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• Not well defined 
• In Medicare, mixed results 
• Maryland is different 

– Testing in all payer environment 
– Significantly greater incentives 

• Maryland hospitals focused on waiver 
success 

Care Coordination 
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• Learn – TPR Experience 
• Partner – Dr. Amy Boutwell 
• Convene – State care continuum partners 
• Collectively Strategize – Portfolio 

approach/Best practices 

MHA Initiatives 
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Learn – TPR Experience 
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• Pre-Acute Care 
– Added primary care practices 
– Created PCMHs 
– Developed high risk clinics 
– Partnered with urgent care centers 

• Acute Care 
– Targeted high utilizers 
– Reviewed readmissions daily 
– Expanded care coordination: behavioral health and ED 
– “Discharge” redefined to 1st primary care visit 
– Discharge with meds 

• Post-Acute Care 
– Care coordination teams 
– Expand home care resources 
– Community health workers 
– SNF transition care 

Learn – TPR Experience 
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• Co-designer IHI STAAR Initiative, 
first state/community based 
approach to reducing 
readmissions 

• Advisor, national coordinating 
center for the CMS Care 
Transitions Aim 

• Advisor, CMS Learning Systems 
for ACOs and Bundled Payments 

• Co-Principal Investigator, AHRQ 
Reducing Medicaid 
Readmissions Project 

Partner – Dr. Amy Boutwell 
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Convene – State Continuum Partners 
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• Focus on readmission reduction 
 

“Rehospitalization is a system issue and the 
problem does not lie with one organization or 
one provider, but with the community and the 
local health care system. Addressing this issue 
will require organizations and providers to work 
together.”  

- Anne-Marie Audet, VP, The Commonwealth Fund  

 

Convene – State Continuum Partners 
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Who is High Risk?  
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• Launched Transitions: Handle 
with Care campaign in January 
2013 

• Multi-stakeholder, statewide 
initiative to reduce readmissions 
by: 
– Fostering collaboration within 

state and across settings 
– Using data strategically 
– Implementing evidence based 

strategies at the local level 
 

 

MHA’s Initiatives 
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Cross-Continuum Team 
Representation 

Jan-13 
n=16 hosp. 

May-14 
n=34 hosp. 
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Points of Education and Collaboration  
March 2013-May 2014 
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Training / Education 
*Culmulative 

Joint Commission 
Hand-off Webinars 

MHA Bi-Monthly 
Newsletter 

Trainings 

Regional Cross-
Continuum Team 
Meetings 

Monthly Webinars 



Post Acute Interventions 
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• MHA sponsored training conducted by INTERACT 
founders for 86 post acute facilities and 10 hospitals 



Calendar of Events 
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• Portfolio Approach 
– Sepsis 

Collectively Strategize 
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• Portfolio Approach 
 

Collectively Strategize 
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• Share best practice 

Collectively Strategize 
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• Examples from the Field 
– Patient & Family Engagement 
Anne Arundel Medical Center’s SMART 

Discharge Tool 
– Care Preferences 
Meritus Medical Center 

– Community Partnerships 
Sinai Hospital and Health Care Access 

Maryland 
 

Collectively Strategize 
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