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	  Item #
 
	Statement/ Owner/ Time
	Comments
	Action #

	1
	P. Yeracaris
D. Hurwitz
(5 minutes)
	Welcome and Introductions                                                                                                                                             

	

	2
	P. Yeracaris
(30 minutes)
	Practice Transformation Curriculum
· TCPI change packet:  TCPI recently released a change packet identifying updates to the program requirements.  In examining what our next expansion may look like, how can we generate a more formal change curriculum?  Does it include some of the aspects included in this packet?  There is a need to drive focus on the creation and development of physician champions and leadership.  


	

	3
	P Yeracaris
(25 minutes)
	Cost Containment Projects
· Memorial Hospital – Justin Nash:  Memorial Hospital is engaging in an intervention of population behavioral health management in their Family Care Center.  This covers about 50 PCPs in combination with their behavioral health team.  This is a five year effort.  
· They are using an internal referral mechanism, through EPIC, which helps to build a patient registry.  Primary care providers are still managing the bulk of behavioral health needs for the patients.  Clinicians are in training for these services.
· [bookmark: _GoBack]They are offering open access walk-in service for behavioral health, with consultation, and psychiatric medication review.  


	

	4
	P.  Yeracaris
(10 minutes)
	Brainstorming Clinical-based Meeting Structure
	

	5
	P.  Yeracaris
D. Hurwitz
(15 minutes)
	Breakfast of Champions
· Debrief of 03/11 session 
· Agenda planning
	

	6
	P. Yeracaris
D. Hurwitz
 (5 minutes)
	Follow-up/Next Steps
	



	
ACTION ITEM LOG

	Date Added    
	Action
Number
	Assignee
	Action /Status
	Due 
Date
	Date 
Closed

	01.15.16
	2
	Proj. Mgmt
	Work on draft white paper/communication to regulators/legislators and provide update at next session
	02/19/16
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TCPI Change Package: Transforming Clinical Practice 
 


Primary Drivers 
 
Organize clinical practice around three management functions that will drive performance, 
quality, and business success. 
 


 
 
 
 
 
 
 


 


 
 
 
 
 
 
 
 
 
 
 
Person and family centered care design allows the practice to combine the evidence base with 
the voice of patient and family.  It allows the practice to tailor care delivery to meet the needs 
of individual patients and the entire population served.  Through the coordinated efforts of an 
expanded care team, in partnership with patients, families, and community, the practice can 
promise results. 
 
Continuous, data driven quality improvement reflects the practice’s commitment to quality.   
It’s about understanding performance at all levels and bringing systems, technology, and 
people together to make the practice better in many ways. It means empowering every person 
in the practice to innovate and improve.  
 
Sustainable business operations provide the Infrastructure and capabilities to support the right 
workforce, efficient workflows, and a high value product. Success is seen in positive patient 
experiences, staff that experience joy in work, and resources for investing in the practice’s 
future. 
 


  


3. Sustainable Business 
Operations 


SUCCESS 


2. Continuous, Data-Driven 
Quality Improvement 


QUALITY 


1. Person and Family-Centered 
Care Design 


PERFORMANCE 







Secondary Drivers 
 
 
 
 
 


To achieve a person and family-centered care delivery system, seven key drivers should be 


considered:   


 


1.1 Patient and family engagement 


1.2 Team-based relationships 


1.3 Population management 


1.4 Practice as a community partner 


1.5 Coordinated care delivery 


1.6 Organized, evidence-based care 


1.7 Enhanced access 


 
 
 
 
 


To achieve a practice culture of continuous quality improvement, three key drivers should be 


considered:  


 


2.1 Engaged and committed leadership 


2.2 Quality improvement strategy supporting a culture of quality & safety 


2.3 Transparent measurement and monitoring 


2.4 Optimal use of HIT 


 


 


 
 


To achieve a practice with long-term sustainable business operations, four key drivers should 


be considered:  


 


3.1 Strategic use of practice revenue 


3.2 Workforce vitality and joy in work 


3.3 Capability to analyze and document value 


3.4 Efficiency of operation 


 
 


1. Person and Family-Centered Care Design 


2. Continuous, Data-Driven Quality Improvement 


3. Sustainable Business Operations 







Change Concepts 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  


1. Person and Family-Centered Care Design 


1.1 Patient and family engagement 
 


1.1.1  Respect values and preferences 
1.1.2     Listen to patient and family voice 
1.1.3     Collaborate with patients and families  
1.1.4     Be aware of language and culture 


1.2 Team-based relationships 1.2.1     Enhance teams 
1.2.2     Clarify team roles 
1.2.3     Optimize continuity 
1.2.4     Define specialty-primary care roles 


1.3 Population management 1.3.1     Assign to panels  
1.3.2     Assign accountability 
1.3.3     Stratify risk 
1.3.4     Develop registries 
1.3.5     Identify care gaps 


1.4 Practice as a community partner 1.4.1     Community health needs 
1.4.2     Community collaboration 
1.4.3     Identify social determinants 
1.4.4     Use community resources 
1.4.5     Be transparent 


1.5 Coordinated care delivery 1.5.1     Manage care transitions 
1.5.2     Establish medical neighborhood roles 
1.5.3     Coordinate care 
1.5.4     Ensure quality referrals 
1.5.5     Manage medication reconciliation 


1.6 Organized, evidence-based care 1.6.1     Consider the whole person 
1.6.2     Plan care 
1.6.3     Implement evidence-based protocols 
1.6.4     Decrease care gaps 
1.6.5     Reduce unnecessary tests 


1.7 Enhanced access 
1.7.1     Provide 24/7 access 
1.7.2     Meet patient scheduling needs 
1.7.3     Create patient-centered spaces 
1.7.4     Mitigate access barriers 
 







3.4.1     Streamline work 
3.4.2     Eliminate waste 
3.4.3     Maximize provider value 


 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2.1 Engaged and committed 
leadership 
 


2.1.1     Commit leadership 
2.1.2     Develop a roadmap 
2.1.3     Create a shared vision 


2.2 Quality improvement strategy 
supporting a culture of quality and 
safety 


2.2.1     Use an organized QI approach 
2.2.2     Build QI capability 
2.2.3     Empower staff 
2.2.4     Share learning 


2.3 Transparent measurement and 
monitoring 


2.3.1    Use data transparently 
2.3.2    Set goals and benchmarks 


2.4 Optimal use of HIT 
2.4.1     Innovate for access 
2.4.2     Share information through technology 
2.4.3     Use technology supporting evidence 
2.4.4     Use technology for partnerships 
2.4.5     Drive efficiency through technology  


2. Continuous, Data-Driven Quality Improvement 


3. Sustainable Business Operations 


3.1 Strategic use of practice revenue 3.1.1     Use sound business practices 
3.1.2     Use patient as customer feedback 
3.1.3     Consider non-traditional revenue 
3.1.4     Benefit from performance payments 
3.1.5     Drive performance excellence 
3.1.6     Ensure business accuracy  


3.2 Workforce vitality and joy in 
work 


3.2.1     Encourage professional development 
3.2.2     Hire for fit 
3.2.3     Cultivate joy 
3.2.4     Improve quality time 
3.2.5     Reward and recognize 


3.3 Capability to analyze and 
document value 


3.3.1     Manage total cost of care 
3.3.2     Develop data skills 
3.3.3     Develop financial acumen 
3.3.4     Document value 


3.4 Efficiency of operation 
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Population Behavioral Health Management 
in the Family Care Center  


at MHRI 
 







Objectives of behavioral health integration in the 
Family Care Center 


 
 


• Improve overall health and patient experience 
 


• Improve behavioral health, including serious mental 
illness 
 


• Impact chronic disease through health behavior change  
 


• Improve provider experience through consultation and 
enhanced patient access to behavioral health services 
 
 
 
 


 
 


 
 


 







• Physicians, nurses, and medical staff manage and will continue to 
manage the bulk of behavioral health care  


• Approach will address both costly high utilizers and population of 
patients within practice 


• Quality improvement process and use of Electronic Medical Record and 
other technology guide approach 


• A system of care is needed 


• Care is team-based 


• Complex patients require connecting to resources in community    
including specialty behavioral health and other community agencies 


 


Principles guiding integration of behavioral health in 
Family Care Center 







Structure of the behavioral health integration and 
services provided 


Behavioral health 
open access for 
assessment and 
therapy 


• 4 clinic sessions per week 
• Patient walk in service 
• Warm handoffs 
• Screening/triage/referral, assessment, brief treatment 


Psychiatric 
medication 
consultation 
service 


• 1 clinic session per week 
• On-site psychiatrist  
• Scheduled visits 
• Curbside consultations 
• Warm handoffs (limited) 
• Electronic messaging consultations 


 


 
Group treatment 


• Depression/anxiety group 
• Chronic pain group medical visit 
• Diabetes group medical visit 







Trainees (clinicians) in the service 


Psychology • Externs from URI doctoral program 
• Interns from Brown University internship 
• Fellows from Brown University postdoc 


 
Social work • MSW student from Rhode Island College 


social work program 


Family medicine • Residents from Brown University Family 
Medicine Residency Program 


Medical  students • Medical students from Brown University 


Undergraduates • Brown university premed, psychology, and 
neuroscience majors in a support capacity 







Where to target efforts 


Population strategy combined with High-risk strategy 
 


Less costly ways of making smaller changes across a . 
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Where to target efforts 


Population strategy combined with High-risk strategy 
 


Less costly ways of making smaller changes across a . 
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System change,  
Intensive  
individual  
approach 







Where to target efforts 


Population strategy combined with High-risk strategy 
 


Less costly ways of making smaller changes across a . 
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System change,  
Intensive  
individual  
approach 


Broader population 
health approach 







Identify patients 
with behavioral 


health needs 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Identify patients 
with behavioral 


health needs 


• Referral to the integrated behavioral health services 
• Standardized screening (depression, anxiety, substance abuse) 
• Psychiatric diagnoses and medications 
• Physician ratings of ‘behavioral health severity’ and need 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Internal referral through EPIC 


 
OPEN ACCESS: Behavioral Health Open Access 


 


 
MEDICATION EVALUATION:  One-time psychiatric 


medication evaluation 
 


MEDICATION GUIDANCE:  Request for guidance on 
psychiatric medication management  


COMMUNITY RESOURCE:  Patient referral to behavioral 
health resource in community 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Population 
Behavioral Health 


Management in the 
Family Care Center 


• Referred for open access and/or medication consult 
• Identified through EHR search of psychiatric indicators 
• Identified through physician ratings 







Behavioral health registry 


• Referral origins and reasons 
• Patient use of resources to manage behavioral health 
• Patient outcome 


 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Population 
Behavioral Health 


Management in the 
Family Care Center 


• Continued PCP management 
• Open access therapy services 
• Psychiatric medication consultation 
• Outside behavioral health services 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Track outcome of 
individuals Population 


Behavioral Health 
Management in the 
Family Care Center 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Track outcome of 
individuals Population 


Behavioral Health 
Management in the 
Family Care Center 


• Depression/Anxiety 
• Substance use 
• Physician ratings 
• Satisfaction 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Track outcome of 
individuals 


Assess overall 
behavioral 


health practice 
‘population’ 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Identify patients 
with behavioral 


health needs 


Build patient 
registries 


Track service 
access/utilization 
(PCP and Patient) 


Track outcome of 
individuals 


Assess overall 
behavioral heath 


practice 
‘population’ 


• Referral to the services 
• Standardized screening (depr, anxiety, substance abuse) 
• Psychiatric diagnoses and medications 
• Physician ratings of ‘behavioral health severity’ and need 


• Referred for open access and/or med consult 
• Identified through EHR search 
• Identified through physician ratings 


• Continued PCP management 
• Open access therapy services 
• Psychiatric medication consultation 
• Outside behavioral health services 


• Depression/Anxiety 
• Substance use 
• Physician ratings 
• Satisfaction 


Population 
Behavioral Health 


Management in the 
Family Care Center 







Continued Quality Service Development and 
Improvement 


• Guide PCP in their behavioral management of patients (using EHR) 
 


• Enhance warm handoffs and referral to integrated care 
 


• Proactively ‘reach’ patients in need and connect them to needed 
services 
 


• Develop treatment pathways within and outside PCMH 
 


• Enhance referral to community mental health and community resources 
 







Continued Quality Service Development and 
Improvement 


 
• Address social determinants of health  


 
• Continued monitoring of behavioral health of practice population 


 
• Continued monitoring of patient and physician satisfaction 


 
• Develop methods to consider cost in the effectiveness equation 







Thank You 
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