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	Meeting Title:
	NYP Queens
DSRIP Asthma Home Based Care 
	Meeting Date:
	May 10, 2017

	Facilitator(s):
	
H. Jabbar, MD
C. Guglielmo

	Meeting Time:
	1:00pm – 2:00 pm

	Location:
	NYP Queens Hospital,  J.P Conference Room 
Call in : 1-866-692-4538; Passcode: 26098085#



Meeting Purpose: 	
	DSRIP Project Implementation – Committee meeting



	
#
	Topic
	Responsible Person
	Document

	1.
	Welcome 
	H. Jabbar, MD
	-

	2.
	Review & Approve Minutes: 4/12/2017
	H. Jabbar, MD
	



	3.
	Actively Engaged Patient: 

· Clarification on engaged patient definition 
· Updated templates sent out – 2 new columns added to show date of referral and date of home assessment that will help tracking referrals
· How many of the patients from last year that have not received home assessments were contacted again for follow up? 
· Weekly follow up emails from PMO to Asthma project providers
· Weekly report from Pediatric Asthma Center- what’s the status of that? 
· Status update on connecting with Caroline for possibly having the ED patient navigator work with providers to refer for home assessment
	S.Choudhury/
[bookmark: _GoBack]R. Zhu
	


	4. 
	DY3Q4 Deliverable: 

Milestone# 5: Ensure coordinated care for asthma patients includes social services and support.

Metric 5.3: PPS has assembled a care coordination team that includes use of nursing staff, pharmacists, dieticians and community health workers to address lifestyle changes, medication adherence, health literacy issues, and patient self-efficacy and confidence in self-management.

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

Question: Where in the workflow can we include pharmacy, dieticians, or addressing of health literacy issues? How can we best modify the attached workflow? Possibility to include Peds Asthma Center in Health Home Training?
	S.Choudhury/
Team





	





















	5.
	Questions & Open Discussion 
	Team
	-

	6.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project 3.d.ii - Pediatric Asthma Project

Project Committee Meeting

April 12th, 2017 1:00pam – 2:00 pm EST

	

Attendees:  H. Jabbar (NYP/Q), C. Dunkley (NYPQ) , E. Roveto (St. Marys), S. Choudhury (NYPQ), K. Fung (NYPQ)  J. Quiwa (Jose Quiwa), M. Hay (NYPQ), J. Lavin (MHPWQ), C. Gugliemo (Asthma Coalition ), S. Kalinoskwi (NYPQ), A. Simmons (NYPQ) 

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Review & Approve Minutes

· Actively Engaged Patient Goals-Mitigation Strategy

· Future Deliverables

· Rapid Cycle 

· Questions/Discussions  

		· N/A



		2. Review Minutes:

H. Jabbar  





		· Review and Approved Minutes from 3.13.17 Meeting.

		· Meeting minutes were unanimously approved .



		3. Actively Engaged Patient Goals-Mitigation Strategy

C. Gugliemo 

 

		· Claudia and Dr. Jabbar would like to speak with the ED to refer patients to Dr. Jabbar to be referred to Home Care.

· Caroline Keane can aid with the conversation and buy in on the referral process for home care visits.

· The Patient Navigator that will start working in the ED will be notified once the patient enters the ED. Then the next steps will follow.

· Claudia would like to send out monthly reminder emails to the practices to ask if they need additional assistance in the referral process.

· Dr. Quiwa stated that he would try to encourage patients to be more engaged in the referral process.

· St. Mary’s home care would go into the practice and help the provider maintain the patient.

· A follow up tracker would need to be created for each provider to track if each patient attended the home care visit or if there is a risk or issue with the referral process.

· When the network open there will be an opportunity to add new provider to be engaged.

		· Niaoma will coordinate a meeting with Caroline. Claudia and Dr. Jabbar. 

· Elvira will help Dr. Quiwa to engage patients by sending Josephine to the provider’s office. 

· PMO will comprise list of current Asthma project providers to root a solution and send updates to the providers. 





		4. Future Deliverables : 

S. Choudhury/

Team 

		· PMO will develop the Care coordination Roster for reporting including Peds Asthma Center, ED, Saint Mary’s nurses.

· Claudia has sent all the education materials to the PMO.

· The PMO currently has all of the EHRs of all partners. The PMO would then need to reconcile the list with the current asthma project providers list.

· 5.3

· The PPS would need to engage pharmacist from the serving areas like Jackson Heights.

· A current pharmacy partner is Total Care Rx and Alexander Infusion 



		· Total Care Rx and Claudia would have a conversation on Asthma education.

 



		5. Rapid Cycle Overview:

Team

		· Align Quality network data and financial data to meet with DSIRP goals

· Sarah Kalinoswki from NYP presented on the new Rapid Cycle program that will be starting in order to meet DSRIP goals.

· Focusing on four areas, team, technique, time zone and Tools.

		· If there are any question please contact the PMO



		6. Questions/ Discussion: Team 

		· Who specifically needs to be doing a home care visit for patients?

		· PMO will get more clarification on actively engaged definition. 
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Asthma Workflow.pptx
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