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Waiver 101

J. Colmers/ E. Beranek

Health Care Transformation and Strategic Planning Department, Johns Hopkins Medicine
JHHS Maryland Global Revenue Budget

Change is Here, Change is Everywhere
Historical incentives are changing . . . moving from fee for service model
to population health model with a global budget

•

We have been preparing for these changes . . . we are well positioned
•

These changes are not unique to Maryland . . . Waiver allows us a “glide
path” to change

•
•
•

New Waiver Demonstration Agreement
•
•
•

•

5 year demonstration – 2014-2018
System continues to be “all-payer”
Waiver “test” changes
o - From Medicare only, inpatient, per measure compared to US
o - To two new tests:
• All payer, per capita, Maryland residents hospital in- and
outpatient less than 3.58%
• Aggregate Medicare savings of $330 M over 5 years below
national per capita trend
• Other guardrails – quality, total cost, etc.
Translates to new payment systems for individual hospitals and system
o - Global Budget Revenue (GBR) Agreements
o - Patients still charged HSCRC unit rates – but now with
overall revenue constraint

Global Budget Revenue (GBR Agreement)
•
•
•
•
•

HSCRC has negotiated rate agreements with all hospitals in the state
GBR agreements cover FY14& FY15
Contract between HSCRC and Hospital/Health System
Establishes fixed revenue structure for each hospital
Public documents

Results

Excludes Out of State/International at JHH, JHBMC and Suburban
o Significant amount – e.g., 25% of JHH revenue
o 100% variable, lower update
o Patients still charged HSCRC rates, but excluded from test
Certain categorical exclusions at JHH and
JHBMC
Transfer in cases from outside JHHS
Hospital-specific population adjustments
Population health infrastructure – 0.66%

Community Division
Suburban Hospital
•

•
•

Assumes out of state revenues of $29M in 2014
– Excluded from GBR cap
– Inflated at lower level
– 100% VCF
Hospital specific age adjusted population factor 1.06% in FY 2014 and
FY 2015
Population health infrastructure adjustment of 0.66% evenly split
between FY 2014 and FY 2015

Howard County General
•
•
•

Academic Division

JHHS Maryland Global Revenue Budget

The Johns Hopkins Hospital
•
•

•

•
•

Assumes out of state revenues of $561M in FY 2014 – excluded from
GBR cap; Inflated at lower level (1.7%), 100% VCF
Categorical exclusions – e.g., transplants, high end cancer, etc. 50% VCF
above negotiated base. Organ acquisition and oncology drug costs
settlement against budget
Transfer in (from outside JHM) – Commission will allow some
additional revenue beyond current base. Settled within same fiscal year.
Transfer tax to transfer out hospital.
Age adjusted population factor – 0.4% in FY 2014 and FY 2015 –
Inflated at higher rate (2.4%)
Population health infrastructure adjustment

Johns Hopkins Bayview Medical Center
•
•
•
•

Assumes out of state revenues of $54M in 2014 – excluded from GBR
cap; Inflated at lower level (1.7%), 100% VCF
Categorical exclusions – burn cases. 50% VCF above negotiated base.
Age adjusted population factor 0.39% in FY 2014 and FY 2015 - Inflated
at higher rate (2.4%)
Population health infrastructure adjustment

Assumes out of state revenues of $9.7M in 2014; Included in GBR cap
Hospital specific age adjusted population factor – 0.7% in FY 2014 and
FY 2015
Population health infrastructure adjustment of 0.66% evenly split
between FY 2014 and FY 2015

•
•
•
•
•

Reducing cost is good
Need to maintain volumes at FY 2013 levels by reducing
inappropriate volume and increasing appropriate volume
Need to utilize all of our medical assets
Out of State/International Volume is good
There will still be a lot of unknowns

Concluding Thoughts
•
•
•

•

New waiver is a call to action
Doing what is best for patients remains paramount
Value is the new gold standard
– Quality
– Appropriate hospital care, appropriate setting
– Cost efficiency
– Population health focus
JHM is well positioned
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Health Care Transformation and Strategic Planning, Johns Hopkins Medicine

Strategic Priorities

Year 1 Goals

The Johns Hopkins Medicine Strategic Plan comprises six priorities—
critical areas of focus for the success and sustainability of the institution.

People

Attract, Engage, Retain and Develop the World’s Best People

Biomedical
Discovery
Patient & Family
Centered Care

Education
Integration
Performance

Become the Exemplary Model for Biomedical Research by Advancing
and Integrating Discovery, Innovation, Translation and Dissemination

Be the National Leader in the Safety, Science, Teaching and Provision
of Patient and Family Centered Care

Lead the World in the Education and Training of Physicians and
Biomedical Scientists
Become the Model for an Academically Based, Integrated Health Care
Delivery and Financing System
Create Sustainable Financial Success and Implement Continuous
Performance Improvement

Why Develop a Plan?
To guide business strategies and decisions for the enterprise in a rapidly
changing health care environment. Of prime concern is to respond to
health care reform, which encompasses both the direct effects of the
Affordable Care Act and broader changes stimulated by federal and state
budget constraints, including increased need for accountability,
transparency and controlling costs.

The Launch
The Strategic Plan was formally launched last July and is
making notable impact. During the inaugural year it was
quite visible utilizing various channels, including:
 The JHM Annual Leadership Meeting – “Delivering on the
Promise – The Why,What, and How of the Strategic Plan”

•
•
•

 Monthly Strategic Plan Executive Council (SPEC)meetings, electronic updates from executive leaders, and
rotating Strategic Priority focused leadership luncheons
 Dedicated website portal, articles in Dome and Inside
Hopkins, electronic displays, print materials, JHM Town
Hall meetings, clinical department/division roadshows
and awareness surveys

PEOPLE -Foster investments in professional development and healthy
The FY15 Plan Refresh process was kicked
lifestyles, recruit and engage innovative leaders, and advance an “accountable,
off in January 2014, guided by an iterative
collegial, diverse and inclusive” culture, people have from the outset been
Process/Analysis
road map designed to achieve broad-based
considered the most important part of the strategic planning process
input (detailed in the graphic on next page).
BIODMEDICAL DISCOVERY – Establish research council to focus on
The
goals
for
the
process
were
to
forecast
designing programs to improve success with National Institutes of Health
where the SPEC expected to end the year,
grants and identifying strategies to access alternative funding sources, as well
focus attention on identifying action items
as focusing on creating systems to better quantify the impact of research and
developing a governance model for the oversight and administration of its
for the new fiscal year, and begin a broader
funding
discussion on need for greater alignment.
PATIENT & FAMILY CENTERED CARE - Phased implementation of a
care coordination bundle (risk screening, multidisciplinary care planning,
patient and family education, medication management, primary provider
handoffs, ED management, and transitions of care) in at least one unit within
every JHM hospital
EDUCATION - Actions and investments that will lead to creating new
opportunities for collaboration and preparing students to be leaders and
innovators who will tackle the realities of health care and medicine
INTEGRATION - Initiating simultaneous and interactive consultative
engagements assisting JHM in evaluating its insurance strategy and helping
determine the optimal geographic footprint and appropriate size of the clinical
delivery network
PERFORMANCE - To maintain fiscal stability—particularly in today’s tough
economic climate in health care—the establishment of smart processes,
efficient systems and financial controls was deemed critical in executing the
tri-partite mission

Assessing Year 1 Impact

WHY, WHAT, HOW
Year one was focused on setting out on the strategic
journey; it was largely about organizing for action.

FY15 Refresh
WHEN IS NOW
The year ahead is focused on accelerating a culture of
accountability and planning rigor to create impact!
•
•
•

•

Create greater focus on those actions that will
result in biggest impact
Streamline implementation planning tool in an
effort to move more toward outcome measures
Develop clear alignment between the JHM
Strategic Plan, Strategic Objectives, Fiscal 2015
Budget, Enterprise Risk Management and Entity
Strategic Planning
Refine communications plan with the intent to
better message actual progress/achievements and
empower managers to engage the front-line

FY15 Outcome Measures*
PEOPLE –Improve the Gallup Employee Engagement Grand Mean Score
(GMS ) by .1
BIODMEDICAL DISCOVERY – Increase total research funding / number
of federally funded PIs by 2%
PATIENT & FAMILY CENTERED CARE – Demonstrate 3 percentage
point improvement annually or achieve at least top quartile performance in
HCAPS scores by end of FY15 for each member organization

FY14 Dashboard

Board-approved strategic plan rolled out to
launch into tactics
Forums convened to update and share
progress reports
Multi-channeled communication to inform,
guide and engage

EDUCATION – Develop a primary care track for teaching the principles of
primary care practice and related topics to Johns Hopkins medical students
•Example: Patient
Satisfaction scores did
not meet 3 percentage
point improvement

•Year-one activities centered
around 37 process milestones
and 23 outcome measures
•Achievement of ~ 2/3 targets met
communicates progress
achieved, with an ongoing
opportunity with remaining tactics

•Example: Developed financial
model to support creation of
the “Advancing the Frontiers
of Discovery Fund”

•Example: Post discharge
appointments being made, but
EPIC not fully implemented,
so difficult to assess progress

INTEGRATION – Execute a minimum of 2 growth strategies to increase
capacity in clinical delivery network
PERFORMANCE – Meet FY15 Performance Improvement ($95 million) and
operating plan targets ($182 million operating plan surplus)
*One goal selected per priority, not all inclusive

For more information on JHM’s strategic plan- visit the website
www.hopkinsmedicine.org/strategic_plan
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Goal
To assist the JHM Radiology department in its efforts to expand stand-alone
imaging centers in the region by reviewing the demographic and competitive
landscape in the regional market to identify potential locations with the
highest likelihood for success.

Patient Origin
Greenspring Station

Demographic Scoring – Methodology con’t

White Marsh

Imaging patients at GSS
come from a very wide
geography. This is likely more
related to the draw of the
specialists at GSS, rather than
traveling for imaging services
only.

Methodology
•

•

•
•
•

Analyze the existing imaging centers at Greenspring Station and White
Marsh to determine the demographic make-up of its patients, its service
area reach, and mix of services.
Develop a demographic scoring methodology to apply to each census
block group in the region to identify geographic clusters of favorable
populations.
Determine locations of existing imaging centers to evaluate competitive
factors.
Identify locations of complementary health care services that could be
volume feeders to a new site.
Select 3-5 general locations that are most favorable to a successful
expansion.

Methodology – Items not fully considered
•
•
•
•

•

Geographic preferences of the Dept. of Radiology.
Real estate / rental costs for office space of selected market.
• Availability of office space.
CON related concerns.
Detailed analysis of capabilities of imaging center competition in
targeted market. Although locations of competing centers were
considered.
JHCP Referral opportunities.

These will be analyzed in the next steps with further detailed
analysis.

Analysis Considerations
• Billing data for the imaging center sites at Greenspring Station (GSS)
and White Marsh (WM).
• Time period for this billing data was 7/1/2013 – 3/31/2014

• Each variable was then weighted based on
its relative importance.
Process/Analysis
• The weight was multiplied by the score
for each variable and a total score was
calculated.
• The score was then displayed on a
hot/cold map.

At White Marsh, the
patient origin is more
concentrated than at GSS.
This might be a more
realistic model for a
service area for a new site.

Demographic Variable
& Weights

The areas in red indicate the
most favorable block groups
based on the scoring
methodology. The areas in
blue are the least favorable.
Clusters of favorable block
groups represent the areas
of most likely success.

Service Mix by Modality (visits)

Geocoding
Existing imaging centers that
could be competition were
located on the map. This is
to assist in finding areas
where there may be an
unmet need for services.

Mammography and X-Ray
account for over 60% of
the visits at both
Greenspring and White
Marsh.

Complementary providers
were also mapped. These
may serve as referral
sources.

Geocoding

Patient Demographics (visits)
At both locations, women
make up ¾ of the total visit
population. Patients between
the ages of 50 and 69 account
for just under 50% of the
total visits. With the
exception of pediatric
patients, more female patients
are seen in each age group.

Demographic Scoring - Methodology
• Used 2014 population and other demographic estimates from Truven Health
Analytics’ Market Expert tool. The source of the Truven data is The Nielsen
Company.
• Selected key demographic variables by census block group that would
correspond to a favorable population and geography.
• Favorable, generally means more affluent, likely to be insured,
higher population density, higher numbers of employers, and
higher concentrations of females in a specific age range.
• The block groups were placed in decile rankings for each variable, with the
most favorable indicator for each variable being scored a 10.

Satellite images can be used
for very detailed analysis,
once site locations area
narrowed down.

Initial Recommendations
•
•
•
•
•

Howard County / Columbia Area
• Expansion efforts may be underway.
Montgomery County / Rockville Area
Montgomery County / Bethesda Area
Northern Virginia / Falls Church Area
Washington DC / Near Sibley Memorial Hospital

Next Steps
•
•
•

Evaluate initial recommendations with the Department of Radiology.
Select primary preferred site.
Perform further detailed analysis.
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Understanding How Pyrazinamide Works in the Treatment of Tuberculosis
William Bishai, M.D. Ph.D.; Brendan Cormack, Ph.D

Center of Tuberculosis Research, Department of Medicine, Department of Molecular Biology and Genetics
Pyrazinamide in TB Therapy

Results
Nicotinamide and Nicotinic Acid are Vitamin Precursors of NAD+

1) Can expression of M. tuberculosis enzymes in yeast confer
sensitivity to pyrazinamide?

Pyrazinamide (PZA) is an important first line drug for treating tuberculosis.
In combination with rifampicin, isoniazid, and ethambutol, it has remarkable
sterilizing activity, and is the keystone drug for short course (6 month)
therapy.

PncB1 and PncB2 do not complement the npt1 mutant of C. glabrata,
potentially because they function only in the context of the other TB
salvage pathway enzymes. We are replacing the entire yeast salvage
pathway with the TB equivalents to reconstitute the TB NAD+ salvage
pathway in yeast. Growth on NA will indicate a functional reconstituted
enzymatic pathway and pyrazinamide sensitivity of the resulting strain can
be assessed aerobically and anaerobically.

Standard therapy (2 months with rifampicin, ioniazid, ethambutol and
pyrazinamide, followed by 4 months with rifampicin and isoniazid) has 95%
efficacy against drug susceptible TB.
8

Control

The sterilizing activity of PZA against
M.tuberculosis recapitulated in a murine model.
INH – isoniazid. SM – Streptomycin

7
6

Log CFU Lung

5
INH +SM
4
3

Do Enzymes of the Myocobacterial NAD+ Salvage Pathway Act on Pyrazinamide?

2) Will PncB1 and PncB2 expressed in E. coli phosphoribosylate
nicotinic acid and pyrazinoic acid?

Is Pyrazinamide Salvaged?

2
INH +PZA

(Adapted from Grosset 1978 Tubercle 59 p287)

1
0
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Pyrazinamide is a Prodrug Largely Inactive in vitro

We propose that pyrazinamide efficacy in vivo and under anaerobic
growth is a result of anaerobic induction of the NAD+ salvage pathway.
We propose that pyrazinamide is converted via the NAD+ salvage
pathway into a pyrazinamide derivative of NAD+, and that this inhibits
multiple NAD+ dependent enzymatic reactions.

Pyrazinamide is a prodrug which is converted to pyrazinoic acid to kill M.
tuberculosis.
Nicotinamide (NAM)

Nicotinamide
(NAM)

Nicotinic acid
Mononucleotide (NAMN)

Nicotinic acid (NA)
pncA

pncB1
pncB2

Pnc1

Npt1

Nicotinic acid (NA)
(pyrazinamide (PZA)

(pyrazinoic acid (POA)

Pyrazinoic acid
mononucleotide

NAD+ - Nicotinamide
adenine dinucleotide

Nicotinic acid
adenine dinucleotide
nadD

nadE

Nma1
Nma2

Qns1
PAD - Pyrazinamide
adenine dinucleotide

(Pyrazinoic acid
adenine dinucleotide)

N
N

M. tuberculosis pncA mutants are resistant
to pyrazinamide
We are constructing double mutants in
M. tuberculosis, deleting both pncB1 and
pncB2. Our model suggests this should
be unable to phosphoribosylate
pyrazinoic acid and should be resistant
to pyrazinamide.

N
N

PncA

Are pncb1 and pncb2 Mutants of M. tuberculosis Resistant to Pyrazinamide?

N

Nicotinamidase

Pyrazinamide
(PZA)

Pyrazinoic acid
(POA)

• pncA mutants of M. tuberculosis are resistant to pyrazinamide.
• Pyrazinamide is highly active in vivo.
• Pyrazinamide is largely inactive in vitro against M. tuberculosis in aerobic
conditions
• Pyrazinamide is active in vitro in anaerobic conditions (2-3 log reduction in
c.f.u.)
(Zhang and Mitchision, 2003)
(Wade and Zhang, 2004)

Analyzing the M. tuberculosis NAD+ Salvage Pathway in Yeast

Conclusions
This project aims to identify the active form of pyrazinamide which will
facilitate identification of the therapeutic target of pyrazinamide.
Three approaches are used to determine if pyrazinamide is converted
to NAD+-like metabolites by enzymes of the NAD+ salvage pathway
and whether those metabolites are the active form of pyrazinamide.
The project success will facilitate design of novel therapeutics for TB,
including for drug resistant (pncA-) strains of M. tuberculosis.
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Addressing Medication Regimen Complexity in Skilled Home Health Care

Meeting

Cynthia Boyd, MD, MPH; Bruce Leff, MD; Jennifer Wolff, PhD; Kim Carl, RN; Hadi Kharrazi, PhD; Orla Sheehan, MD PhD

Discovery Fund Synergy Award- School of Medicine, Bloomberg School of Public Health, Johns Hopkins Home Care Group

Introduction

“The 485” – Sample Pages (often 4+ pages)

Key Innovations

Process/Analysis
• Improve information flow between older adults with MCCs, their family,

AIM
Improve outcomes of patients receiving Medicare skilled home health
services by improving communication around medications and key clinical
situations between home health agencies and physicians

home health nurses and physicians
• Translate a complex message into an easily comprehensible format
• Increase efficiency and effectiveness of the nurses and physicians to
reduce medication regimen complexity with patients and families

OBJECTIVE
Develop (and test) the feasibility of an innovative, largely automated
informatics solution (the HOME tool) to efficiently and clearly
communicate information about medication regimens and insights gained
by the home health nurse in the process of evaluating the patient at home

Conceptual Framework

Who Are We Trying to Help?
• Older adults with multiple chronic
conditions (MCCs)
• Homebound
• Multiple medications
• Medicare provides Home Health Care
PT, OT) for up to 60 day episodes
Materials(Nursing,
and Methods
in their home
• Often recently discharged from hospital or
skilled inpatient nursing facilities
• Medications often change during admission
• High risk of adverse drug events and rehospitalization

New York Times, March 31, 2009
Image: Brendan Smialowski for the New York Times

Preliminary Mock Up of Home Tool
Patient ID: 4GTU6JH845322 Nurse: Angela Murray
HR

Med or Therapy

All day

Check sugar 2x /day before meals

07:00

Levothyroxine Tablet

Cell: 410-222-1234

HHA: JHHC Group

Operator: 410-777-8309

Important Notes from Home Healthcare Nurse

Venlafaxine Tablet

Can do only when daughter who works is present…

Too expensive – patient is asking for a cheaper substitute and pill
bottle date suggests not filling regularly

Next Visit: Mar 17, 2013

Adherence Factors

List of all Meds (485)

OASIS Extracted

LEVEOTHYROXINE Sodium
88 mcg Tablet
1 tab ORAL Daily

Patients has had a
substantial decline in
management of oral
medications.

Atenolol Tablet
Additional Notes

Benazepril

Breakfast

09:00

What is Wrong with Current Communication?
• When Home Care begins, nurses complete the federally-mandated
Outcome and Assessment Information Set (OASIS)
• Physician is sent a plan of care based on OASIS, called “the 485”
• “The 485” must be signed by the physician in order for the home
health agency (HHA) to be reimbursed by CMS
• “The 485” is not user-friendly
o Very small font, bureaucratic language, no logical order to
medication lists, no section for the nurse to convey important
information relevant to the care of the patient
• “The 485” is viewed as paperwork the physician must sign, often with
no or minimal review

Implementation Plan

Care Episode Medication Complexity Information Sheet

N/A

Hydrochlorothiazide Tablet
Metformin Tablet
Glyburide Tablet

Patient is out of this medication. RN helped her order refill…

ALBUTEROL SULFATE HFA
90 mcg HFA AER AD
2 puffs INHAL. daily PRN

TRAMADOL 50 mg Tablet
Q6 HR PRN PAIN

Calcium with Vitamin D

TYLENOL EXTRA
500 mg Tablet
1 tab ORAL Evening & PRN

Tylenol Tablet
Dinner

18:00

Contact Notes

Calcium with Vitamin D
Metformin Tablet

Benazepril
20:00

PRN

ATENOLOL
25 mg Tablet
1 tab ORAL daily

Has had hypoglycemic episodes (low 70s) since discharge

Lunch

12:00

METFORMIN
500 mg Tablet
1 tab ORAL twice daily

HYDROCHLOROTHIAZIDE
25 mg Tablet
1 tab ORAL daily

Calcium with Vitamin D
Lasix

VENLAFAXINE CR
150 MG Tablet
1 tab ORAL daily

Atorvastatin Tablet

Often forgets it – wants it to be merged with the lunch timeslot

Colace Cap

Often forgets it – wants it to be merged with the lunch timeslot

Albuterol Puff
Tylenol Tablet
Tramadol

When you call please
ask for someone on
the patients team –
make sure to give the
patient name and
then…

GLYBURIDE
10 mg Tablet
1 tab ORAL daily
CALCIUM + VITAMIN D
500 MG + 400 IU Tablet
1 tablet 3 x per day
LASIX
40 MG Tablet
1 tablet per day
BENAZEPRIL
20 MG tablet
1 tablet 2 x per day

Direct URL to this sheet: https://www.someuniqueurl.com/id=4GTU6JH845322

Export to: PRINT

Phase 1: Develop the HOME tool through:
• Human computer interaction design and evaluation principles
• Automated extraction of information from standardized forms (OASIS
and “485”)
• Highlight key insights that have arisen about the medication regimen
during the home visit
• Incorporate feedback on content and appearance by in-depth
interviews with 10 patients, their families, 4 home health nurses, 1 PT
and 5 physicians
Phase 2: Test Feasibility of HOME tool with 20 patients on
admission to home care:
• Survey patients, families, nurses, physical therapists and doctors
regarding usability and feasibility
• System Usability Scale will address usability factors of affect, control,
helpfulness, learnability and efficiency
• Assess workflow integration issues for nurses and physicians
• Results will be used to enhance the graphical user interface and
usability of HOME
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Community Division in the Context of the Integration Strategic Priority
Community Division, Johns Hopkins Medicine
Integration of JHM in the National Capital Region (NCR)

Community Division Components

Health
Care
&
Surgery
Centers:
Steps in the Registration Process

An Important Piece of the Johns Hopkins Medicine Delivery System
Cockeysville

Health Care & Surgery
Centers provide large
clusters of outpatient
services to support a
regional Hopkins network
across the Baltimore
Washington Metropolitan
Area

JH at Green Spring

Box Hill
JH at White Marsh

Mt. Washington Pediatric Hospital

Johns Hopkins Hospital
Suburban Wellness Center

Howard County General Hospital

Bayview Medical Center

Health Care & Surgery
Center Components:
• Primary Care
• Specialty Care
• Ancillary Services
• Ambulatory Surgery
• Wellness Center
• Many Other

Downtown
Columbia

Belward Farm
JH at Odenton

Suburban Outpatient Center
Legend:

Bethesda
Suburban Hospital

Hospitals
Existing HC&SC
Downtown DC

Sibley Hospital

Potential
HC&SC

Tysons Corner

Note: chart depict the functional activity of the National Capital Region Committee.
It is not intended to represent an organizational chart with reporting functions.

Objectives
NCR Priority One- Service Line Strategy and Formation

Community Division Hospitals Footprint and Statistics

Goals:

Howard County General Hospital
Lean Sigma – Office of Continuous Improvement & Innovation

NCR Evaluation of New Service Line and SBAR Process

Community Division / Office of JH Physicians
Community Based Physician Transaction Approval Process
Lean Project Overview
• Surgical Site Infection – Spine

• Complex Issue:
– Pre-op and post-op CHG showers
– Surgical attire
– Glove changes and drape standardization
– Surgical prep consistency
– Vendor access/behavior
– Room entry/exits
• Marked improvement in SSI Rate
• Interdisciplinary team continues to meet to
refine P.I. plan

SPINAL FUSION SSI RATE
BY YEAR

1.8

Create a regional
ambulatory
strategy that aligns
off-campus space
with the service
line structure

6.8

Develop a regional
process for
business
development and
program planning
initiatives

Materials and Methods

5.8

Develop a regional
(NCR) strategic
vision for service
lines

Creation of Office at HCGH
•
Integrated with Armstrong Institute
•
Team of black belts on-site
•
Drive culture of continuous improvement & innovation
Definitions
•
Lean: relentless pursuit of eliminating WASTE (non-value
activities) from a process. It is:
– A methodology
– A set of tools
– A way of thinking!
•
Six Sigma: Process of analyzing data to identify the root
cause of defects
Purpose
•
Lean Sigma will enhance efficiency, quality and safety all of
which drive the patient experience

4.8

Construct a clinical
and management
structure for
regional service
lines that
optimizes system
performance

2011

2012

2013

2014
(Q1 & Q2)

Next Project
Focus on pre-operative
workflow/handoffs/defects
impacting the Patient Experience:
•
Surgical posting process
•
Case cancellations DOS
•
Case delays
•
Financial clearance
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Community Division in the Context of the Integration Strategic Priority
Community Division, Johns Hopkins Medicine

Future JHM Footprint

GBMC Affiliation - Formalized July, 2007
•

•

Purpose
– To promote accessible affordable patient centered care through the
health care facilities and professionals associated with GBMC and
Johns Hopkins and to continue to enhance and maintain quality
medical care, CME, education and research.
– To develop and promote strategies to encourage residents of the
North Central Maryland Focus Area to use GBMC for services
traditionally provided by community hospitals and to use The Johns
Hopkins Hospital for tertiary and quaternary care.

Planning Beyond Inpatient Services

the Registration
Process
Highmark Steps
Health in
Relationship
– Formalized
July, 2014
Integration

JHM and Highmark Collaboration (to Date):
• Program Collaboration Agreement between Allegheny
Health Network and Sidney Kimmel Comprehensive
Cancer Center (SKCCC) – July, 2014
• Other joint provider collaborations under development
include:

Collaborative Activities Underway
Cardiology

Pediatric Surgery

Future Growth Delivery in the Community Division Delivery Network

–
–
–
–
–

Otolaryngology, Head and Neck Surgery (OHNS)
Delivery Network Components:
Gynecology/ Obstetrics

Materials and Methods

Anne Arundel Health System Affiliation – Formalized 2007

• Hospitals
• Physicians
• Payer Relationships
Value Proposition/Criteria:

Durable medical equipment/ home care/ sleep services/ infusion
services
Supply chain management, strategic sourcing, supply logistics
Population health management
Quality/Safety
EPIC implementation

Kaiser Relationship – Formalized March, 2014

 Strong organizations (quality,
finances)
 Attractive markets that support
JHM network and tertiary referrals

Initial Focus of Agreement

 Ability to extend/export JHM
existing capabilities

•Sharing best practices; leveraging
delivery networks and common EPIC
platform

 Willingness to support research
 Ability to expand network in
support of JHHC insurance
strategy and population health

•Strengthening Suburban Hospital
relationship to create an advanced
model of care

JHM/Patient First Relationship Established 1994

•Increasing tertiary/quaternary services
at JHM Academic Hospitals
500K
Members in MidAtlantic

1,100
Physicians in MidAtlantic

5
Ambulatory Hubs
in Mid-Atlantic

$50.6B

9M

25

Operating
Revenue

Members
Nationwide

Medical Centers
in Mid-Atlantic

•Bringing care into the home by exploring
and leveraging technology to deliver
personalized medicine
•Advancing the patient experience and
improve treatment outcomes while
reducing costs
•Pursuing opportunities to develop
educational programs and researchbased best practices
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Johns Hopkins Medicine International (JHI)
Transforming Patients’ Lives Around the World

Language Access Services
JHI helps meet the needs of domestic patients with interpretation needs—either
limited English proficiency, deaf or hard of hearing. We also provide accurate medical
translations in many languages for discharge instructions and patient education
materials.

Through our two major service lines,
Johns Hopkins Medicine International
transforms the lives of patients in
nearly every country across the globe.

Global Services
Project teams work hand in
hand with leading health
providers, governments and
educational institutions around
the world to raise the standard
of health care. We leverage
Johns Hopkins’ extensive
knowledge base to provide
customized, sustainable
solutions to health care’s
biggest challenges

Patient Services
JHI supports the institution’s
strategies to attract nonMaryland patients by providing
education about Johns Hopkins
Medicine’s world-class medical
care and then facilitating
patients’ access to care.
We strive to make patients and
families comfortable and stressfree so they can focus on better
health.

In FY14, these qualified interpreters and translators fielded:
• 50,534 interpretation requests
• 632 translation requests
• 1,323 American Sign Language (ASL) requests (since
assuming responsibility for these services on Mar.1)
• Requests in 95 languages

International Patient Services
•

•

•

Johns Hopkins USA
This expert team of medical concierges
and corporate relations staff are specially
trained to serve out-of-state patients and
their families. They handle:
•
•
•
•

Pre-visit inquiries
Appointment scheduling
Trip planning
Remote medical second opinion

In dozens of messages each year, patients
and family members repeatedly commend
these dedicated staff members for their
professionalism, knowledge, compassion
and patience.

Trinidad and Tobago Health Sciences Initiative

The goal of our work with affiliates is to improve
and increase local options for care. For complex
cases, JHI provides continuity of care between our
affiliated hospitals and Johns Hopkins Medicine to
make sure that each patient has the best possible
outcome.

Objective: Build capacity in research and clinical services
Both areas contributed to this significant achievement:

Trinidad and Tobago now boasts 20 Caribbean Certified
Diabetes Educators—more than any nation in the region.
After the program’s research team discovered that patients with diabetes craved
education on self-management of their disease, clinical program leaders created a
Caribbean Certified Diabetes Educator exam preparation course and
mentored participants through the necessary requirements to sit for the exam.

Johns Hopkins Aramco Healthcare (Kingdom of Saudi Arabia)

Our multidisciplinary division supports
international patients before, during and after their
medical visits to Johns Hopkins Medicine with a
comprehensive menu of services. We are dedicated
to easing the experience of those who travel here
for care.
To meet the needs of international patients with
embassy-sponsored medical care, we forge close
working relationships with the medical attachés at
embassies.

Diabetes Outreach Program
Almost 13 percent prevalence of diabetes in the nation

Joint venture agreement signed in June 2013

Provides medical care to 353,000 eligible medical
recipients at facilities owned by Saudi Aramco and
contracted third-party facilities

JHM Revenue Generated
by International Patient
Services (Millions)
$168

Specialty services include: cardiovascular, highrisk OB/GYN, neonatology, orthopedic
surgery, neurosciences, pediatric
subspecialties, oncology

$113
$82

FY12

FY13

FY14

Trinidad and Tobago Health Sciences Initiative

• These efforts can improve Saudi Aramco employees’ health and improve their productivity.

10-year affiliation agreement signed with BFC in
September 2012, transferred to HCL Avitas 2013

Florida,
7%
Tri State
(NY, NJ,
CT), 9%

HCL Avitas (India)

Transformed the health care sector through educational
collaboration, research, specialty and clinical programs,
and disease management training
Five State
(DC, DE,
PA, VA,
WV), 51%

In November 2011, San Fernando General
Hospital opened Trinidad and Tobago’s first
dedicated cardiac ward at a public hospital.
This was made possible by Johns Hopkins
Medicine’s efforts to train the necessary medical
personnel.

Our first-of-its-kind health care joint venture is expected to
fuel clinical innovation, serve as a model in the provision of
health care and contribute to the development of the health
care industry in alignment with Saudi Aramco’s commitment
to enabling growth, opportunities and diversification within
the Kingdom of Saudi Arabia’s economy.

• Johns Hopkins Medicine experts will consult in more than a dozen areas, including managed care
and occupational health and wellness. We will work with our local counterparts to advance and
apply strategies for population health management in a way that’s tailored to local needs.
• We will take an interdisciplinary approach when necessary. For example, in addressing diabetes in a
nation with a nearly 24 percent prevalence.

Johns Hopkins USA Patient Snapshot

Other,
33%

Transformation of a Health Care System

Affiliation includes medical director from JHCP,
clinical program development , consulting on
facility design, operations , EMR and quality of
primary and secondary care clinics
Clinics will cluster around an advanced medical
center, linked to several first health centers–
patients’ first point of contact. GOAL: 500+ clinics
across India over the next decade, starting in the
Delhi national capital region
Specialty services include: general internal
medicine, nephrology, ophthalmology, OB/GYN,
pediatrics, dermatology, endocrinology,
gastroenterology and otolaryngology

What have we achieved?
• Quality plan and key performance
indicators
• Clinician induction program
• Facility design
• Electronic medical record
What is next?
• Patient Centered Medical Homes
• Specialty practice development
• Clinician training curriculum and
learning management system

Transformation of Primary and Ambulatory
Care
Our efforts will transform the health care
landscape, especially primary and
ambulatory care. With Patient Centered
Medical Home (PCMH) as the core building
block, the goal is to offer high-quality,
accessible, efficient health care. The heart
of HCL Avitas’ philosophy is to shift from
“curing sickness” to “ensuring wellness”.
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Strategic Plan Development
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Dr. Jonathon Ellen, Bill Horton, Steve Dunn

All Children’s Hospital, Johns Hopkins Medicine

All Children’s Hospital

Strategic Plan Goals

Strategic Plan Report-Out

Strategic Plan “Themes”

Culture Statement

Vision
Creating healthy tomorrows…for one child, for All Children.
Mission
To provide leadership in child health through treatment, education, advocacy and research.
Treatment
Deliver quality services with compassion and commitment to family-centered care
Education
Provide educational programs for our patients, families, employees and healthcare
professionals
Advocacy
Provide leadership in promoting the well-being of children
Research
Develop, support and participate in clinical, basic and translational research
Values
Honesty and Integrity; Inspiration and Hope; Collaboration and Teamwork;
Inquiry and Innovation; Compassion and Respect; Responsibility and Safety

• Commitment to Quality & Patient Safety as a core foundational element in All
We Do

Value Statement
“There is only one child in all the world and that child’s name is
All Children”
- Carl Sandburg

• Creating an Academic Culture and Institutional Capability
• Positioning ACH as the Recognized Leader Providing Pediatric Specialty Care
in Our Region and Beyond

Our Culture
We trust each other to do the right thing for patients, families and each other. We inquire and inspire,
we embrace change, we create knowledge and train future pediatric leaders. We strive to be the best.

• Managing the Health of Populations:
Clinically Integrated Network, Care
• Validate Medical and Residency notes
Management and Transformation
• Financial Sustainability

•

•

0

0

Strategic Planning Framework

Strategic Plan Attributes
• 9 Goals
• 48 Strategies
• 228 Tactics/Process Milestones

• 168 Metrics/Process Measures
– 76% Process, 24% Outcome

Strategic Plan Development Process

Our Past and Our Future
Founded in 1926 by compassionate community volunteers helping children in need, over time All
Children’s Hospital has evolved into an essential statewide provider and referral center committed
to advancing child health through treatment, education, advocacy and research.

Strategic Plan Accountability

All Children’s latest transformation of partnering with Johns Hopkins to become a national academic
institution reflects our ongoing dedication to being top leaders in pediatric health. In so doing, we
value and embrace change in healthcare to deliver the most advanced care, while never losing sight
of our goals to foster inspiration and hope among children and families. We drive change by seeking
opportunities for improvement, identifying new needs and exploring new solutions.
Our Commitment to Excellence & Respect
Quality and safety are our highest priorities – our patients deserve no less. We demonstrate
excellent service to patients, families and to each other. A long tradition of putting patients first,
respecting each other and striving to improve further is inherent to both All Children’s and Johns
Hopkins.
We approach our work with a positive attitude and professional manner. Taking responsibility to get
the job done and holding ourselves– and each other – accountable is a vital part of “who we are.”
We respond promptly to situations with honesty and integrity. We not only follow best practices and
standards of care, we redefine them by looking for ways to increase efficiency and innovation while
always keeping patient safety first.
Our work is too important to be slowed down by gossip, negativity, bullying or avoiding
responsibility. These types of behaviors have no place in our organization. We respect and celebrate
different perspectives, lifestyles, cultures, ethnicities and religions of our colleagues, patients and
families. We treat others as we hope to be treated ourselves.
We are here to touch lives, save lives and create healthy futures. Whether we deliver frontline clinical
care or maintain behind-the-scenes operations, we each play an important role in children’s health.
When we have questions, we inquire and seek clarity. We admire our colleagues who face challenges
with confidence, and learn positive lessons from setbacks. We strive to be the best.
Our Drive to Collaborate
Collaboration and teamwork are critical to our success. We, the All Children’s family, work together
to support our organization’s strategic direction, to solve problems, to accomplish tasks and to
sustain ourselves financially. We consider patients and families valued partners in the diagnosis,
treatment and care of ill children, the creation of new knowledge, and training of future leaders in
healthcare.

March 2013 – January 2014

Partnering with community leaders, academic institutions and other healthcare providers shapes our
identity and creates channels for growth. We have a duty to engage with our communities to help
ensure local, regional, national and global access to our quality care and to create healthier and safer
neighborhoods for children and their families.1
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The Access Partnership (TAP): Transforming Care Since 2009
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Annual

Leadership
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B. Cook, MD; D. de la Torre MPH, MBA; A. Langley JD, MPH; M. Rogers BS

Eligibility Requirements

Johns Hopkins’ Mandate
The hospital should provide
care for “the indigent sick of
this city and its environs,
without regard to sex, age, or
color … and the poor of this
city and state, of all races.”

Introduction
An estimated 20 million people in the U.S. remain uninsured
despite the availability of new health coverage options through the
Affordable Care Act (ACA). 11 million people living in the U.S.
remain uninsured because of their citizenship status. As policy
makers and health care leaders consider the implications of the
ACA, it is important to explore how the needs of the remaining
uninsured will be met. We present a charity care program called
The Access Partnership (TAP) at The Johns Hopkins Hospital and
Johns Hopkins Bayview Medical Center as a model of how to
effectively care for uninsured patients.

EBMC
JHH

JHB

• Primary care at a participating TAP primary care location
• Insurance Eligibility
–Uninsured
• Geographic Eligibility
–21202, 21205, 21213, 21219, 21222, 21224, 21231
• Financial Eligibility
–Income levels at or below 200% of poverty guidelines

Improving Access to Care

TAP Mission
TAP was implemented in May 2009 to improve access to
effective, compassionate, evidence based health care for
uninsured and underinsured patients in our community with
demonstrated financial need.

Community-based Clinics
• Health Care for the Homeless
• Chase Brexton Health Services
• Esperanza Center
• Baltimore Medical Systems

Clinician and Patient Satisfaction
• 82% of clinicians strongly agree or agree that TAP has helped
them to be more thoughtful about appropriateness of referrals
to specialists.
• All clinicians strongly agree or agree that TAP has improved
their ability to serve uninsured/underinsured patients.
• 88% of patients reported that they were able to obtain needed
health care after TAP versus 33% before TAP.
• 92% of patients were satisfied with health care received after
TAP versus 25% before TAP.

“TAP saved my life.”
• TAP patient with symptomatic fibroids was diagnosed with
leiomyosarcoma during surgery
• Diagnosed early and received chemotherapy

Primary Care Locations
Johns Hopkins Clinics
• JHCP East Baltimore Medical
Center
• JHH Adult Medicine Clinic
• JHBMC General Internal
Medicine Clinic
• JHBMC Children’s Medical
Practice

Overview of the Program

“The people here at EBMC are like angels to me.
The program has been a blessing.”
- Nellie Bell
•From its inception May 1, 2009 through June 30, 2014, the TAP program
has provided medical services to 3,732 patients residing in eligible zip
codes.
•For visits between January 1, 2014 and June 30, 2014, we estimated our
no-show rate to be 10.7%.

TRANSFORMATION

the new era of health care

Finding the Sweet Spot in the New Era of Health Care

JHM
Annual

Leadership

Meeting

Johns Hopkins Community Benefits Advisory Council and Community Benefits Workgroup

Future Organizational Success Requires a New Strategy

Embedding Community Benefits in the Organizational DNA

The Affordable Care Act and the Maryland Waiver are changing the
hospitals’ business model. To survive these changes and truly thrive,
we must rethink how we approach Community Benefit programs,
focusing on our mission and population health initiatives. We must
engage in multisectoral partnerships with primary care clinics,
community and social services, health departments and other
organizations in the community.

What are Community Benefits?
Tax-exempt hospitals are required to conduct activities that are
intended to address community needs through disease prevention,
care coordination, and improvement of health and well-being.

Community Health Workers

Community Classes

Improving Health in Our Communities
This year, Community Health Improvement Strategic Objectives are
specifically included within the Integration Priority for each hospital
and are part of the fabric for all the strategic priorities.

The Sweet Spot
Our hospitals are now being held accountable for the health of our
patient populations and we are responsible for implementing health
improvement strategies to address community health needs. Finding
that sweet spot and adopting a population-based approach to care
that includes a broad spectrum of determinants of health is essential
for us to thrive in the new era of health care.

Nutrition Programs

Federal Requirements for Tax-Exempt Hospitals

A Hopkins Community Effort
Community Benefits at Johns Hopkins is a system collaboration where all six
JHHS hospitals work together and learn from each other.
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Implementing a Johns Hopkins Health System Blood Management Program to Promote
Evidence-based Transfusion Practice and Reduce Unnecessary Blood Transfusions
Steven M. Frank, Renee Demski, Rajiv Thakkar, Andrew V. Scott, Timothy M. Pawlik, Stanley Podlasek, K.H. Ken Lee, Emily Liu,
Tom Fleury, Leo Rotello, Allen Valentine, Joan Boyd, Rosemary Hines, Ann Hoffman, Tyler Wintermeyer, Pat Wachter, Amy Knight, Stefan Riedel, Suzy Nicol, Sharon Stinnett, Jacky Schultz, Paul M. Ness
Depts. Of Anesthesiology/Critical Care Medicine,Armstrong Institute for Patient Safety and Quality, Surgery, and Pathology (Transfusion Medicine), The Johns Hopkins Hospital, Depts. of Finance, and Quality and Clinical Analytics, The Johns Hopkins Health System
Depts. of Hospital Medicine and Pathology, Bayview Medical Center, Dept. of Pathology (Transfusion Medicine), Howard County General Hospital, Dept. of Pathology (Transfusion Medicine) Sibley Memorial Hospital, Dept. of Critical Care Medicine, Suburban Hospital

Results

Introduction
Blood transfusion is the most common procedure performed in US
hospitals. In 2012, the Joint Commission held an “Overuse Summit” and
determined that blood transfusion was one of the top five most overused
procedures, when considering recently released evidence-based
transfusion guidelines. Given the cost, risk and potential adverse outcomes
associated with transfusion, we decided to expand our relatively new Johns
Hopkins Hospital blood management program to the entire Johns Hopkins
Health System (JHHS), with the aim of reducing unnecessary transfusions.

Objectives
To gather experts in transfusion medicine and blood management from all
five Johns Hopkins affiliated hospitals, in order to share best practices and
reduce transfusion overuse and overall cost.

Figure 1. A screenshot of the best practice alert from the computerized provider order entry (CPOE) system when a
provider attempts to order a red blood cell (RBC) transfusion for a patient with a preceding hemoglobin value ≥ 8 g/dL.
This was implemented in April, 2013 on the main campus (Johns Hopkins Hospital).

Materials and Methods
A comprehensive multidisciplinary team of clinicians and administrative staff
from the departments of Pathology, Anesthesiology/Critical Care Medicine,
Hematology, Medicine, Surgery, Finance, Quality and Clinical Analytics, as well
Supply Chain and Value Analytics was chosen to lead the effort, which was
supported by the health system leadership and the Armstrong Institute for
Patient Safety and Quality. Blood management began at the main campus
(JHH) in January, 2012. Expansion to the whole health system began with a
planning phase (January – June, 2014), and then implementation in July, 2014.
• Setting our strategic course –
1. Sharing best practices from each of the JHHS affiliates, including agreement
upon common transfusion guidelines across the JHHS for all four blood
components (RBCs, FFP, PLTS, and CRYO).
2. Education on evidence-based lab values as transfusion triggers
as well as the added risks and costs of unnecessary transfusions.
4. Harmonization of transfusion computer provider order entry (CPOE)
ordersets with clinician decision support (CDS) and best practice alerts
(BPA).
5. Design and implement standardized data reports.
• Lessons learned –
1. Transfusion guidelines were either inconsistent or unclear.
2. Harmonization resulted in uniform evidence-based guidelines.
3. A combination of education and CPOE best practice alerts, which started at
the main campus (JHH) in April, 2013, was effective, and resulted in a 14.3%
decrease in RBC transfusion for all surgical patients.
4. Education is of primary importance and CPOE helps maintain best practice.

Figure 4.
New harmonized best practice alerts with a hemoglobin trigger of 7 g/dL that began September,
2014 at the Johns Hopkins Hospital (top) and a similar best practice alert that will soon be
implemented for the JHHS affiliates that are using the EPIC CPOE system (bottom). The new
lower hemoglobin trigger (change from 8 to 7 g/dL) is evidence-based, and is likely to decrease
RBC utilization even further than what is shown in Figures 2 and 3.

Figure 2.
Percent change in red blood cell (RBC) utilization for each specialty service for the main campus (Johns Hopkins Hospital).
The change shown is from the baseline period (no blood management) to after both education and CPOE with best practice
alerts were implemented. For all surgical services, RBC utilization decreased by 14.3%. This decrease in RBC transfusion resulted
in $462,000 cost avoidance/year.

• Measurement matters – Standardized blood utilization reports will
enable comparison among hospitals, specialty services, and
individual providers to assess guideline compliance.
• Keeping up the momentum – Education for physicians, nurses, and
other providers will emphasize the ability to reduce risk, improve
outcome, and reduce cost by reducing unnecessary transfusions.

54%

• Strategic plan and budget alignment – Reports will include clinical
outcomes and cost, which will show the value of a successful blood
management program.

• JHM strategic objectives – Blood management aligns with JHM
objectives by reducing risks and costs.

Conclusion
Figure 3. Five year trend at the main campus (Johns Hopkins Hospital) showing the number of red blood cell (RBC) units transfused per
month for the entire hospital that are given outside of evidence-based guidelines. A continuous decrease in RBC units per month is
observed during education (period 2) and with CPOE implementation (period 3). Period 1 = pre-blood management. The combination of
education and CPOE interventions resulted in a 54% decrease in the number of RBC units transfused outside of evidence-based guidelines.

Implementing a health system-wide blood management program has
enabled us to share best practices, standardize transfusion guidelines, and
utilize CPOE ordersets with best practice alerts to reduce unnecessary
transfusions. Successful blood management will reduce transfusion-related
risks as well as cost for the health system.
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EQUIP: A System-Wide Hospitalist Approach to Improving Quality and Value
Eric Howell, Daniel Brotman, Bishara Bates, Renee Demski, Robert Hody, K.H. Ken Lee, Pat Wachter, Laura Winner, Jodi Rennert-Ariev, Flora Kisuule, Mindy Kantsiper, Anirudh Sridharan, Eric Park, Atul Rohatgi, Henry Michtalik,
James Young, Jacky Schultz, Charles Reuland
Armstrong Institute for Patient Safety and Quality, The Johns Hopkins Hospital, Johns Hopkins Bayview Medical Center, Howard County General Hospital, Suburban Hospital, Depts. of Finance, and Quality and Clinical Analytics

Introduction
Nationally, Hospitalists (40,000 per AHA) work in virtually every
hospital (93% of institutions with >200 beds). Hospitalist processes
similar to healthcare in general exhibit wide variations in both
quality and cost. Therefore, momentum is building to reduce
variation in clinical and operational processes. Specifically within
Johns Hopkins Medicine, there are >100 doctors, 21,000 discharges
in FY13 and accounted for ~$92M in hospital charges. Due to the
ever-increasing pressures on improving quality in tandem with
reducing cost – the “Value” equation for the served patient
population. It is difficult for individuals or units to improve
performance without a more efficient system and infra-structure.
The Johns Hopkins Health System (JHHS) hospitalist clinical
community recognized the need for new approaches to improving
quality and cost within processes over which they have significant
control and decided to pilot a more appropriate model.

Results

Figure 1 Organizational
Structure,
Collaboration and
Responsibilities within
the EQUIP Program.

Figure 3
Samples of
Monthly Trend
Analysis – LOS
(Raw Length of
Stay) by Entity.

Objectives
The goal was to create new processes and infra-structure within the
JHHS hospitalist community to identify and address opportunities
for quality and cost to improve value to their patients.

Materials and Methods
The EQUIP (Excellence in Quality, Utilization, Integration and
Patient-Centered Care) program was initially created and funded by
a partnership of Johns Hopkins Hospital, Johns Hopkins Bayview
Medical Center, Howard County General Hospital, Suburban
Hospital, and the Armstrong Institute for Quality Patient Safety and
Quality (AI). Collectively, the group formed the EQUIP Oversight
Council and piloted the following methodology across JHHS:
• Modelled on the National Leader Strategy already in use by AI in
conjunction with Core Measures Work Groups and CUSP teams.
• Identified metrics and annual goals for each of the EQUIP teams.
• Formed each entity-based team with clinical, technical, Lean
Sigma, IT, financial and administrative members.
• Established a structure of A3 problem solving, weekly team
meetings, weekly program-wide calls, a dashboard report
system, and quarterly reports to the Oversight Council. All
designed to drive a rhythm of discovery, tests of concept, crosscommunication of learning, best practice sharing, and results.

Figure 2
Reduced List of
Investigations/
Interventions
Generated by
the Entity
Teams.

Figure 4 Summary of Results on Entity Metrics from FY14
Cycle of Interventions

Conclusion
Multi-disciplinary, empowered groups of frontline hospitalist
providers can significantly improve both the quality and value of care
delivered. Keys to success in this effort included leadership support
and collaborative, cross-functional support teams
The structure and methodology of the EQUIP Program within the
Johns Hopkins Health System can be adapted and extended to other
clinical communities.
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Enhanced Recovery After Colorectal Surgery
Elizabeth C. Wick, M.D., Deborah B. Hobson, R.N., Elizabeth Lins, M.S.N., John Hundt, M.H.S., Claro Pio Roda, M.H.S., Renee Demski, M.SW, M.B.A., Martin Paul, M.D., Andy
Benson, C.R.N.A., Christopher Wu, M.D., Ph.D.
1

Departments of Surgery and 2Anesthesia, Johns Hopkins University School of Medicine and Johns Hopkins Hospital, Baltimore, MD, USA and 3Department of Surgery, Sibley Memorial Hospital, Washington, D.C.

Results

Introduction
Colorectal surgery procedures are common and have high
morbidity. There is opportunity to decrease morbidity (infectious
complications) and increase value (length of stay). Presently, there
is high variability in the perioperative management of colorectal
surgery patients amongst hospitals across the country, including
within the Johns Hopkins Health System as well as between
providers within a hospital. Evidence supports best practices for the
following domains but frequently this is not translated into practice:
pre-operative education, anesthetic plan, pain management, fluid
resuscitation, resumption of oral intake, mobility protocol.

Figure 1 A) Johns Hopkins
Hospital Enhanced Recovery
Pathway B) Kickoff Meeting with
Frontline Providers and JHH
Leadership

Most surgical teams lack a system for critical review of performance
and continuous process improvement.

Figure 4 Enhanced Recovery Resulted in Reduced Surgical
Morbidity (Infections)

Objectives
The goal was to improve the quality and value of care delivered to
colorectal surgery patients at Johns Hopkins Hospital.

Materials and Methods
Expanding on the colorectal surgery perioperative comprehensive
unit based safety program (CUSP), a multidisciplinary team
including surgeons, anesthesiologists and anesthesia providers,
nurses, advanced practice providers, office coordinators, with the
support of hospital leadership developed (July 2013 - January 2014)
and implemented (February 2014) an enhanced recovery protocol
at Johns Hopkins Hospital for colorectal surgery.

Figure 2 Surgery Clinical
Community: Sharing Best
Practices for Enhanced Recovery
Best Practices in JHHS
(best practices from each
Hospital highlighted)

Conclusion
Engaged groups of frontline providers supported by leadership can
significantly improve both the quality and value of care delivered.

This initiative was supported by the surgery and anesthesia
leadership structure (department directors, administrators and
nursing leadership) as well as Mr. Ron Werthman, Dr. Peter
Pronovost and Ms. Renee Demski.
Concurrently, the surgical clinical community discussed best
practices in JHHS for colorectal surgery and enhanced recovery
with the goal of developing a system-wide protocol.

Figure 5 Enhanced Recovery Resulted in Improved Patient
Satisfaction (Press-Ganey Overall Score)

Figure 3 Enhanced Recovery
Resulted in 1.5-2 day Reduction
In Length of Stay for Colorectal
Surgery Patients at The Johns
Hopkins Hospital

The elements of the colorectal surgery enhanced recovery program
at Johns Hopkins Hospital can be adapted and spread to other
service lines and practice environments.
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Improving Value Through Best Practices: Spine Surgery
David Cohen, M.D., Jean Paul Wolinsky, M.D., Jay Khanna, M.D., Joshua Ammerman, M.D.
1

Departments of Orthopedic Surgery and Neurosurgery, Johns Hopkins University School of Medicine, Baltimore, MD, USA

Results

Introduction
Pre-Op
Pre-Referral

Objectives

Address post
hospital
care/Engage Social
Work

Immediately PreOp

Consent form
signed

Operating Room

Before Surgery:
Anesthesiologist
places arterial line if
needed

Confirm level with
live imaging

Check clinical note
to confirm date of
pre-op films

Fit Cervical Orthosis if
ordered

Original H&P Performed

Post-Op
0-5 Hours

6-24 Hours

PostDischarge

Oral pain meds with IV
supplementation as
necessary

Swallow Study
and
Speech Therapy
Consult if
necessary

Streamlined
discharge
order set

Discontinue IV
Pain mgmt.
antibiotics 24 hrs.
as necessary
post-incision

After Surgery:
Discontinue Foley*

Assess potential
need for rehab

Remove drain
when output
<20ccs/shift

Figure 2 _ ACDF Volume
Monthly Trend
Figure 1 _
ACDF
Pathway

Activate post-op
orders

January 2014-August 2014

Start ice chips as
tolerated, Swallow
Assessment

PACU

The group focused on Anterior Cervical Discectomy and Fusion
(ACDF) procedures for their first best practice pathway in order to
increase quality of care, decrease length of stay, increase patient
satisfaction, increase staff and provider satisfaction, increase
volume, and decrease cost per case.

Pre-Op Visit

In the OR

Patient education
H&P must be
Guideline
(including
updated within
for consult
Clorhexadine wipes) 24 hrs of surgery

Physician

Spine surgery within the Johns Hopkins Health System (JHHS) is
performed by both orthopedic and neurosurgeons. After identifying
process and outcome variations, these surgeons across JHHS
decided to work together to achieve three overarching goals:
1. Provide the highest quality of care for patients
2. Care for patients in an evidence-based, best practice manner
3. Minimize unintentional variation
Standardization is critical in a clinically integrated system. As
providers are increasingly held accountable for managing
populations of patients, best practices will be a key method of
providing efficient, patient-centered care.

Brace(s) to patient**
Soft diet as
tolerated 6 hrs.
post-op, advance
as tolerated

Materials and Methods

Floor

Nurse

Assess status; out
of bed as
Out of bed
tolerated 6 hrs. as tolerated
post-op
Check Post Void
Residual if pt has Advance diet
not voided 6 hrs. as tolerated
post-op

Rehab

Arrange for
prescriptions to
be filled

Other

The team created a best practice pathway for ACDF procedures
performed on up to three levels for degenerative disease. These
criteria make the pathway applicable to the entire health system,
though the pilot focused on the Johns Hopkins Hospital. With the
participation of a wide group of stakeholders, including physicians
(ortho and neurosurgeons, PM&R), physician’s assistants, nurse
managers and informaticists, and administrators, the team took a
step by step look at the inpatient ACDF procedure to identify
opportunities for harmonization and/or standardization. Multiple
sites of variability were identified, which the team used to create a
multi-step pathway outlining key activities during the preoperative, intra-operative, and post-operative phases that would
minimize variation and improve patient care. The pathway is
divided further into specific time frames for each activity, with an
ultimate goal of one day length of stay.

Ambulatory
Rehab consult as
Rehab as per
per guidelines
guidelines

Assess function on
outcome msmt. tool
Follow-up X-ray on portable
Supply standardization

Figure 3 – Unadjusted ALOS CYTD and Monthly Trend (all inpatient cases)

Conclusion
The pathway and corresponding order set have gone into effect at Johns
Hopkins Hospital. The team still has some work to achieve the length of stay
goal at JHH, but has seen progression towards it. Monitoring pathway
utilization and compliance with feedback to clinical team will be key in this
process. Pathway work is across JHHS. The pathway will be programmed in
Meditech. In addition, there will be a review of existing order sets in EPIC.
The team has begun to focus on a pathway for Lumbar Fusions across JHHS.
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FY2015 Capital Budget (in thousands)

Strategic Plan and Budget Alignment

Excess of Operating Revenue over Expenses (Expenses over Revenue)
Actual vs. Budget for the Year Ended June 30, 2014

Leadership

“Strategic Plan investments are critical to successful implementation.”
$10,500,000

$7,000,000
$5,400,000
$2,800,000
$8,400,000
$17,100,000

‘High Impact’ investments in addition to Epic that are critical to successful
implementation*:
› PEOPLE: Employee Engagement, Recruitment, and Retention
› BIOMEDICAL DISCOVERY: Structural Enhancements, Innovation, and
Discovery Fund
› PATIENT AND FAMILY CENTERED CARE: Case Management, Core Measures,
Patient Centered Best Practices
› EDUCATION: Community Based Residency Expansion and Miscellaneous
Strategic Plan Expenses
› INTEGRATION: Continued Development on Managed Care Infrastructure,
Community Based Alignment Programs
› PERFORMANCE: “Initiative” Driven Investments, Web Development,
Meaningful Use Management

Other

*Expenses do not include Epic IIB or investments that will be submitted
through the Business Plan Process.

FY 2015 Capital Budget

FY2015 Budget – Income / (Loss) from Operations (in thousands)
FY 2015 Budget

The fiscal year 2015 Plan is meaningful in many ways as it will undoubtedly be a year
of significant challenges for both operations and finances. Management believes that JHM
is extremely well positioned for the future despite significant revenue, volume and
expense challenges already in play. This sense of relative comfort can be attributed to an
unwavering commitment to mission and values, a portfolio of high-quality and diverse
operating entities, a strong system of organizational governance and management and a
disciplined approach to setting and meeting targets for both the short and long term.
Fiscal year 2015 will be the second year operating under the priorities established in
the JHM Strategic Plan as we continue to address organizational realignment and
consolidation, and pursue operational efficiencies.
Once again, the scope and variety of initiatives that will be undertaken by Johns
Hopkins Medicine are numerous, however, the following outlines those that represent
significant new commitments of human resources and financial investment:
• Investments in the people of JHM, as identified in the Strategic Plan, including expansion of
healthy workforce initiatives.
• Growth of academic programs and services including the research and educational
programs at All Children’s Hospital.
• Continued investment in the development of a comprehensive provider network.
• Improvement in the structure and capabilities of services relating to access for patients
and referring physicians.
• Continued development of an integrated delivery system infrastructure including
implementation and financing of Epic.
• Continued development of our managed care capabilities in order to respond to future
demands in the health care environment.
• Continued efforts to capitalize on the intellectual assets resident within Johns Hopkins
Medicine through initiatives such as Johns Hopkins Medicine International, Technology
Transfer, and HealthCare Solutions.

• The Johns Hopkins Hospital will complete a 136 private inpatient bed renovation of Nelson
Harvey in October 2014. Other JHH reinvestment efforts in fiscal year 2015 will be focused on
the renovation of the Meyer Building, and extensive work in the Park Building to house various
department of medicine clinics and multi-disciplinary services. Planning and design of the Viragh
Building, which will house Oncology multi-disciplinary clinics and all solid tumor infusions, will
continue.
• Johns Hopkins Bayview Medical Center will continue construction on a new oncology center,
focusing on lung cancer, and expansion of the emergency department, with both projects
scheduled to open during the last quarter of fiscal year 2015.
• All Children’s Hospital will embark on planning for a new Research & Education Building.
• Johns Hopkins Medicine will begin development for the planned expansion for Pavilion 3 at
Green Spring Station, including land acquisition.
• Sibley will continue with two major initiatives, a modern bed tower and a proton therapy facility.
• Suburban will continue with their Campus Enhancement project, which will result in a
replacement hospital facility in approximately five years.

Net Revenue
2,640,141
814,398
423,294
2,011,400
904,730
205,409
1,524,827
104,508
137,255
(1,588,935)

Academic Hospital Division*
Community Hospital Division**
All Children's Hospital
JHU School of Medicine
Johns Hopkins Health System - Other***
Johns Hopkins Community Physicians
Johns Hopkins HealthCare LLC
Johns Hopkins International LLC
Johns Hopkins Home Care Group
JHM Eliminations
FY 2015 Total JHM Budget

$

7,177,027

Expenses
2,543,541
777,798
397,849
2,001,400
890,687
202,914
1,460,484
90,008
135,135
(1,505,109)
$

6,994,707

FY 2014 Total Projected

$

182,320

2.5%

177,942

2.6%

**Community Hospital Division includes Howard County General Hospital, Suburban Hospital, and Sibley Memorial Hospital.
*** JHHS-Other includes Johns Hopkins Health System Corporation, All Children's Health System, Suburban Hospital Health System, and consolidated equity
investments.

FY2015 Performance Improvement Plan
Across Johns Hopkins Medicine, approximately $95 million of performance improvements
are assumed in the fiscal year 2015 budget (equivalent to 1.4% of consolidated JHM expenses).
Of this total, $40.2 million of improvements are assumed in the Academic Division (The Johns
Hopkins Hospital and Johns Hopkins Bayview Medical Center - equivalent to 1.6% of expenses).
Performance improvements are primarily focused on cost reduction and process
improvement. Efforts are a combination of entity-specific actions and JHM-wide
strategies/tactics that are part of “the Initiative.” Management is actively developing an
enterprise-wide procurement / supply chain function, and has also engaged external consultants
to help identify additional cost structure opportunities.

Operating Margin Percentage

Income from Operations (in millions)

4%

$220

3.70%

$200

3.32%

$180

2.94%
3%

As outlined, the proposed fiscal year 2015 spending demonstrates JHM’s commitment to
grow in key markets while also reducing capital consumption to best address impending
healthcare reform.

Operating
Margin %
3.7%
4.5%
6.0%
0.5%
1.6%
1.2%
4.2%
13.9%
1.5%

*Academic Hospital Division includes The Johns Hopkins Hospital and Johns Hopkins Bayview Medical Center.

2.89%

2.85%

2.64%

$160

in millions

FY2015 Budget - Introduction

As Johns Hopkins Medicine plans for fiscal year 2015, healthcare reform continues to
unfold. The conversion to population health and the new state waiver brings considerable
uncertainty, including on new capital spending. These uncertainties have resulted in an
extended capital due diligence process and, at times, hesitance to invest in capital
opportunities. Moving forward, it will be increasingly important to drive prudent
investment in projects that meaningfully reduce operating costs.
The fiscal year 2015 Johns Hopkins Medicine Capital Budget includes an overall
capital investment decrease of $50.4 million (or 7%), in comparison to budgeted fiscal
year 2014 capital spending.
The most notable increase in capital spending for fiscal year 2015 is the addition of
EPIC Phase II-B. Other key capital items during fiscal year 2015 are as follows:

Operating
Income/ (Loss)
96,600
36,600
25,445
10,000
14,043
2,495
64,343
14,500
2,120
(83,826)

2.53%

2.64%

2.45%

2.54%
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$120

1.68%
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Supply Chain Strategic Initiative – Driving Performance

Leadership

Meeting

Department of Finance, Supply Chain and Armstrong Institute

Linkage to the Strategic Plan

Provider Supply Chain Transformation Perspective

Have you heard?

Transformational readiness criteria:
Governance
Process/Analysis
Focus on Total Non-labor Spend
Strategic Sourcing vs. Self Contracting
Supporting Systems
Deep Category Knowledge
Policies & Procedures

The “Supply Chain Integration Five-Year Strategic
Plan” is a significant effort to identify and act on
opportunities to reduce and control expenses
relating to the purchase of supplies and purchased
services. Its scope includes all of JHM including
Affiliates and International operations.

Strategic Plan Goals

•
•

•

•

•

Supply chain management can contribute $ 80-100 million in cost
reductions over the next four years towards the achievement of the
Initiative's goals.
Significantly increased strategic value will be created through the
adoption of an enterprise wide GPO augmentation strategy.
Execution and deployment of a Strategic Sourcing strategy to
complement the GPO augmentation strategy will be vital to accelerate
the rate of performance improvement and cost reduction.
Supply chain management can be a tool to initiate and secure market
alliance opportunities, forge new affiliation relationships, and utilize supply
chain strategies as one of the foundations for future expansion and
growth of the organization.
A market leadership position in supply chain management will also create
the potential for JHHS to commercialize supply chain services, generating
net new operating revenues for the enterprise.
Regional Cooperatives with other provider organizations will add value in
the future, after JHHS has achieved internal goals for supply chain
excellence. Improvements and scale achieved within the JHHS Supply
Chain organization and operation will also be leveraged for the mutual
benefit and inclusion of Johns Hopkins International organizations and
affiliations.

Value Equation and The Optimal Model

Opportunities

Quality

Optimal Model

Value
Cost
Quality
•Clinical Indicators
•Patient Satisfaction
•Functional Status
•Daily Living (return to work; back to driving)

Fixed Cost

Cost Per Unit

•

Cost

Variable
Cost

•Fixed Cost + Variable Per Unit of Service x
Volume
•Unit Cost = Fixed Cost/Volume + Variable Cost
Per Unit
= Price Point

Volume

Commercial Services
Value = Quality / Cost

Overview of the “Now, Next, Later”

Self GPO

5 – Year Supply Chain Strategy
• Accelerating Regional Co-Op from
Year 3 to Year 1
• Proactive engagement from potential
provider partners
• Balancing act to align Premier GPO
augmentation strategy, Savings
Initiatives, and Regional Co-Op
Buildout
• Required accelerated build out of
organizational and operational enablers

Regional

Private Label
Manufacturin
g

Clinical
Product
Development

GPO CoOperatives

Self
Distribution
Commercial
Services

Purchased
Services

Data
Analytics

International
Services

The Armstrong Institute serves as the convener among
Supply Chain, Finance, and the Clinicians.

Consulting
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Lean Project EBMC PEDS & MED-PEDS- Decrease Patient Wait Time

Meeting

Stephanie Lee, Benzette Alexander-Fields, Denisse Mueller, M.D.

Ambulatory Management Program, East Baltimore Medical Center, Pediatrics and Med-Peds
Process/Analysis

Introduction
Problem Statement:
Patient wait times exceed JHCP standards of 15 minutes from
registration to the provider evaluation, leading to decreased
patient, provider & staff satisfaction scores resulting in patients
leaving before seen by provider & decreased encounters.

Objectives
Goal: to decrease wait times from baseline by 20% on average
per provider in sample.
Scope: All Well Child & Acute visits during normal day and late
day schedules including walk-in visits.
Benefits: Increased pt, provider and staff satisfaction. Increased
encounter capacity. Improved work flow throughout practice.

Materials and Methods
Measure: Baseline Process:
•
•
•
•
•
•
•

Value Stream Map for patient flow
Staff Utilization Analysis
Spaghetti Diagrams for CMA workflow
Schedule Utilization Reports
Templates Analysis
Established baseline wait times for two providers in sample
Collected data from all Well Child & Acute visits during normal
day and late day schedules for provider 1 and provider 2 for 7-9
sessions

Key Metric(s): time from sign-in to discharge from exam room
Control:
Quarterly Wait Time Studies – July 2014

Process Map /Value Stream Map (VSM)

Analyze: Additional data/findings/root causes/graphs
Value Stream Map
• Efficient use of departmental physical space
Staff Utilization Analysis
• In alignment with JHCP 2.5 Provider/Staff Ratio
Spaghetti Diagram
• Overall factors within staff control were efficient
• Factors (patient driven) outside of staff control exposed
confounding data
Schedule Utilization Reports
• > 120% bookable appts to offset 28% No Show Rate
• Template analysis
• Discovered bottlenecking of appt types
Wait Time Baseline
• Large variations in wait times depending on provider from
averages of 57-91 minutes total wait time
• Excessive wait times

Conclusion
Interventions/Next Steps
•

Piloted “Open Schedule” with undesignated appointment types
and without visit limits- OMD

•

Recruitment of two additional providers to implement –PA

•

Adjustments in current templates to create an even distribution
of visit types throughout daily schedules –Admin Mgr

TRANSFORMATION

the new era of health care

JHM
Annual

Leadership

Wait Time- JHBMC Musculoskeletal Trauma Clinic

Meeting

Erik Hasenboehler, MD, Carolyn Shiflett, Kimberley Kries, RN

Musculoskeletal Trauma Clinic, Johns Hopkins Bayview Medical Center
Results

Baseline Process

Introduction
Problem Statement
Patient time in clinic from registration to discharge is too lengthy resulting
in patient, provider and staff dissatisfaction
Goal:
Reduce lead time 25% from patient arrival to discharge, by May 23, 2014
Scope:
Patients scheduled at Johns Hopkins Bayview Musculoskeletal Center with
Dr. Hasenboehler.

Lead Time

Value-Added Time-56 Minutes
180

4%

•

Study patient flow of all services

•

Implement communication board for all pods and services
Hasenboehler/Shiflett/Kries

8/1/14

•

Complete exam room vital taking process Shiflett/Kries

7/1/14

•

Map registration value stream

8/1/14

171 Minutes

Shiflett/Kries

7/1/14

160

CMA Calls Patient

9%

23%

Interventions/Next Steps

140
Vitals
120

14%

Intake
100
X-Ray

Minutes

Shiflett/Kries

80

Benefits:
• Improve patient, provider and staff satisfaction
• Decrease overtime for staff
• Increase visit volume
• Improve utilization of limited clinic space

14%
18%
18%

Resident/Mid Level
Assessment

60

Attending
Examination

40

Casting/Splinting

Post Project Results/Actions

20

0

Dec-13

Key Metric:
Lead time

• Team pods created
o Improved communication between staff and providers
• Cast room utilization workflow implemented
o Decreased movement of patients

Analyze

Process Map / Value Stream Map (VSM)

• Communication board utilized
o Improved communication between staff, x-ray technician,
resident/mid level and provider

Lead Time
180

Dec-13, 171

• Examination room supplies standardized and labeled
o Decreased delays due to lack of supplies readily available in room

160

140

Mar-14, 140
Apr-14, 130

120

May-14, 105
100
Minutes

• Return visit appointment length decreased from 20 minutes to 15
minutes

80

Control

60

40

• Lead time data analyzed at 6 month intervals

20

0

Month

• Performance improvement plan implemented based on analysis
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Finding a Better Way- Pediatric Specialty Clinic
Nancy Cournoyer, Meghan D’Angelo, Peter Mogayzel, Barry Solomon, Cindy Thompson

Department of Pediatrics, Johns Hopkins Children’s Center

Introduction
PROBLEM STATEMENT
Patient wait time from arrival in the Pediatric Specialty Clinic until
being seen by the provider is excessively long. Inefficiencies and
delays result in poor room utilization, staff and provider frustration,
low patient satisfaction, and patients leaving without being seen.

Pediatric Specialty Clinic Lobby

Steps in the Registration Process
Map of Patient Flow in Specialty Clinic

1.
2.
3.
4.
5.
6.
7.
8.
9.

GOAL
Reduce time from arrival in clinic to being seen by a provider by 30%.
SCOPE
Patient arrival time in the Pediatric Specialty Clinic to the time that
triage is completed.

Enter the clinic via Orleans St. Garage or Wolfe Street
Obtain wristband from Security
Take ticket from NEMO
Enter information into Welcome Kiosk
Wait for number to be called to come to Registration
Complete registration process with PSC
Wait for name to be called for Triage
Triage obtains vitals, pain score, pharmacy preference
Patient is placed in exam room or return to waiting
room if exam room is unavailable

Objectives

BENEFITS
Increase efficiency and patient satisfaction through streamlining patient
arrival process and enhancing patient- and family-centered care.6

Conclusions/Lessons Learned
•

KEY METRICS
• Time from patient’s arrival to registration.
Materials
and
Methods
• Time from registration to completion of triage process.
• Patient/Family satisfaction

•
•

Measurement/Analysis
Time to Get to Registration Desk Is Brief
Furniture
Rearrangement
Pilot Leads to
Family
Complaints

Welcome Kiosk Use
Does Not Influence
Registration Time
12.8 min w/ Kiosk
13 min w/o Kiosk

Second Rearrangement of
Furniture Helps with Flow to
and from Triage

Family Satisfaction Survey

•
•

February March April
Most Families Enter the Clinic via the
Orleans St. Garage
Patients (n)

200
150
100
88.5%

77.4%

50
0
March 11
Garage

March 12
Wolfe Street

Obtaining Tickets
from NEMO
Does Not Influence
Registration Time

May

Future Directions
•

Concierge in Waiting Room Does Not
Influence Registration Time but Does
Subjectively Improve Patient
Satisfaction

The registration & triage processes runs more
efficiently than expected
Overall time for registration & triage is 11-14 min
Eliminating certain steps in the registration process
made little difference in front line times but did improve
satisfaction with the registration process. We tested
the following:
‒ Using & Not using NEMO for tickets
‒ Using & Not using Welcome Kiosks
‒ Placing a staff member in waiting room to assist
patients with the Welcome Kiosk
‒ Changing layout of waiting room furniture
Families are less satisfied with the check out process
than previously known.
A staff member in the waiting room aiding families with
registration process was very well received

Most families are satisfied with registration process. However,
they are dissatisfied with the check out Process

•
•

Analyze check out process to improve efficiency and
family satisfaction
Develop concierge services in the waiting room to
enhance patient- & family-centered care
Expand project to Harriett Lane Primary Care Clinic
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Patient Access Line (PAL)

Meeting

Susan Brittain, RN, BSN; Shelia Dennis, RN, MSN, APMH-BC; Allison Gill, MS, BSN, CNRN; Susan Glinsmann, RN, MBA, NE-BC; Melissa McAdam-Cox, RN, BSN; Sharon Schromsky, RN, BSN; Franz Vergara, MSN, RN, ONC

What We Do

The Need

•

Patients are most vulnerable immediately following discharge
Care instructions and medication schedules are often complicated and
unclear
Patients may be hesitant to contact physicians or have trouble reaching
them for concerns

•
•

Majority of Calls Receive at Least 1 Intervention
Contact patients within 24-48 hours after discharge to home
Following scripted survey tool and using Discharge Worksheet as a
guideline, review:
Process/Analysis
 How patient is doing (better, same, worse)
 Medication regimen
 Instructions for self-care management (do’s & don’ts)
 Red flags, “signs & symptoms,” and who to call
 Appointments (and plans/ability to keep them)
Identify any “stop the call” acute needs and make immediate referrals
13% Relative Decrease in Readmissions in Patients Eligible
(e.g. 911, ED, inpatient clinical team) as appropriate
for & Receiving Calls
Provide education using Teachback technique to reinforce instructions
and highlight important aspects of self-care management
Assess patient’s ability to manage and, where appropriate,
identify/recommend resources to provide additional support
Document results in PAL database and Epic
PAL Interventions

700
600

Number of Interventions

•
•

Outcomes

500
400
300
200
100
0

Jul

The Drivers

•
•

Penalties for potentially preventable readmissions
Required reductions in utilization and cost associated with revised
Maryland waiver
Preparation for ACO
Desire to provide patient and family-centered care (“like it
was your loved one”)

•
•

Using funds from Johns Hopkins Community Partnership (JCHiP)
grant, we developed the PAL service to reach out to patients in this
critical time period
Began soft roll-out to adult units at JHH and JHBMC in July 2013
Currently supporting 14 units with goal of blanketing both campuses
and serving as model for JHM enterprise

Who We Are
•
•

A team of dedicated nurse case managers focused upon helping
patients manage their transition from hospital to home
Diverse, seasoned group with experience working in ED, ICUs, PACU,
specialty floors, behavioral health, and regular medical/surgical areas

The Patient Access Line
Team in Action

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

•
•

Jun

Jul

Aug

2014

PAL Education
Social Work Referral
Follow-up Appointment

Provider Referral
Case Manager/Care Coordinator Referral
Home Care Referral

Transition Guide Referral
Pharmacist Referral

Impact on Readmissions

•

20.0%
18.0%
16.0%
14.0%

•

The Start-Up
•

Sep

2013

30-Day Readmission Rate

•
•

Aug

Possible Follow-Up Interventions

12.0%
10.0%
8.0%
6.0%
4.0%
2.0%
0.0%

Jul

Aug

Sep

Oct

Nov

Dec

2013

•

•

•
•
•
•

•

Email to clinical team (author of d/c instructions, attending MD, and
any others pre-designated by service) informing them of question or
concern and requesting receipt confirmation
Referral to unit Case Manager or Social Worker for follow-up on
arrangements started in-house or needs identified during call (e.g.
vouchers, appts.)
Referral to Transition Guide to provide in-home and/or telephonic
follow-up by RN for up to 30 days post-discharge
Referral to Home Care Coordinator for arrangement (with
provider) of skilled services where potentially appropriate
Referral to Transitional Pharmacist for phone call(s) to provide
additional teaching on high risk and/or new medications
Referral to Service Excellence (via electronic Guest Relations
reporting system) for recording, acknowledgement, and follow-up
(where desired) on compliments or constructive comments
Referral to PAL Medical Director or Physician Advisory Board
where there are recurring issues that require review

Outcomes
•
•
•

PAL service has completed 6,004 patient calls as of 9/30/14 (completion
rate = 53%)
Medication review is the most time-consuming component (and reveals
the most questions/issues)
Follow-up from calls (e.g. emails, referrals) is a significant part of work
flow

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

2014

Readmit Rate (Attempt, Connect)

Readmit Rate (Attempt, No Connect)

Stories from the Field
While most patients are doing well, PAL nurses have identified many
issues – from minor misunderstandings to serious medical conditions.
Examples of “saves” include:
- Patients in clinical decline (e.g. neurologic event, non-stop nosebleeding, uncontrolled severe pain, etc.)
- Patients with low health literacy or functional illiteracy (e.g.
double dosing from confusion between brand name and generic
meds, inability to read d/c instructions, etc.)
- Patients with medication issues (missing, incorrect, can’t afford)
that could cause serious problems

Next Steps
•
•
•
•

Complete installation and implementation of RelayCare call
management software
Expand to remaining adult non-ICU units at JHH and to one remaining
unit (Surgery) at JHBMC
Produce reports with new software to identify trends and areas for
improvement on service-specific basis
Begin planning for expansion to inbound call center and 24/7 service

CMS Support:
The project described was supported by Grant Number 1C1CMS331053 from the Department of
Health and Human Services, Centers for Medicare and Medicaid Services.
The contents of this poster are solely the responsibility of the authors and do not necessarily represent
the official views of the U.S. Department of Health and Human Services or its agencies.
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Improving Patient Outcomes by Activity and Mobility Promotion in Hospitalized Patients.
Erik Hoyer, MD; Michael Friedman, PT, MBA

Outcomes of the Medicine Pilot

Why is promoting activity and mobility in the hospital important?
Most hospitalized patients currently spend most of their time in bed.

Pilot Units

JHH

How do we reconcile function? AM-PAC Inpatient Scale

Process/Analysis

J Am Geriatr Soc. 2009; 57(9):1660-5

The simple
assessment can score
functional impairment
both within a setting
and across the
continuum

Lower levels of physical fitness are directly associated with all-cause
mortality and increased complications.

JAMA. 1989;262(17):2395-2401;
JAMA. 2008;300:1685–1690

Patient centered: Affects patient’s ability to perform activities of daily living
and basic needs, which can affect a patient’s dignity.
Our current health-care environment is
emphasizing patient centered outcomes (i.e.
Hospital Readmissions)

1.
2.
3.
4.
5.
6.

Mobility
Turning over in bed
Supine to sit
Bed to chair
Sit to stand
Walk in room
3-5 steps with a rail

Scale: 1= Unable (Total Assist)
3= A Little (Min Assist/CGA/Supervision)

1.
2.
3.
4.
5.
6.

Activity
Feeding
O/F hygiene
Dressing Uppers
Dressing Lowers
Toilet (toilet,
urinal, bedpan)
Bathing (wash,
rinse, dry)

2= A Lot (Mod/Max Assist)
4= None (Ind./Modified Independent)

Resource Utilization: Physical Therapy Evaluations

Association between Highest Level of Mobility and LOS, D/C Home, Costs

Hoyer et al., 2013

Activity and Mobility Promotion Initiative (AMP)

Materials

Mobility is part of many hospital
initiatives inclusive of
readmissions, hospital acquired
complications, and meaningful
and use.
Methods
We believe targeted
mobility interventions can
create broad system impact.

•
•
•

Score

Highest Level of
Mobility (HLM) –
progression of
observable mobility
milestones captured
in the EMR

Many independent
patients who
require no services
upon discharge
receive a PT consult.
This may be an
opportunity to use
other resource and
target PT to more
impaired individuals

Shorter LOS by 0.4 (95% CI 0.2-0.6, p<0.001) days
Increased odds of discharge to home, OR 1.6, (95% CI 1.3-1.9,
p<0.001)
Fewer hospital costs by $800 (95% CI 200-1400, p=0.01)

Strategies to Improve the patient HLM Trajectory
•
•
•
•
•

Create metric to document mobility

Patient requires no
assistance for
transfers, ambulation,
and stairs

In multi-variable regression analysis, patients with a 1 point increase in
HLM had:

Formalize and integrate the common “Interdisciplinary
Functional Assessment” as part of care coordination
Physician engagement of patient/family in mobility
Patient specific daily mobility goals
Target Therapy resources (i.e. Choosing Wisely)
Evaluate nursing workflows and resources to promote mobility

Smart Orders to Target Resources
•
•
•

Choosing Wisely- Who is the “right” provider to mobilize patients?

To best use our
resources we must
target right provider,
right patient, right
time

A recommendation will be
made based on your
selections
PT and/or OT consults
will be automatically
ordered if recommended
You may override
recommendations if
warranted

Next Steps for AMP
•
•
•
•

Integrate AMP within Enhanced Recovery After Surgery (ERAS)
“Choosing Therapy Wisely” QI with Neuroscience, Medicine, and
Surgery
Assess and reconcile mobility in the primary care, ambulatory and home
care settings
Establish AMP Workflows within the EPIC harmonization process
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The JCHiP Team

East Baltimore Community
•
•

Community Intervention

Hospital / Transitions / ED Component, con’t

BEGIN

20 year difference in life expectancy
Major portion of mortality difference due to treatable
conditions

1. Improved health care
2. Improved experience with
healthcare system
3. Reduced costs of care

Target Population
Attend one of the
participating clinics within
or near 7 zip codes

1. Member identified to be in
the top 20% of people with a
high risk of inpatient admission
or ED visit

ED
Outpatient

In-Depth
Risk Screen

High Intense Intervention
•Transition Guide
•Post Acute Referrals
•Follow-Up Appt

GOALS

6. Referral to members of the
J-CHiP Team for selfmanagement education,
behavioral support, or
specialty care.

5. Visit with PCP and team at
clinic to work on a Care Plan to
identify goals and health care
services needs.

Community Health Partnership
• Built on existing programs
• Over 200 people involved
• Transforms patient care across continuum: clinics,
SNFs hospitals, home, and EDs
• Catalyzed by a three-year, $19.9M CMS grant
• East Baltimore Community – 7 zip codes

Who Does J-CHiP “Touch”?

•

Early Risk
Screen

Interdis.
Care
Planning

Education: AHDP
•Red Flags
•Self-Care
•Medications
•Who to call

Provider
Handoff:
•DC Sum
•FU appt

DC Risk
Assessment

Adult
Admission

Sisters Together & Reaching, Inc. (STAR) Community
Health Workers (CHWs)
– Trained 5 CHWs to deliver intensive, longitudinal communitybased case management to high-risk patients residing in 3
target zip codes (21202, 21205, 21213)
– Are employed and overseen by STAR
Men and Families Center (M&FC) Neighborhood
Navigators (NNs)
– Provide 30 NNs to conduct outreach, resource connection, and
social support to neighbors who live on and around their
blocks in one neighborhood within the target zip codes
– Receive stipends and support from M&FC

•

About 7,000 adult Medicaid and 10-14,000 Medicare patients
receiving local community care will be monitored and 3,000
targeted.
-Mental illness, substance abuse and chronic illness.

Access

Transition

Skilled Nursing Facilities (SNF) Component

Frankford Rehabilitation Center

FutureCare Canton Harbor

Genesis Heritage

FutureCare NorthPoint

Riverview Skilled Nursing Facility

Driver Diagram

Hospital / Transitions / ED Component

J-CHiP Vital Statistics (as of Q8 Report 7/30/14)
Quarter 8 Milestones: 17/4 (other w/ mitigation strategy)
Total Program Participants: 52,108
Total Staff Trained/Hours: 1,572 staff /10,741 hours (not unique)
Total New Workers Hired and Trained: 77
Presentations: 199
Program Participants from 7-zip code area: 18,074 (35%)
Number/Percent of Medicare: 14,678 (28%)
Number Dually Eligible: 3,663 (7%)
Number/Percent Medicaid: 11,155 (21%)
Inpatient Units: 34 (14 JHBMC; 20 JHH)
Ambulatory Clinics: 8
SNF Sites: 5

3. Community Health Worker
outreaches to identify barriers to
getting health care services and
schedules follow up with Case
Manager.

Tumaini (Hope) for Health Component

Up to 40,000 adult annual discharges from JHH/JHBMC by year
3. Thousands of ED visits.

•
•
•
•
•
•
•
•
•
•
•
•

4. Nurse Case Manager
Visit at clinic to complete
survey of health and
behavioral needs.

Decision to Admit

2. A Clinical Screener will
verify eligibility and complete
Demographics and Health
Status sections of assessment.
Assigns to team.

7. Ongoing relationship
with team members in the
clinic and community

Moderate Intense Intervention
•Follow Up Phone Call
•Follow-Up Appt
•Post Acute Referrals

•
•
•

Readmission and transition efforts began through JHHS
Readmissions Task Force efforts in 2009.
HSCRC ARR program  New Waiver
“All Payer.”

JHHS Task Force
Recommended “Bundle” of Strategies

ED
Management

Risk Screens

Interdisciplinary
Care Planning

Patient/Family
Education

Transitions of Care

Medication
Management

Primary Provider
Handoff

The project described was supported by Grant Number 1C1CMS331053 from the Department of
Health and Human Services, Centers for Medicare and Medicaid Services.
The contents of this presentation are solely the responsibility of the authors and do not necessarily
represent the official views of the U.S. Department of Health and Human Services or any of its
agencies.The research presented here was conducted by the awardee.These findings may or may not
be consistent with or confirmed by the independent evaluation contractor.
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Johns Hopkins Medicine Alliance for Patients, LLC. (JMAP)
The JMAP Team

Accountable Care Organizations: (ACOs) Some Basics

Analytics - Decision Support

• The Affordable Care Act (ACA) created the Medicare Shared Savings Program
(MSSP) or Medicare ACO.
• Accountable for the quality, cost and overall care of a set of patients.
• Voluntary program.
• “Fee-for-Service” beneficiaries ONLY.
• See Any Physician. No “Lock in”.
• Maintains Governing Board.
• 3 Year Agreement Period.

JMAP Participants
• Johns Hopkins Community Physicians
• Johns Hopkins School of Medicine –
Clinical Practice Association
• Columbia Medical Practice
• Potomac Physician Associates
• Cardiovascular Specialists of Central
Maryland
• 5 JHM Hospitals in Maryland/DC

Care
Coordination
System(s)

State Name

County Number 1

Maryland
Maryland
Maryland
Maryland
Maryland
District of Columbia
Maryland
Maryland
Maryland
Maryland
Maryland
Maryland
Maryland

21010
21020
21030
21060
21080
09000
21100
21120
21130
21150
21160
21170
21210

Beneficiary Medicare Enrollment Type (person-years):1
ESRD
ESRD Dual Eligible
ESRD Non-Dual Eligible
Disabled
Disabled Dual Eligible
Disabled Non-Dual Eligible
Aged
Aged Dual Eligible
Aged Non-Dual Eligible

Beneficiaries
36,423
2,354
6,605
6,585
736
859
909
818
1,246
3,430
7,162
1,128
546
918
3,127

•
•
•
•
•

All physicians included
No change in management
Fee for Service
Data reports
ACO-related activities
compliance with policies &
procedures, such as:
– Beneficiary communication
– Reporting quality metrics

•

Potential for shared savings

PATIENTS
• Patient-focused care
– Standardized care
– Care coordination

• Use data, assess outcomes
• Patient representatives in
ACO governance
• JMAP 1-800 number (1-855390-5803)
• Receive announcement
letter and opportunity to
decline to share health
information

Governance and Management

Surveys and
other
instruments

Population
Health
Epic

Future

MSSP-Required Quality Metrics – 33 Measures
Goal: CMS regulatory requirement – 33 measures in 4 domains (like PQRS)
Status/Next Steps: Regulatory work with CAHPS Survey/GPRO (Group Practice
Reporting Option) for JMAP to begin in late 2014. Currently determining internal
monitoring measures/metrics for development of provider, practice site, and ACO
level dashboards

MSSP- Required Quality Metrics

Decline to
Share

EDW

Launch/ Regulatory Requirements
Percentage
100
6.5
18.1
18.1
2.0
2.4
2.5
2.2
3.4
9.4
19.7
3.1
1.5
2.5
8.6

Beneficiaries

Percentage

435
135
300
6,469
2,885
3,584
28,457
2,037
26,420

1.23
0.38
0.85
18.29
8.16
10.14
80.47
5.76
74.71

All JMAP Beneficiaries

CAHPS

Allscripts, Next
Gen, GEMMS,
and Other
Practice EMRs

How will providers and patients be impacted?
PROVIDERS/PRACTICES

Claims

CRISP

36,000 JMAP Patients
County Name
Total
Anne Arundel
Baltimore
Baltimore City
Carroll
Charles
District of Columbia
Frederick
Harford
Howard
Montgomery
Prince George's
Queen Anne's
Washington
Outside Service Area

Medical and Quality Strategy, Continued

Data and Analytics

Approved to start January 1 as Medicare ACO.
Launch “Regulatory” Requirements
Beneficiary Notification and Decline to Share Process
Practice Signage, Office, and Training Materials
CMS Claims Data Request
Physician/Practice Communication Strategy
CPA/JHCP “Blast” Emails
Overview Webinars for Physicians/Practices: January/February
Frontline Staff Webinars/Training: March
>50 “Road Show” Presentations for Departments/Divisions, Practices, etc
Regional Advisory Councils: Representative from Each Practice
More to come…

Medical and Quality Strategy
Care Coordination for High Risk Beneficiaries
Goal: Integrated, systems-based care coordination program across the JMAP
continuum, leveraging interdisciplinary care teams to actively coordinate care among
highest risk Medicare beneficiaries
Status/Next Steps: Utilizing physician referrals into care coordination, moving longterm to targeting of high-risk population through predictive modeling utilizing EMR
and Medicare claims data. For referrals: Call: 1-800-557-6916 or Encrypted E-Mail:
populationhealth@jhhc.com
Evidence-Based Protocols
Goal: Standardize care across participants to improve quality and reduce costs.
Status/Next Steps: CHF Clinical Community and Depression Advisory Panel
convened to develop/vet protocols for use in a primary care setting. Others in
development.
ABIM Choosing Wisely
Goal: Targeted patient and provider education on evidence-based recommendations
for appropriate utilization of tests and therapy, based on specialty society “top 5 lists.”
Status/Next Steps: Implementing within Epic and also meets Meaningful Use. Will
develop over time and include patient/provider education opportunities.
Medication Management
Goal: To prevent medication-related morbidity, address poly-pharmacy, select
interventions for high-cost medications, and use of generic medications when possible
Status/Next Steps: Leveraging existing resources and processes currently in place at 5
JHCP Sites, Home Care, Case Management support, and adding some new resources.

Continuing to Investigate Palliative Care, Imaging, Back Pain, etc.

Next Steps
•

•

•

•

•

Data/IT/EMR
– Development/Validation of Predictive Model
– Epic Healthy Planet Initiative (JHM Only; Harmonize for Other EMRs)
Quality Measure Reporting for 2014
– Development of EMR Quality/Internal Monitoring Reports in Epic and non-JHM
EMRs
Care Coordination Enrollment
– EMR Referrals into Care Management via Epic
– Care Management Brochures/Provider Referral Tip Sheet
– Beneficiary Letters
Physician/Practice Communication Strategy
–JMAP Site Survey – Analysis/Dissemination of Results
–Continued “Road Show” Presentations
Medical and Quality Strategy – Year 2
– Future Initiative Development/ACO Retreat
– Quality Measure Success Documentation
For Additional Information - Medicare
For general questions or additional information about Accountable Care Organizations, please visit
www.medicare.gov/acos.html or call 1-800-MEDICARE
(1-800-633-4227). TTY users should call 1-877-486-2048.
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Johns Hopkins Home and Community Based Specialty Pharmacy Integration

Meeting

Johns Hopkins Home Infusion Services and Johns Hopkins Outpatient Pharmacy

Education

People
•
•
•
•
•
•
•
•
•

250+ specialty pharmacy staff for adults and pediatrics
Employee Engagement action plan initiatives
Continued to exceed JHM Diversity goals
National Home Infusion Association Certification
Board Certification in Ambulatory Care
Continuing Education for Pharmacists and Technicians
Developed clinical ladders for technicians
Infusion Nursing Society Certified nursing
Chemotherapy administration certification by JHU SON

Biomedical Discovery
Expanded participation in research and grants through
collaborations with:
• Johns Hopkins Oncology
• UMMS Greenbaum Cancer Center
– Oncology and investigational treatments at home
• Trabectedin, Onconova-J1118, 5-AZA
– Fisher Center Grant-Catheters in the Community ; Study of
Midline and Outcomes(PI: Dr. Pearl)
*Specialty pharmacists, infusion nursing & equipment are
available for numerous research opportunities with large home
based patient populations

Process/Analysis
Achieving the Triple Aim: The Role of Specialty Pharmacy
American Society of Health-System Pharmacists (ASHP) accredited
PGY1 Community Pharmacy Residency Program
Mentored:
–
Pharmacy students from area schools of pharmacy
–
Nursing students from area schools of nursing
–
Fuld Scholars

•
• Improved patient
outcomes on
complex
medication
regimens
• Continued
patient
engagement
throughout home
therapy

Population
Health

Patient
Experience
• Convenient
access to drug
• Complete,
integrated
patient care that
promotes
effective
communication

• Pharmacist Case
management with
complete EHR
access minimizes
preventable
readmissions and
ED visits
• Appropriate
medication spend
through rigorous
review

•

Integration

Reduce Costs

•

Patient and Family Centered Care
•
•
•

•

Created a Patient and Family •
Advisory Committee
Deliver care to home,
workplace, hotel, international
Employee discounts and
pharmacy assistance programs
Disease State Management

Medication Therapy Management
(MTM) Services provided by JH
Specialty Pharmacies
– Comprehensive medication
review
– Personal Medication List
– Medication Action Plan
– Referral/Intervention
– Documentation/follow up

•
•

Differentiating Specialty and Community Pharmacy
Factor
Specialty Pharmacy
Patient Volumes Specialty pharmacy accounted for
less than 1% of all prescriptions
dispensed according to the 2014
Express Scripts drug trend report
Financial
Prior authorizations frequent, and
Navigation
require pharmacy assistance to
communicate clinical information
between payers and providers that
can only be found in the electronic
health record
Distribution
Frequently special requirements
exist from entities such as FDA and
manufacturers to procure and
distribute drug
Patient
Higher touch, and more frequent,
Management
patient management includes
twenty-four hour services and
intensive pharmacist-patient
interaction to ensure medication
adherence and promote positive
outcomes (e.g., monitor for adverse
drug reactions)

Community Pharmacy
NACDS reports that chain drug
stores dispensed more than 72% of
the almost four billion total
prescriptions received by patients
Prior authorizations less frequent

•
•
•
•
•

Sterile compounding for Wilmer
Obtained Wholesale distributer license to provide medication to
JHM providers for domestic and international use
Providing specialty medications for JHHC
Transitions services for health system hospitals
Expanded support of JHI
Support All Children’s Hospital Outpatient pharmacy system
EPIC access to EMR for clinical pharmacy integration across the
continuum

Performance
Drug purchased from distributor
through normal practices

Less intensive patient management

•
•

•
•
•

Implemented scalable systems to support continued expansion
of specialty pharmacy services throughout JHM
Preparing for Specialty Pharmacy accreditation through URAC
to capture payor contracts and additional specialty medications
in JHM
Center for Pharmacy Practice Accreditation
Selected as the preferred provider at Children’s National Health
Services
IV, Outpatient and 340B Pharmacies Contributions after HOA
$23.7m
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A Roadmap to Achieving a Patient Centered Medical Home Domestically and Globally
Steven Kravet, MD, MBA; Jennifer Bailey, RN, MS

Johns Hopkins Community Physicians
Abstract
Where or not you aspire toward Patient entered Medical
Home (PCMH) accreditation, practice redesign adhering to
domains of PCMH is of value. Using a well-tested, multifaceted assessment process applicable to practice anywhere
along the pathway toward PCMH has been beneficial in
transformation redesign.
Our goals are to (1) describe the principles and domains of the
Patient Centered Medical Home model, (2) demonstrate how to
prepare for an conduct a PCMH readiness assessment using a
structured gap analysis tool, (3) describe how the process to
transform using a phased-in implementation plan, and (4) describe
the challenges and successes of developing a PCMH model in a
culturally challenged environment.

Methods and Materials

Results

A phased-in road map was developed to implement the PCMH
transformation process. See Table 1 below (implementation plan).
The phased-in approach starts with a readiness assessment. See
Table 2. The readiness assessment is preformed as an interview with the
site administrative and clinical leadership and via direct observation in
the clinic. The observation determines adherence to expected
processes. Documents are gathered as part of the assessment to
demonstrate structure and outcomes. Examples of these documents
include policies and reports.

Discussion
In the early stages, this process has allowed for PCMH transformation across rural, urban and
suburban settings. Through PDSA-type learning we refined the transformation process. Early
adopters were leveraged to advise and mentor colleagues.
This process has been adapted to apply to international population and practices and has resulted
in concrete action plans toward PCMH.
Challenges domestically included increased busyness expressed from front line staff and
providers as we become more proactive managing between visits. One challenge internationally is
engagement of patients and population not familiar with a primary care / preventive oriented care.
Another has been the reality that training of healthcare providers (doctors, nurses, and medical
assistances) varies significantly and almost universally does not include robust ambulatory care and
workflows.

Introduction
Patient Center Medical Homes conceptualize a primary care
delivery framework that emphasizes open access, the use of data
and technology for population management, adding additional
support to high risk patients through care management, enabling
patients to help care for themselves, coordinating care with other
care providers, and implementing continuous quality improvement.
In Maryland JHCP is a leader in the implementation and NCQA
recognition of PCMH’s. JHCP partially attributes these successes to
the use of a structured phased in process for transformation.
Although NCAQ does not currently recognize PCMH’s
internationally, JHCP is using the same structured approach to
implement medical homes internationally in Saudi Arabia an
India. They use of this framework in different cultures has presented
unique challenges.

Results
Use of this phased-in implementation plan and readiness assessment
has resulted in the highest levels of NCQA recognition for PCMH. All
11 JHCP sites have achieved level 3 recognition, the highest level, with
scores all above 95 of 100.

Conclusions
• The 3 phased PCMH implementation allows for growth and adaptation, and can succeed in a
variety of settings
• Assessment using a structured tool that combines pre-work, interviews, and direct
observation captures key data points for a gap analysis
• Challenges in PCMH transformation include shifts in workloads from clinicians to support staff
that impact overall busyness.
• The culture of a community must be fully embracing of primary care to success in PCMH, and
it not then building a culture becomes the first step
• Differences in training between US and international clinical teams is an important potential
barrier in PCMH development
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Education Strategic Priority
Partnering Toward Discovery

Supporting Literature

Develop and implement monthly forums that bring together medical students,
Results
graduate students and postdoctoral fellows in the life sciences and show that
75% or more of surveyed students agree or strongly agree that these forums
enhance the feeling of collaboration between the two groups.
Forums successfully implemented on topics like HIV/AIDS, cystic
fibrosis, and diabetes
Overwhelmingly successful and highly rated
End-of-year survey indicated that 74.2% agreed/strongly agreed
that these forums enhanced the feeling of collaboration between
groups

•

Goal 1

•
•

Build an effective culture for learning and education across all JHM
member organizations, leverage the University’s infrastructure, and
facilitate interprofessional educational programs
Ensure that the core competencies for interprofessional collaborative practice are
disseminated to every medical student, resident and clinical fellow at Johns
Hopkins, and show that the majority of surveyed learners are familiar with these
competencies.
• Core competencies distributed to 100% of target groups
• Directors for interprofessional education named for SOM (Laura
Hanyok, MD) and SON (Elizabeth “Ibby” Tanner, PhD, RN)
• Dr. Hanyok named one of six Macy Foundation Scholars in the U.S.

Goal 2

Interprofessional Education & Practice
Ten Tips to Foster Interprofessional Collaboration
1. Always introduce yourself to your interprofessional colleagues.
2. Get to know our colleagues: Who are they? What is their educational
background? How do they contribute to the healthcare team? Make sure
they get to know you.
3. Value and respect the unique contributions of each profession.
4. Seek input from all clinical caring for the patient. You may be surprised
what they know!
5. Listen respectfully.
6. Actively participate in team meetings.
7. When communicating with others on the team, minimize the jargon of our
own profession. Use language which all members of the team will
understand.
8. When on rounds, consider who else should be present. Think: Am I
rounding in my won professional ‘silo?’ Who else can contribute to this
patient’s care?
9. Support each other. Mutual support is the essence of teamwork.
10. When speaking with patients and families, show respect to all health care
workers by acknowledging their contributions and avoiding negative
comments.

Ensure that medical and biomedical education at Johns Hopkins is
transformative as reflected by curricula that emphasize cutting-edge
science, novel treatments, wise use of technology, and avoidance of
unnecessary medical tests and procedures.
Require each residency program to implement an intervention to reduce or
eliminate 1 unnecessary or wasteful test or procedure.
•

•
•
•
•

About one-third of the 90 residency and fellowship programs
developed an intervention to reduce/eliminate an
unnecessary/wasteful test or procedure
Johns Hopkins Bayview eliminates more than $1M of unnecessary
cardiac enzyme testing
National attention from ABIM Foundation
Publication in JAMA Internal Medicine
Cost conscious care curriculum implemented for medical
students

Berkheimer Faculty Education Scholar Grant Winners

Project Title: Improving Medical Students’ Practice of High Value Care
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Johns Hopkins Medicine

Creating a Culture of Health

Healthy Beverage Initiative

Changing the Context
Strategies for Promoting Healthy Beverages

Dr. T. Friedan, CDC. AJPH 2010

• Increasing availability of healthy beverages
• Favorable pricing for healthy beverages
• Healthy beverages at eye level
• Point of purchase education
• Reduce serving size of sugar-sweetened beverages
• Serving only healthy beverages at company
meetings and events

Sugar Sweetened Beverage Trends

Green: Healthier choices
•
Beverages with 0 to 25 calories per 12-ounce
serving; skim and 1 percent milk
•
Examples: water; unsweetened tea/coffee; diet
beverages with artificial sweeteners

Rethink Your Drink

Yellow: Better choices, but don’t overdo it
• Beverages with 26 to 100 calories per 12-ounce
serving; 100% fruit/vegetable juice; and
2 percent milk
• Examples: Low-calorie fruit or sports drinks,
100%fruit/vegetable juice and 2 percent milk
Red: Drink sparingly, if at all
•
Beverages with more than 100 calories per 12ounce serving that are high in sugar, calories,
sodium and/or fat
• Examples: fruit drinks, soda, sports drinks, coffee
drinks, whole milk

Brownell KD, Farley T, Willett WC, Popkin BM, Chaloupka FJ, Thompson JW and Ludwig DS: The public health and economic benefits of taxing
sugar-sweetened beverages. N Engl J Med 2009; 361:1599-605

Mean Intake of Added Sugars & Percentage Contribution of
Various Foods Among US Population, by Age

Implementation Plan

Sources of Added Sugars in the Diets of U.S. Population
Ages 2 and Older, NHANES 2005-2006
All Other Food
Categories, 15.4%
Yeast Breads, 2.1%
Tea, 3.5%

Soda, Energy
Drinks, Sports
Drinks, 35.7%

Sugars and Honey,
3.5%
Ready-To-Eat
Cereals, 3.8%

Components
Hopkins sponsored
meetings/events

SSB Reduction Strategies
Red beverage availability: 0% of total offerings

Implementation Date
September 2014

Vending machines

Red beverage availability: ≤20% of total offerings
Green beverage availability: ≥60% of total offerings
Size limitation: ≤12oz./container of red beverages
Price differential: Red beverages $.25 higher than
yellow/green beverages
Product placement: place green beverages at eye level

Cafeterias

Red beverage availability: ≤20% of total offerings
Green beverage availability: ≥60% of total offerings
Size limitation: ≤12oz./container of red beverages
Price differential: Red beverages $.25 higher than
yellow/green beverages
Product placement: place green beverages at eye level

Partial conversion:
September 2014
Note: Contract bid
occurring July 2014
with 5-6 month
timeframe to replace
all machines.
September 2014

Retail Vendors

Red beverage availability: ≤20% of total offerings
September 2014
Green beverage availability: ≥60% of total offerings
rolling forward as
Size limitation: ≤12oz./container
contracts renewed
Price differential: Red beverages $.25 higher than
yellow/green beverages
Product placement: place green beverages at eye level

Statements Supporting Reduction of Sugar-Sweetened Beverages

Candy, 6.1%

Grain-Based
Desserts, 12.9%

Dairy Desserts,
6.5%
Fruit Drinks, 10.5%

Mean Weight According to Trends in
Sugar-Sweetened Soft Drink
Consumption by Women

Kit, B.K., Fakhouri, T.H., Park, S., Nielsen, S.J., Ogden, C.L. (2013). Trends in sugar-sweetened beverage consumption among youth and adults in the United States: 1999-2010. American Journal of Clinical
Nutrition, 98, 180-188.

Relationships Between
Changes in Beverage
Consumption and Weight
Changes Every 4 Years

Mozaffarian, D., Hao, T., Rimm, E.B., Willett, W.C., Hu, F.B. (2011). Changes in diet and lifestyle and long-term weight gain in women and men. New England
Journal of Medicine, 364(25), 2392-2404.

Dashboard

Healthy Beverage Initiative
Subject Matter Experts
Lawrence Appel, MD, MPH, Professor of Medicine, Epidemiology and International Health
(Human Nutrition); Director, Welch Center for Prevention, Epidemiology and Clinical
Research, School of Medicine
Sara Bleich, PhD, Associate Professor, Department of Health Policy and Management, Johns
Hopkins Bloomberg School of Public Health
Roger Blumenthal, MD, Professor , Department of Medicine / Cardiology, Director of the
Ciccarone Preventive Cardiology Center, School of Medicine
Benjamin Caballero, M.D., M.Sc., Ph.D., Professor of International Health, School of
Public Health and Professor of Pediatrics, School of Medicine
Thomas Donner, MD, Associate Professor Medicine / Endocrinology; Director, Johns
Hopkins Diabetes Center, School of Medicine
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Leadership Competencies for Johns Hopkins Leaders
Human Resources

Purpose / Picture for Developing Leaders at All Levels

•

•

•

To provide a detailed
description of leadership to aid
in the development of leaders.
To help leaders develop their
skills, knowledge, and abilities in
order to successfully perform
in current and future leadership
roles

Why now?
•

•
•

•
•
•
•

Acting Strategically

Need to create and sustain a
Leadership Talent Pipeline
for JHM
Driven by current and future
JHM Strategic Priorities
Demographics

Does not replace being
technically competent

•
•
•
•

Interviewed and surveyed a total of 71 JHU and JHM Officers
Established Leadership Competency Advisory Committee – 24 JHU
and JHM leaders
Finalized leadership competencies for the Johns Hopkins Enterprise
Established four levels of leadership within the competency model
Developed interview questions, learning activities, e-learning,
instructor-led courses, books
Determined points of integration of the finalized leadership
competency model into leadership processes

Behavior Descriptive
Interview Questions

Plan – How the 12 Leadership Competencies were Developed
•
•

Champion the concept and purpose of leadership competencies at
JHU/JHM
Model the leadership competencies
Utilize competencies in decisions involving compensation, searches,
promotions, development, and internal/external selections
Use the established HR tools and resources to support the process
Hold self and others accountable

JHU / JHM Leadership Competency Model

Behaviors

Why create a Leadership
Competency Model?

•

Position

Performance Management
• 360 Feedback
• Success Factors
• Competencies
Learning & Professional Development
• Center for Career Development
• Leadership Development Strategy
• Coaching and Mentoring
Leadership & Succession Planning
• Succession Management Strategy
• Leadership Competencies
• Executive Position Profiles

Results

Acts as a catalyst for organizational change by building a shared vision with others which ensures alignment
of the organization’s vision, strategic plan, mission, and values in light of internal and external trends;
influences others to translate vision into action; identifies and articulates the strategic goals and direction of
the organization, division, or group which support organizational change; aligns day to day activities around
broader organizational goals and objectives; prioritizes resources based on the strategic objectives of the
organization; recognizes and rewards staff based on how their actions support the broader needs of the
organization.

First-Line Supervisor
(work unit leaders who lead work
groups, clinics or project teams, e.g.,
clinic supervisors, team leads and
administrative supervisors)

Mid-Level Manager
(those in charge of a small
department e.g., division chief,
center director and clinic or admin
managers, assistant administrators,
associate administrators)

Senior Managers and
Functional Leader
(those in charge of a large
department or function e.g., sr.
directors, administrators,
department chairs, clinical directors)

Executive Leader
(those responsible for the overall
functioning and outcomes of the
organization, e.g., President, Vice
Presidents, Deans and Vice Deans,
Provost, Vice Provosts, Associate
Provosts)

 Accepts the usefulness of
strategy to future success;
 Understands how change
happens;
 Understand complex strategy;
 Can simplify messages enough to
help people
 Plans discussions in a manner
that is not overly simplistic or
overly tactical;
 Welcomes suggestions and input;
 Assists direct reports in
understanding how their day to
day jobs link to the organizational
strategy;
 Maintains patience with those
who do not understand or share
the same vision and sense of
purpose;
 Avoids leaving people behind.

 Is optimistic;
 Demonstrates comfort in both
long-term planning and the
tactical here and now;
 Possesses broad knowledge and
perspective of the industry and
marketplace;
 Talks beyond today;
 Anticipates future consequences
and trends accurately;
 Creates mileposts and symbols to
rally support behind the vision;
 Can inspire and motivate entire
units or departments;
 Is able to articulate a vision
verbally and in writing to
members of the organization.

 Creates vision;
 Talks about possibilities;
 Can synthesize pieces of
information to develop strategy;
 Develops a strategic plan;
 Pulls resources together
effectively;
 Delegates tasks to subordinates
as appropriate;
 Clearly articulates and promotes
the significance and impact of
employee contributions to
promoting and achieving
organizational goals;
 Can effectively communicate a
compelling and inspired vision or
sense of core purpose;
 Inspires others to share the
vision.

 Is able to ensure the vision is
shared by everyone;
 Possesses strategic vision;
 Is future oriented;
 Is comfortable speculating on the
unknown future;
 Conveys strategic vision verbally
and in writing to members of the
organization;
 Articulates goals for the future to
members of the organization;
 Synthesizes information to create
a strategic view for the
organization;
 Is charismatic or passionate
enough to excite and energize
others;
 Can fund the vision.

1. Tell us about a time when you
demonstrated that you were
able to think strategically and
suggested processes to increase
overall effectiveness and
accomplish goals. How recent
was this? What were you able to
accomplish?
2. Describe a time when you helped
members of your work unit
understand how the day-to-day
tasks and priorities relate to
strategic goals. What did you
do? What was the outcome?
3. Describe a time when you have
led a group in a discussion
regarding plans for the future.
What was your role? How
recently was this? How often did
this happen?

1. Describe a time when you helped 1. Talk about a time the strategic
1. Give us an example of when you
members of your work unit
plan did not achieve the results
had to communicate the
create a vision for the future.
you desired. What would you
organization’s vision and strategic
have done differently to get the
plan with conviction, translate
2. Describe how you have
desired outcomes?
the organization’s strategy into
contributed to the strategic
meaningful plans for the future
planning process. What input did 2. Describe a time when you
and connect them to the
you provide? How was this input
successfully inspired others inside
employee’s daily work. What was
used?
and outside your department to
the situation? What did you do?
establish a shared vision. What
3. Describe a time when your
How did you involve your
was the situation? What did you
actions and words inspired and
leadership team? What was the
do? What was the outcome?
motivated an entire work group.
outcome?
What was the situation? What
3. Tell us about a time when you
were the results?
anticipated the future and made 2. Tell us about a time when you
systematically investigated,
changes to current
4. Describe how you go about
identified, and implemented
responsibilities/operations to
obtaining broad knowledge and
action plans to solve deep-rooted
meet future needs. What did
perspective of your professional
complex issues having faryou do? What was outcome?
field. Give an example where you
reaching organizational impact.
applied that to a successful
What did you do? What was
initiative.
outcome?

Acting Strategically

Self-Directed Learning Resources and Activities

Part – The Role Played by Leaders

Professional
Development Courses

Develop

Learning Activities
 Work on a team forming a joint venture, partnership, or studying a possible
acquisition
 Launch a new product, service, or process
 Do a feasibility study on an important opportunity and make
recommendations to those who will decide
 Write a proposal for a new policy, process, mission, charter, product,
service, or system, and present and sell it to a higher management level
 Study the history of a similar situation and draw parallels for a current
business issue or problem, and present your findings to others for comment
 Study and summarize a new trend, and present your findings to others for
comment
 Work on a project that involves travel and study of an international issue
and report back to management
 Do a competitive analysis of your organization’s products or services or
position in the marketplace, and present it to the people involved
 Work on a team studying a possible acquisition
 Work on a project for a separate Hopkins affiliate which will expose the
manager to the new culture
 Join a recruitment committee charged with filling a key position at another
Hopkins facility
 Ensure that department members develop goals based on JHM’s strategic
priorities
 Lead a team around a change effort
 Sit on a board or leadership committee to gain exposure to strategic
discussions
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E-Learning Courses (SkillSoft)
 Leadership Essentials: Communicating Vision
 Developing the Strategic Thinking Skill of Seeing the Big Picture
 Moving from Operational Management to Strategic Thinker Simulation
 Using Strategic Thinking Skills
 Developing and Deploying Strategic Plans
 Cross-functional Strategic Management
 Developing the Capacity to Think Strategically
 Business Management and Strategy: HR and the Strategic Planning Process
 Business Execution: Understanding the Fundamentals
 Managing Change: Understanding Change
 Strategic Decision Making
 Strategic Planning and Risk Management

Instructor Based Courses
JHU
 Thinking Outside of the Box: Creativity and Innovation at Work
 Creating New Workplace Initiatives
 Systems Thinking and Strategic Planning
 Critical Thinking for Today’s Employee
JHM
 Making the Vision Real – Developing Vision
 Goal Setting
 Managing Change

Builds effective networks, working relationships, and alliances with a broad range of stakeholders (both internal and external) in order to
Establishing Relationships collaborate effectively within divisions and across boundaries. Can relate to all kinds of people regardless of background; finds topics and
common interests that they can use to build rapport with others.

Developing
Talent

Inspiring and Motivating
Others

Provides guidance and feedback to help others strengthen knowledge/skills needed to accomplish tasks, solve problems, and perform
effectively. Guides and supports the professional development of individuals so that they can fulfill future job/role responsibilities, define
career goals, and establish development plans to achieve them; gives people constructive, developmental feedback and advice. Invests time
and resources into building the capabilities of team members.
Fosters commitment and cohesiveness by motivating, guiding, and facilitating cooperation within the organization toward goal
accomplishments. Can persuade others, build consensus, and ensure cooperation from others to gain genuine acceptance for ideas and
accomplish “win-win” solutions. Emphasizes the importance of people's contributions; lets staff know why their work is important and how it
will benefit themselves and others; ties work activities to people's personal career goals and life interests.

Demonstrating Emotional Exercises self-leadership, self-awareness, and self-regulation; manages emotions so that they are expressed appropriately; leads others by
Intelligence
showcasing adaptability, empathy, and social skills.
Acting with Integrity

Acting Strategically

Interacts with others in a way that is seen as direct and truthful; ensures confidence in individual and organizational motives and
representations. Acts in a way that is consistent with personal and organizational values by keeping confidences, promises, and commitments.
Clearly states goals and beliefs; informs people of their true intentions; does what they say they will do; follows through on commitments.
Makes long-range plans by formulating business objectives and setting priorities which support organizational change in light of internal and
external trends. Aligns day to day activities around broader organizational goals and objectives; prioritizes resources based on the strategic
objectives of the organization; recognizes and rewards staff based on how their actions support the broader needs of the organization.

Advocates for change initiatives so that all stakeholders understand, appreciate and support new programs or projects; Strongly supports the
Managing and
continual need for change; Thinks through potential positive and negative outcomes; Supports people in their efforts to try new things;
Championing Change
Involves those affected by a change in planning and implementation; Helps workgroups develop practical implementation steps to improve
processes, methods, and services.
Understands the capacity, ability, and potential results of internal and external stakeholders as well as politics on organizational functioning and
success. Understands the value and ability of internal and external stakeholders, as well as the effect of culture and politics on org function.
Navigating Organizations
Understands how work gets done in organizations; builds networks that allow them to efficiently drive projects through the organizational
structure; maximizes productivity while staying within constraints of formal organizational policies and rules.
Speaks and writes clearly, conveys information in a concise, organized, and logical manner. Is adept at tailoring the message to fit the interests
Communicating Effectively and needs of the audience. Listens attentively and exercises tact, discretion, and diplomacy when interacting with members of the
organization and stakeholders.
Treats all people with dignity and respect by being fair and consistent. Demonstrates an open-minded approach to understanding people
regardless of their gender, age, race, national origin, religion, ethnicity, disability status, or other characteristics. Challenges bias and
Promoting Diversity and
intolerance. Develops all-inclusive groups in the realms of social interaction and communication. Shows respect for the beliefs and traditions of
Inclusion
others; encourages and promotes practices that support cultural diversity; discourages behaviors or practices that may be perceived as unfair,
biased, or critical toward people with certain backgrounds.
Sets clear performance expectations and objectives for self and others; evaluates work performance and provides feedback to others;
Holding Self and Others
recommends proper training and coaching when appropriate; ensures recognition for positive results and takes corrective actions to resolve
Accountable
performance problems as appropriate.
Challenges the status quo; Encourages people to question existing methods, practices, and assumptions; Supports people in their efforts to
Enabling Innovation
come up with creative, new ways of doing things; Effectively manages the creative process of others to produce a wide range of ideas and
through Creativity
suggestions; Displays good judgment about which creative ideas will work; Effectively balances risks and opportunities.

