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	Meeting Title:
	NYP/Q DSRIP SNF Project Sub-Committee
Projects: 2.b.v & 2.b.vii
	Meeting Date:
	February 18, 2016

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	10:30 AM – 11:0 0 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.
	Identify top payers for each partner
	-
	Team

	3.
	INTERACT
· Identify facility champions
· Identify modules currently implemented
	


	Team

	4.
	INTERACT Training
· Plan for training
· Identify staff for training at each site
	
	Team

	5.
	Minimum Expectations for Project Requirements
· Requirements due DY1, Q4 (Project 2.b.vii)
· #2: Identify a facility champion
· #4: Educate all staff on care pathways & INTERACT principles
	


[bookmark: _GoBack]
	S. Kalinowski

	6.
	Questions & Open Discussion
	
	C. Keane

	7.
	Adjourn
	
	-
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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

[bookmark: _GoBack]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. 
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INTERACT Tracker.xlsx
Sheet1

		NYP/Q PPS Partner SNFs		Communication Tools																		Care Plans																				Advance Care Planning

				Stop & Watch Early Warning		SBAR Communication Tool & Change in Condition Progress Note		Medication Reconciiation Worksheet for Post-Hospital Care		Engaging Your Hospitals		Nursing Home Capabilities List		NH-Hospital Transfer Form		NH-Hospital Data List		Acute Care Transfer Checklist		Hospital-Post Acute Care Data List & Sample Form		Acute Change in Condition File Cards		Acute Mental Status Change		Change in Behavior: New or Worsening Behavioral Symptoms 		Dehydration		Fever		GI Symptoms- Nausea, Vomiting, Diarrhea		Shortness of Breath		Symptoms of CHF		Symptoms of Lower Respiratory Illness		Symptoms of UTI		Tracking Tool		Communication Guide		Identifying Residents for Hospice or Comfort Care		Comfort Care Order Set		Educational Information

		CenterLight		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Centers Health Care		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Chapin Home for the Aging		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Cliffside Rehab		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Cypress Garden Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Dry Harbor Nursing Home		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Elmhurst Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Fairview Nursing Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Forest Hills Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		 Forest View Ctr

		Highland Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Holliswood Center for Rehabilitation and Healthcare		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Long Island Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Margaret Tietz Nursing And Rehabilitation Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Meadow Park Rehabilitation and Health Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		New Franklin Rehabilitation and Healthcare Facility, LLC		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		New York Center for Rehabilitation and Nursing		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Ozanam Hall 		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Parker Institute		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Parker Jewish Institute for Health Care and Rehabilitation		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Queens Boulevard Extended Care Facility		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Sapphire Center (Formerly Flushing Manors)		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Sunharbor Manor		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		The Grand at Queens		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		The Pavilion at Queens		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		The Silvercrest Center for Nursing and Rehabilitation		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Union plaza Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Visiting Nurse Service of New York		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Waterview Nursing Care Center		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		Woodcrest Rehab		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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SNF Projects Minimum Expectations.xlsx
2.b.v

		Project 2.b.v - Care transitions intervention for skilled nursing facility (SNF) residents.

		Project Requirement 1: Partner with associated SNFs to develop a standardized protocol to assist with resolution of the identified issues.

		Metric: Partnership agreements are in place between hospitals and SNFs and include agreements to coordinate post­admission care. SNFs and hospitals have developed care transition policies and procedures, including coordination of thorough and accurate post-admission medical records; ongoing meetings are held to evaluate and improve process.

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Written agreements.		List/inventory of participating SNFs with which
the PPS has agreements to perform functions  as defined in milestone requirement.		The IA will potentially request and review a random sample of the agreements and may contact the partners involved to verify their participation.

		Network provider list.		List/inventory of participating SNFs comprising name, license #, start/end date of contract, full address, etc. The information must be provided in excel spreadsheet format.		The IA will request a random sample of partners participating in the project upon milestone completion as identified by the PPS within the Quarterly Report to ensure they sufficiently meet the project requirement.

		Policies and Procedures.		Documentation of the policies and procedures demonstrating SNFs and hospitals have developed care transition policies and procedures, including coordination of thorough and accurate post-admission medical records.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Meeting minutes.		Inventory of meeting schedules, meeting agendas, meeting minutes, and list of attendees at meeting pertaining to the development of care transitions intervention for skilled nursing facility (SNF) residents		The IA will potentially request and review a random sample of materials based upon the inventory of materials developed by the PPS and submitted upon milestone completion to ensure they sufficiently meet the project requirements.

		Project Requirement 2: Engage with the Medicaid Managed Care Organizations and Managed Long Term Care or FIDA Plans associated with their identified population to develop transition of care protocols, ensure covered services including DME will be readily available, and that there is a payment strategy for the transition of care services.

		Metric: PPS has engaged with Medicaid Managed Care and Managed Long Term Care or FIDA plans to develop coordination of care and care transition strategies; PPS has developed agreements and protocols to provide post-admission transition of care services. Covered services, including Durable Medical Equipment, are available for the identified population. A payment strategy for the transition of care services is developed in concert with Medicaid Managed Care and Managed Long Term Care or FIDA Plans.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		Written agreements.		List/inventory of agreements with Medicaid Managed Care and Managed Long Term Care or FIDA plans as it is defined in milestone requirement.		The IA will potentially request and review a random sample of the agreements and may contact the partners involved to verify their participation.

		Policies and Procedures.		Documentation of the policies and procedures that provide details of covered services and payment strategies as defined in the milestone requirement.		The IA will potentially request and review a random sample of the agreements and may contact the providers involved to verify their participation.

		Documentation of process and workflow including responsible resources at each stage.		Documentation of the process and workflows demonstrating how PPS has engaged with Medicaid Managed Care and Managed Long Term Care or FIDA plans to develop coordination of care and care transition strategies including responsible parties at every stage.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Contract.		Provide standard contract or agreement between network partners which demonstrates the PPS has developed coordination of care and care transition strategies and that the PPS has developed agreements and protocols to provide post­admission transition of care services		The IA will review the contract template to ensure it sufficiently meets the project requirement.

		Report.		Sample reports which demonstrate:		The IA will review the documentation to ensure it sufficiently meets the project requirements.

				• a process for coordination of care and care transition strategies;

				•       PPS has developed agreements and protocols to provide post-admission transition of care services.

				•       Covered services, including Durable Medical Equipment, are available for the identified population.

				•       A payment strategy for the transition of care services is developed in concert with Medicaid Managed Care and Managed Long Term Care or FIDA Plans.

		Other sources demonstrating service availability.		Other sources demonstrating service availability.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Documentation of methodology and strategies including identification of responsible resources at each stage of the workflow.		Documentation of methodology and strategies including identification of responsible resources at each stage of the workflow.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Periodic self-audit reports and recommendations.		List/inventory of periodic self-audit reports and recommendations that demonstrate the PPS is monitoring care transitions and covered services.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Written attestation or evidence of payment agreements.		List/inventory of payment agreements amongst Medicaid Managed Care and Managed Long Term Care or FIDA plans as it is defined in milestone requirement.		The IA will request a random sample of payment agreements with Medicaid Managed Care and Managed Long Term Care or FIDA plans participating in the project upon milestone completion as identified by the PPS within the Quarterly Report to ensure they sufficiently meet the project requirements.

		Project Requirement 3: Develop transition of care protocols that will include timely notification of planned discharges and the ability of the SNF staff to visit the patient and staff in the hospital to develop the transition of care services. Ensure that all relevant protocols allow patients in end-of-life situations to transition home with all appropriate services.

		Metric: Policies and procedures are in place for early notification of planned discharges. PPS has program in place that allows SNF staff access to visit patients in the hospital and participate in care transition planning.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		Documentation of early notification of planned discharge process and workflow including responsible resources at each stage.		Documentation of early notification of planned discharge process and workflow including responsible resources at each stage.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Written agreements.		List/inventory of participating SNFs with
which the PPS has agreements with to
perform functions as defined in milestone requirement.		The IA will potentially request and review a random sample of the agreements and may contact the partners involved to verify their participation.

		Policies and Procedures.		Documentation of the policies and procedures that provide details of care transition with SNFs as defined in the milestone requirement.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Project Requirement 4: Establish protocols for standardized care record transitions to the SNF staff and medical personnel.

		Metric: Clinical Interoperability System is in place for all participating providers.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		HIE Systems report, if applicable.		HIE Systems demonstrating Clinical Interoperability across all providers.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Process work flows.		Process workflows demonstrating how Clinical Interoperability Systems shares data across all participating providers, including responsible parties at every stage.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Documentation of process and workflow including responsible resources at each stage of the workflow

		Other sources demonstrating implementation of the system.		Other sources demonstrating implementation of the system		The IA will review documentation submitted by the PPS to ensure that the Clinical Interoperability System software will meet the requirement of the project.

		Project Requirement 5: Ensure all participating hospitals and SNFs have shared EHR system capability and HIE/RHIO/SHIN- NY access for electronic transition of medical records by the end of DSRIP Year 3.

		Metric: EHR meets connectivity to RHIO's HIE and SHIN-NY requirements.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		QE participant agreements.		List/inventory of participation agreement with Qualified Entities as detailed in the project requirement.		The IA will request a random sample of agreements with partners participating in the project upon milestone completion as identified by the PPS within the Quarterly Report to ensure they sufficiently meet the project requirements.

		Sample of transactions to public health registries.		Evidence of electronic information exchange of patient information within PPS network.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Evidence of DIRECT secure email transactions.		Evidence of secure email transactions using national standards, e.g. DIRECT. Evidence should include screenshot of email between multiple parties demonstrating encryption.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Project Requirement 6: Use EHRs and other technical platforms to track all patients engaged in the project.

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

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Sample data collection and tracking system.		Sample report which demonstrates process for tracking patients between multiple providers in the EHR.		The IA will review the documentation submitted by the PPS to ensure that it meets the requirements of the project.

		EHR completeness reports (necessary data fields are populated in order to track project implementation and progress).		Screenshots demonstrate completeness of EHR system including evidence of patient name, appointments, and services received by patient.		The IA will review a sample of the EHR completeness reports to ensure that they meet the requirements of the project





2.b.vii

		Project 2.b.vii - Implementing the INTERACT project (inpatient transfer avoidance program for SNF).

		Project Requirement 1: Implement INTERACT at each participating SNF, demonstrated by active use of the INTERACT 3.0 toolkit and other resources available at http://interact2.net.

		Metric: INTERACT principles implemented at each participating SNF. Nursing home to hospital transfers reduced. INTERACT 3.0 Toolkit used at each Snf.

		Data Source Documentation to be Provided Upon				Documentation Validation Process

		Requirement Completion by PPS

		Quarterly report narrative demonstrating successful implementation of project requirements.		Quarterly report narrative demonstrating successful implementation of project requirements.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Baseline nursing home to hospital transfer volume with periodic reports demonstrating decrease in transfers.		Documentation providing the baseline nursing home to hospital transfer volume with periodic reports demonstrating decrease in transfers.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Implementation Plan.		Documentation detailing how the INTERACT principles have been implemented at each participating SNF.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Project Requirement 2: Identify a facility champion who will engage other staff and serve as a coach and leader of INTERACT program.

		Metric: Facility champion identified for each SNF.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		Role description of the facility champion.		Documentation describing the role of the facility champion.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		CV (explaining experience with INTERACT principles).		CV of facility champion (explaining experience with INTERACT principles).		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Contract.		Provide standard contract or agreement which demonstrates PPS has identified a facility champion who will engage other staff and serve as a coach and leader of INTERACT program.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Individual trained in INTERACT principles identified		Documentation which identified the individual trained in INTERACT principles.		The IA may contact the identified individual to confirm their participation.

		Project Requirement 3: Implement care pathways and other clinical tools for monitoring chronically ill patients, with the goal of early identification of potential instability and intervention to avoid hospital transfer.

		Metric: Care pathways and clinical tool(s) created to monitor chronically-ill patients.

		PPS has developed and implemented interventions aimed at avoiding eventual hospital transfer and has trained staff on use of interventions in alignment with the PPS strategic plan to monitor critically ill patients and avoid hospital readmission.

		Data Source Documentation to be Provided Upon Documentation Validation Process

		Requirement Completion by PPS

		Documentation of care pathway and clinical tool(s) methodology.		Documentation of care pathway and clinical tool(s) methodology.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Documented strategic plan for monitoring of critically ill patients and hospital avoidance.		Documentation which describes the strategic plan for monitoring of critically ill patients and hospital avoidance.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Implementation plan; Written training materials.		Documentation detailing the implementation of care pathway and other clinical tools; List/inventory of training materials developed to train PPS staff on IDS protocols and processes.		The IA will potentially request and review the implementation plan and a random sample of training materials developed by the PPS.

		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.

		Project Requirement 4: Educate all staff on care pathways and INTERACT principles.

		Metric: Training program for all SNF staff established encompassing care pathways and INTERACT principles.

		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 materials based upon the inventory of materials developed by the PPS and submitted upon milestone completion.

		Project Requirement 5: Implement 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.

		Metric: Advance Care Planning tools incorporated into program (as evidenced by policies and procedures).

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Evidence of tool(s)/Toolkit materials.		List/inventory of the tool(s)/Toolkit materials developed for this project.		The IA will request and review a random sample of the documentation to ensure it sufficiently meets the project requirements.

		Project Requirement 6: Create coaching program to facilitate and support implementation.

		Metric: INTERACT coaching program established at each SNF.

		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 materials based upon the inventory of materials developed by the PPS and submitted upon milestone completion.

		Project Requirement 7: Educate patient and family/caretakers, to facilitate participation in planning of care.

		Metric: Patients and families educated and involved in planning of care using INTERACT principles.

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Patient/family education methodology.		Documentation which describes how patient/family education methodology was developed and the rationale for the methodology.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Patient/family education materials.		List/inventory of patient/family education materials.		The IA will potentially request and review a random sample of materials based upon the inventory of materials developed by the PPS and submitted upon milestone completion.

		Project Requirement 8: Establish enhanced communication with acute care hospitals, preferably with EHR and HIE connectivity.

		Metric: EHR meets Meaningful Use Stage 2 CMS requirements. (Note: any/all MU requirements adjusted by CMS will be incorporated into the assessment criteria.)

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Meaningful Use certification from CMS or NYS Medicaid or EHR Proof of Certification.		CMS, NYS or EHR meaningful use certification.		The IA will potentially request a copy of the EHR Proof of Certification.

		Metric: EHR meets connectivity to RHIO's HIE and SHIN-NY requirements.

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		QE participant agreements.		List/inventory of participation agreement with Qualified Entities as detailed in project requirement.		The IA will request a random sample of QE agreements with partners participating in the project upon milestone completion.

		Sample of transactions to public health registries.		Evidence of electronic information exchange of patient information within PPS network.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Evidence of DIRECT secure email transactions.		Evidence of secure email transactions using national standards, e.g. DIRECT. Evidence should include screenshot of email between multiple parties demonstrating encryption.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Project Requirement 9: Measure outcomes (including quality assessment/root cause analysis of transfer) in order to identify additional interventions.

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

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Quality committee membership list with indication of organization represented and staff category, if applicable.		List/inventory of quality committee membership list comprising of name, organization represented and staff category as it is defined in the milestone requirement.		The IA will review the membership list to confirm participation, the organization represented and their staff category.

		Quality improvement plans.		Documentation of quality improvement plans developed by the quality committee which identifies opportunities for quality improvement and use of rapid cycle improvement methodologies, develops implementation plans, and evaluates results of quality improvement initiatives.		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		Root cause analysis.		Documentation which demonstrates a root cause analysis has been performed on the issues raised in the quality improvement plans.		The IA will review the root cause analysis developed by the quality oversight committee to determine if it meets project requirements.

		Implementation Reports.		Documentation which demonstrates how the issues raised in the quality improvement plans will be addressed.		The IA will review the implementation reports to ensure that the improvement initiatives have been put into action.

		Implementation results.		Documentation which demonstrates the results of the implementation plans.		The IA will review the implementation results to ensure that the improvement initiatives have been effective.

		Meeting minutes.		List/inventory of the meeting minutes of the quality committee.		The IA will request a random sample of the committee minutes to determine if the committee has addressed the project requirements.

		Clinical quality improvement action plan.		Clinical quality improvement action plan.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Follow-up evaluation of action plans.		Documentation of follow-up evaluation of action plans.		The IA will review the documentation to ensure it sufficiently meets the project requirement.

		Website URLs with published reports.		Website URLs with published reports.		The IA will review a random sample of published reports, newsletters, and other documentations demonstrating distribution of quality outcomes and to ensure that information is being transmitted to all stakeholders.

		Newsletters.		Newsletters.

		Documentation demonstrating quality outcomes.		Documentation demonstrating quality outcomes.

		Project Requirement 10: Use EHRs and other technical platforms to track all patients engaged in the project.

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

		Data Source		Documentation to be Provided Upon Requirement Completion by PPS		Documentation Validation Process

		Sample data collection and tracking system		Sample report which demonstrates process for tracking patients between multiple providers in the EHR or other technical platforms		The IA will review the documentation to ensure it sufficiently meets the project requirements.

		EHR completeness reports (necessary data fields are populated in order to track project implementation and progress).		Screenshots demonstrate completeness of EHR system including evidence of patient name, appointments, and services received by patient.		The IA will review the data source(s) submitted by the PPS to ensure that EHRs or similar systems are used to track the patients engaged in this project.
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