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	Meeting Title:
	NYP/Q DSRIP Clinical Integaration Committee
	Meeting Date:
	January 13, 2016

	Facilitator(s):
	Anthony Somogyi ,M.D. & Maria D’Urso, RN
	Meeting Time:
	3:00 PM – 4:00 PM

	Dial in #:
	877-781-9807
	Passcode:
	1104725#


Meeting Purpose: 
	
1. Review & approve best practices & recommendations from clinical project sub-committees
2. Review Q4 Deliverables




	
#
	Topic
	Document
	Responsible Person


	1.
	Welcome & Purpose
	-
	A. Somogyi, MD

	2.
	Approve Meeting Minutes – 11/30/15 
	
[bookmark: _GoBack]
	A. Somogyi, MD

	3.
	Project 2.a.ii (PCMH)
· Physician Champion Role
· Care Coordinator Responsibilities
	

	M. D’Urso, RN

	4.
	Project 2.b.vii (INTERACT)
· Facility Champion
	

	C.Keane, RN

	5.
	Questions & Open Discussion
	-
	-

	6.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens

NYP/Q DSRIP – Clinical Integration Committee Meeting

K.W. Board Room

November 30, 2015 9:00 AM – 10:00 AM EST



Attendees:  Maureen Buglino; Maria D’Urso; Crystal Cheng; Amanda Simmons (phone); Peggy Cartmell; Anthony Somogyi, MD; Caroline Keane; Kenneth Ong, MD; David Rubin, MD (phone); Hadi Jabbar, MD (phone); Sarah Kalinowski

		Topic

		Discussion

		Actions



		1.  Agenda:

		· Welcome / Purpose of Meeting

· Committee Charter

· Best Practices (Approved by attendees this meeting)

· 2.a.ii – PCMH 

· 2.b.vii – INTERACT 

· 3.a.i – Primary Care & Behavioral Health

· 3.b.i – Cardiovascular

· Q3 Deliverables

· Questions & Open Discussion

		· None noted



		2. Welcome / Purpose of Meeting



		· A. Somogyi, MD reviewed the attendee list in order to narrow it down into a working group

· Remove the co-chairs , they can be added ad hoc per chair

		· S. Kalinowski to update and check on the RHIO representative (Healthix), Tom Moore



		3. Committee Charter

		· S. Kalinowski reviewed the approved Clinical Integration / Population Health Management Committee Charter

· Goal 7 – Establish monthly / quarterly project status reports to the PMO & Executive Committee. A Somogyi, MD inquired if there are templates. This is being worked on within Performance Reporting as Standard Reporting Package

		· S. Kalinowski to work on streamlining reporting process between the Committee Meeting and the Committee Chair Check-in Calls



		4. Best Practices



		· 2.a.ii (PCMH) – Divided into three cohorts. The first cohort is planned to submit for upgrade to the 2014 standards by June, 2016. Two main organizations, Brightpoint Health and Community Healthcare Network (CHN) will be ready for submission Q1 2016 (CY) at the latest. Other partners will submit in Q2 2016 (CY).

· 2.b.vii (INTERACT) – Ongoing meetings with nursing home partners to encourage them to adopt the INTERACT principles. Any NYP/Q system changes take longer due to NYP governance review, therefore IT needs to be made aware as soon as possible to make updates. It may also be helpful to note that the changes are DSRIP related. 

· C. Keane recommended compiling a daily list of hospital discharges to be entered daily into Allscripts Care Manager.

· 3.a.i (Primary Care & Behavioral Health) – Best practice were agreed upon by PPS partners as they all are already using PHQ-2 and 9. There’s also SBIRT, HEDIS, and CAGE. In terms of MAX series from DOH, Brightpoint Health agreed to participate in the co-location MAX series project. The age threshold is 18 years and older for specific project metrics but the PPS would like to include pediatrics. PPS has already reached out to KPMG for guidance on age requirements.

· 3.b.i (Cardiovascular) – It is important to adopt one standard so there is a common language amongst everyone

· Upon a motion made by M. Buglino and seconded by K. Ong, MD, all four best practice documents were unanimously approved

		· DSRIP PMO to look into hiring staff for data entry into Care Management tool



		5. Q3 Deliverables

		· Reviewed Q3 Deliverable line items

		· None noted



		6. Questions & Open Discussion

		· There has been a refinement in the cardiovascular project (3.b.i). We are currently awaiting written confirmation from the DOH that Nursing Homes are to be excluded.

· [bookmark: _GoBack]H. Jabbar, MD can add Asthma Coalition attendees ad hoc if necessary and pertinent to Clinical Integration Committee Meeting

		· S. Kalinowski to reach out to KPMG again for written confirmation of nursing home exclusion from the cardiovascular project
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Document Title: Roles and responsibilities of the care coordinator at Patient
Centered Medical Home (PCMH) level 3, 2014 NCQA standards
site.
Project 2.a.ii

Approving Committee: Informational only

Approval Date: NA

Document This document serves to outline general responsibilities of the care

Objective/Summary: coordinator at a PCMH site

The NYP/Q PPS will implement Project 2.a.ii. The PPS recognizes the importance of care
coordination for patient-centric care. To ensure that there is consistency across the PPS in the
care coordination process, the PPS will adopt jointly agreed upon roles and responsibilities of the
care coordinator. The PPS will also engage HANY PCMH Advisory Services to create these
tasks. Participating providers in this project will utilize these as guidelines to coordinate patient
care.

Roles and Responsibilities

e Assists all patients through the healthcare system by acting as a patient advocate and
navigator.

e Facilitates health and disease patient education.

e Supports patient self-management of disease and behavior modification interventions.

e Coordinates continuity of patient care with external healthcare organizations and
facilities, including the process hospital admission and discharge and referrals from the
primary care provider to a specialty care provider.

e Coordinates continuity of patient care with patients and families following hospital
admission, discharge, and ER visits.

e Proactively outreaches to high risk patients and manages their care, including
management of patients selected for care management, and the registry.

e Assists all support staff in daily patient interactions as needed.

e Promotes clear communication amongst a care team and treating clinicians by ensuring
awareness regarding patient care plans.

e Facilitates patient medication management based upon standing orders and protocols.

e Participates in all care team activities, such as huddles, team meetings and quality
improvement initiatives.

e Participates in quality improvement activities, collecting and analyzing data.

NYP/Q PPS PCMH Care Coordinator
Updated: 12/6/2015
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Document Title: Roles and responsibilities of the physician champion at Patient
Centered Medical Home (PCMH) level 3, 2014 NCQA standards
sites
Project 2.a.ii

Approving Committee: Informational only

Approval Date: NA

Document This document serves to outline general responsibilities of the

Objective/Summary: physician champion for PCMH transformation sites.

The NYP/Q PPS will implement Project 2.a.ii, PCMH, at sites across the PPS. In order to ensure
a successful transformation process for these sites, the PPS is appointing a physician champion at
each site. The physician champion will partner with HANY PCMH Advisory Services to ensure
buy-in from the team and an effective roll out of processes. There are seven identified key
concepts that the PPS may consider while selecting persons for the role of physician champion:

1.

Be able to define organizational values and work towards creating a culture open to change
amongst the care team.

Understand how the roles of care team members change in a patient-centered medical home.
Patients are cared for by a team, which can include the patient's PCP, mid-level clinician, medical
assistants, nurses, care managers, social workers, and dieticians.

The PCMH care team manages the care of patients with complex conditions, coordinates care
transitions, and work to improve operational efficiencies within the PCMH.

PCMH champions are a must to create the strategic vision and drive the investment necessary to
create the needed infrastructure.

Successful PCMHs focus on asking patients when and how they want their care. Access is
flexible and patient centered.

A PCMH maximizes Technology.

Physician champions need to provide ongoing support.

To make certain that there is consistency among the role across sites the PPS has outlined the
general responsibilities of the PCMH physician champion.

Roles and Responsibilities

Qualities and Skills:

Commitment, support and passion for the patient-centered medical home model
Capacity and readiness to perform in a leadership role to endorse and implement required
changes

Respected within the practice and/or organization as measured by credibility,
approachability, and capability to motivate others

Has a favorable reputation, attitude, and generally a pleasant demeanor among peers and
PCMH/DSRIP teams/Administration

NYP/Q PPS PCMH Physician Champion
Updated: 12/6/2015
Adapted from HANYS PCMH Advisory Services Materials on PCMH






I NewYork-Presbyterian

~1Queens

e Aptitude to successfully drive change and manage resistance
e Strong communication skills
e Knowledgeable and proficient with EMR

Responsibilities:

Administrative
Leadership:

Serves as the liaison between CMO and other physicians
Expected to be the go to person for escalations and reinforcement with
other providers

o This would also be supported by administration—the PCMH
Champion needs to feel empowered to make clinical and process
decisions and hold physicians accountable for new workflows and
policy expectations

o Also would be the voice alongside the project manager to escalate
needs to CFO, COO, CMO in the form of resources, finances,
staffing etc.

Firm understanding of DSRIP, PCMH and direction of healthcare delivery
and reimbursement models

o Partner with Project Manager and PCMH team to educate
clinicians and staff on goals and standards

o Report monthly updates to appropriate parties

Participate on most calls related to the PCMH project:

o Partake in regular PCMH education sessions that consist of
clinicians and key staff members and PCMH project team for
training, education, and data reporting

= Supporting presenters and help field questions from
clinicians

» Lend insight, offer suggestion, and learn from other best
practices

o Certain EMR vendor calls for system builds/new documentation
processes, as applicable

Change and
Culture
Leadership:

Set the overall tone of the project for the PCMH team, DSRIP teams, and
throughout the organization
o Be the positive voice of the project and work with PCMH team on
strategies to turn “negativity” around using studies, future of
healthcare etc. . . .
o From peers especially who may not see PCMH and DSRIP
initiatives as a worthy cause due to existing overburdened agendas
o Be available by phone/email/brief meetings with providers in the
groups
Confident in motivating change to physician practices including schedules
and documentation
Approach new workflows with a solution based focus such as “how can
we make this work™
Willingness to proactively collaborate with practice management and IT

NYP/Q PPS PCMH Physician Champion

Updated: 12/6/2015

Adapted from HANYS PCMH Advisory Services Materials on PCMH
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teams to develop workflows, documentation and reporting
Clinical and Full understanding of “staff working at the top of their skill set” —
Quiality Knowing what different skill levels can do within their scope
Leadership Be up to date on ever changing standards of evidence based practices

(preventative measures, disease mgmt., immunizations etc. . .)

Have a grasp on general patient populations, disease entities that are
highly visible in practice

Make the appropriate clinical judgments in the best interest of improving
patient outcomes when selecting specific initiatives and PI/QI initiatives
throughout the PCMH Standards and DSRIP domains

Embrace quality reporting at practice and provider levels

NYP/Q PPS PCMH Physician Champion

Updated: 12/6/2015

Adapted from HANYS PCMH Advisory Services Materials on PCMH
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		Document Title:

		INTERACT Facility Champion Responsibilities

Project 2.b.vii



		Approving Committee:

		Clinical Integration Committee



		Approval Date:

		TBD



		Document Objective/Summary:

		This document serves to outline general responsibilities of the facility champion for the implementation of the INTERACT tool





	

To ensure the success of the INTERACT project implementation across PPS partners, sites participating in the project will select a facility champion(s) for the roll out of the INTERACT tool. The INTERACT facility champions will support the PPS planning and roll out process for the tool and will exemplify the following: 

1. Act as a resource to the facility staff and partner SNFs implementing and utilizing INTERACT

2. Be trained as an INTERACT CIC (as needed/appropriate)

3. Be able to define organizational values and work toward creating a culture open to change 

4. Have a thorough understanding of the roles within the INTERACT modules

The facility champion responsibilities will include:

1. Attend and contribute to the PPS INTERACT project meetings

2. Provide lessons learned to SNF partners based on the implementation process at the facility

3. Work with facility administration and staff to triage issues and/or concerns with the tool usage or roll out process

4. Report to the PPS on quality metrics as needed for rapid cycle improvement in the PPS

5. Partake in education sessions as needed on INTERACT and/or best practices related to the project

INTERACT champion(s) will be engaged throughout the life of the DSRIP project and will work with the PPS to help reduce avoidable patient readmissions from the SNF to the hospital. 



NYP/Q PPS INTERACT Facility Champion

Updated: 01/12/2016
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