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	Meeting Title:
	NYP/Q DSRIP
Hospital-Home Care Project Sub-Committee
	Meeting Date:
	April 27, 2017

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	3:00 PM – 3:35 PM

	Dial in #:
	NYPQ Cardiovascular Conference Room
Call in #1-866-692-4538 
Passcode 26098085#
	
	


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



	
#
	Topic
	Document
	Responsible Person


	1.
	Welcome & Purpose
	-
	C. Keane

	2.
	Approve Meeting Minutes – 03/27/17
	

	C. Keane

	3.
	Pending Receiving Some Documents from: (Please contact Coleen to get more information)
· MJHS
· Parker Jewish
· Archcare
· Self Help
· Calvary
	
	C. Dunkley

	4.
	CHHA Contacts Database/Directory
	

	S.Choudhury

	5.
	Requirement for all CHHA partners to attend committee meetings
	
	C. Keane


	


6.













	[bookmark: _GoBack]DY3 Tasks Tracker: (Refer to attachment to find out what we need from each CHHA)

Milestone# 8: Integrate primary care, behavioral health, pharmacy, and other services into the model in order to enhance coordination of care and medication management.

Metric/Deliverable: All relevant services (physical, behavioral, pharmacological) integrated into care and medication management model.

Minimum Documentation: Care Coordination methodology, list of all participating services, medication management methodology
-----------------------------------------------------
Milestone# 9: Utilize telehealth/telemedicine to enhance hospital-home care collaborations.

Metric/Deliverable: Telehealth/telemedicine program established to provide care transition services, prevent avoidable hospital use, and increase specialty expertise of PCPs and staff.

Minimum Documentation: Implementation plan; evidence of use of telemedicine services

Milestone # 10: Utilize interoperable EHR to enhance communication and avoid medication errors and/or duplicative services.

Metric/Deliverable: Clinical Interoperability System in place for all participating providers. Usage documented by the identified care coordinators.

Minimum Documentation: HIE Systems report, if applicable; Process work flows: documentation of process and workflow including responsible resources at each stage of the workflow; other sources demonstrating implementation of the system.
	

	



C. Keane/
S.Choudhury


















C. Keane/
S.Choudhury/
M.Hay


	7.
	
Rapid Cycle Unit Overview and Linkage to Quality metrics related project deliverables 

Milestone #11 Measure outcomes (including quality assessment/root cause analysis of transfer) in order to identify additional interventions.

Metric# 11.1: Membership of quality committee is representative of PPS staff involved in quality improvement processes and other stakeholders.
---------------------------------------------------------------
Metric # 11.2: Quality committee identifies opportunities for quality improvement and use of rapid cycle improvement methodologies, develops implementation plans, and evaluates results of quality improvement initiatives.
-----------------------------------------------------------------
Metric# 11.3: PPS evaluates and creates action plans based on key quality metrics, to include applicable metrics 
-----------------------------------------------------------------------
Metric# 11.3:  Service and quality outcome measures are reported to all stakeholders.
	

	S.Kalinowski/
A.Simmons
C. Keane/
S.Choudhury


	8.
	MOLST and eMOLST Training and Implementation
· Identify Physician Champion at each CHHA
· Identify System Champion at each CHHA
	
	C. Keane

	9.
	Questions & Open Discussion
	-
	C. Keane/
S.Choudhury

	10.
	Adjourn
	-
	-
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[bookmark: _GoBack] NewYork-Presbyterian/Queens PPS

Project 2.b.viii –HHC

Project Committee Meeting

March 27, 2017 2:00pm –2:45pm EST

	

Attendees:  S. Kalinowski (NYPQ), S. Shuman (Parker Jewish), M. D’Urso (NYPQ), S. Smith (MJHS), f. Emmanuel (Centerlight CHHA) ,Jennifer Lo (VNSNY),  C. Duffy (St. Mary’s ), C. Keane (NYPQ), G. Aldon (Revival), S. Choudhury (NYPQ), M. Hay (NYPQ) C.Dunkley (NYPQ)

		Topic

		Discussion	

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting Minutes

· Status Updates on DY2Q4

· DY3 Deliverables

· MOLST & Emolst training and Implementation 

		· N/A



		2. Approve Meeting Minutes : 

 C. Keane

		· The Committee reviewed the meeting minutes from 2/27/17

		· The Committee unanimously approved the meeting minutes.



		3. Status Updates on DY2Q4:

C. Keane/C. Dunkley

		· The PMO reviewed the deliverables and metrics including INTERACT implementation, Care Plans, Benchmark data, & Evidence Based materials pending from HHC Partners.

		· Please send in any pending deliverables to the PMO



		4. DY3 Deliverables:

 S. Choudhury 

		

DY3 Deliverables: 

Milestone# 8: Integrate primary care, behavioral health, pharmacy, and other services into the model in order to enhance coordination of care and medication management.



Metric/Deliverable: All relevant services (physical, behavioral, pharmacological) integrated into care and medication management model.



Minimum Documentation: Care Coordination methodology, list of all participating services, medication management methodology

· How do you use Medication management? List all services and who perform these services. What is your methodology?

-----------------------------------------------------

Milestone# 9: Utilize telehealth/telemedicine to enhance hospital-home care collaborations.



Metric/Deliverable: Telehealth/telemedicine program established to provide care transition services, prevent avoidable hospital use, and increase specialty expertise of PCPs and staff.



Minimum Documentation: Implementation plan; evidence of use of telemedicine services

· St. Mary’s is currently using it for Asthma, respiratory and Seizures.

· Parker Jewish is currently not using it

· Centerlight is currently not using Telehealth. 

		· The PMO will create a DY3 Tracker for the partners.





































· Please send PMO proof of telemedicine in the HHC 





		5. MOLST and Emolst Training and Implementation Update :

C. Keane/S. Choudhury

		· Dr. Bomba hosed a Webinar on MOLST on March 16 2017 for SNF and HHC Partners with follow up questions on implementation in the facility.

· There will be upcoming trainings in-person in April and May after further discuss with Dr. Bomba.

· Please send in proof of MOLST documentation from all SNFs to meet the DY2Q4 deliverable.



		· Please send in proof of MOLST documentation from all SNFs to meet the DY2Q4 deliverable.
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Sheet1

		Organization 		Type 		Address 		DSRIP Contact		Email 		Phone Number 		Administrator		Email 		Phone Number 		Director of Nursing 		Email 		Phone Number 		Director of Social Work 		Email 		Phone Number 		Physical Therapist 		Email 		Phone Number 

		Alpine 		HHC		447 White Plans Rd		Deborah Forbes 		dforbes@alpinehhc.org		(718) 863-8000 x 103		x		x		x		x		x		x		x		x		x		x		x		x

		Americare 		HHC		171 Kings Highway
Brooklyn, NY 11223 
		Felix Rosado		frosado@americareny.com		C:(917) 204-8800  O:718-256-6000 ext.1461		Alla Goldin 		Agoldin@americareny.com		718-535-3100		Maria Norris 		Mnorris@americareny.com		718-535-3100		Ceceill D'ellaquila 		cdellaquilla@americareny.com		718-535-3100		Ellen Corbett 		Ecorbett@americareny.com		718-345-5100

		Archcare		HHC				Danny Farjardo		dfajardo@archcare.org		(646) 448-7495		x		x		x		x		x		x		x		x		x		x		x		x

		Calvary 		HHC				David Graysmon		david@graysonandco.com		212-799-2001		x		x		x		x		x		x		x		x		x		x		x		x

		Centerlight 		HHC				David Freedmen 		DFriedman@centerlight.org		(718) 519-4022		x		x		x		x		x		x		x		x		x		x		x		x

		MHJS		HHC				Shelby Smith 		shsmith@mjhs.org		917-588-4431		x		x		x		x		x		x		x		x		x		x		x		x

		Parker Jewish 		HHC				Stephen Schuman		sschumann@parkerinstitute.org		(718) 289-2216		x		x		x		x		x		x		x		x		x		x		x		x

		Revival 		HHC		5350 Kings Highway; Brooklyn, NY 11203		Steven Schwartz		Sschwartz@revivalhhc.org		718-629-1000 x350		Steven Schwartz		SSchwartz@revivalhhc.org		(718) 629-1000		Ann Cheng – VP Clinical Operations		ACheng@revivalhhc.org		(718) 629-1000		Sandra Burke – Director of Patient Services		SBurke@revivalhhc.org		(718) 629-1000		Zvi Adler – Director of Rehab		ZAdler@revivalhhc.org 		(718) 629-1000

		Self Help 		HHC				Russell Lusak		rlusak@selfhelp.net		(212) 971-7707		x		x		x		x		x		x		x		x		x		x		x		x

		St. Mary's Hospital for Children 		HHC		5 Dakota Drive – Suite 200, New Hyde Park, NY 11042 		Chris Duffy		cduffy@stmaryskids.org		(718) 281-8752		Elvira Fardella-Roveto, RN, FNP-BC		eroveto@stmaryskids.org		718-281-8723		Elvira Fardella-Roveto, RN, FNP-BC 		eroveto@stmaryskids.org		718-281-8723		Danielle Toto		dtoto@stmaryskids.org		(631) 755-1809		Mark Kelly		mkelly@stmaryskids.org		(718) 281-8521

		VNSNY		HHC		1250 Broadway, 
2nd floor
New York, NY 10001
		Beverly Ader 		Beverly.Ader@vnsny.org		(212) 946-9101		Eloise Goldberg (Regional Vice President) 		Eloise.goldberg@vnsny.org		212-630-5358 		Marianne Kennedy (VP, Hospital Channel)		Marianne.kennedy@vnsny.org		516-942-4518		Beverly Ader (Program Manager)		Beverly.ader@vnsny.org		212-946-9101		N/A		N/A		N/A
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HHC Task Tracker_DY3.xlsx
Sheet1

										HHC DY3 Tasks Tracker

				List of all providers/vendors used for BH , and pharmocological services 		Use some kind of telemedicine services within facility		Use some kind of VENDOR for telemedicine services 		Evidence of use of Telemedicine Services (within facility or Vendor)		Proof of Clinical Interoperability system in place

		Alphine

		St. Mary's Hospital for Children 				1				Provide evidence of using telemedicine or list of peds patients who are in the telemedicine pilot 

		MJHS

		Americare 

		 Parker Jewish				1				Used telemedicine in past. Need confirmation if they are continuing to use it, and if so provide evidence

		Revival 

		Centerlight 

		VNSNY				1				Provide evidence of using telemedicine for their CHF patients

		Archcare

		Self Help 

		Calvary 
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Rapid Cycle Overview

Align resources and processes with prioritized quality metrics to ensure direct impact to the PPS provider network and patient base in order to maximize our investment.  This will be done in partnership with the NYP/Q QA team understanding the uniqueness of each quality data set which has very little overlap but the ability to influence outcomes within the facility and system. 
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Quality Performance







Clinical & Operational Improvements 







Incentives 













Quality Metrics





Provider Network & Data





Financial Impact































Quality Metric Priority Phase I

Hospital Based – 

PPV (Potentially Preventable ED Utilization)

PPR (Potentially Preventable Readmissions) 

PPV – Behavioral Health 

PQI – 90 (Adult Composite) 

PQI – 15 (Adult Asthma Admission Rate) 

PQI – 14 (Uncontrolled Diabetes Admission Rate) 

PDI – 90 (Pediatric Composite) 



Ambulatory –  (EPP Metrics) 

Children’s Access to Primary Care (25 months to 6 yrs.) 

Children’s Access to Primary Care (7 to 11 yrs.) 

Follow-up Care for ADHD Children – Initiation Phase

Med Assist with Smoking & Tobacco Use Cessation – Medication 

Med Assist with Smoking & Tobacco Use Cessation – Strategy 

Controlling High Blood Pressure 
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Team





Tools





Technique





Time Zones















Rapid Cycle Evaluation (RCE) Concept

Rapid 

Traditional healthcare performance improvement efforts are measured on a 10-12 month response system 

RCE focuses to quick action & changes based on outcomes tested utilizing auditing and individual performance feedback 

Cycle

PPS network included in all analysis, trending, and performance improvement efforts 

Efforts include all aspects of the clinical and operational functions (Access to Bad Debt) 

Evaluation 

Utilize tools and data set to continuously analyze, trend, and track performance improvement efforts (metrics, RCE efforts, network response, etc.) 

Rapid Cycle Unit
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TEAM

Core Team Members:

Rapid Cycle Team Leads – Amanda & Sarah

Pop. Health Manager – TBD

Data Analyst – Kimberly

Financial Analyst – Daniel

Stakeholders:

Clinical Integration & Quality Committee

Clinical Project Committees

PPS Partners

Hospital Quality Team

Executive Leadership 
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TEAM:  Roles & Responsibilities

Rapid Cycle Unit
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Rapid Cycle Unit Core Team

Gather, analyze, and trend data and create dashboards based on available quality data

Act as a resource to network partners, the CQI committee, and the PMO





Clinical Integration & Quality Committee 

Provide oversight to the RCE and receive quarterly updates to the progress of the performance improvement efforts

Recommend action items to the Executive Committee 



Clinical Project Committees 

Provide clinical recommendations based on the Standard Reporting Package presented inclusive of high performers and risk network providers 

Recommend action items to the Clinical Integration & Quality Committee 
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Network Partners 

Engage in the RCE through the Clinical Project Committees and work directly with the RCE staff for identified process improvement efforts needed at their organization



Hospital Quality Team 

Engage in the Clinical Integration & Quality Committee to represent the hospital based indicators and align improvements with active hospital strategies



Executive Leadership 

Provide Executive leadership to the RCE team to review gaps and risks and provide action for non-compliant processes or partners based on input from the CIQ Committee or RCE team







Technique

Presentation Title

10





TECHNIQUE
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Financial

Clinical

Quality Metric Analytics 

Quality Metric Forecasting

PPS Network Provider Profiles

Funds Flow 

Financial Impact by Metric 

Risk Based Revenue Forecasting



Operations

Quality

Best Practices 

Workforce Training 

Electronic Health Record / RHIO

Data

GNYHA – Milestone & AV Data

Clinical Metrics 

Funds Flow / Financials
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Utilize Financial & Clinical Quality Data to Create Action 



Standard Reporting Packages

Clinical Committee Reviews & Action Planning

Clinical Integration & Quality Committee Network Analysis 

Root Cause Analysis (RCA) 

Expanded to 

Quality & Operational “Boots on the Ground”

Project Coordinator Engagement with RCE Team 

Partner with Hospital Data Team to Influence Change 

Become a Resource to the Hospital 





TIME ZONES
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Clinical Committee Updates

PCG Updates

Exec. Updates

RCE Analytics

RCE SRP





















Bi-Annually





Partner Escalation





Summary to Executive Committee





Learning Symposiums





Town Hall





Quarterly





CIO Committee





Revenue Impact Analysis





Action Plan Dev. / Updates





Partners at Risk Outreach





PPS Newsletter





RCA





PAC 





Monthly





   Annually





Quality Annual Report





























NEXT STEPS
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Data Warehousing

CIO Committee Meeting – Review RCU Process & Committee Role

Build RCU Database & complete 1st round of analytics

Tableau Training

Continue to engage NYP Queens quality team & Dr. Crupi





REFERENCES

Presentation Title

16





Standard Reporting Package
PPS Overview Dashboard
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Standard Reporting Package
PPS Indicator Dashboard
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