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	Meeting Title:
	NYP/Q DSRIP SNF Project Sub-Committee
Projects: 2.b.v & 2.b.vii
	Meeting Date:
	August 4, 2016

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	3:30 PM – 4:15 PM

	Dial in #:
	(517)-233-3822

	Passcode:
	[bookmark: _GoBack]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.
	
INTERACT Training Plan
· 2 member/facility
· 2-day training 

	
	C. Keane


	4.
	Project 2.b.vii- INTERACT
Milestone # 6- Create a coaching program to facilitate and support implementation 
Due by: 03/31/2017
	
	C. Keane

	5.
	DY2, Q2-Q4 Deliverables 
	

	S. Choudhury

	6. 
	Project 2.b.vii- INTERACT
Milestone # 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. 
Due by: 03/31/2017

· Best practice from: NYSNA 

	
	C. Keane 

	7.
	MOLST & eMOLST Implementation Status Update
	--
	Committee Members

	8.
	Updates on RHIO connectivity to SNF Partners 
	
	Cory

	9.
	Questions & Open Discussion
	--
	C. Keane

	10.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project –SNF Project Sub-Committee

Project Committee Meeting

May 19th, 2016 10:30am – 11:00am EST

	

Attendees: C. Keane (NY/PQ) C. Dunkley(NYP/Q) R. Sherman (Pavilion at Queens), S. Schumann (Parker Jewish) C. Duffy (St. Mary’s) D. Friedman (Dry Harbor ) E. Frankel (Parker Jewish ) S. Kalinowski (NYPQ) K. Fung (NYPQ)

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Introductions

· Approve Meeting minutes

· INTERACT Questionnaire

· Project Performance Metrics

· DY1,Q4 & DY2,Q1 Deliverables  

· Question &Discussion

		



		2. Approve Meeting minutes 

C. Keane

		· Committee reviewed meeting minutes from 04/21/16 meeting.

		· Committee voted to unanimously approve the meeting minutes



		3. INTERACT Questionnaire: 



C. Keane

S. Kalinowski 

 

 

		· There will be INTERACT Training sessions in June.

· There were no responses from the following :

		INTERACT Questionnaire

No Response from:

· Centers Health Care

· Cypress Garden

· Forest Hills

· Long Island Care Center 



		





· Margaret Tietz

· Meadow Park

· The Grand at Queens

· Waterview









		· Partners will send your physician champions to the PMO.

· Partners listed need to complete the Interact Questionnaire and submit to the PMO.

· PMO will follow up on INTERACT Training 



		4. Project Performance Metrics:



K. Fung

S. Kalinoskwi

		· 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. DY1,Q4 & DY2,Q1 Deliverables  



		· 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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Upcoming Tasks Due

1<> Milestone
2 <> Milestone
3<> Milestone
4 <> Milestone
5<> Milestone
1<> Milestone

New York Presbyterian Queens

- Long Term Care Projects

2.b.v - Care Transitions Intervention for

Skilled Nursing Facility (SNF) Residents
Milestone #1 Partner with associated
SNFs to develop a standardized protocol
to assist with resolution of the identified
issues.
Milestone #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.
Milestone #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.
Milestone #4 Establish protocols for
standardized care record transitions to
the SNF staff and medical personnel.
Milestone #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.
2.b.vii - Implementing the INTERACT
Project (Inpatient Transfer Avoidance
Program for SNF)
Milestone #1 Implement INTERACT at
each participating SNF, demonstrated by
active use of the INTERACT 3.0 toolkit
and other resources available at http://

04/01/15

07/01/15

07/01/15

07/01/15

07/01/15

07/01/15

04/01/15

07/01/15

03/31/18

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress
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DY2, Q4

DY2, Q4

DY2, Q4

DY2, Q4

DY2, Q4

DY2, Q4

Caroline Keane

Caroline Keane

Caroline Keane

Caroline Keane

Caroline Keane
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Upcoming Tasks Due

3<>

4 <>

5<>

6 <>

7 <>

8 <>

9 <>

10 <>

New York Presbyterian Queens

Milestone

Milestone

Milestone

Milestone

Milestone A/V

Milestone

Milestone

Milestone

interact2.net.

Milestone #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.

Milestone #4 Educate all staff on care
pathways and INTERACT principles.
Milestone #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.

Milestone #6 Create coaching program to
facilitate and support implementation.
Milestone #7 Educate patient and family/
caretakers, to facilitate participation in
planning of care.

Milestone #8 Establish enhanced
communication with acute care
hospitals, preferably with EHR and HIE
connectivity.

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

Milestone #10 Use EHRs and other
technical platforms to track all patients

08/01/15

07/01/15

07/01/15

01/01/16

07/01/15

01/01/16

07/01/15

07/01/15

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

03/31/17

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress

In Progress
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