[image: ]		    NYP/Q DSRIP PPS – PCMH & Cardiovascular Committee	
	Meeting Title:
	NYP/Q DSRIP
PCMH & Cardiovascular Project 
	Meeting Date:
	July 14, 2016

	Facilitator(s):
	A. Somogyi, M.D.
M. D’Urso, RN 
	Meeting Time:
	4:00 PM – 5:00 PM

	Conference Line:
	866-692-4538 
	Code:
	26098085#           

	Location:
	NYP/Q 56-45 Main Street; Junior Conference Room


Meeting Purpose: 
	DSRIP Implementation – Project Requirements Implementation



	
#
	Topic
	Responsible Person
	Document

	1.
	Welcome & Purpose
	A. Somogyi, M.D.
	-

	2.
	Approve Meeting Minutes – 06/09/16
	A. Somogyi, MD
	
[bookmark: _GoBack]

	3.
	PPS check on partners for best practice implementation

· 5 A’s Tobacco Cessation Best Practice
· BP Competencies
· Million Hearts Campaign – Self-Monitoring Blood Pressure 
· Medication Management
	Committee Members
	









	4.
	Care Coordination Teams
· GNYHA Care Coordination Training- June 15, 2016

	Committee Members
	









	5. 
	Provider & Staff Education- 
NYS education program for provider and staff, specific to NYS Smokers Quitline  
· Collaborative call- Sep 7, 2016
http://nysmokefree.com/HCP/HCPSubpage.aspx?p=70&p1=7050 

· Continuing Medical Education- online module http://nysmokefree.com/cme/ 

· More tools and resources for Provider & Partners
http://nysmokefree.com/HCP/HCPSubpage.aspx?p=70&p1=70280 

	A. Somogyi, MD
	

	6. 
	Upcoming meeting topics: 
· Protocol for home blood pressure monitoring with follow up support
· Protocol on utilizing eMR registry to track patients with hypertension who have not had recent visit and utilization of follow up care 
· Best practices for following up with referrals to CBO to document participation and behavioral and health status changes 
· Identify “Hot spotting” strategies focused to cardiovascular disease
	A. Somogyi, MD
	

	7. 
	Adjourn
	-
	-
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 NewYork-Presbyterian/Queens PPS

Project 2.a.ii & 3.b.i – PCMH & Cardiovascular Project

Project Committee Meeting

[bookmark: _GoBack]June 9th, 2016 4:00pm – 5:00pm EST

	

Attendees: P. Cartmell (NYP/Q), M. Buglino (NYP/Q), S. Williams (Brightpoint), Donna (NYP/Q) K. Fung (NYPQ/Q) , S. Choudhury (NYP/Q), M. D’Urso (NYP/Q), A. Somogyi (NYP/Q) C. Dunkley

		Topic

		Discussion	

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Meeting minutes Approval 

· 5 As

· Care Coordination Teams

· BP Competencies

· Walk-in BP Checks

· Care Plans & Self –Management Goals 

· Project Metrics

		· N/A



		2. Meeting minutes:  

A. Somogyi, M.D

		· Committee reviewed meeting minutes from 04/09/16 meeting.

		·  Committee voted to unanimously approve the meeting minutes



		3. 5 As:

Committee 

Members

		· The Committee reviewed the status of the 5 A’s implementation with Partners.

· NYP/Q is using Athena and documenting the implementation in the patient’s record..

· The PMO will be making calls to Audit tracking in the Partners.

		· PMO will be calling partners to audit the partners’ implementing of 5 As. /Best Practices. 



		4. Care Coordination: 

Committee

 Members

		· The Partners have signed up for GNYHA’s Care Coordination on June 15th.

· The goal of care coordination team is to use care plans in ETW. 

· So partners have the Care coordination to full fill the DSRIP requirements? Are there substitutes available?

· Committee reviewed how other organization would incorporate a pharmacist in their workflow. 

· Total Care Rx is active with the PPS and other PPS have been using pharmacy students to aid.

· The Care coordination Team implementation is due by March 2017,

		· PMO will inquire how other PPS are forming care coordination teams.



		5. BP Competencies/Walk-in BP: 

Committee

Members

		· The Committee received BP implementation within the partners.

· The committee should bring any implementation problems to the PMO and the PMO will provide resources if needed.

· Partners will be asked to report to the PPS Quarterly.

		· Partners please provide PMO with feedback.



		6. Care Plans & Self –Management Goals:

Committee Members 



		· The Committee reviewed the use of care plans for self-management goals.

· NYP/Q next phase will be to build it into the EMR-ETW.

· Bright point was trained on how to use care plans in ETW.

		· Brightpoint will share an example of their care plans.

· Partner should send out issues/risk to the PMO.



		7. Project Metrics:

K. Fung  



		· K. Fung shared data with the committee regarding the project Metrics.

· For Avoidable Readmission, Potential Preventable ED Visit, and Pediatric Composite the PCMH project is not on target.

· In the Cardiovascular Project Hypertension is off target and Angina without Procedure is on target.

· More Metrics will be released by the DOH in the near future.  

		· The DOH will release new metrics in the near future.

· The PMO will work on collecting data to target the principle diagnosis of these patients. 
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NYP/Q PPS Cardiovascular Project 


Updated: 01/06/2016  
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Document Title: Cardiovascular Disease (Adults Only) 


Project 3.b.i 


Reviewing Committee: PCMH & Cardiovascular Committee 


(Informational Only) 


Reviewed Date: TBD 


Document 


Objective/Summary: 


This document serves to outline the requirements and 


considerations for implementing the 5 A’s across PPS partners 


  


The Cardiovascular (3.b.i) project requires the integration of the 5 A’s for tobacco cessation into 


the provider standard of clinical care and electronic documentation processes.  


 


5 A’s of Tobacco Cessation* 


Ask Identify and document tobacco use status for all patients 


Advise Urge patients who utilize tobacco to quit 


Assess Determine if the patient is willing to attempt to quit at this time 


Assist 
If the assessment determines patient is willing to attempt cessation, 


utilize counseling and pharmacotherapy to aide in process 


Arrange 
Schedule follow-up contact for patient – ideally within 1 week of 


quitting 


*Reference AHRQ Five Major Steps to Intervention  


 


To ensure a successful integration of the 5 A’s, the committee recommends the following 


guidelines and parameters, as well as helpful information, for implementation at PPS partner 


sites:  


 


Recommendations and Helpful Information 


What sites should 


implement the 


initiative? 


All PCMH eligible sites should work to integrate the 5 A’s into 


existing workflows 


Documentation – 


Electronic  


Documentation should be integrated into EHR as this is a Meaningful 


Use measure. Additionally, the PPS will periodically audit partners to 


ensure a successful outcome.  


Documentation – 


Paper 


Partners will require integration of 5 A’s into paper charts during the 


interim for implementation to EHR 


CPT Coding 


The following smoking cessation counseling codes are available 


provided clinically appropriate and sufficient documentation is 


available:  


 Medicare 


o Counseling 3 – 10 minutes: G0436 


o Counseling 10+ minutes: G0437 


 Medicaid 


o Counseling 3 – 10 minutes: 99406 
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o Counseling 10+ minutes: 99407 


Automated Referrals 


Partner sites will work with the PCMH transformation process and 


internal IT resources to ensure referrals (pharmacy, Smoking Quit 


Line, etc.) are completed via an automated electronic system 


What does NYS 


Medicaid cover for 


patients? 


See American Lung Association overview attached 


NYS Tobacco 
Cessation Coverage Overview.pdf


 
 


The committee will determine training needs for the 5 A’s and the IT components of integration. 


The PPS will consider hosting training from DOH on smoking cessation for partner providers, 


specifically at those working towards PCMH transformation as part of the DSRIP initiatives.  
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NYP/Q PPS BP Competency- Project 3.b.i 


Updated: 03/08/16 
1 


 


Document Title: Blood Pressure Competency 


Project 3.b.i  


Approving Committee: Clinical Integration 


Approval Date: TBD 


Document 


Objective/Summary: 


This document serves to outline the PPS expectations for 


partners in the Cardiovascular 3.b.i project for measuring BP 


competency 


  


A blood pressure measurement competency should be performance on all medical assistant staff 


who are taking blood pressure measurements in the office. This competency should be completed 


on an annual basis and documentation be made available as requested by the PPS, NYS DOH, 


and/or the DSRIP IA. The PPS has created a competency checklist for both manual blood 


pressure measurements and automated blood pressure measurements. PPS partners participating 


in this project can utilize either the PPS competency forms or their own versions provided that 


they include all steps for completing the measurement.  







 


NYP/Q PPS Competency 
Automatic Blood Pressure Measurement  


 


Name: ________________________________________________ Center: ___________________ 
 
DIRECTIONS:  Observer must  each step and sign that observation was completed 


 


 
Observation 


#1 
Observation 


#2 
Observation  


#3 


 1. Gather equipment and wash hands     


 2. Identify the patient by using two unique identifiers by asking their full 
name and date of birth; comparing with patient’s medical record    


 
 


 3. Explain the procedure to the patient    


 4. Position patient in a relaxed and comfortable position    


 5. Expose patient’s upper arm: above the elbow, with the palm up    


  6.Palpate the location of the brachial artery    


  7.Select the appropriate BP size cuff     


  8. Place the bladder of BP over the brachial artery    


  9.  Apply the cuff on the bare arm, midway between the shoulder and 
the elbow  


 
 


10.  Position the alignment mark on the cuff directly over the brachial 
artery  


 
 


11.  Press  the “Start” button to take the BP    


12.  Wait for the monitor to inflate the cuff automatically    


13.  Record the BP measurement  that is displayed in the window    


14.  Release the remaining air in the cuff and remove the cuff    


15. Document BP  in patient’s medical records     


16. Notify provider if  any abnormal  BP reading    


17. Decontaminate reusable equipment using approved cleaning wipe    


18. Wash hands    


 
 
OBSERVATION #1:  Signature/Title/Date: _______________________ ____________________________________________ 


 
OBSERVATION #2:  Signature/Title/Date: _______________________ ___________________________________________  


 
OBSERVATION #3:  Signature/Title/Date: ______________________________________________________________________ 







 


NYP/Q PPS Competency 
Manual Blood Pressure Measurement  


 


Name: ________________________________________________ Center: ___________________ 
 
DIRECTIONS:  Observer must  each step and sign that observation was completed 


 


 
Observation 


#1 
Observation 


#2 
Observation  


#3 


 1. Gather sphygmomanometer and stethoscope     


 2. Select the appropriate BP size cuff    


 3. Wash hands    


 4. Identify the patient by using two unique identifiers by asking their full 
name and date of birth; comparing with patient’s medical record    


 
 


 5. Explain the procedure to the patient, using language that she/he can 
understand  


 
 


 6. Position patient in a relaxed and comfortable position    


 7. Expose patient’s upper arm: above the elbow, with the palm of the 
hand up  


 
 


8. Palpate the location of the brachial artery    


 9. With the valve of the inflation bulb open, squeeze all air from the 
bladder  


 
 


10. Apply the cuff on the bare arm, midway between the shoulder and the 
 elbow  


 
 


11. Position the alignment mark on the cuff directly over the brachial 
artery   


 
 


12. Place the head of the stethoscope directly over the palpated pulse    


13. Inflate the cuff    


14. Slowly deflate the cuff    


15. Note the Systolic Pressure: The first sharp rhythmic sound    


16. Continue to release pressure and note the Diastolic Pressure: Where 
the last sound is heard  


 
 


17. Release the remaining air in the cuff and remove the cuff    


18. Document BP in patient’s medical records     


19.Notify provider if  any abnormal  BP reading    


20. Decontaminate reusable equipment using approved cleaning wipe    


    


 
 
OBSERVATION #1:  Signature/Title/Date: _______________________ ____________________________________________ 


 
OBSERVATION #2:  Signature/Title/Date: _______________________ ___________________________________________  


 
OBSERVATION #3:  Signature/Title/Date: ______________________________________________________________________ 
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Protocol for Controlling Hypertension in Adults1


The blood pressure (BP) goal is set by a combination of factors including scientific evidence, clinical judgment, and patient  
tolerance. For most people, the goal is <140 and <90; however some individuals may be better served by other BP goals. Lifestyle 
modifications (LM)* should be initiated in all patients with hypertension (HTN) and patients should be assessed for target organ  
damage and existing cardiovascular disease. Self-monitoring is encouraged for most patients throughout their care and requesting   
and reviewing readings from home and community settings can help in achieving and maintaining good control. For patients with  
hypertension and certain medical conditions, specific medications should be considered, as listed in the box on the right below.


Re-check and  
review readings  
within 1  †                  


Re-check and review  
readings in                      2†


Re-check and review  
readings in                      2†


                      †2


Medications to consider for 
patients with hypertension and 
certain medical conditions


•	 Coronary artery disease/Post 


•	 Heart failure with reduced EF: 


•	 Heart failure with preserved EF: 


•	 Diabetes: 


•	 Kidney disease:


•	 Stroke or TIA: 


MI: 


 
t


  BP at goal?


 BP at goal?


Systolic           or  diastolic   
(Stage 2 HTN)  
Two drugs preferred: 


•	 LM and


•	


•	


YES


YES


YES


NO


NO


NO


•	 Encourage self-monitoring and 
adherence to meds3 


•	 Advise patient to alert office if 
he/she notes BP elevation or 
side effects


•	 Continue office visits as  
clinically appropriate


•	
Re-check and review  
readings in•	 Address adherence and advise on self-monitoring 


and request readings from home and other settings 


•	 Consider identifiable causes of HTN and referral to  
HTN specialist1


•	  


•	 Address adherence,  
advise on self-monitoring, 
and request readings from 
home and other settings


•	 Consider identifiable causes 
of HTN and referral to HTN 
specialist1


* See page two for  
lifestyle modifications


† Re-check interval should  
be based on patient’s risk  
of adverse outcomes                                                    


Systolic r                   o diastolic 
(Stage 1 HTN) 


•	 LM as a trial


•	


 


 BP at goal?


•	


•	 If currently on BP med(s), 
titrate and/or add drug from 
different class


Name of Practice


140-159 90-99


Consider adding thiazide


3 months


>160 >100


Thiazide and ACEI, ARB, or CCB


Or consider ACEI and CCB


2–4 weeks


BB, ACEI


ACEI or ARB, BB (approved for this 
use), ALDO, diuretic


ACEI or ARB, BB (approved for this 
use),  diuretic


ACEI or ARB, diuretic, 
BB, CCB


ACEI or ARB


diuretic, ACEI


Thiazide for most patients or 
ACEI, ARB, CCB, or combo


2–4 weeks


Optimize dosage(s) or add 
additional medications


Optimize dosage(s) or add additional medications


2–4 weeks


The red, italicized text may be modified by the user to provide specific drug names.







References 
1 National Heart, Lung and Blood Institute, National Institutes of Health. The Seventh Report of the Joint National Committee on  


Prevention, Detection, Evaluation, and Treatment of High Blood Pressure - Complete Report.  National Heart, Lung, and Blood  
Institute, National Institutes of Health. NIH Publication No. 04-5230, 2004.


2 Jaffe MG, Lee GA, Young JD, Sidney S, Go AS. Improved Blood Pressure Control Associated with a Large-Scale Hypertension  
Program. JAMA. 2013;310(7);699-705.


3  Centers for Disease Control and Prevention. Self-Measured Blood Pressure Monitoring: Action Steps for Public Health Practitioners. Atlanta, GA: 
Centers for Disease Control and Prevention, US Dept of Health and Human Services; 2013.


Other Resources
Sacks FM, Svetkey LP, Vollmer WM, et al. Effects on blood pressure of reduced dietary sodium and the Dietary Approaches to  
Stop Hypertension (DASH) diet. DASH-Sodium Collaborative Research Group. N Engl J Med. 2001;344:3-10.


US Department of Health and Human Services. 2008 physical activity guidelines for Americans. 2008.  
http://www.health.gov/PAGuidelines. Accessed November 4, 2013.


Suggested Citation
Centers for Disease Control and Prevention. Protocol for Controlling Hypertension in Adults. Atlanta, Georgia. 2013.
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Instructions for use of the template
1.	 Gather clinical staff to make consensus decisions about:


•	 Specific medications to be prescribed for most patients with hypertension 


•	 Medications to consider for patients with hypertension and certain medical conditions 


•	 Starting dosages and dosage increases with each titration


•	 Time intervals for follow-up and titration


2.	 Customize the template by accepting the variables in red or modifying them with other drug names, dosages, 
and titration


•	 As needed, develop separate protocols for subpopulations with different treatment goals


3.	 Adopt the protocol across the practice or system and revise it over time to meet the needs of patients and staff


Abbreviations
•	 ACEI – Angiotensin-Converting Enzyme Inhibitor
•	 ALDO – Aldosterone Antagonist
•	 ARB – Angiotensin II Receptor Blocker
•	 BB – Beta Blocker		


•	 CCB – Calcium Channel Blocker
•	 EF – Ejection Fraction
•	 MI – Myocardial Infarction 
•	 TIA – Transient Ischemic Attack


*Lifestyle Modifications1 (LM)
Modification Recommendation Approximate SBP**  


Reduction (Range)† †


Weight  
reduction


Maintain normal body weight (body mass index 18.5–24.9 kg/m2) 5–20 mm Hg/10kg


Adopt DASH††† 
eating plan


Consume a diet rich in fruits, vegetables, and lowfat dairy products with a  
reduced content of saturated and total fat


8–14 mm Hg


Dietary sodium 
reduction


Reduce dietary sodium intake to no more than 100 mmol per day (2.4 g sodium 
or 6 g sodium chloride)


2–8 mm Hg


Physical  
activity


Engage in regular aerobic physical activity such as brisk walking (at least 30 min 
per day, most days of the week which may be broken into shorter time intervals 
such as 10 minutes each of moderate or vigorous effort)


4–9 mm Hg


Moderation  
of alcohol  
consumption


Limit consumption to no more than 2 drinks (e.g. 24 oz. beer, 10 oz. wine, or 3 
oz. 80-proof whiskey) per day in most men, and to no more than 1 drink per day 
in women and lighter weight persons


2–4 mm Hg


**SBP – systolic blood pressure
†† The effects of implementing these modifications are dose and time dependent, and could be greater for some individuals
†††DASH – Dietary Approaches to Stop Hypertension
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GNYHA Care Coordination Learning Session Overview

















Put on music 





1



Agenda

2













Learning session goals





Session overview





Care coordination model





Model of Improvement





Workshop activities





Benefits of staff participation





Incentives to coordinate care











Learning Session Goals

3















Purpose











Check the use of language on this throughout the presentation

4





Full-day learning session to facilitate teams’ learning how to improve care coordination for patients in the practice by





Working in teams to connect patients with the services and other providers they need for their care





Learning what is required to implement four essential design features, key changes and activities to ensure seamless and effective care coordination 





Identifying how you can begin to make improvements now





Using a real-time, action learning model for improvement to test changes in your practice.































Learning Objectives

5



‹#›













Learning Outcomes vs. Objectives?

5





Assess care coordination system, identify gaps and, using expertise and ideas from the evidence, develop potential solutions.  





Develop a plan to test a change for care coordination in your practice





Describe the four essential design features and six key changes necessary for effective care coordination and describe how each one contributes to creating a high performing system





Explain why care coordination is important for patients, providers, health care organizations and payers. 





















Session overview

The Environment: Federal and State Initiatives to Incentivize Care Coordination

6















Overall Goal: The Triple Aim

7













Use this to sum up the context and TRANSITION to EXERCISE or to the NEXT SECTION

7



The Federal and State governments have programs in place to incentivize health care providers to implement:

Improvements to primary care

Care coordination

Population health management

How Do We Ge There?

8











Federal Government Initiatives to Incent and Improve Performance

9













1115 Medicaid Waiver Program





Delivery System Reform Incentive Payment (DSRIP) Program





Center for Medicare and Medicaid Innovation (CMMI)





Accountable Care Organizations (ACOs)























New York State Initiatives to Incent and Improve Performance

10
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Hospital-Medical Home Demonstration Program





Advanced Primary Care





Delivery System Reform Incentive Payment Program





PCMH Incentive Payment















Session overview

Define Care Coordination

11















deliberate integration of patient care activities

between two or more participants involved in a patient’s care (patient is always one of those participants)

to facilitate the appropriate delivery of needed health care services

to reduce fragmentation 

and improve the quality of referrals and transitions.

Characteristics of Care Coordination

12

McDonald KM, Sundaram V, Bravata DM, et al. Closing the Quality Gap: A Critical Analysis of Quality Improvement Strategies, Vol. 7 – Care Coordination. Rockville, MD: Agency for Healthcare Research and Quality (AHRQ), US DHHS; 2007













12



What Kinds of Services Require Care Coordination?

13











Services provided in the medical neighborhood, outside of the primary care team

Services that require an exchange of patient information

13





Referrals to specialists or community based providers





Labs and imaging studies





Care transitions, such as hospital, emergency room, or skilled nursing facility discharge

























High Quality Referrals and Transitions



14

Institute of Medicine (IOM) report Crossing the Quality Chasm: A New Health System, for the 21st Century, 2001 











Care coordination is required to ensure high quality referrals and transitions

14



Session overview

Designing a Care Coordination System

15















Results Reflect System Design

16











Systems are designed….Paul Bataldin (Dartmouth, IHI)

16





Systems are designed to produce the results that we get every day





Identify what doesn’t work and develop a plan to improve it





Identifying what isn’t working is not about blaming people





















Care Coordination System: Better By Design







17



‹#›

















Link patients with community resources to facilitate referrals and respond to social service needs (use HITE)

Have referral protocols and agreements in place with an array of specialists to meet patients’ needs.

Proactively track and support patients as they go to and from specialty care, the hospital, and the emergency department. 

Follow-up with patients within a few days of an emergency room visit or hospital discharge.

Close the loop by sharing test results and care plans with patients in in a timely manner.

Coordinate care management  services for high risk patients



Key Changes for Care Coordination 



18



‹#›

















Session overview

Model for Improvement

19















Hope is not a plan

Some is not a number

Soon is not a time

Improvement is a Deliberate Process

Identify results desired

Identify ideas and test them in practice

Don’t wait. Start now.   

Establish measures to track improvement

20











Will, Ideas, Execution

20













What are we trying to

accomplish?

How will we know that a

change is an improvement?

What change can we make that

will result in improvement?

Model for Improvement





Act

Plan

Study

Do















Aims

Measures

Changes

Rapid Cycle Testing of Changes, aka PDSA Cycle













Use the model for improvement as a framework















Act

 What changes
   are to be made?

 Objective of next cycle?

Plan

 Objective of test

 Questions and

   predictions (why)

 Plan to carry out

   the test (who,
   what, where, when) 

Study

 Complete the

   analysis of the data

Compare data to

        predictions

Summarize what

   was learned

Do

 Carry out the test

 Document problems

   and unexpected

   observations

 Begin analysis

   of the data 



The PDSA Cycle for Learning and Improvement













4/12/2010



Activities
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The Case of Ms. G: Demonstrating Care Coordination Failures

Describe specific failures briefly

How many of these problems exist to any degree in your practice?



Identify challenges or barriers for staff, patients, and providers related to providing coordinated care

Case Study and Practice Reflection





‹#›













Case of Ms. G and/or their own cases

What went wrong?

Is this case unusual?

How could this have been different at each step?



PROCESS (FYI – this won’t be in final deck) – this from a TACHC presentation where I used this

They will read the case and assess what went wrong.

Share what went wrong

Identify how could this have been different?

Sets the stage for the information and work related to referrals and transitions

Will take about 40 minutes



Feedback from group work and reflection from the case of Ms. G on what features would contribute to a strong system for care coordination.

Connect to the model that will be presented

Take what they learn and apply to their thinking about what would make system strong, eg, communication, information flow, more active role on part of primary care staff in setting up and tracking and following up on the appts and outcomes.



24



Use challenges, barriers and failures identified in previous activity

List the characteristics that you would build into an effective care coordination system? 

How would these elements be used to design a seamless and high performing system? 

Design a System to Ensure Seamless and Effective Care Coordination

25





‹#›













Synonyms for characteristic: attribute, feature, quality, essential quality, property, trait, aspect, element, facet;

25



Worksheet to Identify Gaps in the Practice

26

		Key Change		How well established are the key changes in your practice?								NOTES for Improvement

		 		Strongly present		Present		Weakly Present		Not Present		

		Link patients with community resources
 		 		 		 		 		 

		Have referral protocols and agreements in place
 		 		 		 		 		 

		Proactively track and support patients
 		 		 		 		 		 

		Follow-up with patients with ED visits and hospital discharges		 		 		 		 		 

		Close the loop by proactively sharing test results with patients		 		 		 		 		 

		Coordinate care management services for high risk patients		 		 		 		 		 





‹#›













Will need a worksheet for this

26



Who Does It?

27



‹#›













Describe what it means for these roles generally.  The patient is at the center.  Keep coming back to that as a key change.

Is your organization prepared to support staff; this ties in as well to team-based care





From a slide titled:  What Does This Mean for Me?



How will each of these staff roles need to change to support a strong system for care coordination?

Providers…..

Nursing….

Clinical support roles…..

Administrative support roles….

What will staff need to be able to embrace the new roles and new work?



The slide was eliminated from the deck



27





Look at some common tasks required in a practice to provide coordinated care.





Who does each of these now in your practice?





Assess how some or all of those tasks could be distributed among the team to take better advantage of the skills, experience and training of each member.





Who could do each task?





What would it take to make these transitions in your practice?  Whose support or approval is needed?  





How would these changes benefit patients and the care team and other staff in coordinating care?





















Marshmallow Challenge

28



‹#›
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Top-secret team activity that demonstrates the importance of prototyping and small tests of change









Using the model for care coordination, the ideas for change, your ideas about the design of a care coordination system and your assessment of your own system…

Pick one an item that needs improvement in your practice.

What would your improvement aim be?

What specific change will you test? 

What Can You Improve?

29



‹#›















29



30

Make a Plan













What is Your Plan?

31



‹#›
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Complete the Plan for your PDSA cycle so you can test this in your practice by later this week.





Then think about and discuss these questions:





How will you know if the change you make is working?





Whose support do you need to launch this test of change for improvement?





How will you get the support you need?



















Benefits of staff participation

32















Practice Benefits













Staff learn about primary care in the context of the patient-centered medical home and the medical neighborhood





Staff use the session’s activities to connect the care coordination model to their day-to-day experience, and that of their team members





Staff are encouraged to identify areas of improvement, and request support from decision-makers













Feedback from Participants
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Staff that have participated in previous learning sessions have found the following to be helpful:





Learning what “Care Coordination” is





Difference between care management and care coordination





Team building and problem solving





HITE (Health Information Tool for Empowerment)





Thinking outside of the box





Building a supportive care team





Identifying issues and breaking them down to the last raw concept and working forward from there











Additional resources















Linking Patients to Community Based Resources – Tools
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HITE (Health Information Tool for Empowerment) is a free, online tool that can help providers connect patients to community resources and agencies





Available at www.hitesite.org   





Directory of over 5,000 free and low-cost health and social services available to uninsured, underinsured, and Medicaid patients













Implementation Resources
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Implementation Guide for Care Coordination (and the other seven Change Concepts) can be accessed here:  http://www.safetynetmedicalhome.org/change-concepts/care-coordination 







For information on the Model for Improvement and the PDSA cycle and how to use these in your practice, see the Institute for Healthcare Improvement here: http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx 





For more information on Improving Chronic Illness Care see: http://www.improvingchroniccare.org   
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		Partners who registered but did not send any staff member for training
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