source surveillance of stores selling alcoholic
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products to minors and inappropriate advertising locations

Policy changes and maintenance

Provider education, protocols,
and policy

Community at large:
● Ban on synthetic drugs
● Increase tax on alcoholic beverages
Health care providers:
● Education/protocols for opioid prescribers
● Education/protocols for non-opioid pain management
● Policy and regulation of prescription drug monitoring
program use

Pain management

Insurers (Private, Medicaid, Medicare):
● Insurance coverage for alternative treatment approaches for
acute and chronic pain

Public safety strategies

Community at large:
● Safe locations for return of unused medication
State:
● Data sharing across agencies - law enforcement, health
care, social services
Health care entities/health care providers/State:
● Monitoring of prescribing patterns to target overprescribers

Focus Area B. Prevention of Deaths Due to Overdose
Prevent deaths due to overdose through training and distribution of naloxone

Outcome Goals:
Reduce total number of deaths due to overdose
Increase access to naloxone
Increase number of referrals to bueponepherine, methodone, and suboxone programs.
Increase number of substance use and addictions counselors, geographically
Bucket 3 - Total Population and Community Level Prevention - Strategies
Naloxone program(s)

Community

Community at large/Health care providers:
● Awareness campaign: Don‘t Die Campaign
● Training programs: Staying Alive Program
● Training of law enforcement, emergency providers, family
and friends for distribution and use of naloxone

Community at large:
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mobilization/engagement

●

Ongoing participation in outreach and education to further
encourage training and distribution of naloxone

Focus Area C. Expanded Access to Treatment and Supports for Long-Term Recovery and WellBeing: Service Capacity and Insurance Coverage
Outcome Goals:
Decrease admission rate of alcohol and drug-related ED visits and admissions
Decrease percent of high school students reporting alcohol and/or drug use in the last 30 days
Decrease recidivism rate documented by drug treatment facilities
Decrease arrest rates associated with illegal substance use
Increase number of substance use and addictions counselors, geographically

Bucket 2 - Innovative Clinical Practice - Strategies
Integration of behavioral health Health care entities:
into broader continuum
● Sobering Center
● Behavioral Health Urgent Care facilities to be utilized for
stabilization, medication management, and/or linkage to
treatment
Insurers (Private, Medicaid, Medicare):
● Insurance coverage assured for newly-released, ex-offenders
to receive behavioral health services and extended case
management services
● Medicaid coverage for intensive outpatient services and
residential rehabilitation for substance use conditions
● Case management reimbursement to support buprenorphine
model
● Case management reimbursement to maintain
continuity/ongoing support for those transitioning levels of
care

Supportive housing models

Community at large/State Agency:
● Housing First model
● Temporary and permanent housing models with supportive
services

Long-term support services

Health care entities:
● Coverage of peer supports/Certified recovery advisors
● Telehealth infrastructure, coverage supports, and policy
support and protection
● Case management, as needed
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Treatment capacity to support Insurers (Private, Medicaid, Medicare):
recovery
● Increased reimbursement to support behavioral health
providers and case management in networks
● Integration of pharmacologic treatment and behavioral
therapy into primary care and ED-based services

Outcomes monitoring/Program
evaluation by the State

Health care entity/health care providers:
● Dashboard of quality outcomes measures and performance
targets for opioid disorders; systematic tracking of impact and
availability of pharmacologic treatment (adherence; relapse)

Focus Area D. Road Safety, Prevention of Alcohol Related Accidents
Outcome Goals:
Reduce the number of alcohol-related crashes involving youth and young adults, ages 16-25
Reduce the number of alcohol-related crashes among older adults
Reduce the number of youth, ages 12-20, reporting past month alcohol use
Reduce the number of youth ages 18-25 reporting past month binge drinking
Bucket 3 - Total Population or Community Wide Prevention - Strategies
Policies, law enforcement and
education

Community at large:
● Enforcement of impaired driving laws (ignition interlocks,
other)
● Sobriety checkpoints
● Strengthened prosecution of impaired driving cases
● Technologies to support countermeasures
● School-based prevention programs
● Media programs
● Alcohol screenings and brief interventions
● Enhanced driver education

Priority 3: Mental Health
Focus Area A. Screening, Early Identification and Intervention
Outcome Goals:
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Increase number of healthcare providers trained and using Screening, Brief Intervention, and Referral to
Treatment (SBIRT)
Increase number of substance use and addictions counselors, geographically
Reduce acute care admission rates and ED visits for mental health
Decrease percentage of adults with reported unmet mental health needs
Decrease percentage of those who self-report mental health status as ―not good‖

Buckets 1 - Traditional Clinical Prevention & Bucket 2 - Innovative Clinical Prevention - Strategies
Screening resources

Healthcare providers/Health care entities:
● Primary care-based service model: SBIRT in physician
offices, University-based health centers, Planned
Parenthood sites, FQHCs
● Screening and early intervention in PCP offices (Maternal
depression, general screening, etc.)
● Child development specialist embedded in.to pediatric
practices for screening/referral of maternal depression

Emergency care providers
screening and referral training

Health care entities:
● Training to provide assessment and linkage to substance
use services and support services; training of providers in
Hospital Emergency Departments and Urgent Care Centers
and for first responder roles
●

Mitigation facilities

Healthcare entities:
● Sobering Center(s) within Urgent Care centers to provide
well-resourced setting to assess/manage episode and refer
patients to follow-up services
● Behavioral Health Urgent Care

Integration of early intervention
in continuum of care

Medical respite

Health care entities:
● Integration of pharmacologic interventions and case
management in primary care, ED and acute care setting
● Behavioral health medical homes
Insurers (Private, Medicaid, Medicare):
● reimbursement to support initiation of medication assisted
treatment (MAT) and case management
Schools:
● School-based health centers: Expanded mental health
services
Community at large:
● Care for mental health patients with unstable housing
● Temporary, safe, supervised setting post-discharge for those
with severe mental health problems
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Focus Area B. Supports to Promote Well-Being and Community-Based Living
Outcome Goals:
Reduce acute care admission rates and ED visits for mental health
Decrease percentage of adults with reported unmet mental health needs
Bucket 2 - Innovative Clinical Prevention - Strategies
Ongoing supports

Community at large:
● Telehealth in private home
● Supportive housing models
● Volunteer networks
● Behavioral health urgent care centers
● Vocational programs/Day programs

Priority 4: Seniors
Focus Area A. Seniors at Home with Multiple Chronic Conditions
Outcome Goals:
Reduce potentially avoidable hospitalization of seniors with multiple chronic conditions
Improve caregiver satisfaction and compensation
Reduce rates of long-term institutionalization
Reduce total costs of care for the senior population
Bucket 2 - Innovative Clinical Prevention - Strategies
Home-based primary care and
care coordination

Home nutrition services

Health care entities/ health care providers:
● Home-based primary care
● Use of paramedics for home visiting
● Care coordination and referral
Health care entities/Community based organizations:
● Nutritional counseling
● Meal preparation and delivery
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Home-based support services

Workforce development

Community at large:
● Personal care/chore services
● Education: Self-care sessions
● Transportation
● Exercise and falls prevention
● Caregiver support services
● Home-based technology for communications with care
coordinator

State:
● Workforce planning to meet gaps, in context of the shift of
services from hospital to home

Bucket 3 - Total Population or Community Wide Prevention - Strategies
Programs in senior housing
developments/assisted living
facilities
Senior centers: Funding

Community at large:
● Home visiting programs: Paramedics
● Central telehealth center, with support
Community at large:
● Additional senior centers
● Transportation to centers
● Concentration of services/resources at senior centers

Focus Area B. Dual Eligible
Outcome Goals:
Reduce potentially avoidable hospitalization of dual eligible
Reduce rates of long-term institutionalization
Reduce total costs of care for the dual eligible population in Maryland
Improve beneficiary satisfaction over the long-term
Bucket 2 - Innovative Clinical Prevention - Strategies
Care coordination

Health care entities/health care providers:
● Enrollment in care coordination program specific to level of
need
● Beneficiary satisfaction surveys/interviews to assess
needs/satisfaction level
● Relationship strategies/supports for primary caregiver

Focus Area C. Nursing Home Patients
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Outcome Goals:
Reduce falls in nursing homes
Reduce potentially avoidable admissions
Maintain functional status for higher percentage of patients
Bucket 2 - Innovative Clinical Prevention - Strategies
Implement INTERACT
(Interventions to Reduce Acute
Care Transfers)

Clinical resources

Patient and family education

●

Quality improvement program that utilizes a set of evidencebased and expert guideline recommended tools and
strategies to improve care of nursing home residents with
acute changes in condition

Health care entities:
● Evidence-based nursing home staffing models and protocols
for improved health stats (e.g. SNF)
● Telemedicine capabilities for consultation services
Community at large:
● Self-care/self-management at discharge
● Discussion of end of life/palliative care

Focus Area D. Falls Prevention
Target Outcomes:
Reduce injury rate due to falls
Decrease frequency of second fall
Bucket 2 - Innovative Clinical Prevention - Strategies
Home-based programs

●
●

Home assessment, individualized education
Exercise programs to strengthen body and prevent injury
(home-based; community-based; senior housing buildings

Nursing home programs

●

Assessment, awareness and education for providers and
patients
Active role for pharmacists in falls prevention

●

Bucket 3 - Total Population or Community Wide Prevention - Strategies
Incentive programs for nursing
homes to reduce injury rates

●

Quality standards and financial incentives for improved
patient safety performance

Priority 5: Children and Adolescents
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Focus Area A. Early Childhood and Adolescent Health/Mental Health
Outcome Goals:
Reduce the cumulative number of ACE scores
Reduce the rate of STIs in adolescent age cohort
Reduce the percentage of adolescents reporting sadness/hopelessness in prior 30 days
Reduce the rate of mental health admissions and ED visits for children and adolescents
Reduce the rate of children testing positive for lead poisoning
Reduce the rate of pediatric PQIs among children and adolescents
Increase the rate of school readiness
Bucket 1 - Traditional Clinical Prevention - Strategies
Early childhood assessments/supports

School-based health centers as
medical homes

●
Home visiting program
●
Maternal depression: Assessment/referral at
well-child visits

●

●
●
●
●
●

●

Healthy teens and young adult clinics

●

●

Expanded clinical services/manpower
● Mental health services: Screening, referral and
counseling
● Reproductive health, including teen pregnancy
prevention and access to birth control
● Mobile dental vans
Training of teachers to identify vision problems and
support for parents to obtain glasses/treatment
Telemedicine capabilities
Evaluation of acute and chronic conditions
Mental health counseling
Expanded hours and expanded scope to provide
● After school access
● Medical-legal clinic
● Social services
SBHC‘s as medical homes

Include routine GYN care, STD screening/treatment,
HIV testing and counseling, special programs for young
men, sports physicals
Prevention of unintended pregnancy:
Coverage/reimbursement policies

Bucket 2 - Innovative Clinical Prevention - Strategies
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Child care centers: Parent programs

Early childhood education

Health promotion programs after-hours for parents
Assess capacity (# slots) and community need
Recreation centers, with enriched programs/services
Lead remediation program: Sustain

Bucket 2 - Population or Community Wide Prevention - Strategies

● Positioning of legal resources in high volume clinical
settings
● Pre-K, early childhood education: expanded
capacity and financing
● Recreation center programs, community centers and/or career academies
● Service learning programs: pregnancy and STIs
● Youth mentorship programs
● Dropout prevention programs through vocational
training and/or remedial education, jointly supported by
businesses and communities
● Cultural and linguistically appropriate programs

Prevention and child/adolescent
development

Focus Area B. Teen Births and Infant Mortality
Outcome Goals:
Reduce teen birth rate
Reduce infant mortality rate
Bucket 2 - Innovative Clinical Prevention - Strategies
Teen pregnancy Initiatives




Operations in Baltimore City
Strategy development for rural counties and other jurisdictions

Health pregnancy supports





Comprehensive clinic for pregnant and parenting teens
Smartphone Apps to support compliance/adherence/keeping
appointments
Promotion of full-term births and use of progesterone



Home visiting programs in Baltimore

Home visiting programs for firsttime at risk mothers

Bucket 3 - Population or Community Wide Prevention - Strategies
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Medical-legal partnerships



Position professionals in high volume clinics characterized by
housing, family, other issues requiring legal services

Focus Area C. Teen Violence Prevention
Outcome Goals:
Decrease the rate of juvenile homicide and non-fatal shooting victims
Decrease the ratio of juvenile diversion to arrest ratio
Decrease the recidivism rate among adolescents
Bucket 2 - Innovative Clinical Prevention - Strategies
Trauma identification and
support



Training across agencies - - Health Department, Schools,
Social Services, Police, Juvenile Justice - to recognize trauma
and offer support

School-based social and
emotional instructional programs



Positive Behavioral Interventions

Bucket 3 - Total Population or Community Wide Prevention - Strategies
Community-based violence
prevention programs





Safe Streets / Cure Violence programs
Mentoring programs for at-risk youth

Youth development and job
training: Funding




Recreation centers/programming
Summer jobs programs

Community support to families



Teams of religious leaders, community leaders and mental
health counselors to provide support to families who are
affected by violence
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Population Health Improvement Plan: Net Savings
Analysis Example
A set of strategies for each focus area is outlined based on evidence of success and/or suitability to the
Maryland environment and challenges. At this time, it is not appropriate or clear which localities would be
likely or able to mobilize which initiatives, nor have program budgets been documented for each initiative.
However, the plan includes a high level examination to assess selected program initiatives in terms of
operating costs and estimated savings, from utilization reductions, projected. This high level return on
investment assessment examines those initiatives with (1) relatively defined investment costs, (2)
measurable outcomes, and (3) evidence to demonstrate that outcomes can be measured within a 1-2
year period. Capital costs that may be associated with launching a program are not considered here;
instead, this net savings analysis is designed to show a near-term cost benefit relationship, i.e. the
relationship of operating costs to generated savings based on evidence from the literature and
discussions in the field. Additionally, the net savings analysis looks to provide perspective on population
health improvement investment and all returns are displayed in a range, noting the variability of the return
based on the different elements (number of participants in the initiative, already existing investment,
concentration of population, etc.).
Approach - To estimate net savings for each initiative, the cost of the project/intervention was examined
as reported in case studies or literature and, where available, the benefits yielded in terms of reduced
healthcare spending that occurred in the first year of program operation. In general, these studies were
based on short-term horizons, and the longer-term benefits were generally not estimated. Consistent with
this fact and with the data made available, our analyses estimate the benefits for a comparable period of
time for each of these initiatives. Therefore, our presentation must be recognized as limited to a shortterm cost-benefit assessment. Clearly, this analysis is limited in its time horizon and does not fully reflect
the longer-term savings that may be associated. Rather the analysis is intended to highlight the
compatibility of the strategies, outlined through the prioritization framework, to contribute to the long term
fiscal goals and achievements of the All-Payer Model.
Traditional return on investment calculations measure benefits and costs for specific investment initiatives
where benefits can be estimated over the life of the investment, costs can be quantified for the
investment, and the timing, risk, and variability of the cost and revenue streams is taken into account. In
this analysis, we collected evidence from Maryland hospital data and broader health services research
literature to reflect the benefits associated with specific initiatives as well as the direct and indirect costs
to undertake these investments. In some areas, the concepts are general and data are not available to
provide convincing estimates for specific efforts. In those instances, we reviewed literature for comparable
projects from other states and localities to gain information for similar or related activities. Together, this
produces a ratio of net savings to dollars invested to provide a standard metric across priority areas, to be
interpreted as savings per dollar invested. We state the savings as a ratio of net savings to dollars
invested to provide a standard metric across priority areas. Stated simply, the summary presents the
expected annual benefits of an intervention compared to the costs of implementing the program. When
net savings are positive, it suggests that the benefits exceed the costs of the program and the ROI for the
investment would be positive. When net savings are negative, costs exceed benefits and the ROI would
be negative.
Summary presentation – The table which follows presents a summary of the evidence available for
selected strategies. It is intended to consider through example the return on investment complement or
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filler the strategies may provide by preventing high utilizers from occurring and reducing rising risk
individuals.
Limitations of the analysis - It is important to recognize the limitations of this analysis. First and foremost,
it is critical to note that ROI is only one of a number of issues for consideration in selecting projects. Other
policy goals such as the desire to reduce disparities may favor some interventions with a low ROI relative
to a high ROI project that does not achieve this goal or perhaps increases disparities. Policymakers must
view the totality of the circumstances to make an informed decision. Second, high ROI initiatives that are
small in scope, for example, may yield fewer total dollars in return relative to a lower ROI initiative that
affects a larger population. Third, high ROI may also reflect higher risk so that the net benefits are more
variable or uncertain. The levels of risk are not generally documented consistently in the health services
literature to allow comparison across competing interventions. Fourth, this analysis draws its
assumptions from case studies and experience described in the literature. As such, a number of points
must be acknowledged:
○

○

○

Some initiatives may be more readily adopted in Maryland, with results replicated, while
other initiatives may be less readily adopted. In this analysis, initiatives have been
selected with the assumption that they are suitable and should be effective in Maryland,
but results in other markets may/may not be ―translatable.‖
Program results are heavily dependent on the participant profile. In many case, the
magnitude of change is tied to participation by a high utilizer population that presents
huge opportunities for improvement.
Published case studies clearly weigh toward ―success stories‖ vs. ineffective programs.
The investment risk, therefore, is difficult to measure and apply to the analysis.

Finally, it is important to emphasize that this assessment does not include the major investments that are
anticipated in community awareness campaigns, health education, community mobilization and outcomes
reporting. This is not to suggest that these investments do not yield significant returns on investment in
terms of health improvement and utilization reductions. However, cost-benefit analysis of these initiatives
is complicated by the timing of the return on investment and the challenge of attributing health outcomes
to these broad-based activities, themselves, alongside so many other factors impacting health status.
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Focus Area

Strategies

1 Chronic Disease Prevention & Management
A Obesity
 Food access in food
prevention and
deserts
management
 School-based
policies and
programming
 Neighborhood
campaigns to
promote physical
activity
B Tobacco free
Coverage and access
living
to tobacco cessation
programs
http://www.cdc.
gov/coordinated
chronic/pdf/tob
acco_cessation_
factsheet_508_c
ompliant.pdf

# Patients

Cost

Gross Savings

Net Savings

ROI

Savings
Type

Notes

$3,026,400

2.1

Hospita
l

($979,212)

(0.5)

From FY 2007 to 2009, 40% of MassHealth’s
smokers (75K people) participated in the
program. Total costs were $20M
(treatment) and $558K (outreach). The
smoking rate declined from 38% in 2006 to
28% in 2008 (26% decrease in first 2 ½
years). Researchers used claims data to
compare the probability of hospitalization
before and after use of the benefit and
found a 46% decrease in hospitalizations
for heart attacks and a 49% decrease in
hospital stays for other acute heart disease.
When evaluating ROI, researchers used a
cost of $183 per participant (BRG notes
that $20,558,000 divided by 75K
participants equals $274/participant).
Using a ratio of $183 in costs and $571 in
annual hospital savings, the net ROI was
$2.12.

Limited evidence of any sustained ROI

7,800

$1,427,400

$4,453,800

Estimated
78K adult
Medicaid
smokers
Assume
10%
enroll
(n=7,800)

Program cost
in MA =
$183/partici
pant OR

7,800

$2,137,200

MA reported
savings of
$571/participan
t
Applied to all
partipants =
$4.5M
Applied to 26%
who quit =
$1.2M

$20,558,500
/ 75,000
persons =
$274/partici
pant

$1,157,988
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C

Focus Area

Strategies

Diabetes
disease
prevention

MEDICARE: Coverage
and access to
community-based
DPP programs and
other prevention and
health promotion
programs

https://www.cm
s.gov/ResearchStatistics-DataandSystems/Resear
ch/ActuarialStu
dies/Downloads
/DiabetesPreventionCertification2016-03-14.pdf

COMMERCIAL:
Coverage and access
to community-based
DPP programs and
other prevention and
health promotion
programs

# Patients

Cost

Gross Savings

Net Savings

ROI

5,000

$2,250,000

$10,600,000

$8,350,000

3.7

Savings
Type
TCOC

488K
adult MD
residents
with prediabetes,
10% of
whom are
diagnose
d (n=49K)

Maximum
payments in
Year 1 were
$450/enrolle
e if all
sessions
attended and
all weight
loss goals
achieved

Gross savings of
$2,650 for first 5
program
quarters or
$2,120 for 4
quarters

$0

0.0

TCOC

Assume
10%
enroll
$1,000,000
5,000

$1,000,000

488K
adult MD
residents
with prediabetes,
10% of
whom are
diagnose
d (n=49K)

$200/enrolle
e

Medical
spending
reduction equal
to investment

Assume
10%
enroll
(n=4,900)
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Notes
Medicare (Y-USA DPP)
RTI showed statistically significant gross
savings in total costs in each of the first five
quarters of the program, totaling $2,650.
The analysis also showed aggregate savings
for quarters six through eight combined,
but this amount was not statistically
significant. The report also showed
significant reductions in inpatient hospital
admissions. Although the savings estimates
in early quarters look promising, there are
limitations to these evaluation results.
Commercial Population
A large national carrier with a recognized
DPP provided the CDC with evaluation
results from the first 3 years of the
intervention. The carrier spent nearly $200
per person, and the medical spending
reductions were nearly that amount over
the 3 years evaluated. Therefore, the DPP is
expected to break even in program year 4.
The spending reductions achieved for the
participants aged 55 or older were slightly
higher than the average for the entire
group. In addition, the carrier noted that
the savings were significantly higher for the
participants who achieved the 5-percent
weight-loss goal.

D

Focus Area

Strategies

Asthma
management

 School- or homebased education in
self-management
 Home
assessments/home
remediation

http://www.nch
h.org/Portals/0/
Contents/Asthm
a-Home-Visits-CaseStudies_%20July
-2014.pdf

2 Substance Use
A Prevent
addiction
through
education and
early
intervention

Sobering center

# Patients
2,448

Cost

Gross Savings

Net Savings

ROI

$6,915,600

$9,368,496

$2,452,896

0.4

$2,034,288

0.6

2,448
pediatric
asthma
patients
with
bedded
stays

$2,825 per
enrollee

2,448

$1,368 per
enrollee

$3,827 per
enrollee

$3,392,928

$ 5,427,216

Hospita
l

$2,217 per
enrollee

16,000

$3,800,000

$7,024,000

ER visits in
Baltimore
for
substance
use

Per Behavioral
Health System
Baltimore (BHSB)
needs operating
costs = $3.8M
(does not include
$3.6M in capital
costs)

Avg charge of
$878 per ER
visit. BHSB
estimates 50%
of ER visits are
avoidable. If
all avoidable
visits are
avoided:
8K visits @
$878 each =
$7M

Assume the cost
if fixed to put in
place the
intervention, no
matter the
efficacy.

Savings
Type
Hospita
l

$3,512,000
If only half of
avoidable
cases were
avoided:
4K visits @
$878 each =
$3.5M
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$3,224,000

0.8

($288,000)

(0.1)

Hospita
l

Notes
Boston’s Community Asthma Initiative
program cost $2,825 per child but the
savings from reduced hospitalizations and
ER visits came to $3,827 per child (2005).
http://www.theatlantic.com/health/archiv
e/2012/04/a-shining-example-ofhealthcare-that-works-home-visits-forasthmatic-kids/256215/
Baltimore’s Reducing Asthma Disparities
(RAD) program reported costs of $1,386 per
child and hospital savings of $2,217
(inpatient and ED)

B

C

Focus Area

Strategies

Prevention of
deaths from
opiate overdose
Supports for
long-term
recovery and
well-being

Naloxone programs

Road safety

Cost

Gross Savings

Net Savings

ROI

Savings
Type

Notes

$25 per kit ($15 drug/components & $10 staff/distribution costs) to prevent death due to opiate overdose
Supportive housing

Short-term medical
respite for wound
care, etc.

D

# Patients

200

$4,000,000

$15,846,385
$8,196,406*

200 high
utilizer
Medicaid/
uninsured
substance
use patients
with total
3,348
bedded
stays and
charges of
$55M

Annual costs for
supportive
housing have
been reported at
$10K - $25K per
year per resident
$20K x 200
people = $4M

Average
charge per
hospital stay
= $16,321 x
971 hospital
admissions
(29%
reduction
from 3,348)
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$219,000*

*Assumes
15%
reduction
$503,550

6 bed
facility w/
ALOS of 6
weeks per
person

$100 per bed per
day

Existing strategies and funding to
support Maryland's goal to reduce
alcohol-related crashes among age
16-25 year olds.

*Montefiore
cited $75
$ -

Save 3
hospital days
x 50 people
@
$3,357/day
= $500K
$412,500

3 Mental Health
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$11,846,385
$4,196,406*

3.0
1.0*

Hospita
l

$284,550
$339,300**

1.3

Hospita
l

**At cost
cited by
Montefiore
$412,500

Chicago Housing for Health Partnership:
29% decline in admissions (study
conducted from 2003-2006)

A

B

Focus Area

Strategies

Screening, early
identification
and intervention

 Resources in
primary care
setting
 Mental health
resources in
SBHCs or via
telehealth
Integrated primary
care/BH care
(behavioral health
home)

Promote wellbeing through
community
based living

# Patients

Cost

Gross Savings

Net Savings

ROI

Savings
Type

Notes

Unlikely to produce ROI on its own, but is a critical activity to identifying individuals who need short- or long-term supports

5,000

$5,000,000
Cost/patient
$1000

$ 7,500,000

$2,500,000

0.5

$1,590,000

0.6

Gross annual
savings/pati
ent $1,500

$2,610,000

$4,200,000

Cost of study
intervention in
2000 was
$522/patient

4 year
savings in
early 2000s
was $3,363
in original
study, or
$840/year)

4 Seniors
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TCOC

Am J Manag Care. 2008;14:95-100), Longterm Cost Effects of Collaborative Care for
Late-life Depression

A

Focus Area

Strategies

Seniors at home
with multiple
chronic
conditions

Nutritional support

# Patients

Cost

Net Savings

ROI
(0.1)

1,690

$4,394,000

$4,043,400

($350,600)

169K
Medicare or
dual eligible
patients

Meals on Wheels
(2 meals/day 5
days/week) @
$10/day

Average
charge per
beneficiary =
$23,925, or
$40.3M for
1,690
enrollees

Results range
from
$315,608
with a
support need
of 0.9% to
$385,743
with a
support need
of 1.1%

Assume 1%
need
nutritional
support

Home-based
primary care
(Independence at
Home)

Gross Savings

1,690
169K
Medicare or
dual eligible
patients
Assume 1%
meet
eligibility
requirement
s (n=1,690)

10%
reduction in
charges =
$4M
$ -

$7,233,200

$7,233,200*

Average
annual
savings in
Year 1 across
17 plans
were $4,280
per person

Actual
results could
range from
($6M) to
$22M by
applying the
nd
2 “best”
and “worst”
results to
1,690
enrollees
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Savings
Type
Hospita
l

Notes

TCOC

Year 1 results ranged from an annual loss of
$5K per beneficiary to a savings of almost
$14K per
beneficiary.https://innovation.cms.gov/File
s/x/iah-yroneresults.pdf
Year 2 results were less favorable. Target
spending levels were reduced by 9 – 25%
and actual costs ranged from an increase of
1% to a decrease of 20%.
https://www.cms.gov/Newsroom/MediaRe
leaseDatabase/Fact-sheets/2016-Factsheets-items/2016-08-09.html

C

Focus Area

Strategies

Nursing home
patients

Implement
INTERACT
(Interventions to
Reduce Acute Care
Transfers) in
nursing homes

# Patients

Cost

Gross Savings

$4,600,000

$35,000,000

Cost per NH in
2009 was $15.4K
so we assumed
$20K x 230 NHs
in MD

Study
estimates
savings of
$1,250 per
NH bed x
28K beds in
MD = $35M

$4,600,000

$20,610,000

Cost per NH in
2009 was $15.4K
so we assumed
$20K x 230 NHs
in MD

Estimated
hospital
charges for
NH admits =
$687M
Study cited a
24%
reduction in
admissions
from
“engaged”
NHs and 6%
in those “not
engaged” vs.
3% drop in
control
group
3% of
$687M =
$20.6M
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Net Savings

ROI

$30,400,000

6.6

$16,010,000

3.5

Savings
Type
Hospita
l

Hospita
l

Notes
http://www.commonwealthfund.org/public
ations/in-the-literature/2011/apr/reducehospitalizations-nursing-homes

D

Focus Area

Strategies

Falls prevention

 Home-based
assessment and
education
 Exercise
programs to
strengthen body
and prevent
injury

# Patients
10,000

Cost
$5,000,000

$500/enrollee
for home
assessment and
PT

Gross Savings

Net Savings

ROI

$4,500,000*

($500,000)

(0.1)

$6,750,000

$1,750,000

0.4

30% will fall
in any given
year = 3K
Evidence
shows 2230%
reduction in
falls
20% of 3K
falls = 600
falls avoided
ER visits @
$3K each &
100
admissions
@ $30K each
*20%
avoided
**30%
avoided

5 Children & Adolescents
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Savings
Type
Hospita
l
Hospita
l

Notes
https://wisqars.cdc.gov:8443/costT/cost_P
art1_Finished.jsp

A

Focus Area

Strategies

Youth
health/mental
health

SBHCS:
 Expanded clinical
services/manpow
er
 Telemedicine
 Expanded hours

# Patients
106,611

Cost

Gross Savings

$970,000

$1,738,138

Assumed 10%
increase to SBHC
budget

Baseline
hospital
spending of
$174M on
Medicaid
patients age
5-19
excluding
maternity,
cancer and
congenital
anomalies
1% of
baseline
spending =
$1.7M
At 0.9% of
baseline =
$1.6M

C

Teen violence
prevention

Safe Streets/Cure
Violence program,
with requirement
to evaluate impact,
by community

Limited evidence of any sustained ROI
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Net Savings

ROI

$768,138

0.8

$594,324

0.6

Savings
Type
Hospita
l

Notes
$7M in total funding in 2006 was inflated
by 3% per year to estimate $9.7M in 2017

Future Design Work for Population Health
Improvement
As Maryland advances into the next generation of health promotion, Maryland will implement providerlevel initiatives, community-level initiatives and broad-based population-level initiatives. As such,
Maryland will draw on many if not all of the financing sources to reflect the scope of activity. The different
financing sources will also reflect expectations for return on investment timelines. Different financing
sources are likely to be used to support initiatives with near-term, mid-term, and long-term return on
investment projections, and to support pilot programs versus established programs. This is referred to as
a balanced portfolio.
Future work considers the suitability of each financing model within context of the Maryland environment.
It seeks to comprehensively assess the existing investments in population health improvement strategies,
as defined by the priorities of the prioritization matrix framework, and looks to explore how to leverage
those existing investments, establish new financing mechanisms, and govern the braided investments
towards the long term priorities and goals of the All-Payer Model. This work culminates in a deliverable of
a balanced portfolio that comprehensively outlines the financing model options, the feasibility and
sustainability of different models for different population health improvement initiatives, and a process by
which to consider implementation and governance of the financing models.
This design work looks to begin positioning the conversation around investment in the long-term, broadbased population health improvement initiatives that are less likely to have a near-term return. For efforts
that have long-term yields, or where the returns on investment are too diffuse for direct benefits to accrue
to the hospital or to its partners directly, other funding mechanisms may be required. A process for
assessing financing sources for population health improvement and prevention activities is outlined below
and proposed as future design work due to the nuance and technical analysis required in order to make
recommendations for financing solvent to the Maryland context. It is understood that each potential
funding source differs along a number of dimensions, including source of funds, political/community
support for allocating these funds, and implications for who has a stake in the return on investment. The
potential sources listed below are not exhaustive, are not listed in any particular order, and do not
presume the likelihood of use or magnitude of funding – those are items to be discussed by stakeholders
and choices to be made policymakers and stakeholders based on this future work including thorough
consideration of the amount of funding required, return on investment mapping, along with the impact of
using those funding sources - i.e., feasibility, sustainability, and economic viability.
This future design work proposes that the below potential financing models be considered as financing
models for the five priorities outlined in the prioritization matrix framework. The potential financing models
are: hospital community benefit dollars, social impact bonds, pay for performance/success contracting,
community development financial institutions funds, financial institutions, large employers, foundations
and other philanthropic sources, and taxes. These financing models would be assessed within the
Maryland context and within the framework of the prioritization matrix.
While the above listed financing models are possible methods of financing population health improvement
projects, they will be explored assuming that they will operate in addition to direct public financing at the
local, State, and federal levels of government. Because public funds are likely to be necessary for
projects where the ROI is long term and sometimes uncertain or variable, this will be a key criterion in
assessing the financing models feasibility and sustainability. Finally, all financing models and their
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accompanying strategies will be evaluated for supportiveness of All-Payer Model and their ability to align
and leverage current and ongoing infrastructure development.
Considering a multi-sectoral approach to financing population health will require a careful analysis of
interaction with the current changes occurring within the health system in Maryland. The analysis will work
through the complexities of current investments and potential opportunities for directing savings to
improving population health over the mid to long-term. For example, there may be public funds generated
by savings from successful population health improvement strategies that contribute by moderating
growth in healthcare costs. For example, prior to the All Payer Model‘s implementation, unconstrained
spending grew much faster than the model currently allows; the 3.58% cap on hospital spending is lower
than the national rate of hospital spending per capita. This slower growth can be thought of as savings to
Maryland health care payers. As Maryland moves to the second term of the All Payer Model in January
2019, providers will be taking on increased responsibility for the health of the population, care outcomes,
and total cost of care. Aligned measures for population health and incentives for all providers are critical
to ensuring further growth moderation in healthcare costs to sustain population health improvements
through potential reinvestment. The diagram below provides a conceptual illustration of population health
sustainability.

Financing models will be considered after assessing the magnitude and types of investments being made
across Maryland within the five priority categories - chronic disease management & prevention,
substance use, mental health, senior health, and youth health and wellness. Once a comprehensive
understanding of the current investment, incentives, and measures being used for the five priority areas is
completed, a feasibility study will be done for each of the explored focus areas within the five priority
areas. This feasibility study orients to examine the feasibility of the proposed strategy and its
accompanying outcomes based on its ability to address the five prioritization areas, current State-level
investment, power mapping for investment, financial modeling for short-, mid-, and long-term return on
investment (ROI), and sustainability of model given estimates of the population that each strategy could
potentially for each strategy. This will culminate with a balanced portfolio of proposed financing models
and an assessment of what strategies are most appropriately funded by a given financing model, the
feasibility of the financing model, and the sustainability of it within the specified Maryland context.
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Brief descriptions of the following financing models to be explored can be found below:
Hospital Community Benefits Dollars
Alignment of hospital‘s community health needs assessments (CHNAs) would be guided by the very
same priorities and focus areas outlined in the prioritization matrix. Assessment of how to promote those
goals through community benefit dollar allocation would be conducted in tandem with the hospital and
would look to prioritize the appropriate populations.
Pay for Success/Social Impact Bonds
A unique alternative to finance limited, well-defined initiatives is known as a Social Impact Bond (SIB).
Often referred to as a ―Pay for Success‖ agreement, this model represents a performance-based contract
that involves government, a private investor or Foundation, a social services provider and an external
evaluator. It operates by having a government agency define an outcome (as is presented in the
prioritization framework) it wants to see achieved relative to a specified population over a set period of
time (e.g., reduce recidivism rate by 10% over 5 years among nonviolent offenders in the prison system).
The government agency contracts with an organization that pledges to achieve the specified outcome(s),
and the government commits to pay an agreed-upon sum of the organization is successful. The
organization raises money from socially-minded investors to front the program costs; these operating
funds are paid to the social service provider(s) that will provide the services. If the outcomes are
achieved, the government agency pays the organization, and the investors receive a return on their
principal. If the outcomes are not achieved, the government pays nothing. If the project exceeds
performance targets, investors may earn a profit.
While referred to as ―bonds,‖ these financial deals operate as private loans, except that they are repaid
only if specific measurable outcomes are achieved. The goal is to encourage private investors to fund
proven social programs by providing upfront support to the programs that aim to improve long-term
outcomes. If the program is successful, the government pays the investors back; if the program is not
successful, then the investors absorb the cost and government pays nothing.
The Social Impact Bond model could be valuable to build long-term relationships across sectors within a
region or to finance a focused initiative that is of interest to a specific community or population.
Community Development Financial Institutions Fund
The Community Development Financial Institutions Fund (CDFI Fund) provides another potential
financing model for population health improvement. It originated in 1994 to support community
development through loans and investments in minority and economically distressed communities; these
investments are aimed at building business, creating jobs and revitalizing neighborhoods. More recently,
it has come to focus on projects that improve health and reduce health care costs in low income
neighborhoods, building a collaborative approach to community development finance and public health;
as one industry representative stated, there is the recognition that ―the goals of reducing poverty and
improving health outcomes are mutually reinforcing.‖ In several cases, the CDFI Fund has made
available loans to distressed neighborhoods for major initiatives, and private foundations and the
corporate business industry have then contributed to comprehensive neighborhood strategies. The
investments generally require a return at a very low interest rate and must meet general community
development guidelines.
Financial Institutions
The Community Reinvestment Act (CRA) also provides an opportunity for funding neighborhood
development projects. The CRA is a series of federal statutes and regulations that require institutions
holding FDIC-insured deposits to help meet the credit needs of the communities in which they operate,
including entities and individuals from low and moderate income (LMI) neighborhoods. Activities that
qualify for CRA credit include Public Welfare investments which are identified as investments that
promote the public welfare by providing housing, service or jobs that primarily benefit LMI individuals.
Also qualifying are community development projects that promote affordable housing and financing
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activities that revitalize LMI areas. Maryland could work to design activities incorporating particular health
improvement features consistent with the priority goals for the State.
Large Area Employers
Large employers may be willing to invest in health promotion initiatives to the extent that these initiatives
are judged to impact absenteeism, performance level, disability claims and/or the ability to attract a skilled
workforce. Clearly, employers who self-insure are more likely to be willing to invest in such efforts.
Foundations and Other Philanthropic Sources
Major initiatives are underway through foundations to provide significant funding and long-term
commitment for neighborhood development projects designed around health improvement and economic
development goals. Projects are focused on housing, transportation, land use, food systems and culture
change to create ―healthy space‖ and healthy lifestyles. Some foundations and philanthropies to consider
are:
●
●
●
●
●
●
●

Kresge Foundation
Robert Wood Johnson Foundation
Centers for Disease Control and Prevention (CDC) grant-funded initiatives
Alliance for a Healthier Generation
PEW Charitable Trust Resource
Change Lab Resources
Others

Taxes to discourage unhealthy behaviors
Another source of funds may be generated through prevention efforts themselves, aimed at discouraging
unhealthy behaviors. An example would be taxes or fees imposed on the consumption, production, or
distribution of products with known health risks such as tobacco, sugary beverages and alcohol. Clearly,
this requires the political support and the community support to adopt, but in context of a broader-based
campaign for healthy living and incentives tied to healthy behaviors, there may be the opportunity to
implement this approach. A recent report documents that one-third of the general population‘s sugar
consumption comes from soda consumption; this suggests a huge opportunity tied to reducing soda
consumption and making real progress in obesity prevention through a population-based initiative.

Synthesis: Points of Emphasis and Vision for
Implementation
In moving forward with population health improvement activities that are coordinated with the Model, the
State should adopt a Health Improvement Plan that establishes shared goals and outcomes measures
but allows localities to (a) identify the order of importance across these goals, (b) strategize, and (c) set
targets utilizing the frameworks proposed. Based on data availability and based on community input,
localities can determine what issues are most critical across these goals and what strategies will be most
effective to improve the health of their local populations and achieve greater health equity.
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With the adoption of the Priorities in this Population Health Improvement Plan, the State hopes to expand
beyond a focus on serving high utilizers to the broader goals of population health improvement. This Plan
will establish a structured and strategic framework approach for addressing community health
improvement and looks to prioritize activity to support the goals of the All-Payer Model. Under the
Population Health Improvement Plan, Maryland will look to steadily improve health outcomes against
defined targets, assess the impact of change on the health system and on other sectors, and continually
will evaluate the return on investment and community need. This approach will guide future decisions and
encourage re-prioritization where and when appropriate. The overarching goals will remain the same:
population health status improvement, health equity and engagement/empowerment in ongoing healthy
lifestyle and behavior.

Appendices:
A// Maryland’s Investment in Population Health Management
B// Hospital Utilization per Capita, by County in Maryland (CY20142015)
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C// Community Benefits Spending by Maryland Hospitals (FY2015) in
Maryland (CY2014-2015)

D// Maryland Population Health Summit Agenda

E// Maryland Population Health Summit List of Participants

F// Maryland Population Health Summit Results Post Summit Survey
Analysis

H// Maryland Health Ranking Report – State of Maryland
I// Progress Measurement and Opportunities for Expanded Datasets

Appendix A: Maryland’s Investment in Population
Health Management
Maryland‘s Investments in Population Health Management
In the course of the last three years, the State of Maryland has introduced many patient-centered services
and care management functions focused largely around high utilizers in need of ―high touch‖ services; in
addition, Maryland has built effective infrastructure to support population health management across the
State. This has been accomplished through the efforts of public agencies, payers, and the provider
industry. Major initiatives are identified below to highlight the effective base of operations upon which
prevention initiatives can be built:
Patient-Centered Medical Homes

74

In 2011, Maryland launched a three year pilot study to test the PCMH model with 52 primary and
multispecialty practices (The Maryland Multi-Payer Patient-Centered Medical Home Program, or MMPP).
These practices include private practices and federally-qualified health centers located across the State,
and Maryland law SB 855/HB 929 requires the State‘s five major insurance carriers of fully insured health
benefits products (Aetna, CareFirst, CIGNA, Coventry and United Healthcare) to participate in the MMPP.
CareFirst‘s regional PCMH program is now one of the nations most mature and established large-scale
medical homes programs. Nearly 90 percent of all primary care providers in the CareFirst service area - including parts of Northern Virginia, the District of Columbia and Maryland - - participate in the program.
Quality indicators are trending positively, and CareFirst members served by PCMH have continued to
show lower utilization and below expected costs. The program has incorporated provider incentives
(using cost, quality and engagement criteria), and 84 percent of participating panels in 2014 achieved
72
savings for their members, as measured against the expected costs of care.
Alongside the expansion of the CareFirst‘s PCMH model, a number of other provider-payer initiatives in
Maryland are worth noting, models that have been designed around the medical home model:


Comprehensive Primary Care Initiative (CPC+): CMS recently announced the opportunity for
payers and providers across a large region to establish a 5-year payment model designed to
support case management and many other features of the PCMH. While not selected as a
participant, Maryland may be expected to implement a similar model (in terms of payment
structure and incentives) to strengthen primary care and build toward more of an attribution
model.



Employer-sponsored medical plan: Habeo is a collaborative medical plan for employers - aimed at reducing costs for self-funded employers and their member employees - - that are
designed around the patient-centered medical home model. Its medical plan also includes Clinical
Health Coaches, care coordinators and wellness activities, and it incorporates incentive rewards
for members who hit wellness milestones. Currently, this plan works with GBMC and MedStar
Health providers, and serves a number of employee beneficiaries.
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CRISP: Maryland‘s Health Information Exchange (HIE)
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Chesapeake Regional Information System for our Patients (CRISP) – The HSCRC has been responsible
for planning, operations, and funding of CRISP as the sustained HIE infrastructure to support care
delivery transformation, improved care coordination and health care cost reduction. Indeed, CRISP has
been central to population health management efforts in Maryland, providing the critical functions of
communications, data exchange, and shared care plans across providers. While at different stages of
operation and development, CRISP is rapidly extending across the continuum, and CRISP continues to
develop new functions and new capabilities for customized reporting. As a result, CRISP continues to
fuel population health management efforts in the State of Maryland by facilitating (a) the shift of services
to the community setting, (b) more effective care coordination and improved quality of care for patients,
and (c) reduced costs of care through reduced duplication, greater efficiencies, and improved outcomes.
CRISP now represents a national HIE model.
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CareFirst BlueCross BlueShield. (2015).
Retrieved from https://www.habeohealthplan.com/
Beginning in FY2015, CRISP-related hospital rate adjustments have been paid into an MHCC fund, and MHCC
and the HSCRC review the invoices for approval for appropriate payments to CRISP. See Health Services Cost
Review Commission (2016, May 11).
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Beginning in FY2010, the HSCRC funded the general operations and reporting services of CRISP
through hospital rates; in other words, CRISP operations have been funded through an assessment on
75
Maryland hospitals.
In FY2016, CRISP was funded for $3.25 million (HSCRC, May 11, 2016).
Going forward, funding for CRISP has been separated into two distinct categories and two distinct funding
sources to distinguish between:
HIE core operations/standard CRISP reporting services, associated with general rate setting,
methodology and monitoring functions of the Commission (consistent with the functions represented by
the funding/operations supported in the budget above), and
Integrated Care Network functions (“ICN activities”), representing HIE connectivity expansion and
ambulatory integration, statewide infrastructure needs, and expanded reporting services
The HSCRC has approved funding for CRISP over several years and continues to do so, recognizing the
return on investment that CRISP provides. The funding is to support HIE connectivity functions and
standard CRISP reporting services for the Commission (consistent with the functions documented in prior
years above) along with core functions and reporting services, including Integrated Clinical Network
activities. As noted in its most recent Staff Report: ―A return on the investment will occur from having
implemented a robust technical platform that can support innovative use cases to improve care delivery,
increase efficiencies in health care, and reduce health care costs.‖
Care Management for Dual Eligible
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The State of Maryland expects to submit a proposal to CMMI for approval to launch a dual eligible
demonstration model designed to provide more effective care management for one of the highest utilizing
payer populations. The total number of dual eligible in Maryland is approximately 126,000 people, with
the current focus for this new initiative on the approximately 70,000 residents in the non-developmentally
disabled dual eligible population. Expectations are that one of three models will be selected: a managed
fee-for-service model, an ACO, or a capitated managed care model. It is too early to determine the level
of risk that will be assumed, and what incentive models may operate.
Community Health Worker Models
Community health workers are being used by Maryland providers in various non-clinical roles to provide
education, health system navigation/care coordination and counseling. Worth noting is the effective use of
community health workers by the Health Enterprise Zone in West Baltimore - - where community health
workers are used for outreach and education - - and by the Johns Hopkins Community Health Partnership
(J-CHiP) in East Baltimore - - where community health workers provide health care education, home
visits, counseling, care coordination, and linkage to resources for financial and social services.
This past year, the HSCRC authorized $10 million in additional funding to be awarded on a competitive
basis to hospitals committed to hire community health workers and care coordinators from disadvantaged
communities (Population Health Work Force Support for Disadvantaged Areas Program). Funding is to be
awarded to those hospitals committed to train and hire workers from geographic areas of high economic
disparities and unemployment to fill new care coordination, population health, Health Information
Exchange, and consumer engagement positions. In this way, the MAPM is functioning to support two
goals: MAPM revenues are helping to support the manpower resources for population health
improvement and helping to create employment opportunities for individuals in disadvantaged areas. The
HSCRC requires awardee hospitals to provide matching funds of at least 50% of the amount included in
75
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HSCRC. (2016, May 11).
Individuals who quality for both Medicaid and Medicare benefits
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rates, and hospitals that receive funding under this program will report to the Commission annually about
the number of workers employed under the program, the types of jobs supported by this program,
retention rates, and an estimate of the impact that these funded positions have had in reducing potentially
avoidable utilization or in meeting other objectives of the MAPM.
Hospital-Sponsored Program Initiatives
Under the MAPM, Maryland hospitals have been largely focused on the population of high utilizers and
high-risk patient populations, identified by multiple chronic conditions and hospital utilization patterns;
Maryland hospitals have invested heavily in to reduce unnecessary emergency room visits and acute
care admissions of this patient population. As a result, several new functions/new manpower have now
become integral functions in many Maryland hospitals; core hospital services now include care
transitions, care coordination, medication reconciliation, and 30-day post-discharge follow-up.
More specifically, many Maryland hospitals have introduced/expanded the following delivery models and
support services:









Case management services, with the largest investments made for case managers in the
Emergency Room
Patient-centered medical homes to provide more patient-centered care and care coordination
Primary care linkage: Protocols for linking ER patients more immediately to a primary care
physician
Care transitions, including education/counseling at the point of discharge, standardized practices
for communications to nursing homes, and 30-day post-discharge follow-up for high risk
patients/high utilizers
Telehealth technology to extend the reach of specialists, improve quality of care, and reduce
operating costs across hospitals, clinics, Department of Corrections, and nursing homes.
Care coordination functions through the use of CRISP and risk stratification software
EHR-based systems to identify high utilizers and vulnerable patients across service settings

More recently, Maryland hospitals have begun investing in initiatives that further enrich primary care
service delivery to maximize the opportunities provided by this setting. Efforts are focused on
standardizing disease management protocols and integrating medical and behavioral health management
in the primary care setting. Most of the activity described has been operationalized through Maryland‘s
hospitals and is expected to be sustained largely through hospital operating income. For some hospitals,
this will include a rate increase awarded through the HSCRC for distinct initiatives. New initiatives will
include:
o

Community-based care coordination: Care coordinators embedded in primary care practices,
and care coordination teams to monitor and coordinate a response to readmissions/high
utilization patterns
o Behavioral health services embedded in the primary care setting: This includes mental
health professionals positioned within primary care sites for early identification and early
treatment, and formal referral networks for behavioral health services
o Increased availability of palliative care resources in the hospital
o Closer working relationships and protocol development across hospitals and post-acute
facilities (with some initiatives accompanied by bundled payment models)

Understood together, these interventions have been designed to improve continuity of care, reduce
medical complications, reduce avoidable utilization, and reduce the costs of care for high utilizers and
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high risk patients, with the impact on utilization patterns often produced within the same year of
operationalizing these new initiatives.
Integration of Faith-Based Organizations to Support Care
The Maryland Faith Community Health Network is a partnership to connect hospital navigators and
volunteer liaisons from local places of worship - - such as churches, synagogues and mosques - -to help
coordinate care and support patients both during and after a hospital stay. This two year pilot program is
a partnership between LifeBridge Health, the Maryland Citizens Health Initiative and dozens of local
houses of faith. With the patient‘s consent, faith leaders are notified when a member of their own
congregation is admitted to the hospital, and then trained liaisons from the patient‘s own faith organization
works with hospital navigators to provide support to patients and their families. This might include prayer,
77
transportation and/or providing meals
Regional Partnerships
In response to the HSCRC‘s incentives and a joint HSCRC – DHMH Planning Grant in 2015 that provided
funded and technical assistance, Maryland has seen the formation of 8 regional partnerships each of
which includes hospitals, County Health Departments, community-based organizations and social
services agencies. These Partnerships are working collaboratively to identify community needs,
determine resource requirements to best meet community needs, and design strategies for deploying
resources across the region. The collaborative model is expected to produce more effective care
coordination models and maximize the use of specialized resources required of distinct populations such
as frail elders, dual eligible and chronic disease patients with specialty requirements. The long-term
expectation is that these partnerships will collaborate to define long-term population health improvement
goals with particular attention to reducing risk factors. The HSCRC has actively supported the
development and continued operation of these Partnerships by initially (a) awarding planning and
development funds, (b) continuing to offer technical assistance to the Partnerships, and (c) incentivizing
collaborative operations through project implementation awards (on a competitive basis).
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Boston, S., & DeMarco, V., (2016).
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Re-Balancing of Health Care Resources to Support Outpatient Care
With the investments made in care coordination and outpatient delivery models, Maryland has seen a
major decline in admissions and a re-balancing of health care resources. The focus on post-acute care
setting is intensifying and plans for reducing inpatient capacity are rapidly developing:


Three hospitals in Maryland have announced plans to close inpatient facilities and
construct/expand an ambulatory services campus in place of these inpatient facilities



A proposal to CMS to waive the 3-day rule is being submitted with the hope that the postacute setting can be further leveraged and that acute care capacity can then be further
reduced



Several Maryland hospitals have introduced physician house call programs, likely to be
expanded in the coming two years, further reducing the demand on hospital capacity

These efforts are expected to generate further savings to the health care system as capacity reductions
produce even more meaningful cost reductions to health care operations.
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Appendix B: Hospital Utilization per Capita, by County
in Maryland (CY2014-2015)
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Appendix C: Community Benefits Spending by
Maryland Hospitals (FY2015) in Maryland (CY20142015)

81

Appendix D: Maryland Population Health Summit
Agenda
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Appendix E: Maryland Population Health Summit List
of Participants
Maryland DHMH OPHI Population Health Summit Attendee List, April 6, 2016
Last
First
Org/Inst/Geographic Region
Abney
Dianna
Charles County
Afzal
Scott
CRISP
Alborn
Salliann
HSCRC Data and Infrastructure
Altman
Rebecca
BRG
Argabrite
Shelley
Garrett County Health Department
Banks-Wiggins
Barbara
Prince George's County Health Department
Barmer
Katherine
NexusMontgomery
Barth
Bash

Jason
Camille

Frederick Regional Health System
Southern Maryland Regional Coalition

Bauman
Behm
Bowles
Brookmyer
Brooks

Alice
Craig
Daniel
Barbara
Mark

OPHI staff
CRISP
Aledade
Frederick County
Project Manager

Brown
Carter
Chan
Cheng
Chernov
Ciotola
Clark
Cohen
Dain
DeVito
Dineen

Dawn
Dr. Ernest
Jinlene
Debbie
David
Joseph
Liz
Robb
Renee
Lisa
Rebecca

Carroll County Health Department
Prince George's County Health Department
Anne Arundel County
Nemours Children's Health Center
TLC-MD
Queen Anne's County
Healthy Howard
Advanced Health Collaborative
The Coordinating Center
Johns Hopkins Health Care
Baltimore City Health Department

Donahoo
Dooley
Duffy
Edsall Kromm, PhD
Elliott
Farrakhan
Feeney
Funmilayo

Jean-Marie
Patrick
Angela
Elizabeth
Natalie
Dana
Dianne
Damilola

Union Hospital of Cecil County
University of Maryland Medical System
Chase Brexton Health Care
Howard County Regional Partnership
Mosaic Community Services
University of Maryland Medical System
HSCRC
Chase Brexton Health Care
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Garcia-Bunuel

Liddy

Healthy Howard

Garrity
Gerovich
Glotfelty

Stephanie
Sule
Rodney

Cecil County
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Appendix F: Maryland Population Health Summit
Results Post Summit Survey Analysis
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Appendix H: Maryland Health Ranking Report – State
of Maryland
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Appendix I: Progress Measurement and Opportunities
for Expanded Datasets
Maryland‘s State Health Improvement Process (SHIP) was implemented in 2011 by the Office of
Population Health Improvement (OPHI) as a framework for accountability, local action and public
engagement to advance the health of Maryland residents.[1] The goal was to assist communities in
identifying critical health needs and guide implementation of evidence-based strategies for change, using
a statewide platform for measuring progress. The framework was designed to align closely with Healthy
People 2020 objectives, and measures have been both added and removed since program inception.
The measures are heavily focused on children and adolescents:
 15 measures (38%) apply exclusively to newborns, children and adolescents (some other
measures also include this population)




1-2 measures focus on issues specific to the senior population (dementia-related
hospitalizations and fall-related mortality)
None of the measures focus on the ―at risk‖ population of people with multiple chronic
conditions and the complex needs of that population segment

The State revised the SHIP framework to now incorporate 39 measures in five focus areas:

Healthy Beginnings – 8 measures

Healthy Living – 8 measures

Healthy Communities – 7 measures

Access to Health Care – 4 measures

Quality Preventive Care- 12 measures
However, the current measures are not aligned with the Maryland All Payer Model, particularly under a
total cost of care model which will make post-acute care an integral focus area. As Maryland transitions
to this total cost of care model, the State will want to adopt more expanded constructs to align with these
targets of population health management and health improvement. For example, Maryland may want to
include measures of functional status, rate of falls, caregiver experience, affordability, community-based
service needs. . More broadly, DHMH will need to document cost of care experience for those served by
new initiatives for population health improvement.
Moreover, it is critical to expand the measurement tools need to be expanded to be consistent with the
goals of addressing social determinants of health and the multisector impact of selected initiatives; this
would include the impact on school readiness, the criminal justice system, road safety, and social
services, In order to monitor progress and the cost impact of selected initiatives, then, DHMH will require
data exchange with law enforcement, Department of Education, and the Medicaid program.
OPHI has engaged the Johns Hopkins School of Public Health‘s Center for Population Health Information
Technology to assist with a detailed assessment and consideration of future measurement frameworks
and metrics. For purposes here, a brief description is provided simply to illustrate expanded measurement
constructs/features that have developed around the country and the value that these new constructs
provide. A more expansive list is provided in Appendix K.
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Organization or Program

Title

Details

Robert Wood Johnson
Foundation (RWJF)

Culture of Health Action
Framework

A framework and 41 corresponding
measures designed to improve population
health and motivate cultural change that
builds a shared value of health and an
integrated cross-sector approach. The
framework consists of four action areas
and one set of desired outcomes

Robert Wood Johnson
Foundation (RWJF) &
University of Wisconsin
Population Health Institute
(UWPHI)

County Health Rankings

The County Health Rankings helps
communities identify and implement
solutions to improve health in
neighborhoods, schools, and workplaces.
There are four domains and 14 focus areas
in the framework

National Academy of
Sciences, Institute of
Medicine (IOM)

Vital Signs: Core Metrics
Set

Based on IOM Committee work, this
framework defines core measures for
health and health care designed to
streamline and standardize the multiple
measurement sets in use across the United
States. The Committee proposed a set of
15 standardized measures in four domains

The Commonwealth Fund

Commonwealth Fund
Scorecard on State Health
System Performance

The scorecard measures performance in
five areas and introduces a number of
community-based measures improvements
in functional status of the elderly, use of
antipsychotics and high risk medications
and measures of long term supports. The
scorecard also includes equity indicators
based on race, ethnicity and income.

Agency for Healthcare
Research and Quality
(AHRQ)

Quality measures

Includes 250 quality measures and
comparisons across states. Includes
access and care coordination measures;
includes metrics around disease-specific
conditions; includes measures for mental
health conditions among nursing home
patients and completion rates for those in
substance abuse treatment. New focus
areas proposed include:
·
Functional status in older adults
·
Health literacy/patient engagement

CMS: Medicare Program

Medicare Shared Savings
Program

Shared savings are awarded based on
performance across 34 quality measures in
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4 domains that include (1)
Patient/caregiver experience (2) Care
coordination/patient safety (3) Clinical care
for at-risk populations and (4) Preventive
health. Notable measures include such
items as functional status, falls prevention,
shared decision-making and access to
timely appointments
CMS: Medicare Advantage

Medicare Advantage Plans
/ Special Needs Plans
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The STAR ratings framework is designed
around 5 broad categories that include
health outcomes, intermediate outcomes,
patient experience, access, and process by
which health care is provided. Performance
measures have been well-vetted nationally,
with measures that include those related to
medication adherence and care transitions.
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