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First Curve of Population Health

Targeted patient education (disease specific)

Volume-based reimbursement

Workplace competencies and education lack 
population health focus

Health IT has limited access and data mining & 
does not possess population health analysis

Limited Community Partnerships

Second Curve of Population Health

Proactive and systematic patient education

Value-based reimbursement

Workplace competencies and education on 
population health

Health IT that supports risk-stratification of 
patients with real-time accessibility

Mature community partnerships that work 
together on community-based solutions

The First & Second 
Curves of Population 

Health

Source: Health Research & Educational Trust, 2014;
Reprinted in Trustee Magazine, May 2014
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•OP Specialty and Subspecialty Services
•Vascular
•Cardiology
•Surgery
•Chronic Dialysis
•HIV/ AIDS Services

•Dental Services
•Urgent Care
•Complementary Medicine

Ambulatory Care

•OP Mental Health
•OP Substance Abuse

•Prevention and Wellness Programs
•Health Disparities Research
•Clinical Trials
•Pharmaceutical Trials

Education, Outreach, Research

•Bon Secours Hospital
•IP Acute Care
•Emergency Department
•IP Behavioral Health

Acute and Post-Acute Care

•Other Providers
•UMMS, MD General
•St. Agnes
•Sinai
•FutureCare, etc.

•Bon Secours Community Works
•Family Support Center
•Women’s Resource Center
•Open Space Management
•Housing
•Workforce Development
•Financial Services 
•Youth Employment

Community Support Services

•Other Providers

•BCHD – Healthy Baltimore 2015
•DHMH – Health Care Reform Coordinating 
Council
•CHRC –Health Enterprise Zone

State and Local Public Health

•Imaging
•Lab
•Pharmacy & Medication Management

Diagnostic and Ancillary Services

Applying the Medical Neighborhood Concept
Bon Secours Baltimore Health System & West Baltimore

Family Patient

Family

Patient

•Primary Care
•Patient Navigators
•Chronic Disease Management

Patient Centered Medical Home

•Linkages to Specialty Care

Community
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Evolution of Partnerships
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Operation Reach Out 
Southwest

West Baltimore Primary Care 
Access Collaboration

Southwest Partnership
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What is the Health Enterprise Zone 
(HEZ) Initiative?

• A project of the Lt. Governor, State Health Department 
(DHMH), and Maryland Community Health Resources 
Commission(CHRC)

• 4 year pilot project with a budget of $4 million per year
• The HEZ initiative aims to:

1) Reduce health disparities among racial and ethnic minority 
populations and among geographic areas

2) Improve health care access and health outcomes in underserved 
communities

3) Reduce health care costs and hospital admissions and re-
admissions



WBPCAC Members

SENATOR VERNA JONES-RODWELL
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http://www.umaryland.edu/
http://www.stagnes.org/
http://equity-matters.com/


Care Coordination
Program Component Description
Target Population High Utilizers

Referral Source HEZ Hospitals (5)

Staffing Model Includes Program Coordinator, Scheduler, Nurse Care Coordinator, 
Community Health Workers/Health Coaches

Program Elements Two-Tier System
• 30 Day Intervention – All High Utilizers
• 60 Day Intervention – Subset of High Utilizers requiring additional 

support post 30 day intervention

Tools and Technology Three complimentary technology systems: CARMA, Care at Hand and 
CRISP

Evaluation 6 Months Pre-Intervention and 6 Months Post-Intervention using CRISP 
Reporting

Hospital Referral 
Enrollment in Care 

Coordination 
Program

Create & Execute   
Care Plan

Provide Support      
30 – 60 days

Completion of 
Program
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Strategy 2 – Community-Based Risk Factor Reduction

Increased 
Identification 
and Screening 
of Residents 

with CVD or at 
Risk for CVD

Recruitment of 
Primary Care 
Professionals

Health 
Careers 

Scholarships

Physical 
Activity

Community 
Partnership 

Grants

Patient 
Education
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HEZ: More than Additional Physician Care
1. Community health workers performing care coordination, 

especially targeting high utilizers.
2. Transportation services
3. Behavioral health care
4. School based health care
5. Social Workers
6. Dental Care
7. Care Teams that coordinate health and social services for 

high needs patients
8. Lifestyle modification
9. Health education and health promotion
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Outcome – Readmission Rate Reduction

★
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Outcome – Improved Quality of Care

West Baltimore★

★
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Lessons Learned
• Partners/Model Complexity

– Clear roles and responsibilities
– Ongoing engagement and dialogue 
– Competing priorities and multiple care coordination efforts

• Patient Population Challenges (trust, transient, basic resources)
– Ongoing communication and dialogue
– Flexibility and agility with shift of focus/scope

• Sustainability
– Plan for sustainability early on and have funding sources lined up

• Access to Impact and Outcome Data
– Identify and confirm sources of program data and access upfront
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