NCM Best Practice Sharing
Minutes
	Date:  Tuesday, January 12. 2016                                                                                                                                           Start/End Time: 8:00 – 9:30 am

	Location:  RIQI 50 Holden Street, Providence RI (Washington)                                                                                        Call in number: 508-856-8222      Code: 2525 Host: 2116

	Meeting Information:
	
	CSI Management and Speakers

	Meeting Purpose/Objective: 
Best practice sharing amongst CTC NCMs : NCM re-design : Transitions in Care Team: focus on sub-acute care
OHIC Cost Containment Requirements: focus on transitions of care 

Care Manager Curriculum  Training: feedback from 11/12/15 learning collaborative: Feedback on what would be helpful 

Attachments: Evaluation Results from Nurse Care Managers 
                          Tools: Sample SNF compact , GAP tool 
                          OHIC Cost Containment Transition of Care requirements 








	
	Deb Hurwitz CTC 
Pano Yeracaris, CTC 
Janice Romagnola, S. Coast 
Susanne Campbell, CTC
Candice Brown, CTC 
Hannah Hakim, PCMH Kids 
Sindi Terrien, RIQI 
Karen, University Medicine
Michele Wolfsberg, 
Lisa, WellOne
Shabnam Hashemi, PCHC
Deborah Powers, PCHC
Rachel DeBonis, PCHC
Sandy Curtis, EOHHS
Julie Lemaire, CCAP
Elena Morgans, UM
Audrey Kendig, UM
Joyce MacIntyre, PCHC
Linda Moskala, MARI
	Eileen Hogan, PCHC
Mehatie Dorsey, PCHC
Virginia Paine, Tri-Town
Claire Haynes, Thundermist
Carol Falcone, EBCAP
Marilyn Saunders, EBCAP
Kelly Cookson, SCIM
Pat Trudeau, NKFP
Dale Rogoff Greer, UHC
Sandra Mota, Nardone
Yvette Chartier, UIM
Katherine Roy, Affinity
Heidi Perreault, BCBSRI
Jenny Richard, SPN
Marie Laboissonniere, Anchor
Suzanne Herzberg, BPCTI
Pat Galvin, MHRI
Chrystal Boza, BCBSRI

	




	
	
	
	
	



	#
	Owner / Time 
	Comments

	1
	Deb /Susanne
5 minutes 
	Welcome
· Introductions
· Review agenda


	2
	Janice Romagnola 
South Coast 
20 minutes 



10 minutes 


Sindi Terrien 
10 minutes 









Susanne Campbell 
15 minutes 
	South Coast Best Practice Sharing 
· 
[bookmark: _MON_1515237069]Please see the following PowerPoint presentation 

What are other people doing to improve care coordination with SNF? 


RIQI : HIT and SNF/Post-Acute Care 
Plan for implementing Alerts 
· SHIFT (Sharing Health Information for Transitions of Care) is a 2 year project for SNFs
· 
[bookmark: _MON_1515237283]Please see the following PowerPoint presentation
· CurrentCare 4 Me = individuals can view their own information in CurrentCare thru “View, Download, Transmit” beginning in September 2016. Currently there are 200 Long Term Facility patients acting as the Pilot prior to program being rolled out to the masses

OHIC transition of care standards 
Self-assessment and action plan 
PY 2 practices may need to meet standards by 6/30/16  
Tools: SNF Compact, GAP 


	3
	Susanne 
15 minutes 
	Evaluation Results from the Learning Collaborative 
Next Steps 

	4 
	Hannah Hakim 
10 minutes 
	PCMH Kids and Care Coordination 
Planning Committee 
· 9 Pilot Sites with Common Contract as of January 1, 2016
· Volunteers requested for NCM Care Day Planning Committee
· Today’s Group is invited to PCMH Day on February 24th 
· Practice Transformation Committee
· Next meeting is January 21st and will be centered around a Pediatric-topic
· Suggestion raised to have Quarterly NCM meetings focus on a Pediatric topic


	
	Deb/Susanne 
	Next Meeting: 2/9/16  8:00 to 9:30 am RIQI, 50 Holden Street Providence RI 
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	Action /Status
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PPT CTC RI NCM Best Practice Meeting 1 12 2016.pptx
Care Management: Developing an Integrated Model of Care.



Janice Romagnolo, VP Post Acute Care Services, SPN/ACO Care Management

Southcoast Health



January 12, 2016

CTC RI NCM Best Practice Sharing Meeting

January 12, 2016



 











More than medicine.



Southcoast Health 

Southcoast Hospital Group

804 Licensed Beds 

	Charlton Memorial Hospital

	Southeast Inpatient Rehabilitation Facility

	St. Luke’s Hospital

	Tobey Hospital



Southcoast VNA

Home Care

Hospice and Palliative Care

Infusion Services



Southcoast Physicians Network

Southcoast Physicians Group

600 + Physicians and  Advanced Practice Providers 
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Boston
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SPN/ACO 
Care Management



‹#›





More than medicine.



A Team approach to

	manage care for Patients in a timely manner as they move across the continuum. 

   Improve quality outcomes during transitions of care, provide excellent customer service and reduce cost appropriately.

GOALS



‹#›





Process Standardization – Workflows

Define Program Goals

Establish Patient:Care Manager Ratios

Language Consistency

Education and Training

Productivity Monitoring and Tracking

Clinical Review Process

Post Acute Integration

Implementation of Accepted Tools to determine Patient Activation and Engagement.

Integration with SHG Case Management, SCVNA and Population Health Programs at Southcoast Health.

STRATEGY



‹#›





SPN/ACO Care Management 
Team Based Model of Care
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Care Management Integration with Post Acute - MA



‹#›
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Service Alignment and Integration







SPN/ACO Care Management





Post Acute Services

PACN

Post Acute Care Practice

SER

Technology



































SPN/SPG

PCP – Patient Community Integration

 





 SCVNA

Behavioral Health

Heart Failure

Palliative Care

Hospice 







SHG

Case Management

Heart Failure/COPD Program

Diabetes Management Program































Challenges

Communication 

 Recruitment



Opportunities



Case Management + ACO Care Management Integration

Access Services =  Patient Education



Emergency Department – direct admit process to SNFs



Hospitalist – improve transitions of care for re-admissions from SNFs and Community.



Live-handoffs Hospital - Post Acute - Home 		

Challenges & Opportunties





‹#›



Post Acute Care Network



‹#›





More than medicine.



Post Acute Care Network 
Team Based Model of Care



‹#›







Post Acute Care Network





Post Acute Practice





VP, Post Acute Care Services





SPN Post Acute Care Program





Specialty Programs





Cardiac





Clinical Manager





6 APPs





Service Agreements

9 SNFs





Pulmonary





NP On Call Program





10 APPs

providing coverage for 30 physicians at 16 SNFs





Liaison





Transitional Care Medical Directors





8 Physicians

(9 SNFs)





Medical Directors





4 Physicians

(6 SNFs)







































































Perfection is unattainable, but if we chase Perfection, we can catch Excellence.”



											Vince Lombardi





‹#›





DISCUSSION



‹#›





More than medicine.
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Southcoast MSSP ACO Workflows 7.8.2015

SNF
SNF Designee follows Care Guidelines.
Care Connect / Central Call Southcoast Care Connect at
Administrator receives call 508-973-2222
from SNF
Care Connect
Care Connect pages SPN Care Manager
e Care Connect pages assigned Care thru Smart Web
Manager

Care Manager

Care Manager calls SNF to provide
e Care Manager contacts designated SNF to contact information and request
identify themselves as Care Manager weekly reviews.
e Care Manager then follows patient
throughout the SNF stay to ensure
continuity of care, appropriate discharge

planning to SCVNA, f/u appointments
with PCP/Specialists

e Screen patient for High Risk Care
Management Program upon discharge








Care Management:
Developing an Integrated
Model of Care.
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Rhode Island Quality Institute

RIQI SHIFT in Care Project*

January 2016

A  New Standard of Care               

RIQI has received a federal Advance Interoperable Health Information Technology Services to Support Health Information Exchange grant from the Office of the 

National Coordinator for Health IT, Department of Health and Human Services, Grant Number 90IX0002/01-00.


Microsoft_PowerPoint_Presentation2.pptx
Rhode Island Quality Institute

RIQI SHIFT in Care Project*
January 2016





A  New Standard of Care               



RIQI has received a federal Advance Interoperable Health Information Technology Services to Support Health Information Exchange grant from the Office of the National Coordinator for Health IT, Department of Health and Human Services, Grant Number 90IX0002/01-00.





Thank you for your letter of support for the ONC ‘s Advance Interoperable Health Information Technology Services to Support Health Information Exchange grant from the Office of the National Coordinator for Health IT, Department of Health and Human Services, Grant Number 90IX0002/01-00.

As you know, we received the grant and you attended our SHIFT launch on Wednesday, Oct. 28.



Other letters of support came from:

State of Rhode  Island

Executive Offices of Health & Human Services 

Genesis Healthcare, 

Northeast Division Health Concepts, Ltd.

MatrixCare** 

PointClickCare** 

Lifespan Corporation* 

Care New England* 

South County Hospital Healthcare System* 

CharterCARE Health Partners* 

Coastal Medical* 

Rhode Island Primary Care Physicians Corporation* 

Roberts Health Centre* 

West View Nursing and Rehabilitation Center* 



So now it’s time for our initial meetings with our participants and go over next steps
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Summary of Advance Interoperable Health IT Services for Health Information Exchange (ONC) Grant

2



Technology Services to Support Health Information Exchange grant from the Office of the National Coordinator for Health IT, Department of Health and Human Services, Grant Number 90IX0002/01-00.
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Project

Sharing Health Information For Transitions (SHIFT) in Care

Purpose

Increase adoption and use of health IT tools and services to support exchange of health information

Improve care coordination 

Enable the send, receive, find and use capabilities of health IT within and outside of the care delivery system

Performance period: 2 years beginning July 27, 2015

Award:  $2.7M (RIQI to provide required $1M match)

Advance Interoperable Health IT (ONC)

3





HIT tools we will be focusing on is RI’s HIE tool Current Care

Exchange of information – Summary of Care documents

Care coordination will be improved with the alerts and sending and/or viewing health information

3



Advance Health Information Transfer Between:

Primary Care Eligible Professionals (EPs)

Long term and post acute care facilities (LTPAC)

Individuals (patients and caregivers)

Three Goals:

Adoption of technology and services that enable health information exchange

Exchange of Health Information

Interoperation of Data Systems

Support and improve care coordination and transitions of care



Advance Interoperable Health IT (ONC)

4
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Specific Program Goals:

New Data Feeds into CurrentCare

MatrixCare

PointClickCare

Transitions of Care objective

Increase # of times a summary of care record is sent in a care transition

Incorporate data into workflows

Send Hospital and ED alerts to proxies

View, Download, Transmit

Increase patient enrollment in CurrentCare4Me

Teach individuals to access and use their data



Advance Interoperable Health IT (ONC)

5
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LTPACs in Rhode Island

Hospital systems

Care New England

South County Hospital Health System

Lifespan

CharterCARE

Independent practices

Coastal Medical of RI

Rhode Island Primary Care Physicians Corporation

Vendors

MatrixCare (EHR)

PointClickCare (EHR)

Inpriva (HISP)

Advance Interoperable Health IT (ONC)
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We’ve already met with

South County Hospital Health System

Lifespan

CharterCARE

Health Concepts

Genesis

Roberts Health Center

West View Health Center
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Next Steps

Identify long-term and post-acute care facilities interested in participating in the project

RIQI Relationship Manager works with designated LTPAC project manager

Set up meetings to determine needs of each facility

Complete Contracting process 

Train individuals on use of tools and services

Work with RIQI workflow redesign specialist to incorporate new processes

Improve patient care transitions and care coordination!

Advance Interoperable Health IT (ONC)
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What are your gaps?

Which of the two pharmacies that supply LTPACs in RI do you use?

Who will be our contact going forward?
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Darlene Morris, Director, Regional Extension Center – dmorris@riqi.org

Sindi Terrien, Senior Associate, Project Manager – sterrien@riqi.org

Rhode Island Quality Institute - 50 Holden Street, Providence, Rhode Island 02908

info@CurrentCareri.com

www.currentcareri.com

CurrentCare		 @CurrentCare

		



Thank You
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PointClickCare’
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The LTPAC industry’s leading cloud-based
EHR platform.
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