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	Meeting Title:
	NYP/Q DSRIP
Hospital-Home Care Project Sub-Committee
	Meeting Date:
	May 19, 2016

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	10:00 AM – 10:30 AM

	Dial in #:
	(877) 594-8353
	Passcode:
	79706143#


Meeting Purpose: 
	
1. DSRIP Project Implementation – Milestones & Tasks



	
#
	Topic
	Document
	Responsible Person


	1.
	Welcome & Purpose
	-
	C. Keane

	2.
	Approve Meeting Minutes – 4/21/16
	

	C. Keane

	3.
	Root Cause Analysis  Meeting
· Friday May 20th 10am-12pm
· Registration is open
	--
	C. Keane

	4.
	Proj. Requirement #2 Due 3/30/2017
Ensure home care staff have knowledge and skills to identify and respond to patient risks for readmission, as well as to support evidence-based medicine and chronic care management.
· Annual Training Plan & Tracking Process
· EHR Capability to Track Data
· Required Data for Quarterly Reporting to DOH (attachment)
	

	C. Keane

	6.
	Project Performance Metrics
	

	K. Fung
S. Kalinowski

	7.
	DY2, Q1 (Ends June 30th) and DY2, Q2 (Ends September 30th) Deliverables
	

	S. Kalinowski

	8.
	Questions & Open Discussion
	-
	C. Keane

	9.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project –HHC Project Sub-Committee

Project Committee Meeting

March 17th, 2016 10:00pm – 10:30pm EST

	

Attendees: C.Durham (SelfHelp), D. Friedman (Centerlight), A. Cheng(Revival),A. Simmons (NYPQ) M.Hay (NYPQ), C. Duffy (St. Mary), C. Keane (NYPQ),C. Coon (VNS) M. D’Urso (NYP/Q), S. Kalinowski (NYP/Q), P. Mezei (Americare)

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting minutes

· Root Cause Analysis-Case

· RHO Connectivity Status

· Advance Care Planning Tools

· Upcoming Milestone: Best Practices 

· Question &Discussion

		· N/A



		2. Approve Meeting minutes:

 

 Team

 

		· Committee reviewed the minutes from 3/17/16 Meeting for approval.



		· Committee unanimously reviewed and approved minutes.



		3. Root Cause Analysis:



Team

		· There is a Root Cause Analysis on May 20th 2016 at NYPQ starting with an educational session by Caroline Keane.

		· PMO will email out registration forms

· Partners will email PMO registration forms with attendees.



		4. RHIO Connectivity Status:





		· M. Hay gave an overview of the progress made on the RHIO throughout the PPS.

· If there are any questions or concerns please feel free to reach out to Marlon Hay or Cory McConnell.

· All Partners must be connected to RHIO



		· Partners must reach out to IT PMO if there are any questions .



		5. Advance Care Planning Tools:

C. Keane

		· The Advanced Care Planning Tools was approved at the Clinical integration meeting on 3/22/16.

· All partners must be trained on INTERACT.



		· Partner should email PMO if they have training needs.



		6. Upcoming Milestone: Best Practices:



S. Kalinowski

		· Partners must crate PPS wide document for Approval.

· Partners are encouraged to share their current best practices with the committee.

· St Mary is currently using IVR phone calls to prevent re-admissions.

		· Partners should email PMO their current best practices. 
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Data Source
Documentation to be Provided Upon Requirement 


Completion by PPS
Documentation Validation Process


List of training dates along with number 


of staff trained.


Provide an inventory of trainings completed to date 


upon milestone completion. For each training provide: 


date of the training, the nature of the training (focus area 


or topic), format of the training (in person or online, 


etc.), as well as the number of staff trained.


The IA will potentially request and review a random sample 


of training events including requesting training materials, as 


well as sign in sheets to substantiate the number of staff 


trained.


Written training materials.


PPS must upload a document that articulates the


inventory of training materials developed for this


project.


The IA will potentially request and review a random sample 


of training events including requesting training materials, as 


well as sign in sheets to substantiate the number of staff 


trained.


Data Source
Documentation to be Provided Upon Requirement 


Completion by PPS
Documentation Validation Process


Evidence-based practice guidelines.
Documentation of policy surrounding evidence-based 


guidelines and the sources of the guidelines used.


The IA will review evidence-based practice guidelines to 


ensure that the PPS is utilizing collaborative evidence-based 


standards of care.


Implementation plan.


Documentation detailing how the evidence- based 


guidelines will be implemented for chronic-condition 


management.


The IA will review the documentation to ensure it 


sufficiently meets the project requirement.


Project Requirement 2: Ensure home care staff have knowledge and skills to identify and respond to patient 


risks for readmission, as well as to support evidence-based medicine and chronic care management.


Metric: Staff trained on care model, specific to:


-     Patient risks for readmission.


-     Evidence-based preventive medicine.


-    Chronic disease management.


Metric: Evidence-based guidelines for chronic-condition management implemented.
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Project 2.b.v, 2.b.vii, 2.b.viii- Long-Term Care 
 


Any admission that could have been 
avoided if the patient had received 
proper preventive care services 
 


Any visit that could have been avoided if 
the patient had received proper 
preventive care services 


Prevention Quality Indicators (PQI/PDI):  Conditions which good 
outpatient care can potentially prevent the need for hospitalization 
or for which early intervention can prevent complications or more 
severe disease 


Annual Target: 1,799.64 


Annual Target:1,268.07 


Annual Target:36.91 


Access to Preventive Care: Adults who had an ambulatory or preventive care visit 


Access to Primary Care: Children who had a visit with a primary care provider 


0.55 


1.11 


0.55 


83.45 


91.33 


94.16 
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Adult Access Preventive by Age  
On Target Not on Target Measure Result Annual Target


0.13 


1.48 


1.14 


0.07 96.31 
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97.83 


95.38 


97.45 
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12 to 24 Months 25 months to 6
years old


7 to 11 years old 12 to 19 years old


Child Access - Primary Care by Age 
Not on Target On Target Measure Result Annual Target


Annual Target: 580.21 





		Project 2.b.v, 2.b.vii, 2.b.viii- Long-Term Care�
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Project 2.b.viii -- Hospital - Home Care Collaboration


Row Labels


2.b.viii


DY2, Q1


Project Requirement


Task Step 1...As a clinical sub-committee, identify the top clinical indicators that best represent the patient population, 


Task Step 10... Establish reporting expectations to review the performance of the best practices implemented to include 


Task Step 11.. Quarterly reports will be provided to the clinical sub-committee for reviews of the effectiveness of the standard. 


Task Step 2...Communicate the PPS best practice utilizing the clinical subcommittee for review & revisions.


Task Step 2...Establish baselines, risk adjusted as needed, of clinical indicators identified for all committed partners and 


Task Step 3...Identify risks associated with indicators as they relate to the requirements of the project to ensure adequate 


Task Step 3...Partner with partner IT teams to maximize capabilities of EHR & RHIO systems or to create access to platforms 


to ensure proper access to allow reviews for medication reconciliation or previous services such as lab or diagnostic testing.


Task Step 4...Identify tools such as Amalgam Population Health and/or Allscripts Care Director Analytics as the source of 


Task Step 4...Input training schedule into Performance Logic (PMO Tool) to establish expectations of timing & deliverables.


Task Step 4...Publish and communicate the approved PPS wide best practice standard to all partners with an expectation of 


timing for implementation as well as staff training & ongoing training. This includes the roll-out of Allscripts Care Director as 


Task Step 4...Utilize PMO clinical staff to communicate the training modules to all partners to define expectations of frequency 


Task Step 5...Communicate training expectations to all partners committed to the INTERACT project.


Task Step 5...Create a communication channel directly to the PMO clinical staff to provide ongoing feedback on processes.


Task Step 5...Gain access to Allscripts Care Director, PPS Population health management tool, for those partners who do not 


Task Step 5...Input expectations into Performance Logic for monthly partner progress updates.


Task Step 5...Publish & communicate the plan approved to all partners with expectations of timing for training roll-out.


Task Step 6... Load training expectations for staff into Performance Logic


Task Step 6...Create a reporting process to the PMO clinical staff for implementation of the tools as well as feedback on 


Task Step 6...Establish a performance reporting process to track implementation, progress, and impact of changes by location 


Task Step 6...Input expectations into Performance Logic for monthly partner progress updates.


Task Step 7.. .Allscripts Care Director will be the primary tool utilized by partners; identify partners without access & assign 


Task Step 7... Load training expectations into Performance Logic


Task Step 7...Establish reporting expectations for all indicators to be compiled & reported to the clinical sub-committee and 


Clinical Integration Committee for review & clinical process recommendations for changes to positively affect individual 


Task Step 9...Provide patient/caregiver training on engagement in care planning.







DY2, Q2


Project Requirement


Task Step 3...Utilize existing capabilities to connect organizations with immediate needs & those with capacity.


Task Step 4...Empower the home care coordinator to ensure communication by the health care providers is coordinated.


Task Step 4...Provide updates to the clinical sub-committee as to telehealth/telemedicine expansions or collaborations.
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