CTC-RI Community Health Team Monthly Meeting
Agenda
	Date:  Friday, 5/12/17 
	
	Start/End Time: 9:30 to 10:30am
	

	Meeting Location:  RIQI, 50 Holden St., Providence, Jefferson Conference Room
	
	Call in number: 508-856-8222 code: 4574
https://global.gotomeeting.com/join/947534693

	

	MEETING INFORMATION:
	
	COMMITTEE MEMBERS/INVITEES: 

	Purpose: Progress report on Phase 2 CHT work 
Attachments: 
Draft South CHT Dashboard 
CTC CHT Q1 Final Data 2017 Report
Consolidated Operations Report for Q1 2017
CHT Patient Experience Survey Questions Ver.2
	
	Deb Hurwitz 
Pano Yeracaris 
Susanne Campbell
Renee Bromley
Gail Meisner
Omar Galarraga
Cynthia Li
	Liz Fortin
Scott Hewett 
Marie Padilla
Sandy Pardus 
[bookmark: _GoBack]Jennifer Capewell

	

	  Item #
 
	Statement / Owner / Time
	Comments
	Action #

	1
	D.Hurwitz
5 minutes 
	Welcome and Review of Agenda

	

	2
	G.Meisner / L.Fortin 
10 minutes
	CHT Dashboard – Value Concepts


	

	3
	L.Fortin / S.Hewett / M.Padilla
10  minutes 
	CHT Q1 Data – Final
· S.Hewett and M.Padilla to discuss their individual PDSAs from Q1 and to identify their areas of focus for Q2.


	

	4
	L.Fortin / 
S.Hewett
15  minutes
	Draft Patient Experience Survey 


	

	5
	L.Fortin 
10  minutes
	Consolidated Operations Report for Q1
· To include update at the end on BVCHC


	

	7
	D.Hurwitz / 
S.Campbell / L.Fortin 
10  minutes
	SBIRT/CHT
a. How can we prepare? Update on budget and job descriptions 
b. Contracts: will there be one contract for CTC CHT and one contract for CHT-SIM? 
	

	9
	D.Hurwitz
5 minutes
	Next Steps

Next meetings: 
a. Quarterly CHT Program Meeting with the health plans, 6/9/17, 9:30 to 10:30 – RI Shriners*
b. State-wide meeting June 23: Healthcentric advisors 
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South CHT Dashboard.pdf
Average Time Spent Per Person

# of High Risk Factors** n Patients

n BH Clients:

3/31/2017

Cost Savings
$120,000.00
$2,100.00

$122,100.00
Average Number of Encounters Per Person

1/1/2017 ---

$700.00

$12,000.00
Total Cost Savings
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Testimonial:

“I wouldn’t be living here at this point if it wasn’t for her.”

That’s Paul Wilms, a 65 year old resident of Hope Valley and patient of Marie
Padilla of the Community Health Team. Paul has been a patient with the CHT
for 3 years. He had been down and out when it came to his health. After
having issues getting appointments, being dropped from insurance more than
10 times, and suffering two strokes, Paul was ready to give up; until he started
working with the CHT and Marie.

“Marie has helped me sort through all of the paperwork and politics of
insurance which has been very helpful”, said Paul

“This team was receptive enough to when | should and shouldn’t do things for
myself or when | would need advice and counsel. They weren’t trying to
control everything” They encouraged me to be more productive and self aware
and solve problems for myself,” said Paul.

ul Wilms hands his donation to South County Community Health Team CHW Mane Padilia.

A grateful patient, Paul wanted to help others facing similar hardship, donating
$100 to the CHT. “I suspect a lot of people are shutting down and giving up out
there. | hope they get to use this opportunity locally with South County
Hospital.






image2.emf
CTC CHT Q1 FINAL  2017.xlsx


CTC CHT Q1 FINAL 2017.xlsx
SIM CHT Metrics

		CHT Metric 1.1: Quarterly number of active SIM-funded CHTs. 

		• •• • Target: At least two teams assembled by mid-year of year one. 

		 

		CHT Metric 1.2: Quarterly percentage of new, SIM-funded CHTs actively seeing patients in Rhode Island. 

		• •• • Target: 100% by third quarter of year one. 

		 

		CHT Metric 1.3: Quarterly number of unique practices utilizing new, SIM-funded CHTs. 

		• •• • Target: At least more than one practice per CHT. Target may change, based on applicant proposals. 

		 

		CHT Metric 1.4: Quarterly number of CHTs participating in the statewide CHT consolidated operations model. 

		• •• • Target: At least the two SIM-funded CHTs participating. Long-term goal, aside from the SIM objectives is to general increase the number of CHTs and to make Consolidated Operations available to any CHT within the state that would like to participate. 

		 

		CHT Metric 1.5: Quarterly percentage of completed data reports submitted by consolidated operations team. 

		• •• • Target: 100% per quarter. 

		 

		CHT Metric 1.6: Quarterly number of sites provided with education/training about practice transformation and CHT benefits. 

		• •• • Target: At least 10-12 sites per year for three years.  

		 

		CHT Metric 1.7: Quarterly percentage of tools and assessments made available to all CHTs in RI that are adopted by intended CHT recipients. 

		• •• • Target: 80% uptake rate among intended recipients per tool/assessment. 

		CHT Metric 1.8: Quarterly percentage of patients referred to applicable CHTs who received services (A: SIM-funded; B: Non-SIM-funded). 

		• •• • Target: 100% of patients for both A and B.  

		 

		CHT Metric 1.9: Monthly number of unique patients reached and cumulative patient visits provided by SIM-funded CHTs. 

		• •• • Target: At least 400 patients per CHT annually. Patient visit target to be determined based on population of CHT. Target may change, if needed. 

		 

		CHT Metric 1.10: Quarterly percentage of patients referred to and seen by applicable CHTs who then are offered enrollment in CurrentCare. 

		• •• • Target: 100% of patients not previously enrolled who enroll or opt-not to enroll. 

		CHT Metric 1.10: Quarterly percentage of patients referred to and seen by applicable CHTs who are enrolled in CurrentCare. 

		CHT Metric 1.11: Quarterly percentage of patients referred to and seen by applicable CHTs who then received an annual influenza vaccination. 

		• •• • Target: 100% of those for whom vaccination is recommended. This measure may change based upon ongoing CHT Program Development Committee feedback. 

		 

		CHT Metric 1.12: Quarterly number of Community Health Workers certified through the Rhode Island Certification Board. 

		• •• • Target: 100% of CHT-employed CHWs.  

		 

		CHT Metric 1.13: Quarterly percentage of CHTs employing Certified Community Health Workers. 

		• •• • Target: 100% of CHTs participating in Consolidated Operations. 

		 

		CHT Metric 1.14: Quarterly number of patients in provider panels for whom referrals to CHTs participating in Consolidated Operations can be made. 

		• •• • Target: To be determined, in consultation with SIM Evaluation Vendor. 

		 

		CHT Metric 1.15: Quarterly percentage of RI residents with access to CHT (SIM-funded and Existing). 

		• •• • Target: To be determined, based on identified high-risk population(s) associated with all CHTs through the CHT Program Development Committee.  

		 

		CHT Metric 1.16: Quarterly number of SBIRT Screenings provided by SIM-funded CHTs in the community setting. 

		• •• • Target: To be determined, based on identified high-risk population(s) associated with SIMfunded CHTs and SBIRT Staffing Models selected. 



		CHT Metric 1.17: Quarterly number of SBIRT Referrals (including types) coordinated by SIMfunded CHTs. 

		• •• • Target: To be determined, based on identified high-risk population(s) associated with SIMfunded CHTs and SBIRT Staffing Models selected. 

		 

		CHT Metric 1.18: Quarterly number of Post-Treatment Support Referrals (including types) coordinated by SIM-funded CHTs. 

		• •• • Target: To be determined, based on identified high-risk population(s) associated with SIMfunded CHTs and SBIRT Staffing Models selected. 





		ADDITIONAL METRICS





























































































		Need to add data elements for some of these measures to the patient level tab





Measurement Specs



		Measurement Specifications

		Metric ID		Domain		Patient Population		Measure		Num		Den		Inclusions/Exclusions		Target

		CHT Metric 2.00  Language cleaned up		Volume		Patients served in the CHT program by any member of the community health team during the measurement period. 		Unique # Patients SERVED 		Measurement Specifications						150/quarter; 200/year

		CHT Metric 2.00a		Volume		Patients served in the CHT program by any member of the community health team during the measurement period.		Unique Patients SERVED per Team Member		Unique # patients SERVED 		Total # of FTE counts during the reporting period				50

		CHT Metric 2.00b		Volume		Patients served in the CHT program by a BH Specialist during the measurement period.		Unique patients SERVED per BHCM     		Unique # patients with an encounter by the BHCM during the reporting period 		Total # of BHCM FTE counts during the reporting period		Excludes patients with BHCM activities of CASE REVIEW ONLY or ED/INPATIENT Notifications ONLY		50

		CHT Metric 2.01a (2.07 redefined)		Quality		Patients served in the CHT program by any member of the community health team during the measurement period.		Percent of ELIGIBLE patients receiving at least one Case Review activity		Unique # of Eligible patients with at least one CASE REVIEW activity		Unique # of patients who meet ELIGIBILITY criteria		Numerator includes all served patients with a Case Review activity. Denominator includes patient served with Impactable risk drivers.  Excludes patients with program status of INELIGIBLE OR NOT APPROPRIATE 		100%

		CHT Metric 2.01b (2.03)		Quality		Patients served in the CHT program by any member of the community health team during the measurement period. 		Percent of Eligible patients ACCEPTING services		Unique # of patients ACCEPTING services		Unique # of patients who meet ELIGIBILITY criteria		Numerator excludes UNABLE TO CONTACT, DECLINED , PREOUTREACH, OUTREACH.		75%

		CHT Metric 2.02  NEW		Quality		Patients served in the CHT program by any member of the community health team during the measurement period. 		Unique # of Eligible patients who ENGAGE in services 		Unique # of ENGAGED patients  (MHS completed)				ENGAGED patients include ANY patient with a Member Health Survey completed.		establish baseline

		CHT Metric 2.02a (2.04a Redefined)		Quality		Patients served in the CHT program by any member of the community health team during the measurement period. 		Percent of  ELIGIBLE patients who have completed comprehensive assessment (Member Health Survey).		Unique # of ENGAGED patients with MHS completed  		Unique # of patients who meet ELIGIBILITY criteria		Denominator includes all ELIGIBLE REFERRALS; Numerator includes patients with a MHS date		75%

		CHT Metric 2.02b (2.04e Just reordered)		Volume		Patients ENGAGED any time during the measurement period.		Percent of ENGAGED patients who were offered Current Care enrollment.		Unique # of ENGAGED patients  offered CurrentCare enrollment		Unique # of ENGAGED patients 		 Numerator includes MHS with a CurrentCare status 		100%

		CHT Metric 2.02c (2.06 Just reordered)		Efficiency		Patients ENGAGED any time during the measurement period.		Percent of  ENGAGED  patients with care plan in place within 30 days of referral.		Unique # of ENGAGED patients with a care plan developed within 30 days of referral 		Unique # of ENGAGED patients 		Numerator includes patients with a care plan problem date with 30 days of referral date		80%

		CHT Metric 2.03 (2.04c  Reordered, Numerator definition added)		Quality		Patients ENGAGED any time during the measurement period.		Percent of ENGAGED PATIENTS screened for BH using universal screeners. 		Unique # of ENGAGED patients with BH universal screenings		Unique # of ENGAGED patients 		Numerator includes patients with a PHQ2, GAD2 or CAGE-AID. Denominator includes patients with a Member Health Survey completed.		100%

		CHT Metric 2.03a (2.04d  Just Reordered)		Quality		Patients ENGAGED any time during the measurement period.		Unique # of patients screened, with positive BH results on the PHQ2, GAD2 or CAGE-AID		Unique # of patients with one or more BH positive screening results		Unique # of ENGAGED patients with BH universal screenings in the reporting period		Numerator includes patients with PHQ2 score of 3 or more  or PHQ9 (single item) 1 or more; or  GAD2 score of 3 or more; or CAGE-AID score of 2 or more.		N/A

		CHT Metric 2.03b (2.04d Reordered,  numerator definition added)		Quality		Patients ENGAGED any time during the measurement period.		Percent of patients screened, with positive BH results, then referred for BI or Treatment by a BH specialist. (BHCM, SBIRT or External BH)		Unique # of patients referred for BH Intervention 		Number of patients with one or more BH positive screening result in the reporting period		Numerator includes patients with a BH Referral activity. Denominator includes patients with PHQ2 score of 2 or more or PHQ9 (single item) 1 or more; or  GAD2 score of 3 or more; or CAGE-AID score of 2 or more. 		100%

		CHT Metric 2.04 (2.05 Just reordered)		Efficiency		Patients ENGAGED in BH SERVICES any time during the measurement period.		Percent of  BH referrals with completed comprehensive BH Assessment  by the BHCM		Unique # of patients with a completed BH Assessment date 		Patients SERVED anytime with BH Status 		Denominator includes patients with a BH Referral activity or a BH Status other than blank		80%

		CHT Metric 2.04.a (NEW Follow-up PHQ9 BH Screening Scores)		Quality		Patients ENGAGED in BH SERVICES any time during the measurement period.		Percent of  BH CM patients with follow-up PHQ9  completed		Unique # of patients with follow-up PHQ9 completed by the BHCM  		Number of BH patient referrals with completed comprehensive BH Assessment  by the BHCM		Numerator includes BH patients with follow-up BH screen scores PHQ9 .  Denominator includes BH patients with initial PHQ9 scores		establish baseline

		CHT Metric 204.b (New  PHQ9 Score Improvements) 		Outcome		Patients ENGAGED in BH SERVICES any time during the measurement period.		Percent of  BH CM patients with  PHQ9 improvement   scores		Unique # of patients with follow-up PHQ9 with improvement scores  		Unique # of patients with follow-up PHQ9 completed by the BHCM  		Denominator includes BH patients with follow-up PHQ9 scores.  		establish baseline

		CHT Metric 2.04c (NEW Follow GAD7 BH Screening Scores)		Quality		Patients ENGAGED in BH SERVICES any time during the measurement period.		Percent of  BH CM patients with follow-up GAD7 completed		Unique # of patients with follow-up GAD7 completed by the BHCM  		Number of BH patient referrals with completed comprehensive BH Assessment  by the BHCM		Numerator includes BH patients with follow-up BH screen scores GAD7.  Denominator includes BH patients with initial GAD7 scores		establish baseline

		CHT Metric 2.04d (New GAD7 Score Improvements )		Outcome		Patients ENGAGED in BH SERVICES any time during the measurement period.		Percent of  BH CM patients with BH Screen improvement   scores		Unique # of patients with follow-up BH Screens with improvement scores  		Unique # of patients with follow-up GAD7 completed by the BHCM  		Denominator includes BH patients with follow-up GAD7 scores.  		establish baseline



		CHT Metric 2.05 NEW		Quality		Patients NEWLY REFERRED to the community health team during the reporting period.		Unique # of NEW REFERRALS from the PCP practice		Unique # of REFERRALS				Numerator is all patients with a referral date within the reporting period		60

		CHT Metric 2.05a (2.02a) 		Quality		Patients referred to CHT any time during the measurement period.		Unique # of new patient referrals ELIGIBLE for the CHT program.  		Unique # of patients who meet ELIGIBILITY criteria				Includes patient with Impactable risk drivers.  Excludes patients with program status of INELIGIBLE OR NOT APPROPRIATE 		54

		CHT Metric 2.05b		Quality		Patients referred to CHT any time during the measurement period.		Percent of new CHT  referrals that are ELIGIBLE for the program.  (Meet the high risk criteria)		Unique # of patients who meet ELIGIBILITY criteria		New patient referrals to the CHT program.  		Includes patient with Impactable risk drivers.  Excludes patients with program status of INELIGIBLE OR NOT APPROPRIATE 		90%

		CHT Metric 2.05c		Efficiency		Patients referred to CHT any time during the measurement period.		Percent of  CHT REFERRALS TRIAGED within 3 business days (translating to 5 days) of referral from practice. (Triage activity)		Unique #  of REFERRED patients with a TRIAGE activity within 5 days 		New patient referrals to the CHT program.  		Denominator includes all REFERRALS, Numerator includes all referrals with a TRIAGE activity within 5 days of the Referral date		80%

		CHT Metric 2.05d		Efficiency		Patients referred to CHT any time during the measurement period.		Percent of ELIGIBLE referrals receiving OUTREACH within 7 days of triage into program.		Unique # of ELIGIBLE patients  who receive Outreach activity within 7 days		Unique # of  ELIGIBLE patients   		Denominator includes all ELIGIBLE REFERRALS, Numerator includes ELIGIBLE REFERRALS with TRIAGE activity within 7 days		80%

		CHT Metric 2.05e (2.04b)		Efficiency		Patients referred to CHT any time during the measurement period.		Percent of   ELIGIBLE referral who have completed comprehensive assessment (Member Health Survey)   within 2 weeks of acceptance into program.		Unique # of ENGAGED patients with MHS completed with in 2 weeks  of Triage 		Unique # of  ELIGIBLE patients   		Denominator includes all ELIGIBLE REFERRALS, Numerator includes ELIGIBLE REFERRALS with a MHS completed with in 2 weeks  of Triage		80%





		CHT Metric 2.06		Volume		Patients served in the CHT program by any member of the community health team during the measurement period.		Total # face to face encounters per team and per FTE.								establish baseline

		CHT Metric 2.07		Volume		Patients served in the CHT program by any member of the community health team during the measurement period.		Total # encounters by activity type.								establish baseline
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Q1 2017

												South 								North								South  								North								South 								North

		Measurement Specifications										1/1/17-3/31/17
								1/1/17-3/31/17
								10/1/16 -12/31/16
								10/1/16-12/31/16
								7/1/16 - 9/30/16
								7/1/16 - 9/30/16


		Metric ID		Measure		Num		Den		Target		Num		Den		Result				Num		Den		Result				Num		Den		Result				Num		Den		Result				Num		Den		Result				Num		Den		Result

		CHT Metric 2.00  		Unique # Patients SERVED 		Unique # Patients SERVED 				150/quarter; 200/year		154				154				146				146				146				146				150				157				153				153				127				127

		CHT Metric 2.00a		Unique Patients SERVED per Team Member		Unique # patients SERVED 		Total # of FTE counts during the reporting period		50		154		3		51				146		2.5		58				146		3		49				150		2.5		60				153		3		51				127		2.5		51

		CHT Metric 2.00b		Unique patients SERVED per BHCM     		Unique # patients with an encounter by the BHCM during the reporting period 		Total # of BHCM FTE counts during the reporting period		50		62		1		62												59		1		59								NA				72		1.25		58								NA

		CHT Metric 2.01a 		Percent of ELIGIBLE patients receiving at least one Case Review activity		Unique # of Eligible patients with at least one CASE REVIEW activity		Number of patients who meet ELIGIBILITY criteria		90% revised		140		150		93%				95		142		67%				123		140		88%				99		139		71%				136		147		93%				70		111		63%

		CHT Metric 2.01b 		Percent of Eligible patients ACCEPTING services		Unique # of patients ACCEPTING services		Number of patients who meet ELIGIBILITY criteria		75%		135		150		90%				113		142		80%				121		140		86%				113		139		81%				125		147		85%				98		111		88%

		CHT Metric 2.02 		Unique # of Eligible patients who ENGAGE in services 		Unique # of ENGAGED patients  (MHS completed)				establish target						134								104								113								78				115				115				61				61

		CHT Metric 2.02a 		Percent of  ELIGIBLE patients who have completed comprehensive assessment (Member Health Survey).		Unique # of ENGAGED patients with MHS completed  		Number of patients who meet ELIGIBILITY criteria		75%		134		150		89%				104		142		73%				113		140		81%				78		139		56%				115		147		78%				61		111		55%

		CHT Metric 2.02b 		Percent of ENGAGED patients who were offered Current Care enrollment.		Unique # of ENGAGED patients  offered CurrentCare enrollment		Numberof ENGAGED patients 		95%		133		134		99%				100		104		96%				113		113		100%				71		78		91%				115		115		100%				55		61		90%

		CHT Metric 2.02c 		Percent of  ENGAGED  patients with care plan in place within 30 days of referral.		Unique # of ENGAGED patients with a care plan developed within 30 days of referral 		Number of ENGAGED patients 		75%		86		134		64%				60		104		58%				66		113		58%				48		78		62%				52		115		45%				15		61		25%

		CHT Metric 2.03 		Percent of ENGAGED PATIENTS screened for BH using one or more universal screeners. 		Unique # of ENGAGED patients with BH universal screenings		Number of ENGAGED patients 		95%		133		134		99%				80		104		77%				112		113		99%				59		78		76%				105		115		91%				41		61		67%

		CHT Metric 2.03a 		Percent of ENGAGED PATIENTS screened for BH using universal screeners - PHQ2. 		Unique # of ENGAGED patients with BH universal screenings		Number of ENGAGED patients 		establish target		133		134		99%				79		104		76%

		CHT Metric 2.03b 		Percent of ENGAGED PATIENTS screened for BH using universal screeners GAD2. 		Unique # of ENGAGED patients with BH universal screenings		Number of ENGAGED patients 		establish target		132		134		99%				82		104		79%

		CHT Metric 2.03c		Percent of ENGAGED PATIENTS screened for BH using universal screener - CAGE-AID. 		Unique # of ENGAGED patients with BH universal screenings		Number of ENGAGED patients 		establish target		71		134		53%				59		104		57%

		CHT Metric 2.03d		Unique # of patients screened, with positive BH results on the PHQ2, GAD2 or CAGE-AID		Unique # of patients with one or more BH positive screening results		Number of ENGAGED patients with BH universal screenings in the reporting period		N/A		70		134		52%				37		104		36%

		CHT Metric 2.03e (was 2.03a)		Percent of patients screened, with positive BH results, then referred for BI or Treatment by a BH specialist. (BHCM, SBIRT or External BH)		Unique # of patients referred for BH Intervention 		Number of patients with one or more BH positive screening result in the reporting period		95%		67		70		96%				25		37		68%				54		55		98%				11		30		37%				55		59		93%				7		21		33%

		Behavioral Health Care Management

		CHT Metric 2.04 		Percent of  BH referrals with completed comprehensive BH Assessment  by the BHCM		Unique # of patients with a completed BH Assessment  		Number of patients  referred for BH Services		70%		62		95		65%												59		92		64%								NA				51		105		49%								NA

		CHT Metric 2.04a 		Percent of  BH CM patients with a PHQ9  completed		Unique # of patients with a PHQ9 completed by the BHCM  		Number of BH patient referrals with completed comprehensive BH Assessment  by the BHCM		establish target		47		62		76%												34		59		58%								NA				40		51		78%								NA

				Percent of PHQ9 with at risk score		Unique # of patients with PHQ9 administered with score >9		BH Patients with PHQ9 administered				26		47		55%

		CHT Metric 2.04b 		Percent of  BH CM patients with follow-up PHQ9  completed		Unique # of patients scoring at risk with follow-up PHQ9 completed by the BHCM  		Number of BH  patients with a high risk PHQ9 completed by the BHCM  		establish target		13		26		50%												15		34		44%								NA				15		40		38%

		CHT Metric 2.04c 		Percent of  BH CM patients with  PHQ9 improvement   scores		Unique # of patients with follow-up PHQ9 with improvement scores  		Number of patients with high risk PHQ score with follow-up PHQ9 completed by the BHCM  		establish target		10		13		77%												10		15		67%								NA				11		15		73%								NA

		CHT Metric 2.04d		Percent of  BH CM patients with a GAD7  completed		Unique # of patients with a GAD7  completed by the BHCM  		Number of BH patient referrals with completed comprehensive BH Assessment  by the BHCM  		establish target		49		62		79%												37		59		63%								NA				42		51		82%								NA

				Percent of GAD with at risk score		Unique # of patients with GAD administered 		BH Patients with GAD7 administered				40		49		82%

		CHT Metric 2.04e 		Percent of  BH CM patients with follow-up GAD7 completed		Unique # of patients with follow-up GAD7 completed by the BHCM  		Number of BH  patients with a high risk GAD7 completed by the BHCM  		establish target		18		40		45%												14		37		38%								NA				14		42		33%								NA

		CHT Metric 2.04f		Percent of  BH CM patients with GAD7 improvement  scores		Unique # of patients scoring at risk with follow-up GAD7 with improvement scores  		Number of patients with follow-up GAD7 completed by the BHCM  		establish target		14		18		78%												8		14		57%								NA				8		14		57%								NA

		CHT Metric 2.04g		Percent of  BH CM patients with a CAGE-AID  completed		Unique # of patients with a CAGE-AID  completed by the BHCM  		Number of BH patient referrals with completed comprehensive BH Assessment  by the BHCM  		establish target		47		62		76%												37		59		63%								NA				42		51		82%								NA

				Percent of CAGE with at risk score		Unique # of patients with CAGE administered 		BH Patients with CAGE administered				13		47		28%

		CHT Metric 2.04h		Percent of  BH CM patients with follow-up CAGE-AID completed		Unique # of patients scoring at risk  with follow-up CAGE-AID completed by the BHCM  		                          		establish target		5		13		38%

		CHT Metric 2.04i		Percent of  BH CM patients with CAGE-AID improvement  scores		Unique # of patients with follow-up CAGE-AID with improvement scores  		Number of patients with follow-up CAGE AID completed by the BHCM  		establish target		1		5		20%

		New Referrals

		CHT Metric 2.05 		Unique # of NEW REFERRALS from the PCP practice		Unique # of REFERRALS				60		43				43				57				57				59				59				51				51				31				31				58				58

		CHT Metric 2.05a 		Unique # of new patient referrals ELIGIBLE for the CHT program.  		Unique # of patients who meet ELIGIBILITY criteria				54		42				42				55				50				57				57				50				50				30				30				42				42

		CHT Metric 2.05b		Percent of new CHT  referrals that are ELIGIBLE for the program.  (Meet the high risk criteria)		Unique # of patients who meet ELIGIBILITY criteria		New patient referrals to the CHT program.  		90%		42		43		98%				55		57		96%				57		59		97%				51		59		86%				30		31		97%				42		58		72%

		CHT Metric 2.05c		Percent of  CHT REFERRALS TRIAGED within 3 business days (translating to 5 days) of referral from practice. (Triage activity)		Unique #  of REFERRED patients with a TRIAGE activity within 5 days 		New patient referrals to the CHT program.  		80%		42		43		98%				40		57		70%				48		59		84%				41		59		69%				26		31		84%				20		58		34%

		CHT Metric 2.05d		Percent of ELIGIBLE referrals receiving OUTREACH within 7 days of triage into program.		Unique # of ELIGIBLE patients  who receive Outreach activity within 7 days		Unique # of  ELIGIBLE patients   		80%		34		42		81%				29		55		53%				50		57		83%				29		51		57%				25		30		83%				14		42		33%

		CHT Metric 2.05e (2.04b)		Percent of   ELIGIBLE referral who have completed comprehensive assessment (Member Health Survey)   within 2 weeks of acceptance into program.		Unique # of ENGAGED patients with MHS completed with in 2 weeks  of Triage 		Unique # of  ELIGIBLE patients   		80%		24		42		57%				16		55		29%				23		57		37%				15		51		29%				11		30		37%				3		42		7%
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Definitions

		SERVED = 1) anyone with a status of ACTIVE with a Referral Date BEFORE the end of the reporting date range, or 2) anyone with a Referral Date within the reporting date range, or 3) anyone with one or more encounter (DETAIL activity) within the reporting date range.  EXCLUSIONS:  Patients discharged before the start of the reporting period.



		ELIGIBLE=  High Risk Referrals that are determined to be APPROPRIATE for the program.  EXCLUSIONS: CHT Status =  INELIGIBLE or  NOT APPROPRIATE

		ACCEPTED = ELIGIBLE  Referrals who agree to participate in the program.  EXCLUSIONS: UNABLE TO CONTACT, DECLINED , PREOUTREACH, OUTREACH. INCLUDES ACTIVE STATUS OR DISCHARGEd at the end of the quarter

		ENGAGED - ACCEPTED patients with an Intake activity  (MHS or BHS)
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CHT Pt Exp Survey Questions v2.docx
While working with the Community Health Team how satisfied were you with the resources and the support offered to you?



Extremely Satisfied

Satisfied

Neutral

Dissatisfied

Extremely Dissatisfied







How satisfied were you with Community Health Team efforts to coordinated care and services with your provider?



Extremely Satisfied

Satisfied

Neutral

Dissatisfied

Extremely Dissatisfied





The Community Health Team provided me with helpful information to manage my life and health better. 



Strongly agree

Agree

Neutral

Disagree

Strongly disagree
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Consolidated Operations Report Q1 2017.docx
Community Health Teams

Consolidated Operations Report

Q1 2017

North CHT Success/Activities

· Staffing

· Shannan  Victorino, RN has joined the CHT as the BHCM 

· Has received CHT orientation and BH training

· She will begin doing BH assessments and care planning in Q2

· QI

· Reviewed metrics and Q2 results with staff

· QI activities in Q3 focused on increasing patient face to face encounter volume and Engagement

· Working with Central CHT Management on QI Reporting opportunities 



· Coordination with Practices and Community Organizations

· Established relationship with Ocean State Center for Independent Living

· Case Conferences have resumed with  all BVCHC sites

· Affinity Family Medicine Pawtucket is using CHT to engage patients with his ER usage and frequent primary care no shows

· Increased collaboration with NHP care managers

South CHT Success/Activities

· Staffing

· Stephanie Nacci, hired in vacant CHW position.  She had just completed MSW Internship with the program, completed onboarding orientation and was ready to build a case load immediately

· Nicole Faison joined the team as an MSW Advanced Placement from BU.

· Savanna Bebe from RIC will be ending her placement in April.

· QI activity

· Focused on Efficiency Metrics such as days to Triage, Outreach, MHS completion and Care Plan completion.  Team lead working with part-time CHW to assist with outreach during days she is not in the office to improve outreach stats.

· Team lead, director and BH CM reviewed and revised workflow and documentation for BH referrals who are involved with Other Tx to ensure BH Screens, parts of BH Assessment and F/U with BH providers is complete and reportable.

· Coordination with Practices and Community Organizations

· NCM turn-over and changes, resulting in decrease referrals this quarter.  Positions now filled and team has discussed referral process.  NCMs onboard.

· Working with DEA and Case Management Protective Services on some difficult cases



Centralized Management Success/Activities

· Health Plans

· Have established collaborative workflows with United and NHP

· Have upcoming meeting with BCBSRI

· Need to develop a dashboard for Health Plans

· Staffing

· Budget and staffing plan for new grant underway.  Need to develop new JD for SBIRT and Project Coordinator

· Discussions with RIC regarding opportunities for MSW students in North.  Would need external Field Supervisor

· Interviewing RIC MSW candidates for fall placement in the South 

· Organized a Palliative Care training for both teams for April

· Coordinating with the Community

· Vulnerable Populations Conference with Panel presenters – big hit

· Invited to speak at RIC Community Health Worker Workforce Development Forum in April

· Proposal accepted for MA CHW Conference presentation for May

· Spoke at SC HH transitions night

· Participating in various community groups

· LTCCC meeting and subgroup participation on Aging in the Community Health Care Access.

· Health Centric Advisors – BH Care Transitions Coalition

· Database Development and Reporting

· Programmed and deployed to South team for testing – How’s Your Health Fabulous 5

· Reporting front end created to pull performance metrics from respective database.

· New Business

· Discussing SC HH using Charity funds to “purchase” CHT time on difficult cases for practices not currently involved with CTC



North CHT Challenges

· Behavioral Health

· New BHNCM has limited BH experience- training resources have been identified and Training plan has been development

· BHNCM will need to seek supervision/consultation from various sources.

· BVCHC patients during weekly team mtg.

· Central Falls patients through TPC & Gateway during Neighborhood Health Station Meetings

· BH service environment in Pawtucket is complex- 2 Community Mental Health Centers operate in the area, some practices have internal BH departments, and each practice has a unique approach to integrating BH care.

· Inpatient/Residential Substance Abuse Treatment is difficult to access in a timely manner. 

· Practices

· MHRI-FCC is down 1 NCM

· IT

· Continuing  to work on establishing remote access to CHT database

· Resolve issues impeding connection between Outlook and database



South CHT Challenges

· NCM changes and vacancies impede referral volume but monthly case reviews remained in place

· Workflow and Documentation 

· CHW’s were involving BHCM but not documenting a BH referral on all positive BH screenings from MHS

Centralized Management Challenges

· Database Development and Reporting

· Challenging to coordinate web access to gain access to North database to deploy updates

· Exception reports need revisions to be useful and actionable for team leads





Update 5/10/17

One on one - Scott has a conflict at 3:00 pm time. Change meeting to 3:30.  Liz will change outlook  time and resend.

What are Scott’s typical hours for BVCHC?  Scott to send typical schedule to Liz via e-mail by end of week.

Notes from Scott’s e-mail to CTC management in early April updated today and will be included in Ops Report to CTC.

BVCHC CHT Challenges – Short term

Remote access to CHT database: Access Database has to be posted to BVCHC’s Remote Citrix Portal-Status 5/9/17 Scott is working with IT Bob regarding remote access, needs another machine –  a 2nd desk top to be set up in the CHT office that will provide remote connection.  Scott states this should be in place and resolved by end of this week.

Scott doesn’t anticipate any issues with implementation.  Staff are ready – have hot spots and computers.  Liz suggests that he can anticipate there will be some snafus, which was typical for the South team.  Encourage staff to build in time to get the connection established when with the patient and have information on how to connect with IT resources, available to staff to access and troubleshoot in real time.

Connection to Outlook – Scott states that he has identified the issue and there is a solution.  Now they are ready for Gail to fix the coding to reflect BVCHC method for encryption signifier.  Gail needs to give Scott a timeline for completing this coding for the north database instance.

Version differences between south and north for Chipper – As of last week all of the coding has been picked up by Scott.  He and Gail have troubleshot recent error messages.  3.0 running without errors.  Just started using yesterday (5/8/17).  Team now has HYH as well as exception reports. Gail wrote a query to provide an automated update tool, so Scott no longer needs to relink tables (source of some of errors)  but there are some tables that are custom for each team such as care plan additional resources/supports.  Per Scott Gail knows this is an issue.  She plans to create a change location option.  Liz will check in with Gail on this.

Access to SCH folder to pick up updates such as files run automated linking and leave data files.  Access issues were resolved between SCH and Scott/his IT team.  – that’s all working.

Reports – exception reports for Performance Improvement– have been developed by team and programmed by Gail with the output that both Scott and Marie needs.  These reports are in the Reports Console.  Scott feels he has what he needs, and will not be writing any code.  The Reporting Front End has all of the Metrics, numerators/denominators, deployed for each team.  Scott can check the north data, but will supply the back end to Gail at the beginning of the month following the quarter end.  Gail will generate the metrics and produce the files.  Leave in the folder for Scott to validate data.

Triage form: Not being completed and sent electronically by NCMs in the practice.   

BVCHC - Dr. Fine has asked IT to build a template in NextGen – of triage form within the week.  if it is not ready next week,  Scott will escalate back to Dr. Fine.  Jill will need to get the staff to use it.  Scott believes she is aware.  Projected that NCMs at BVCHC will be using it within 2-3 weeks.

MHRI- NCMs do not know how to effectively navigate windows and Microsoft word  to save patient specific triage forms and retrieve them  for email attachments. They would be able to send electronic referrals if CHT referral form was built in EPIC. Needs to be set up in Epic.  Liz has left a message with Andrea to check on status.

 Affinity FM- Scott will go over w/ Lucy again, suspect faxing is just a preference. Needs to be set up in Epic.

Nardone – Sandy is NCM will review the form.  Scott to do this in next 2 weeks.

BVCHC- NCMs do not have time to complete form. This has been a long standing pint of contention.  Requiring completion of referral form by NCM is barrier to receiving referrals. I need to increase BVCHC referrals to get buy in from Administration. I agreed to fill in the form in access for BVCHC patients if the NCM sends me an EHR task me to the patient EHR record and a brief description of referral reason. I’m ok with doing this, lot of information chart and current care. This approach is no longer needed.  BVCHC administration is committing to supporting CHT as the host entity.

BH Care Manager:  Position filled by Shannan Victorino, NCM at BVCHC in February. She is very eager and enthusiastic about the position but has limited BH specific experience. 

Training-  started training sessions on line last week 5/1/17.  She will be offered clinical supervision within BVCHC.  Participating in weekly BH meetings within the department.  She can bring any BH case to this meeting.  Also, Care Management case conferencing at memorial or affinity discuss at those meetings.  TPC is present at those meetings due to CNE and TPC affiliation.

O  Arranged for Behavioral Health Content learning through the RI Leadership Council on Mental Health and Substance Abuse. She will begin once payments by BVCHC have been processes. It took a little of time to get necessary information to register them as a BVCHC Vendor.  This has begun.  Liz will check in with Shannan regarding perceived value.

O  Shannan Shadowed SCH BHCM for a day – which she felt was very helpful.  she is welcome to do this again.

· Would benefit if clinician shadowed her for a couple of CHT BH Assessment  (a little harder to arrange but could be possible if other supports not in place)

· Liz has provided individual orientation and support to Shannan to understand history of team and her role and to apply fundamental BH tools to assessing patient needs and documenting within database.  Shannan and Liz spoke last week about a case, she sent her assessment and care plan for review by Liz.  She did a nice job for a complex patient with Trauma history.  She and Liz will meet again in early June due to scheduling conflict with both on vacation over coming weeks.

Clinical support through  BVCHC in place as of 5/1/17

O  Patients living in Central Falls can be discussed at the weekly Central Falls Multidisciplinary Team meeting, representatives from BVCHC BH, Gateway, and The Providence Center attend. 

Shannan is building a BH case load and getting referrals from CHWS.  They are documenting as BH referral.  Scott will work with practices to identify BH cases during Referral Triage

HYH – Goal to complete by 2nd visit.
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