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	Meeting Title:
	NYP/Q DSRIP
[bookmark: _GoBack]Hospital-Home Care Project Sub-Committee
	Meeting Date:
	August 4, 2016

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	2:00 PM – 2:45 PM

	Dial in #:
	517-233-3822

	Passcode:
	8525006


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



	
#
	Topic
	Document
	Responsible Person


	1.
	Welcome & Purpose
	-
	C. Keane

	2.
	Approve Meeting Minutes – 5/19/16
	

	C. Keane

	3.
	Root Cause Analysis Meeting
· Friday September 9th  10am-12pm
· Registration is open
	--
	C. Keane

	4.
	INTERACT Training 
· 2 member/facility
· 2-day training 
	
	C. Keane

	5.
	Best Practices: Americare
· Protocols for Heart Failure 
	




	

	6.
	MOLST and eMOLST Implementation Status Update
	
	Committee Members

	7.
	Proj. Requirement #2 Due 3/30/2017
Ensure home care staffs 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
· Risk Stratification 
· EHR Capability to Track Data
· Required Data for Quarterly Reporting to DOH 
	

	C. Keane

	8.
	DY2, Q2 (Ends September 30th) and DY2 (ends March 31, 2017) Deliverables
	

	S. Choudhury

	9.
	Questions & Open Discussion
	-
	C. Keane

	10.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project –HHC Project Sub-Committee

Project Committee Meeting

May 19th, 2016 10:00am – 10:30am EST

	

Attendees: D. Friedman (Centerlight),C. Duffy (St. Mary), C. Keane (NYPQ), S. Kalinowski (NYP/Q), P. Mezei (Americare) Pat (Centerlight ) ,W. White (VNS) K. Fung (NYPQ) C. Dunkley (NYPQ )

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting minutes

· Root Cause Analysis-Case

· Project Requirement #2 Due 3/30/2017

· Project Performance Metrics

· DYQ,Q1 DY2 Q2 Deliverables

· Question &Discussion

		· N/A



		2. Approve Meeting minutes:

 

 Team

 

		· Committee reviewed the minutes from 4/21/16 Meeting for approval.



		· Committee unanimously reviewed and approved minutes.



		3. Project Requirement #2 Due 3/30/2017:

Team

		· Committee reviewed project requirement #2 which is due 3/30/16.

· Each Partner should be aware of how often Training is required in their facility and its tracking process.

· Each partner should have the capability to track Data.

· The PMO provided the committee with the required data for quarterly reporting to DOH.

		Partners should provide feedback to the PMO. 



		4. Project Performance Metrics:

K. Fung

S. Kalinowski 







		· K. Fung reported on the performance Metrics in the cardiology and PCMH projects to the committee.

· The Reports were results from all patients attributed across all patients.

· Overall across projects 2.b.v, 2.b.vii, and 2.b.vii are all on target and the committees should strive towards meeting the performance metrics goals. 

		· K. Fung will be reporting on performance going forward to keeps committees focused on metrics goals.



		5. DY2,Q1 & DYQ,Q2: 

C. Keane

		· The Committee  reviewed the DY1,Q4 & DY2,Q1 Deliverables  to ensure the deliverables and metrics are met



		· Deliverables will be attached to the agenda every meeting
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HEART FAILURE PROTOCOLS


Definition of Heart failure (HF): A complex syndrome that can result from any structural or functional cardiac disorder that impairs the ability of the ventricles to fill or eject blood.

Care Management Protocols


On the Initial visit COC to:

· Develop a plan of care (485) based on initial assessment

· Create a visit schedule 


· Establish with MD patient-specific parameters for notifying physician of changes in VS or other clinical findings


· Instruct patient/caregiver on expectations of HF Management Program: role of patient/caregiver, role of COC

· Assess VS, lung sounds, activity tolerance, symptoms and frequency of symptoms


· Document patient’s base line weight

· Measure and document any edema of the LE-instep, ankle, calf, or ascites

· Assess functional status: Walk and/or climb stairs with pt to assess endurance, observe ADL level

· Provide Heart failure Self-Care Guide, Weight Log, Medication Profile, VS Log and Dietary Log as appropriate

· Obtain specific diet orders. Recommended restriction range from <2-3g sodium daily depending on individual needs.


· Clarify any fluid restrictions with MD


· Evaluate need for nutritional referral, especially if advanced HF and unintentional weight loss or muscle wasting (cardiac cachexia)


· Teach S/S of decompensation and actions to take

· Instruct daily weights: use same scale for post-void/ before breakfast weight. Notify MD if outside parameters 


· Assess patient for recommended laboratory follow up:


· Routine serum electrolytes-especially serial measurement of serum potassium due to high risk hypo/hyperkalemia


· Routine renal function tests-worsening renal function may require medication adjustments


· Develop action plan for how and when to notify MD

· Provide patient/caregiver with the following teaching materials:

· “Heart Failure” pamphlet; “Self Management Plan for Heart failure”; “Dietary Recommendation Heart failure”


On the subsequent visits of the HF Management program COC will:


· Conduct patient focused  assessment 


· Check daily weight log. Document weight and any changes qvisit.

· Document any edema of the LE-instep, ankle, calf, or ascites, compare all findings to last visit


· Assess for specific s/s decompensation (e.g. ↑fatigue, ↑SOB, ↑pillows with sleep or ↑edema)


· Notify MD for weight gain of ≥3lbs over night or ≥5 lbs or more in 7 or fewer days


· Evaluate need for MSW for depression or MD f/u for antidepressants

· Evaluate compliance with medication


· Conduct a 24-hour food recall


· Instruct to reduce sodium intake by reading labels for sodium content, choosing low sodium foods and avoid adding sodium to food


· Instruct on disease process, potential effects of poor HF management

Progress Report

· COC will provide MD with patient’s Weight Log, Medication Profile, VS Log and Dietary Log as appropriate, at physician’s desired frequency (at least monthly) 

Abnormal findings


· If patient’s MD specific parameters fall outside of range COC will:


· Notify MD for further guidance (i.e. medication adjustments; prn Nursing visit, F/U MD appointment )
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Americare Certified Special Services

Policy, Procedures and Information

		Title: Guidelines for Heart Failure management to prevent avoidable hospitalizations 




		Effective Date: 



		

		Last Revision: N/A



		 Issued By:  Quality Improvement Department 

		 Approved by: 



		

		





Purpose:  


1. To provide clinical staff with guidance in development of an evidence-based plan of care for patients with Heart Failure Diagnosis

2. Prevent avoidable hospitalizations     


Policy:


1. Using the standards of care identified by Americare CSS, the clinician will utilize a Heart Failure guideline for all patients with Heart Failure diagnoses

2. The scope and intensity of ongoing assessments will be determined by the patient’s diagnoses, condition, desire for care, response to care and the care setting


3. During each home visit the appropriate clinician will re-evaluate the patient according to the problems identified during the initial visit until resolution of a problem  and  also  new problems that may occur 


Procedure:


· Intake Coordinator to:


· Identify patient’s primary community physician


· Asses patient’s family support


· Verify availability of the caregiver for scheduled SOC date

· Obtain any standing orders for management and prevention of Heart Failure exacerbation 

· All patients admitted to the program with Heart Failure  diagnoses are to be assessed by a clinician (initial visit) for high risk of hospitalization based on “Hospitalization Risk Assessment” tool (see attached)

· All patients admitted to the program with Heart Failure diagnoses are to be seen by a clinician at least two times within the first week

· A clinician is to make sure that the patient has a follow up physician  appointment within a week of SOC

· A clinician is to assess for scale in home. If no scale present issue the agency’s scale

· As part of planning for ongoing care, clinicians may make appropriate referrals (PT, Nutritionist, MSW, Telehealth).


· A clinician is to follow Heart Failure Clinical Pathway and Heart Failure Protocols (see attached) in management of patients with HF diagnosis

· On the initial visit, the clinician reviews the medications on the Plan of Care, reconciles the medications in the home with the plan of care (see Medication Review Policy)


· On the initial visit, the clinician reviews and educates patient/caregiver on self management of Heart Failure (see Heart Failure Zones for Management)[image: image1.png]
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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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Showing filtered tasks.  Click "Custom View" to view or change filter settings.


Number Project Plan Element Type Est. Start Est. Complete Status Reporting Level Unit Level Provider Tasks Notes


- 2.b.viii - Hospital-Home Care
Collaboration Solutions


04/01/15 03/31/19 In Progress


1 <> - Milestone #1 Assemble Rapid Response
Teams (hospital/home care) to facilitate
patient discharge to home and assure
needed home care services are in place,
including, if appropriate, hospice.


Milestone 07/01/15 03/31/19 In Progress Select...


1.5 Task Step 4... Publish and distribute best
practice and expectations of the partners
to include the use of Cureator Secure
Text Messaging.


Step 01/01/16 09/30/16 In Progress Select...


2 <> - Milestone #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.


Milestone 07/01/15 03/31/17 In Progress Select...


2.1 Staff trained on care model, specific to:
- patient risks for readmission
- evidence-based preventive medicine
- chronic disease management


Metric/Deliverable 07/01/15 03/31/17 In Progress Home Care Facilities View...


2.2 Evidence-based guidelines for
chronic-condition management
implemented.


Metric/Deliverable 07/01/15 03/31/17 In Progress Select...


2.5 Task Step 3...Review training model with
the clinical sub-committee, receive
feedback & develop a training curriculum.


Step 01/01/16 06/30/16 In Progress Select...


2.6 Task Step 4...Utilize PMO clinical staff to
communicate the training modules to all
partners to define expectations of
frequency & timing of roll-out.


Step 04/01/16 06/30/16 Not Started Select...


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


Step 04/01/16 06/30/16 Not Started Select...


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


Step 04/01/16 06/30/16 Not Started Select...


3 <> + Milestone #3 Develop care pathways
and other clinical tools for monitoring
chronically ill patients, with the goal of
early identification of potential 


Milestone 07/01/15 03/31/17 In Progress Select...







2.b.viii - Hospital-Home Care Collaboration Solutions


New York Presbyterian Queens Page 2 07/29/16, 01:01PM


Number Project Plan Element Type Est. Start Est. Complete Status Reporting Level Unit Level Provider Tasks Notes


instability and intervention to avoid
hospital transfer.


4 <> + Milestone #4 Educate all staff on care
pathways and INTERACT-like principles.


Milestone 07/01/15 03/31/17 In Progress Select...


5 <> + Milestone #5 Develop Advance Care
Planning tools to assist residents and
families in expressing and documenting
their wishes for near end of life and end
of life care.


Milestone 07/01/15 06/30/16 In Progress Select...


6 <> + Milestone #6 Create coaching program
to facilitate and support implementation.


Milestone 07/01/15 03/31/17 In Progress Select...


7 <> + Milestone #7 Educate patient and family/
caretakers, to facilitate participation in
planning of care.


Milestone 07/01/15 03/31/17 In Progress Select...


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


Milestone 07/01/15 03/31/18 In Progress Select...


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


Step 03/01/16 07/01/16 Not Started Select...


8.6 Step 5...Train home care coordinators on
care coordination methodology.


Step 03/01/16 07/31/16 Not Started Select...


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


Step 01/01/16 06/30/16 Not Started Select...


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


Step 10/01/15 06/30/16 Not Started Select...


8.11 Task Step 10... Establish reporting
expectations to review the performance
of the best practices implemented to
include reporting tools, timing and
accountability.


Step 03/01/16 05/31/16 Not Started Select...


8.12 Task Step 11.. Quarterly reports will be
provided to the clinical sub-committee for
reviews of the effectiveness of the
standard. Adjustments will be presented
to the Clinical Integration Committee for
approval.


Step 03/01/16 05/31/16 Not Started Select...


9 <> - Milestone #9 Utilize telehealth/
telemedicine to enhance hospital-home 


Milestone 07/01/15 07/01/16 In Progress Select...
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Number Project Plan Element Type Est. Start Est. Complete Status Reporting Level Unit Level Provider Tasks Notes


care collaborations.
9.1 Telehealth/telemedicine program


established to provide care transition
services, prevent avoidable hospital use,
and increase specialty expertise of PCPs
and staff.


Metric/Deliverable 07/01/15 07/01/16 Not Started Select...


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


Step 01/01/16 07/01/16 Not Started Select...


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


Step 01/01/16 07/01/16 Not Started Select...


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


Milestone 07/01/15 03/31/18 In Progress Select...


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


Step 01/01/16 06/30/16 Not Started Select...


10.4 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.


Step 10/01/15 06/30/16 Not Started Select...


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


Milestone 07/01/15 03/31/18 In Progress Select...


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


Step 07/01/15 06/30/16 In Progress Select... Recommend moving to 6/30/16


12/8- Get LACE tool description


11.6 Task Step 2...Establish baselines, risk
adjusted as needed, of clinical indicators
identified for all committed partners and
compare to national or local industry
benchmarks.


Step 09/01/15 06/30/16 In Progress Select... Recommend moving to 6/30/16


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


Step 09/01/15 06/30/16 In Progress Select... Recommend moving to 6/30/16
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Number Project Plan Element Type Est. Start Est. Complete Status Reporting Level Unit Level Provider Tasks Notes


adequate influence on metrics.


11.8 Task Step 4...Identify tools such as
Amalgam Population Health and/or
Allscripts Care Director Analytics as the
source of outcomes for partners; assign
access & train staff as needed.


Step 11/01/15 06/30/16 In Progress Select... Recommend moving to 6/30/16


11.9 Task Step 5...Communicate baseline,
benchmark, and risk information to the
clinical sub-committee & the Clinical
Integration Committee (Quality
Committee) for review & feedback.


Step 01/01/16 06/30/16 In Progress Select...


11.10 Task Step 6...Outline outliers and
interventions for improvement, monitor
improvement process on a quarterly
basis.


Step 01/01/16 06/30/16 In Progress Select...


11.11 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 indicators.


Step 10/01/15 06/30/16 In Progress Select... Recommend moving to 6/30/16


11.12 Task Step 8...PMO clinical staff focused
to rapid cycle evaluation will become the
primary driver of the data to ensure
tracking & progress to change. PMO staff
will work directly with partners based on
the feedback from the Clinical Integration
Committee to influence change.


Step 11/01/15 03/31/17 Not Started Select...


11.13 Task Step 9... Add measurement &
feedback into Performance Logic for
tracking at PMO level. PMO will share
results will PPS partners at regular
intervals.


Step 11/01/15 03/31/17 Not Started Select...


12 <> - Milestone #12 Use EHRs and other
technical platforms to track all patients
engaged in the project.


Milestone 07/01/15 03/31/17 In Progress Select...


12.1 PPS identifies targeted patients and is
able to track actively engaged patients
for project milestone reporting.


Metric/Deliverable 07/01/15 03/31/17 Not Started Select...


12.4 Task Step 3...PMO to partner with any
organization without the ability to track
engaged patients to identify a plan of 


Step 07/01/15 03/31/17 In Progress Select...
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tracking.


12.6 Task Step 5...Utilize EHRs or other
platforms to track engaged patients &
report to the PMO monthly regarding
volume/performance.


Step 07/01/15 03/31/17 In Progress Select...


Number Project Plan Element Type Est. Start Est. Complete Status Reporting Level Unit Level Provider Tasks Notes
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