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Tri-County Health Improvement Plan (T-CHIP) Grant Application for Diabetes Chronic
Care Management to Reduce t Diabetes Related ED visits and Health Disparities

Project Narrative

The Tri-County (Somerset, Wicomico, and Worcester Counties) community of the Lower
Eastern Shore of Maryland through the Tri-County Health Planning Board (Local Health
Improvement Coalition) developed the Tri-County Health Improvement Plan (T-CHIP). The Tri-
county Health Improvement Plan focuses on a limited number of initiatives that may reasonably
be accomplished across the three-county region. Each county has its own CHIP which reflects
the county-specific SHIP, Healthy People and County Health Rankings priorities. The T-CHIP
includes only those goals which are shared as SHIP priorities among all three counties. Certain
goals, specifically Cardiovascular Diseases, hypertension, tobacco use, and physical activity, are
addressed in the county-specific CHIPs. The T-CHIP as attached is approved by Maryland State
Health Improvement Process (SHIP), and has linkages to Maryland’s SHIP.

(Attachment 1)

Since 2010, the Tri-County Health Improvement Coalition has implemented several
projects to focus on primary diabetes prevention, early screening, diagnosis, and diabetes
education, and self- management. All three counties have implemented the National Diabetes
Prevention Program (NDPP) which promotes healthy lifestyle practices to prevent and delay
diabetes. The NDPP is a labor intensive case management program that uses “Lifestyle
Coaches™ as instructors. Target populations have included individuals at risk for type 2 diabetes
due to family history, overweight, lack of physical activity, and age. Significant improvements in
program participants have been documented. The combined goals of weight loss and increased
physical activity help reduce the risk for diabetes, improve diabetes blood glucose control,
reduce high blood pressure, improve cholesterol levels, and reduce overall risk for heart disease.
However, the T-CHIP strategic action plan identified as of February 2012 to specifically reduce
diabetes related ED visits in the region has not yet been fully implemented. Specifically, the
strategies related to improving Health System Infrastructure have not been implemented.

The overall goal for this project is to reduce Diabetes related Emergency Department
(ED) visit rates (Maryland SHIP Objective 27) and associated racial disparities among residents
of Somerset, Wicomico, and Worcester Counties. As the designated lead and applicant
organization, Worcester County Health Department requests funding from the Maryland
Community Health Resources Commission to support a new project of the LHIC, aimed at
expanding efforts beyond activities currently implemented by the LHIC. Funding of $250,000 is
requested to implement an evidence based program of Diabetes Chronic Care Management
during the period of July 1, 2012 through September 30, 2013 (15 months) in the three Lower
Shore counties.

Somerset, Wicomico and Worcester Counties Data Analysis

Tri-County citizens are being diagnosed with diabetes at an alarming rate of 14.3 percent
versus Maryland’s rate of 8.3 percent as noted in the 2009 Community Health Assessment by
Professional Research Consultants, Inc, The high prevalence poses a burden to both patients and
the health care system, especially emergency department use. According to data analysis of 2010
MD HSCRC data provided by the Maryland SHIP, the three Lower Shore counties fall within the
worst 8 counties in Maryland for Diabetes Related ED visit rates. The collective rate for the
three Lower Shore counties for Diabetes related ED visits due to diabetes was 515.1 per 100,000 -
which was significantly higher than the state rate (316.0 per 100,000). The combined ED visit
rate for blacks was four times higher than the rate for whites (962.7 vs. 251.7 per 100,000




respectively). Disparities are particularly notable in Worcester and Wicomico County, in which
the ED visit rate for blacks was 3.6 to 4 times the rate for whites in 2010. While there have been
modest improvements in the overall rate of ED visits between 2010 and 2011, the racial disparity
actually worsened in Worcester County, rising from 2.8 to 4.8 times the rate for blacks compared
to whites in 2011.

Tebiz i DisbetasEDVisitsby age and recefethnicty, WorcesterCounty, 2041
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e =N Ball, $tzts Hasith Improvsmant Process {(SHIPY, Office of Population Hesith Improvemant. EDwisite from
Health Services Cost Review Camimission {HSCRCYL Populationcounts from Maryiand Bepsrtmentof Flanning, MH=Nan-Hispanic,

Recently updated analysis of HSCRC ED data from the Maryland SHIP shows modest reduction
of diabetes-related emergency department visit rates and disparities for the Tri-County area in
2012. (Attachment 2) However, the rates of Diabetes related ED visits in all three Lower Shore
Counties are still significantly worse than the Maryland SHIP 2014 Target rate of 300.2/100,000
population.

The 2012 T-CHIP strategy aimed at reducing Diabetes related ED visits called for a
partnership between the Tri-County Diabetes Alliance and the three community hospitals to
review Emergency Department data for baseline in all 3 hospitals, explore other data for long
and short term indicators; and recommend appropriate interventions to reduce diabetes-related
ED visits.

In response to this RFP, an evaluation of ED data was undertaken to assist in designing
the proposed intervention. With the cooperation of Atlantic General Hospital (AGH) and
Peninsula Regional Hospital (PRMC), the Worcester County Health Department obtained the
Diabetes Related ED visit data for visits which occurred from July 1, 2012 through the present.
This information included the age, race, zip code, county of residence, payer source and ICD-9
codes for episodes of ED care, but did not include the name or street address of patients. Dr.
Andrea Mathias, Deputy Health Officer for Worcester County, reviewed this data for
demographic determinants, payer mix, patterns of use, and geographic distribution or “hot
spots”. This information will be used to focus a targeted intervention to prevent Diabetes-related
ED wvisits. If funded, this program will be able to obtain patient specific information in a HIPAA
compliant manner for the purpose of care management and coordination.

An analysis of ED visit data from Atlantic General Hospital in Worcester County revealed:
e Approximately 50% of patients were primarily covered by Medicare, and an additional
20% were covered by Medicaid payers, or self-pay.
39% of patients seen are over the age of 65.
76% of patients are identified as “white”, while 22% are identified as “black”.
88% of the visits to AGH ED from residents of the Tri-County area occurred from
residents within Worcester County, and .




e 48% of the visits from Worcester County residents occurred from patients who live in the
single zip code 21811. Based on census population, the rate of ED visits for this zip code
area 1s over 611/100,000. (Attachment 3)

* Approximately 60 patients had 2 or more visits related to diabetes in the period, and 10
patients had 3 or more visits in the period evaluated. Five of the 10 highest utilizers
reside in a single zip code within Worcester County- 21811.

¢ From Worcester residents in the Zip Code 21863 there were 25 visits to AGH and 34 to
PRMC, giving this Zip code an ED visit rate of 1173/100,000K. One of the 10 high ED
utilizers reside in this community. Interestingly, 76% of the patients in this Zip with ED
visits to either AGH or PRMC are younger than age 65

* From Worcester residents in Zip Code 21851 there were 24 ER visits to AGH and 28
visits to PRMC, giving this Zip code an ED visit rate of 695/100,000. Two of the high
ED utilizers live in this community, and they are uninsured.

An analysis of PRMC ED data in Wicomico County showed the following:
(Attachment 4,5)
»  42% of patients were covered by Medicare and an additional 25% are covered by
Medicaid or self pay.
¢ 37% of patients are over the age of 65.
47% of patients are identified as “white” and 49% of patients are identified as “black”.
e 72% of the visits to PRMC from residents of the Tri-County area occurred from residents
of Wicomico County. : ’
¢ 73% of visits from Wicomico County residents occurred from patients residing in 3 zip
codes in Wicomico county (21801, 21804 and 21875)
* In Wicomico County residents, 14 patients had 3 or more visits, with some having 6 {o 10
visits in the period evaluated. 10 of the 14 patients live in the 3 zip codes identified as
‘hot spots” for high utilizers in Wicomico County.

For Somerset County, the Zip Code 21853 appears to be a hot spot of frequent ED utilizers for
Diabetes related illness. {(See Attachment 6)

e From Somerset residents of Zip code 21853 there were 59 visits to PRMC and 3 visits to
AGH. The rate of ED visits for this area is at least 557/100,000, and this does not
include zip code level data for visits to McCready

e Black residents in this Zip code contributed 43 visits to PRMC for a rate of 672/100,000
of the black population. White residents contributed 15 visits to PRMC, plus 3 to AGH,
for a rate of 395/100,000 white population. While HSCRC data for the entire county did
not demonstrate as significant a racial disparity, when broken down further
geographically, there are clearly “hot spot™ areas of racial disparity in Somerset County.
58% of the ED visits from this Zip Code were covered by Medicare or Medicaid.

* 4 patients contributed 19 visits to PRMC and 3 visits to AGH from the 21853 Zip code.
Further analysis is needed of zip code level data for McCready ED visits, but will be
undertaken as a part of the next action steps of the program if funded.

The Proposed Evidence Based Intervention: (Attachment 7- Summary slide)
This Lower Shore Tri-County Health Improvement initiative proposes innovative partnerships
across three counties, to implement a regional Diabetes Care Management (CM) program,




serving those at high risk for ED overutilization, as well as other targeted groups to reduce racial
disparities. The Diabetes Case Management Program will address the medical and social
determinants of diabetes related ED wvisits in the Lower Shore Region.

This Diabetes Care Management program design is based on several evidence based
models of chronic disease care management. The core team of professionals will be an RN, a
Social Worker, and Health Outreach Worker, who work in collaboration with primary care
providers. The primary interventions include home visits, medication reconciliation, and
facilitated referrals into primary care, diabetes care and social support resources. Additionally,
patients will be referred to the Lower Shore Connector Entity to obtain or optimize insurance
coverage, as appropriate. Multiple studies support the proposed model of chronic care
management.

An important resource of information about designing the Lower Shore Care
Management Program is the Robert Wood Johnson Foundation Research Synthesis Report No.19
[ “Keys to Successful CM Programs ; Care Management of Patients with Complex Health Care
Needs” (Bodenheimer, T, and R. Berry-Millett. 2009 Princeton, NJ)
www.rwif.org/files/research/021710.policysynthesis.caremanagement. rpt.revised.pdf]

This publication identifies the essential components of a chronic disease care management program which
will achieve both improved quality of care and cost savings. These components are:

« Appropriate Patient selection and Case Load size

* Person-to-person encounters including home visits

* Multidisciplinary teams including physicians

* Use of Coaching for patient and family or caregivers
Specifically, this meta-analysis found that person-to-person encounters, including home visits,
are more effective than telephone based contacts in achieving significant changes in complex
patients. Care management must be provided by teams of professionals capable of addressing
medical and social determinants of health, in collaboration with primary care providers. While
CM consistently improves quality of care, reduction in costs is only achieved in programs which
focus CM interventions to certain high cost, high complexity patients. Without these elements,
care management programs have not been proven to reduce costs.

Studies involving Medicare beneficiaries show that the Care Management (CM) elements
identified in the RWJ Synthesis report are successful in reducing costs in this population.

[ “Follow the Money. Factors Associated with the Cost of Treating High-Cost Medicare Beneficiaries”
Feb. 11, 2011 Health Services Research, published online before print
James D. Reschovsky, Jack Hadley, Cynthia B. Saiontz-Muartinez, Ellyn R. Boukus]

Studies in patients covered by Medicaid show similar success when Care
Management is focused on high cost enrollees. [The Priority Partners Addictions and Chronic
Disease CM Study, Medicaid Plan-Sponsored Support of Case Managers Serving High-Cost
Enrollees With Substance Abuse Disorders Enhances Access to Services Without
Increasing Costs.  hitp.//www.innovations.ahrg.gov/content]

In this Payer-sponsored case management program, services were provided by an RN case
manager and focused on high cost enrollees. Those patients receiving care management
experienced increased access to necessary disease management resources compared to a control
group. Pharmacy costs rose among participants but fell in the control group, suggesting that the
program enhanced access to appropriate medication therapy. The program achieved reduction in
inpatient and emergency department (ED) use. Generated savings on medical care equaled
roughly 94 percent of program operating expenses, meaning that the quality improvement gains
came at a very modest expense.
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Based on review of these resources, the Staffing Allocation and Duties of the Diabetes Care
Management Team are as follows:
Registered Nurse (1.0 FTE) carries a Case Load of up to 50-60 patients with at least one chronic
condition, in this instance, diabetes. The Nurse confirms patient eligibility and provides specific
services (Guided Care Chapter 2, pg. 16)
Assesses the patient at home, Approximately 2 hour interview
Monitors the patient proactively, At least monthly by phone
Empowers the patient; encouraging self-management
Refers to chronic disease self management courses
Coordinates information for providers of care, including medication reconciliation
between providers, pharmacies and patient medication lists
¢ [ducates and supports caregivers
Clinical Social Worker (0.5 FTE) assists with patient transitions, especially involving ED care,
and aids in accessing the need and eligibility for community resources
e Communicates to providers about the patient’s unique home circumstances.
e Visits the patient at home, especially after hospital or ED discharge, to ensure patient and
caregiver know what they should be doing whom to call for advice
Ensure the patient sees the primary care physician as indicated.
Educates and Supports Caregivers
Provides facilitated referral to community-based resources, including the Lower Shore
Navigator or Connector Entity
Community Health Outreach Worker (0.5 FTE) Peer educator, trained to provide basic health
improvement information in a culturally sensitive and relatable manner.
e Communicates with rest of team about issues which may be specific overt or underlying
cultural contributors to health outcomes.
e Facilitates access to community resources after referral is made

e & & ¢ @

The proposal includes strategies that will assist in building a collaborative, interconnected,
and efficient health care system at the local/regional level;

The Lead Agency is the Tri-County Health Improvement Coalition with Worcester
County Health Department as administrative lead and applicant. Partners which are existing
members of the TriCounty Health Planning Board (LHIC) include: Worcester County Health -
Department, Wicomico County Health Department, Somerset County Health Department,
Atlantic General Hospital, McCready Foundation, Peninsula Regional Medical Center, and the
Three Lower Counties (TLC) Federally Qualified Health Center. New partners in this project,
not previously members of the LHIC include; the Lower Shore Connector Entity, Emergency
Services Associates (Emergency Physicians who staffs all three ED’s), various PCMH pilot
practices and primary care providers, and Apple Drug Pharmacy.

The specific strategies to improve Health System Infrastructure on the 2012 T-CHIP will
be updated to reflect several new partnerships and innovations recently forged by community
health providers in the Lower Shore region.

In Worcester County, the majority of primary care services are delivered by employed
physicians and providers of the Atlantic General Hospital Health System. In 2011, Atlantic
General Hospital (AGH) began participating in the Maryland Patient Centered Medical Home
pilot projects, and in July 2012, AGH received a CMS Health Care lnnovation Challenge grant.
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The primary goal was to expand AGH’s Patient Centered Medical Home pilot services to the
target population of Medicare enrollees, which were not included in the PCMH pilot projects.
The target patient for the CMS grant are limited to residents of Worcester County, with CHF,
COPD or Diabetes, who also receive primary care services through the AGH Outpatient Primary
Care network of providers. This project does not serve all patients in the three Lower Shore
Counties, or those who receive primary care services from providers outside of the AGH
network.

An innovative partnership formed as AGH partnered with Worcester County Health
Department (WCHD) in creating a Care Management workforce for this project, based on a
modified Guided Care Model. The Care Management Teams includes four RN’s, one LPN, and
one half-time LCSW. They are co-located within AGH primary care offices as part of the AGH
PCMH team. The team assists in educating patients/caregivers and health professionals within
the community on PCMH, services available and appropriate use of the emergency department.
One of the RN’s and the Social worker are health department staff and bring specific experience
in case management services to the aging/disabled population and patients with chronic disease,
such as HIV. A selection of AGH’s PCMH Medicare patients receive home visits, delivered by
the public health staff; a service not routinely provided by the PCMH model. A limitation of this
program is that the services are primarily office based for most patients, and the referrals for the
program come from within a specified Patient Centered Medical Home. By definition, most of
the enrollees already have an identified primary care provider. The target population is not
specifically high users of ED services, nor selected to reduce health disparities.

The proposed program of Diabetes Care Management for the three Lower Counties plans
to expand on the existing innovation and partnerships in several ways. Geographically, the
program will serve a broader patient base, by establishing two Diabetes Care Management teams
which will serve any patient in the three counties. One team of an RN, part time LCSW, and part
time health outreach worker will serve Wicomico County residents. A second team of same
staffing will serve both Worcester and Somerset residents.

Health Departments will employ the RN, Social Work and Health Outreach staff
members, providing the public health expertise in home visiting models, case management, and
accessing community based services. Health Departments in this region will also expand access
to the National Diabetes Prevention Program called Lifestyle Balance, by offering this nutrition
and exercise program to patients identified as high risk of poor diabetes control and ED use. The
NDPP has demonstrated significant health outcomes among those who enroll, but unfortunately,
this has not always included the patients at highest need.

The targeted patient population will be derived specifically from data on ED utilization,
reflecting a focused effort to reach patients who are identified as needing significant
improvements in care coordination and health system innovations which better serve their needs.

* The hospitals in each county have agreed to collect and submit ED utilization data to the
lead agency on a quarterly basis, so that patient referral lists and strategies may be refined as the
program progresses. They will host medical staff education venues as a forum to orient
providers to the Diabetes Care Management program and resources. The three regional hospitals
also host the American Diabetes Association certified Diabetes Education programs, and agree to
provide at least one session, including Medical Nutrition Therapy, to patients referred from the
Diabetes Care Management program, regardless of ability to pay.

All three hospital Emergency Rooms are staffed by a single private Emergency Physician
practice. The Emergency physicians are eager to refer high needs and ‘frequent flyer” diabetic
patients into the Care Management program. They will receive orientation to the program and
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become familiar with a universal referral form designed to facilitate transfer of care from the
Emergency Room. (Attachment 8) The Tri-County Diabetes Alliance recently created this form
specifically for referral into diabetes self management resources in the Tri-County region. It has
now been modified to include the Diabetes Case Management program, which will greatly
simphfy the referral process into multiple types of diabetes services.

Based on ED data and anecdotal reports of Emergency Room providers, it is likely that
this population lacks primary care medical homes. Therefore, initiation of care management
services will be patient focused, and primarily home-based, with referral to and coordination
with any appropriate primary care provider. TLC- the regional FQHC, has committed in
partnership to accept program referrals into primary care, and facilitate timely outpatient visits
for high utilizing patients, especially if the Diabetes Care Management team identifies an urgent
care need, to potentially avoid an ED visit. The AGH and PRMC Systems of outpatient
providers, as well as various private primary care providers are agreeable to facilitated referrals
mto acute office visits as well. Common secondary diagnoses in diabetes related ED visits
include various types of infections, or acute changes in blood glucose levels. A facilitated
referral by the Nurse Care Manager into the primary care setting may be able to address early
signs of infection or fluctuating blood glucose before an emergency room visit is needed.

This program will serve a client base which is established to be high risk for early death,
have poor health indicators, has high utilization of health resources and great health disparities.
This population would benefit from health information data sharing for population health
management. The sharing of clinical data through CRISP augments the community level sharing
of information, contributing to building of community based medical record or community
medical home. AGH in Worcester County is an early participant in CRISP, contributing data on
medical diagnoses and laboratory studies. Worcester County Health Department has executed a
contract to begin CRISP participation, and the medical providers, including psychiatrists and a
primary care Nurse Practitioner, will begin individual prescriber participation soon. Data sharing
is an integral element of chronic disease care management. Therefore, the program will
encourage all clinical care participants to enroll in CRISP as contributors to and consumers of
information in the community health record.

Although this RFP indicates that funds are not allowable for major equipment, an
alternative proposal for purchase of portable telemedicine equipment can be submitted if the
CHRC considers this an acceptable innovative proposal. If approved, the Care Management
team would facilitate a home-based telemedicine visit with a primary care office- making the
potential to obtain acute outpatient treatment even more attainable.

The TriCounty Diabetes Care Management proposal will employ specific strategies to address
unmet health needs of low-income, uninsured, and underinsured populations and helps reduce
health disparities in the region.

Particular effort will be made to engage patients in the geographic regions identified as
“hot spots’ of high utilization, and racial disparities in ED use. Through home-based evaluation
with medical and social work providers, the Care Management team will gain a more
comprehensive understanding of the specific challenges and barriers to care for this population.
It is already evident from the data analysis conducted thus far that 65-70% of the Diabetes
related ED visits are by patients covered by Medicare, Medicaid or self pay. Many patients in
these rural areas may benefit from transportation services, perhaps through Medicaid or with
individualized transportation assistance. Some of the very highest utilizers of ED care in
Worcester and Somerset Counties are in the areas most remote from the hospitals. However, this
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may indicate that patients lack transportation and access to primary care, and fall back on
ambulance transportation to the hospital as a last resort.

Medication reconciliation is a National Patient Safety goal, involving the cross checking
of medication lists between the patient, prescribers and pharmacy records. This process often
reveals that patients who are uninsured or underinsured take their medications less often or
sparingly in an attempt to save on out of pocket expenses. Individualized medication teaching
and financial assistance will be made available through partnership with Apple Drug, an
independently owned pharmacy with branches in Worcester and Wicomico County. With this
innovative health system partnership, the CEO of Apple Drug agrees to offer individualized
medication assistance to patients referred from the Diabetes Care Program, especially when the
care manager has identified that medication sparing may be a cause of poor diabetes control.
Further health care innovations and strategies will be proposed as information is derived from
ongoing quarterly data analyses and care management team meetings.

Wicomico County Health Department, in partnership with PRMC and community
medical providers, has demonstrated success of a model in which a Community Health Outreach
worker is hired from the target population as a peer educator. Specifically this pilot program
provides services for asthma patients who need medication teaching, and an Asthma Action Plan
to avoid asthma related emergency department visits. The Community Health Qutreach worker
on the Diabetes Care Management teams will be hired and trained under a similar model, to
enhance efforts to reduce racial disparities and provide relatable disease management outreach
from peer educators.

The proposal assists the state’s overall implementation of the Affordable Care Act by
expanding access for Marylanders who will become eligible for health insurance in 2014.

The Lower Shore Connector Entity has been established to improve access to care by
connecting people to health care coverage, specifically by expanding access for Marylanders
who will become eligible for health insurance in 2014. Worcester County Health Department
has been awarded the grant to administer the regional program, Navigators will provide outreach,
education, enrollment and eligibility services for Somerset, Wicomico and Worcester County
residents secking assistance with health plans offered through Maryland Health Connection.
Navigators are deployed throughout the Tri-County region, with dedicated office space at Local
Health Departments, and Local Departments of Social Services. There will also be
Community/mobile locations for outreach and enrollment. Open enrollment will coincide with
much of the implementation period of this Diabetes Care Management program, specifically
October 1, 2013 — March 31, 2014. During this time, the Diabetes Care managers will be
identifying uninsured individuals and may find populations or areas with low insurance
participation rates. The Diabetes Care Management program will refer these individuals into the
Navigator entity. In this way, the Program contributes to the regional Connector Entity goal to
enroll 5,304 people in Year 1 of the Navigator Program.

Local Health Action Plan Goals, Objectives and Action Plans

GOAL 1: To reduce Diabetes related ED visit rates and disparities among residents of
Somerset, Wicomico, and Worcester Counties during a period between July 1, 2013- September
30,2013,

Objective 1: By September 30, 2013, establish a routine procedure for reviewing diabetes-
related ER visits to recommend appropriate interventions, targeting high ED utilizers and
geographic or racial disparities in ED use.
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Action Steps :

1.TriCounty Health Improvement Coalition will obtain and review Emergency Department data
for baseline in all 3 hospitals; explore data for long and short term indicators of ED visits, “hot
spots” and “frequent flyers” and changes in visit rates.

2. Identify Patient lists and geographic regions for targeted outreach and case management

Outcome Measures:

For the period of implementation, the Program will produce Quarterly ED visit data analysis
reports, and lists of ED visit indicators for targeted outreach. Dates of reports are October 15,
2013, January 15, 2014, April 15, 2014 July 15, 2014 and October 15, 2014.

2. Reduction in overall ED visit rate for the Lower Shore Counties, as calculated from HSCRC
data by October 14, 2014 _

3. Reduction in racial disparities rate for Worcester, Wicomico and identified arcas of Somerset
as calculated by HSCRC by October 15, 2014

Objective 2: Implement a Nurse/Social Work/ Health outreach worker Diabetes Care
management program to assist diabetes patients in obtaining resources aimed at reducing ED
visits related to diabetes.

Action Steps:

1.Hire, train and deploy 2 FTE RN’s, 1 FTE LCSW and 2 CHOW’s to provide Diabetes Case
management services for patients identified as high risk for avoidable Emergency Room visits.
2. Increase capacity within the Diabetes Prevention and Education programs with additional
funding and targeted outreach to pre-identified patients.

3. Establish the Access to Pharmaceutical care program with Apple Drug- including referral
process and covered services or products.

Optional: Purchase portable telemedicine unit for recording and transmitting Diabetes related
biometrics in real time from patient home to primary care provider.

QOutcome Measures:

1. Two CM teams hired, trained and accepting new patients by September 15, 2013 in all three
counties. '

2. At least 5 Diabetes Care Management patients in each county enrolled in NDPP- LifeStyle
Balance and/or ADA Certified Diabetes education programs by November 1, 2013

3. Atleast 1 Diabetes Care Management Patient from each county begins utilizing Pharmacy
assistance services by November 1, 2013.

Objective 3: Establish a protocol that will ensure patients presenting with diabetes related ED
visits receive referral into Case Management services, or at a minimum, a TCDA Resource
Guide upon discharge from ED.

Action Steps:

l.Implement the universal referral form for referral into Diabetes Case Management services as
developed by the TriCounty Diabetes Alliance

2 Educate emergency department (ED) physicians and staff at all 3 hospitals about the Tri-
County Diabetes Case Management services, and related OQutpatient Diabetes Self- Management
Programs, Diabetes Support groups, and the National Diabetes Prevention Program.

Outcome Measure:
15




1. 3 Provider/ Medical Staff orientation meetings will be held: 1 at AGH, 1 at PRMC and 1
for the Emergency Services Physicians, by January 15, 2014.

Objective 4: Contribute to the establishment of Community Health Record by promoting
utilization and participation in CRISP among Lower Shore Health Care providers.
Action Items:

1.Enroll each Health Department which employs the care management team in CRISP
participation agreements

Outcome Measures

1.Worcester, & Wicomico signed contracts for CRISP participation.

2.Each Care Manager Team will access, if available, pertinent medical information through
CRISP- such as laboratory data, medication lists, ED visit data and discharge information on at
least 2 patients from each county by April 15, 2014.

Goal 2: Assist the state’s overall implementation of the Affordable Care Act by

expanding access to coverage for residents of the Tri-County area who will become eligible for
health insurance in 2014,

Action Items:

1.0Obtain payer source coverage information from hospital ED records and care management
referrals, direct patients to the Navigator entity, as indicated.

‘Outcome Measure:

Referral of at least 25 patients from each county to the Lower Shore Navigator Entity by January
15,2014

Evaluation

The TriCounty Health Planning Board, as the LHIC will be the Program Oversight agency, and
will receive all performance reports and monitor program milestones. The TriCounty Health
Planning Board, through Worcester County Health Department, will submit reports to CHRC as
required or requested. The progress toward each outcome will be assessed quarterly, for
evidence of progress and potential need to modify strategies or action steps. The program will be
evaluated by the following:

QOutcome Measures:

1. For the period of implementation, the Program will produce Quarterly ED visit data analysis
reports, and lists of ED visit indicators for targeted outreach. Dates of reports are October 15,
2013, January 15, 2014, April 15, 2014 July 15, 2014 and October 15, 2014.

2. Reduction in overall ED visit rate for the Lower Shore Counties, as calculated from
HSCRC data by October 15, 2014

3. Reduction in racial disparities rate for Worcester, Wicomico and identified areas of
Somerset as calculated by HSCRC by October 15, 2014

4, Two CM teams hired, trained and accepting new patients by September 15, 2013 in all
three counties. ‘

5. At least 5 Diabetes Care Management patients in each county enrolled in NDPP-
LifeStyle Balance and/or ADA Certified Diabetes education programs by November 1,
2013. Total of 20 patients per county complete NDPP by October 15, 2013
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6. Atleast 1 Diabetes Care Management Patient from each county begins utilizing
Pharmacy assistance services by November 1, 2013. (need money in budget if here or
value letter)

7. 3 Provider/ Medical Staff orientation meetings will be held: 1 at AGH, 1 at PRMC and 1

for the Emergency Services Physicians, by January 15, 2014.

Worcester and Wicomico Health Departments execute contracts for CRISP participation.

9. Each Diabetes Care Manager Team will access, if available, pertinent medical
information through CRISP- such as laboratory data, medication lists, ED visit data and
discharge information on at least 2 patients from each county by April 15, 2014.

10. Referral of at least 25 patients from each county to the Lower Shore Navigator Entity by
January 15, 2014

oo
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Post-CHRC Funding Sustainability Plan

The Lower Shore Diabetes Care Management Plan may be sustained after CHRC funds are
expended through several strategies.

Wicomico and Worcester Health Departments will employ the Care Management teams.
The services provided will be billable and reimbursable by many plans once the Health Insurance
Exchange is online, and the essential benefits defined. Financial sustainability will come, in part,
by appropriate third party billing and reimbursement for these services.

Hospitals will benefit from the activities of the program by having fewer non-reimbursed
or insufficiently reimbursed ED visits. This will be achieved through both a reduction in ED
visit number and rate, as well as increased coverage by insurance, with fewer uninsured patients
seeking ED care. If the model is successful, the value of the cost savings for hospitals may
calculated and be re-invested into the program. The savings could perhaps be used toward team
member salaries or other administrative and costs of the program, such as travel and I'T/
computer equipment and support. At the present time, AGH has expressed interest in employing
the Nurse Case manager team member, so transition to hospital or private entity employment
may be an option for sustainability. Additionally, there may be viability to billing for
telemedicine consultations if equipment is purchased to provide this service during home visits,
if indicated. Billing for a physician telemedicine visit would add a source of income to the home
visiting model, separate from the care management service.

If the model is successful, there will be savings to the publically funded payer system, as
1s demonstrated in various studies referenced here. Medicaid and Medicare cost savings are not
currently shared with Care Management service providers unless those providers are also
enrolled as Patient Centered Medical Homes. We would advocate for a shared savings model to
be considered to invest in the longevity of the program.

Over time, and with the implementation of many aspects of the ACA in Maryland, the
Care Management Program may produce a reduction in demand for certain services. Near
universal insurance coverage may improve other access to care issues, although access to
primary care remains a barrer in the Lower Shore Counties, due to health professions shortages.
Through increasing participation in CRISP, and the building of a community health record, the
program may make the available primary care services more efficient. Currently, a tremendous
amount of time is spent gathering records from multiple hospitals or providers, before a primary
care provider can make an informed decision on care. Private physician groups may become
convinced of the value and benefits of chronic disease care management, Additionally, these
physician groups may find that working with, and contributing to a community based chronic
disease case management team meets the requirements for being a Patient Centered Medical
Home. Primary care physicians could experience shared savings from payer sources and
increased productivity, or improved health outcomes in Pay-for-Performance programs. It is the
hope of the TriCounty Health Planning Board to invest in a community care management
infrastructure, which will eventually be funded by contributions from the health provider
community at large, including physician offices, hospitals, pharmacies, emergency responders,
public health and safety net providers.
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Local Health Improvement Coalition

Grant FY’14

Budget Justification-Somerset County
Personnel
Coordinator of Special Programs I- 0.40 FTE Grace Terrell $4.,773

Justification: Projected 16 hours/week for 13 weeks to provide coordination, outreach and
implementation of the National Diabetes Prevention Program (Lifestyle Balance).

Fringe $1,355

Justification: FICA , Retirement,Health Insurance, Retirece Health Insurance, and Unemploymen
Insurance : :

Special Payments-Community Health Outreach Worker1 Vacant $2,385

Justification: Projected 4 hrs./wk for 20 weeks to provide outreach in community and physician
offices

Fringe - | $110
Justification: FICA $ and Unemployment Ins. $
Contractual Services-Kathy Wool $7.800

Justification: Dietitian-20 hours/week for 13 weeks to conduct outreach and education for the
National Diabetes Prevention Program (Lifestyle Balance).

Educational Supplies $3,000

Justification: To purchase incentives for 20 individuals who participate in the program.
Incentives to include but not limited to: theraband, step counter, Calorie King Fat Tracker,

- cookbook, food scales, waterbottle, exercise dvds and exercise and healthy food posters for two
sites.

Office Supplics $77

Justification: folders, clipboards, and pens

Data Collection _ $2,500

Justification: To support hospital reporting and data tracking.
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Sub-Total Request-Somerset County: $22,000

Budget Justification-Wicomico County

Personnel

Diabetes Case Management Team

Community Health Nurse II-16/B 1.0 FTE Vacant $42,719

Justification: To provide program implementation of care coordination services for eligible
clients.

Social Worker 1-15/B 0.5FTE Vacant $ 20,070

Justification: To provide program implementation of care coordination services for eligible
clients.

Fringe - $4,980
Justification: FICA and Unemployment Insurance
Lifestyle Balance Team

Community Health Educator II- Sharon Cooper $8,462

(in lieu of CHOW)

Justification: Projected 7 hours/week x 52 weeks to provide weekly group education, coaching,
and follow up for participants enrolled in the Lifestyle Balance Program.

Community Health Nurse II, Brenda Williams $13,320

Justification: Projected 7 hours/week x 52 weeks to assist with program promotion and
implementation and to serve as back up for weekly education.

Fringe (2 merited employees) $11,200

Data Collection $2,500

Justification: To support hospital reporting and data tracking,

Sub-Total Request-Wicomico County $103,251
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Budget Justification-Worcester County

Personnel

Diabetes Case Management Team

Community Health Nurse [I-16/B 1.0 FTE Vacant 842,719

Justification: To provide program implementation of care coordination services for eligible
clients.

Social Worker I-15/B 0.5 FTE Vacant $20,070

Justification: To provide program implementation of care coordination services for eligible
clients.

Community Health Outreach Worker .5 FTE Vacant $8,462
Justification: To provide peer counseling, outreach with Care management team

Fringe $5,651
Justification: FICA and Unemployment Insurance

Lifestyle Balance Team

Community Health Nurse [I- 0.05 FTE Linda Green : $3.160

Justification: To assist with NDPP program promotion and implementation and to serve as back
up for weekly education.

Coordinator of Special Programs HSII- .10 FTE Kerri Daye $4,934

Justification: To provide weekly group education, coaching, and follow up for participants
enrolled in the Lifestyle Balance Program.

Consultant Dietitian Kathy Wool, RD, LD $5,616

Justification: To provide weekly group education, coaching, and follow up for participants
enrolled in the Lifestyle Balance Program. 4 hours/week x $27/hour x 52 weeks

Fringe $4,200
Calculated according to current plan cost and includes health insurance, workers compensation
and state unemployment costs.

Data Collection $2,500
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Justification: To support hospital reporting and data tracking,

Educational Materials $500

Justification: To purchase educational supplies and incentives including cook books, healthy
eating journals, exercise DVDs, food scales @$25/per participants x 20 participants

Subtotal Worcester $97.812
Telephone : $1.500

Justification: Cell lines for Home Visit CM team $50/month per phone line (3 phone lines) to
cover maintenance, long distance costs

In-state Travel $2,750
Justification: Home visits, Lifestyle Balance Programs, required meetings throughout the Tri-
County area. Calculated at .55 per mile x 5,000 miles

Total Direct Costs $227,313
Total Indirect Costs-10% of the Direct Costs $ 22,687

Administrative Support (Indirect), personnel, fiscal and procurement services.

Total Grant Request: $250,000

Letters of Commitment for Matching funds

Atlailﬁc General Hospital $ 2,500
Worcester County Health Department $ 5,000
Peninsula Regional Medical Center : $ 5,000
Wicomico County Health Department $12,000
MecCready Foundation $ 500

$25,000
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Key Staff

The Project Director is Andrea Mathias MD, MPH- Deputy Health Officer of Worcester County
Health Department. For this project, she will oversee the clinical care aspects of the Care
Management program, assisting in the development of associated policies and procedures. Her
time will be an in-kind contribution.

Rebecca Jones RN, MSN is Program Manager for Worcester County Health Department’s
Community Health Services to Adult and Aging, and manages the RN, and Social Worker Care
Management team in The CMS Innovations partnership with AGH. She will oversee the hiring
and direction of the Diabetes Care Management team, including an RN, LCSW and Community
Health Outreach Worker for Worcester and Somerset Counties. Her contribution will be in-kind.

Mimi Dean, MS is Chronic Disease Prevention and Tobacco Program Coordinator at Worcester
County Health Department and an American College of Sports Medicine Certified Clinical
Exercise Specialist. She oversees Worcester County Health Department’s LifeStyle Balance
Program. She will lead the expansion of the NDPP program at Worcester Health to
accommodate patients referred from the Diabetes Care Management Program, aid is customizing
the program to accommodate the specific cultural and social needs of the identified population
and monitor the established outcomes specific to the program.

Kathy Wool, RD, LD is the registered dietician who offers diabetes education to patients in
Worcester and Somerset County free of charge as a part of the NDPP- Lifestyle Balance. Her
services will be expanded through this program to address the needs of the referrals from the
Diabetes Care Management Program.

Mary (Matey) Barker MSW, MPA is Behavioral Health Director at Somerset County Health
Department. She will provide oversight and consultation to the Care Managers when on site in
Somerset County. She will also direct the hiring and training of the vacant position in the NDPP
program- a Community Health Outreach Worker. The Health Department recently lost staffing
in the Chronic Disease Prevention program.

Brenda Williams RN is Planning Coordinator at Wicomico County Health Department She will
oversee the hiring and direction of the Diabetes Care Management team, including an RN,
LCSW and Community Health Outreach Worker for Wicomico County. Additionally, she will
assist with NDPP- Lifestyle program promotion and implementation and to serves as back up for
weekly education.

Sharon Cooper is Community Health Educator I at Wicomico County Health Department. She
will provide weekly group education, coaching, and follow up for participants enrolled in the
Lifestyle Balance Program. She will expand and adapt the program to accommodate the needs
related health disparities for minorities referred from the Diabetes Case Management Program.
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Snow Hilt {Main Office) ﬁﬂnrcesier lemtg

410-632-1100 .
Fax 410-632-0906 HEALTH DEPARTMENT Deborah Gosller, RN, M.S.
TTY 410-632-1100 F.0. Box 249, « Snow Hill, Maryland 21863-0249 . Health Otlicer
" www.worcesierhealth.org

May 31, 2013
Mr. Marc Luckner .
Executive Director
Maryland Community Health Resources Comrmssmn
45 Calvert Street, Room 336 '
Annapolis, MD 21401

RE:  Letter of Commitment for Reglonal Reduction of D1abetes ER Visits by Care
Management :

Dear Mr. Luckner:,”

The Worcester County Health Department supports the Tri-County Health Planning Board -
application for Reduction of Diabetes ER Visits by Case Management. As a partner we are
already working closely on the Tri-County Diabetes Alliance and Tri-County Health Planning
Board (Local Health Improvement Coalition).

We are making'a commitment to:

. Contmue active membership on the Tri-County Diabetes Alliance and the Tr1—County
Health Planning Board

e Hire and train the Diabetes Care coordination team for Worcester and Somerset Countles

* Provide office space, utilities and support for the care coordination team, as needed

s Have staff provide linkages with the care coordination team for sharcd cl1ents

We estimate the value of this commitment to be valued at $ 5,000.

Sincerely,

Health Officer

cer ‘Andrea Mathias, MD, Deputy Health Officer, Worcester County

C4CS 410-742-3460 - Core Service Agency 410-632:3366 + Isle of Wight Environmental Health 410:352-3234 / 410-641-8559
Pocomoke 410-957-2005 « Berlin 410-629-0164 - Ocean City 410-289-4044 « Prevention 410-632-0056
WACS Center 410-213-0202 / TTY 410-213-0202 + Market Square 410-632-4510
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care.givers

May 31, 2013

Mr. Mark Luckner, Executive Director

Maryland Commumty Health Resources Commlssmn
45 Calvert Sstreet, Room 336

Annapolis, MD 21401

RE: Letter of Commitment for Regional Reduction of Diabetes ER Visits through Case
Management Tn—County Health Pianmng Board LHIC for Somerset, Wicomico and
Worcester Counties .

Dear Mr, Luckner,

+ Atlantic General Hospital supports the application for Reduction of Diabetes ER visits and related

disparities, submitted by Worcester County Health Department, on behalf of the Tri-County
Health Planning Board (LHIC). The implementation will involve the collaboration of thfcc_ local
health departments, two community hospitals, one regional medical center, the Lower Sliofé
Connector Entity, physician practices and groups participating in the PCMH initiatives, the
private practice of Emergency physicians which staff the three hospital ED', as well as other

local health resources.

For the proposed project, Atlantic General Hospital agrees to:

1. Participate in the collection and analysis of data for Diabetes related ER visits by _colleéting
and reporting requested data to the LHIC, via Worcester County Health Department, on a

quarterly basis for 16 months, starting July 1, 2013 through November 30, 2014

2. Host one medical staff training venue to allow introduction and orientation of medical staff to

the Tri-County Diabetes Case Management Team, project resources, as well as referral pfocess.

Attantic General Hospital ¢ 9733 Healthway Drive ¢ Berlin, Maryland 21811
TEL: 410-641-1100 = hitp://www.atlanticgeneral.org
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3. During the period of the grant implementation, accept diabetes patients into hospital sponsored
Diabetes Self-Management programs, and offer one Medical Nutrition Therapy visit to referred

patien_té, regardless of ability to pay or insurance coverage of the service (MNT).

4. Facilitate ED) staff to make referrals from the ED into the Diabetes Case Management team
covering the patients' county of residence, using the Universal Referral Form created by the Tri-

County Diabetes Alliance.

In doing so, Atlantic General Hospital anticipates offering a value of $2,500 in matching funds or

contributions on in-kind services to this project.

.- Please consider this letter of commitment as a statement of support in consideration of the
. application for CHRC funding of the TriCounty Diabetes ER visit and disparity reduction project.

Signature,

Michael A. Franklin, FACHE
President/CEQ
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EXCEPTIONAL HEALTHCARE, EXCEPTIONAL Propie,

= PENINSULA

REGIONAL

WEDICAL CENTER

May 31, 2013

Mr. Mark Luckner

Executive Director

Maryland Community Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

Re; Letter of Commitment for Regional Reduction of Diabctes ER Visits through Case Management
Dear Mr., Luckner:

The Peninsula Regional Medical Center supports the application for Reduction of Diabetes ER visits and
related disparities, submitted by Worcester County Health Department, on behalf of the Tri-County
Health Planning Board (LHIC).

This project aims to reduce diabetes-related ED visit rates in the three Jower shore counties of Worcester,
Wicomico and Somerset counties, Diabetes specific Nurse/Social Worker teams will assist patients to:

- obtain insurance coverage when needed,
- connect with primary care and patient centered medical homes,
- ytilize diabetes self management and nutrition services,
- avoid unnécessary ER visits through screening and triage, with facilitated referrals to alternative

-care settings.

The implementation will involve the collaboration of 3 local health departments, 2 community hospitals,

! regional medical center, the Lower Shore Connector Entity, physician practices and groups participating
in the PCMH initiatives, the private practice of Emergency physicians which staff the three hospital
ED(s), as well as other local health resources.

100 East Ca_rrbll Street . Salisbury, MD 21801-5493 « 410-546-6400 . www.peninsula.oi'g
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For the proposed project, this agency agrees to:

I. Participate in the collection and analysis of data for Diabetes related ER visits by collecting and
reporting requested data to the LHIC, via Worcester County Heaith Department, on a quartetly
basis for 16 months, starting July 1, 2013 through November 30, 2014.

2. Host I'medical staff training venue to allow introduction and orientation of medical staff to the
Tri-County Diabetes Case Management Team, project resources, as well as referral process.

3. During the period of the grant implementation, accept Diabetes patients into hospital sponsoted
Diabetes Self-Management programs, and offer 1 Medical Nutrition Therapy visit to referred
.patients, regardless of ability to pay or insurance coverage of the service (MNT)

4. Facilitate ED staff to make referrals from the ED into the Diabetes Case Management team

- covering the patients' county of residence, using the Universal Referral Form created by the Tri-
'Coﬁnty Diabetes Altiance. o

In doing so, the Peninsula Regional Medical Center '('hbspital).aﬁtici_pates offering a value of - -
$5,000.00 in matching funds to this project. ' '

Please consider this letter of commitment as a statement of support in consideration of the application for
CHRC funding of the Tri-County Diabetes ER visit and disparity reduction project.

Sincerely,

T Tt

Timothy Feist _
Vice President, Ambulatory Services :
Peninsuia Regional Medical Center

o)




Wicomico County Health Department
108 East Main Street » Salisbury, Maryland 21801
cHealth

Hca!th Depnrtment

Wicomico Caunty Lori Brewster, MS, APRN/BC, LCADC e Health Officer

May 31, 2013

Mr. Marc Luckner

Executive Director

Maryland Community Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

RE: Letter of Commitment for Regional Reduction of Diabetes ER Visits by Case Management
Dear Mr. Luckner:

The Wicomico County Health Department supports the Worcester Cou_hty Health Department’s
application for Reduction of Diabetes ER Visits by Case Management. Asa partner, we are already
working closely on the Tri-County Diabetes Alliance and Tri- County Health Planning Board (Local Health
Improvement Coalition). '

We are making a commitment to:

*  Continue active membership. on the Tri-County Dlabetes Alliance and the Tri-County
Health Piannrng Board

» Hire and train the Care Coordination Team for Wicomico County

. Prowde ofﬂce space, utilities and support for the Care Coordination Team, as needed

e Have staff provide linkages with the Care Coordination Team for shared clients

We estimate the value of this commitment tb:b_e valued at $12,000. |
Sincerely,

(e fasesti i

Lori Brewster, MS, APRN-BC, LCADC
Health Officer

cc: Andrea Mathias, MD, Depdty Health Officer, Worcester County

410-749-1244 e Fax 410-543-6975 ¢ TDD 410-543-6952
DEPARTMENT OF HEALTH AND MENTAL HYGIENE ¢ 1-800-4MD-DHMH
AFFIRMATIVE ACTION AND EQUAL QPPORTUNITY EMPLOYER AND PROVIDER

" "3:1" |




. Time JSE

Buildi :
a Henfhy
Communily g8

One Person 540

ata’

MCCREADY
FOUNDATION

Edward W, McCready
" Memorial Haspiral

Alwe B. Tawes
Nursinig & Rekabilitation
Center

McCready
Outpatient Center

Chesapeake Cove
Assisted Living

201 HALL HIGHWAY
CRISFIELD, MD 21817

410-968-1200
FAX 4106-968-3005

1-800-735-2258
TDD for Disabled
(Maryland Relay Services)

Mr. Mark Luckner

Executive Director

Maryland Community Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

May 29, 2013

RE: Letter of Commitment for Reglonal Reduction of Diabetes ER Vrs_l_te
through Case Management :

| Dear Mr. Luckner:

The E.W. McCready Hospital supports the application for Reduction of
Diabetes ER visits and related disparities, submitted by Worcester County
Health Department, on behalf of the Tri-County Health Planning Board '
(LHIC).

This project aims to reduce diabetes-related ED visit rates in the three
lower shore counties of Worcester, Wicomico and Somerset counties.

Diabetes s_p_ec_:iﬁc Nurse/Social Worker.teams wi_ll .assist patients to:

"-obtam insurance coverage when needed,
~connect with primary care and patient oentered medlcal homes,
-utilize diabetes seif management and nutrition services,
-avoid unnecessary ER visits through screening and triage, with
_ fa_clllt_ated referra!_s to_ alternative care settings.

R .The implementatlon will involve the collaboratlon of 3 local health

R departments 2 community hospltals 1 reglonal medlcal center, the Lower
~-Shore Connector Entity, physician practices and groups participating in

. the PCMH initiatives, the private practice of Emergency physicians which

) "staff the three hospital ED(s), as well as other Iocal heaith resources.

For the proposed project, this agency agrees to:
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1. Participate in the collection and analysis of data for Diabetes related ER
visits by collecting and reporting requested data to the LHIC, via
Worcester County Health Department, on a quarterly basis for 16 months,
starting July 1, 2013 through November 30, 2014.

2. Host 1 medlul staff training venue to allow introduction and onentatmn
of medical staff to the Tri-County Diabetes Case Management Team,
project resources as well as referral process.

3. During'the period of the grant implementation, accept Diabetes patients
into hospital sponsored Diabetes Self-Management programs, and offer 1

Medical Nutrition Therapy visit to referred patients, regardless of ability to. -

pay or insurance coverage of the service (MNT).

4. Facilitate ED staff to make referrals from the ED into the Diabetes Case
Management team covering the patients' county of residence, using the
Universal Referral Form created by the Tii-County Diabetes Alliance.

In doing so, the E.W. McCready Hospital anticipates offering a value of
$500.00 in matching funds to this project.

Please consider this letter of i’:dmmitment as a statement of support in
consideration of the application for CHRC funding of the Tri-County
Diabetes ER visit and disparity reduction project.

. Sincerely,

Japres Sexton, (FACHE

Interim Chief Executive Officer
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Tri-County Diabctes Alliancc

Arsr it an | e arart e | b 150 o ot i

Referral for Diabetes Preventlon, Self-Management Education, and Support

Patient Name: Referred By

Address: o Atlantic General Hospital ER.

Telephone: =3 McCready ER
B Peninsula Regional Medlcal Center ER
O EMS/Ambulance Service

O Somerset County Diabetes Case Management Team, Fax # XXX-XXX-XXXX Telephone:

O Wicomico County Diabetes Case Management Team, Fax # XXX-XXX-XXXX Date of Referral:

O Worcester County Diabetes Case Management Team, Fax # 300-X3X-XXXX O Reply Requested

Diabetes Prevention/ Pre-Diabetes

Diabetes Self-Manageniel_lt Ec_luéa_tion

Diabetes Support Groups

[ Lifestyle Balance-16-week, evidence-based *

[T American Association of Diabetes

'[C] Monthly Support Group— Berlin, Atlantic

program — Somerset County Health
Department, Fax # 410-651-4083

Lifestyle Balance-16-week, evidence-based
program— Wicomico County Health
Department, Fax # 410-548-5184

Lifestyle Balance-16-week; eﬁdence-based

program— Worcester County Health
Department, Fax # 41(-632-0080

Pre-Diabetes/Weight Management Classes
3-week program (Jan., May, Sept.)
Peninsuia Regional Medlcal Center

Fax # 410-912-4936

Educators Accredited Program
Apple Drugs Diabetes and Education Center
Fax # 410-860-1155

American Diabetes Association
Recognized Diabetes Self-Management
Education Program-Atlantic General
Hospital , Fax # 410-641-3341

American Diabetes Association
Recognized Diabetes Self-Management
Education Program—Peninsula Regional
Medical Center, Fax# 410-912-4936

Diabetes Education Programs— Senior

General Hospital Fax # 410-641-3341

] Meonthly Support Group— Ocean Pines,
Atlantic General Hospital
Fax # 410-641-3341

] Monthly Support Group— Adults, Peninsula
Regional Medical Center, 2nd Monday of the
month May-Sept, Fax # 410-912-4936

[l Monthly Suppert Group— Pocomoke L1brary,
Worcester County Health Department '
Fax # 410-632-0080

O Monthly Support Group- Pump Club Every 3

months, Peninsula Regional Medical Center,
Fax # 410—912—4936 :

] Monthly Support Group~ Snow Hill Library,
Worcester County Health Department
Fax # 410-632-0080

[0 Monthly Support Group— Teens & Kid's," s
Every other month, Peninsula Regional =~ =~
Medical Center, Fax # 410 912 4936

Achieving Independent Living (SAIL)}
Program seniors that have diabetes and have
lost their vision— Blind Industries

Fax # 1-888-548-5085

[[1 Stanford Diabetes Self-Management
Edxucation Program— Education Programs
for Adults age 50+, MAC INC
Fax # 410-742-0525

[] Stanford Diabetes Self-Management
Education Program— University of
Maryland Eastern Shore Fax # 410-621-

. 3550

Medical Nutrition Therapy (MINT)- Individual nutrition counseling provided by a registered dietitian.
l,_,__] Atlantic General Hospital- Fax # 410-641-3341 [ Three Lower Counties—Fax # 410-546-2656

[ Peninsula Regional Medical Center— Fax # 410- 4912-49'3'6 - [ Wd_r(::és't.éi' County Health Department— Fax # 410-632-0080

Referral Follow-up: Check all complé_téd_-: o Office Use Only
Referral received on: . S

Date - Appointment made for program/service
- Patient refused service

Patient ineligible for program

Patient did not keep appointment

Other action;

ooooao

Date/Signature

Return a copy of this form to Health Provider with Follow-up information

Attachment 8




Tri-COUNTY'HEAL TH PLANNING BOARD

The Local Health Improvement Coalltlon for Somerset Wicomico and Worcester Counties on Maryland's Lower Shore

Cralg Stofko, M.Ed., LCADC S Brenda Williams, R. N © - Jane Apson, M.S.P.H., Ph.D.
Health Officer S " Coordinator Coordinator
Somerset County Health Dept Wicomico County Health Dept Worcester County Health Dept

443 523-1700 N § 410 543-6943 410 632-1100

‘Mr. Marc Luchner

Executive Director

Maryland Community Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

" RE: Letter of Support for Regional Reduction of Diabetes ER V|$|ts by Case
Management : .

Dear Mr. Luckner:

The Tri-County (Lower Eastern Shore) Health Planning Board enthusiastically supports
the Worcester County Health Department application for Reduction of Diabetes ER
Visits by Case Management. This Board is the Local Health Improvement Coalition for
Somerset, Wicomico and Worcester Counties on the Lower Eastern Shore. The Board
is committed to monitoring the community health needs and facilitating local programs

to improve health status. One mechanism is by keeping the majority of its membership BRI

community organizations, stakeholders, and non-healthcare agencies. Additionally, the
‘Board developed a Tn—County Health Improvement Plan (T-CHIP) which includes the -
SHlP goal to reduce ER visit rates for Diabetes. ' .

Somerset and Worcester Counties in the Tri-County region have been Medically
Underserved Areas since the early 1970’s. They continue fo be re-designated as Health
Professional Shortage Areas for primary care. The region is economically depressed.
The Tri-County region has a prevalence of Diabetes approaching double the state rate.

- The risks for other chronic health cOndltlons associated with Diabetes are also high; as

are the Rates of ER visits by Diabetes dlagnoses The region has been implementing -
the National Diabetes Prevention Program fora year and the Tri-County Diabetes

- Alliance has been concentratlng on early screenlng and diagnosis since 2005.

:For the proposed prOJect the three Iocal health departments and all three acute care
e 'hos_pltals in the reglon one of whichis the tertiary hospital for the region, are: '

'-;: developlng a coalition and subsequently a network for program implementation

e analyzing the local ER visit data to isolate the ER use rates for regional. res;dents f _'

(objectwe on original T—CHIP)

4l




e buyinga portable telemedlcme unit for recording and transmlttmg Diabetes
related biometrics in real time

« implementing a case management program to get Diabetes patients in better
compliance with primary care appointments and treatment

¢ project evaluation, for both process and outcome

~The T'r_i-County Health Planning Board urges you to seriously conside_r_ this project.
Sincerely, S o

Jane R. Apson, MSPH, PhD

Coordinator

CC: Craig Stofko, Health Officer, Sorﬁ.érs:et:..Cc:)unty

Lori Brewster, Health Officer, Wicomico County
Deborah Goeller, Health Officer, Worcester County

42



P.O.Box 1978
Salisbury, MD 21802-1978
410-749-1015  (Fax) 410-749-1020

May 30, 2013

Mr. Mark Luckner

Executive Director

Maryland Community Health Resources Commxssmn
45 Calvert Street, Room 336

Annapolis, MD 21401

RE: Letter of Commitment for Regional Reduction of Dlabetes ER Visits through Case
Management

Dear Mr. Luckner:

Three Lower Counties Community Services, Inc. supports"the application for Reduction of
Diabetes ER visits and related disparities, submitted by Worcester County Health Department
on behalf of the Tri-County Health Planning Board (LHIC). :

_ This project aims to reduce diabetes-related ED visit rates in the three lower shore counties of
Worcester, Wicomico and Somerset counties. Diabete_s specific Nurse/Social Worke_r teams will
assist patients to: ) '

e obtain insurance coverage when needed,
¢ connect with primary care and patient centered medical homes,
L utllaze diabetes self-management and nutrition services, _
o avoid unnecessary ER visits through screening and triage, w1th
facilitated referrals to alternative care settings. :

The implerrientati()n will involve the collaboration of 3 local health de_pamnents, 2 community
hospitals, 1 regional medical center, the Lower Shore Connector Enitity, physician practices and
groups participating in the PCMH initiatives, Three Lower Counties- the"i'e'giOnal FQHC, the
prlvate practzce of Emergency physicians which staff the three hospital ED(s), Apple Drug
Pharmacy, as well as other local health resources.

4z




For the proposed project, this agency agrees to:

1. Host 1 medical staff training venue to allow introduction and orientation of medical staff to

- the Tri-County Diabetes Case Management Team, project resources, as well as referral process.

3. During the period of the grant implementation, TLC will accept new referred diabetes patients
who are in need of a primary care medical home at TLC, regardless of ability to pay or insutance
coverage for the service. This commitment is made acknowledging that all patients will be
referred to the Navigator Entity to obfa_in insurance coverage within the period of the program.

4. Facilitate TLC providefs and staff to make referrals into the Diabetes Case Management team
covering the patients' county of res1dence using the Umversal Referral Form created by the Tn-
County Diabetes Alhance ' '

Please consider this letter of support in consideration of the application for CHRC funding of the
Tri-County Diabetes ED Visit and Disparity reduction project.

Sincerely,

iel R. ’Eas ';mlm M.D,
Vice P-rgm : t of Medical Affairs/CMO
Three Lower Counties Community Services, Inc.




Fradialwios Org

Tri-County Diabetes Alliance

Frpervernbion | Roesourees } Guidance [ Eofieombioe

May 30, 2013
Mr. Mark Luckner
Executive Director
Maryland Community Health Resources Commission
45 Calvert Street, Room 336
Annapolis, MD 21401

RE: Letter of Support for Regional Reduction of Diabetes ER Visits by Case Management

Dear Mr. Luckner:

The Tri-County Diabetes Alliance strongly supports the Worcester County Health Department’s
application for Reduction of Diabetes ER Visits by Case Management. The Alliance is committed,
as a member of the Tri County Health Planning Board, to monitoring the community health needs
related to diabetes prevention and management. The mission of the Tri County Diabetes Alliance is
prevention and management of diabetes in Somerset, Wicomico, and Worcester Counties. Currently,
the three Lower Eastern Shore health departments have partnered to implement the National Diabetes
Prevention Program that promotes healthy eating, physical activity, and weight loss to prevent and
delay diabetes.

Somerset and Worcester Counties in the Tri-County region have been Medically Underserved Areas
since the early 1970’s. They continue to be re-designated as Health Professional Shortage Areas for
primary care. The region is economically depressed. The Tri-County region has a prevalence of
Diabetes approaching double the state rate. The risks for other chronic health conditions associated
with Diabetes are also high; as are the Rates of ER visits by Diabetes diagnoses. The region has been
implementing the National Diabetes Prevention Program for a year and the Tri-County Diabetes
Alliance has been concentrating on early screening and diagnosis since 2005.

For the proposed project the three local health departments and all three acute care hospitals in the
region, one of which is the tertiary hospital for the region, are:
* developing a coalition and subsequently a network for program implementation
e analyzing the local ER visit data to isolate the ER use rates for regional residents (objective on
original T-CHIP)
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e implementing a Nurse/Social Work case management program to assist individuals with
diabetes to: :
o Obtain payer source coverage as needed through use of the Navigator entity.
o Achieve better adherence with primary care appointments through connection
with Patience Centered Medical Homes or primary care services.
o Achieve improved health outcomes through diabetes treatment and self
management education,
o Avoid unnecessary Emergency Room visits through pre-screening and facilitated
urgent visits in alternative care settings (home visits or urgent care settings).
¢ purchasing a portable telemedicine unit for recording and transmitting Diabetes related
biometrics in real time
¢ engaging in project evaluation, for both process and outcome

The Tri County Diabetes Alliance supports this collaborative proposal. We are excited about the
potential for this project to improve both the quality and quantity of life for the residents of
Somerset, Wicomico, and Worcester counties.

Thank you for your consideration.
Sincerely,

Mimi F. Dean, MS
Chair, Tri County Diabetes Alliance
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‘Mr. Mark Luckner

Executive Director

Maryland Community Health Resources Commission
435 Calvert Street, Room 336

Annapolis, MD 21401

May 29. 2013

RI: Letter of Commitment for Regional Reduction of Diabetes ER Visits through Case
Management

Dear Mr. Luckner;

Apple Discount Drugs (pharmacy provider) supports the application for Reduction of Diabetes
ER visits and related disparities, submitted by Worcester County Health Department on behalf
- of the Tri-County Health Planning Board (LHIC).

This project aims to reduce diabetes-related ED visit rates in the three lower shore counties of
Worcester, Wicomico and Somerset counties. Diabetes specific Nurse/Social Worker teams will
_assist patients {o: o

1. obtain insurance coverage when needed,

2. . connect with primary care and patient centered medical homes,

3. utilize diabetes self management and nutrition services,

4. avoid unnecessary ER visits threugh sczeemng and mage with
fac1l1taied refen a,ls to aitemanve care sei:tmgs '

The implementation w_ill'iﬁvdl've the collaboration of 3 local health departments, 2 community
Lospitals, 1 regi_énai'ﬁié_dic'at. center, the Lo_w‘exf Shore Connector Entity, physician practices and
- groups participating'in t’he: PCMH initiatives;'ﬂle private practice of Emergency physicians |

~ which staff the ﬂzreé.hos;iital_ ED(S), as Wél-l_ as other local health resources.
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For the proposed project, this agency agrees to:

1. Provide pharmaceutical assistance for clients who do not have insurance and require insulin
until they can be linked to an insurance program.

Please consider this letter of support in consideration of the application for CHRC funding of the
Tri-County Dmbetcs ED visit and Disparity Reduction project.

Sincerely,

Srgncrture J% m WM

Name Jaﬂ\q D SHERL Ry
Titte  Pagunyyr
Affiliation  Aptvg DeLonT DWGS

H4g
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Emergengy Seivice Associates

Mr. Mark Luckner

Executive Director

Maryland Comumunity Health Resources Commission
45 Calvert Street, Room 336

Annapolis, MD 21401

May 29, 2013

RE: Letter of Commitment for Regional Reduction of Diabetes ER Visits through Case
Management

Dear Mr. Luckner:

The Emergency Services Associates supports the application for Reduction of Diabetes
ER visits and related disparities, submitted by Worcester County Health Department, on
behalf of the Tri-County Health Planning Board (LHIC).

This project aims to reduce diabetes-related ED visit rates in the three lower shore
counties of Worcester, Wicomico and Somerset counties. Diabetes specific Nurse/Socigl
Worker teams will assist patients to:

1. obtain insurance coverage when needed,

2. counect with primary care and patient centered medical homes,

3. utilize diabetes self management and nutrition services,

4. avoid unnecessary ER visits through screening and triage, with
facilitated referrals to alternative care settings,

The implementation will invelve the collaboration of 3 local health departments, 2
community hospitals, 1 regional medical center, the Lower Shore Connector Entity,

100 E. Camroll Streel, Sallsbury, MD 21801

410.543.7742
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Lmetrgeacy Sorvice Associates
physician practices and groups participating in the PCMH initiatives, the private practice
of Emergency physicians which stal¥ the three hospital ED(s), as well as other local
health resources.

Faor the proposed project, this agency agrees to:

1. Participate in a medical staff training to allow introduction and orientation of medical
staff to the Tri-County Diabetes Case Managetment Team, project resources, and referral

process.

2. Facilitate ED staff to make referrals from the ED into the Diabetes Case Management
team covering the patients' county of residence, using the Universal Referral Form
created by the Tri-County Diabetes Alliance.

Please consider this letter of support in consideration of the application for CHRC
funding of the Tri-County Diabetes ED visit and Disparity Reduction project.

Sincerely,

Signdl‘ure
3G

Name
Title
Affiliation

100 E. Camgll Street, Salisbury, M 21801
410.543.7742

3/

50




