Southcoast Tobey Hospital

WAREHAM, MA

$355 817 In an effort to enhance its disease management program and improve care man-

9 agement for chronic diseases, Southcoast Tobey Hospital created a diabetes
AWARD EXPENDED care management team modeled on the Cleveland Clinic’s approach to diabetes
management. It trained registered nurses at the hospital in advanced diabetes
care. The hospital hired a diabetes nurse navigator and four community health
workers to support diabetes patients and their families in the community through

primary care sites.

RAPID-CYCLE PILOT
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COMMUNITY HEALTH WORKER HOME VISITS.

CHART PHASE 2 AWARD

The three hospitals in Southcoast Health System collectively received a CHART Phase 2 joint
award to enhance care for patients with behavioral health conditions and high utilizers. Specifi-
cally, Southcoast will focus on reducing emergency department revisits for behavioral health
patients, and reducing 30-day readmissions for inpatient high utilizers. These complex programs
will draw from CHART Phase 1 activities, including utilization of the Southcoast Asset Map of
community providers as well as operational insights from experiences in CHART Phase 1 pilots.
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