Practice Transformation Committee 
Minutes

	Date:  Thursday, July 21, 2016 
	
	Start/End Time: 7:30 to 9:00 am
	

	Meeting Location:  Washington Conference Room, RIQI
    50 Holden Street, Providence, RI 02908
	
	Call-in number: 508-856-8222 Code: Participant code 2525  (Host 2116)

	Meeting Information:
	
	Attendees noted with *

	Meeting Purpose: To Share Practice Transformation “Best Practice” 

Attachments/handouts
· Blue Cross document for "Pediatric Transitions"
· Pediatric Asthma: PCMH-Kids Practice Transformation PowerPoint


	
	Charlotte Crist, Co-Chair*
Joanna Brown, Co-Chair
Hannah Hakim, PCMH-Kids*
Deb Hurwitz, CTC*
Pano Yeracaris, CTC* 
Susanne Campbell, CTC* 
Candice Brown, CTC*
Julian Drix, DOH*
June Tourangeau, St. Josephs*
Stacey Chacker, Health Resources in Action*
Carissa Sera-Josef, Health Resource in Action*
Deborah Burbank, PCHC*
Ashley Rebinette, RIDOH*
Brenda McGovern, BCBSRI*
Betsy Dennigan, EBCAP*
Suzanne Herzberg, Brown*

	Karen Stenhouse, BCBSRI*
Putney Pyles, Healthcentric Advisors*
Deborah Powers, PCHC*
Beth Lange, Waterman Pediatrics
Betsy James, BCBSRI*
Pat Flanagan, 
Jillian Sanchez, BCBSRI*
Heidi Perreault, BCBSRI*
Bob Griffith, Pediatric Associates*
Peter Pogacar – EG Pediatrics*
Meg Murray, NB Pediatrics*
Ailis Clyne, 
Lynda Greene, Wood River*
Caitlin Torry, Brown
Michael Cummings, Anchor Medical

	
	
	
	

	

	#
	Owner / Time 
	Topic

	1. 
	J Brown
Charlotte Crist
5 minutes

	Welcome, Introductions, and review of agenda 


	2. 
	Charlotte Crist
10 minutes

	Pediatric to Adult Transition (related to NCQA QI8D)


· NCQA requires Health Plans to coordinate transitions of care 
· BCBSRI are assessing their population to determine if there are adults that do not have a PCP
· Committee Feedback
· Referrals for Adult Sub-specialty and Primary Care
· Specialists referrals 
· Medicaid patients
· RIte Care kids
· Ortho
· Pulmonary
· Neurology
· Sickle Cell 
· GI
· Coordination for young adult transitions from Peds to Adult doctors, to take over their care
· EG Peds begin transition talks at age 12, framed as they are young people growing up
· Suggestion: BCBSRI’s messaging should be directed at the Adult Practices in order to receive young patients at their practices. There is a plan for referral, however there has to be receivership too
· Asthma is not the biggest issue – should be Autism, Seizures, Down Syndrome, CP, etc.
· Access is an Issue
· Plans can help Practices by identifying Providers with availability
· Peds should begin prompting patients to locate a PCP at age 17
· Challenges are that the Adult doctors do not treat Peds patients the way they’ve been treated for last 22 years
· There needs to be Incentives to Peds for warm handoffs to Adult Practices to discuss transitions of care

	3. 
	Charlotte Crist
5 minutes

	HAI opportunity and focus on antibiotics




	4. 
	Julian Drix
DOH
30 minutes 

	Asthma Programs at DOH


· Home Asthma Response Program (HARP) serves Providence, Pawtucket, Central Falls and Woonsocket
· Can accept referrals through DOH, but prefer to receive through Hasbro Children’s Hospital’s Community Action Program and Draw Breath
· >2 more ED visits
· Will pay for items to reduce triggers in the home
· Hepa Filter vacuum 
· Mattress cover
· Pest Management
· Transport, unfortunately is not covered due to funding/resource challenges
· Feedback
· Questions for Payers and changes in controller medications
· Education regarding controller and maintenance meds
· Knowing the difference of what to take, and when
· Manufacturers have pushed back on changing the colors of the inhalers to signify controller or rescue – however, there is a national conversation that is happening
· [bookmark: _GoBack]Labels have been added to inhaler meds – green for controller; and red for rescue 
· Education regarding Asthma Action Plans is critical


	5. 
	J Brown
Charlotte Crist
45 minutes
	Open Discussion 
· Health Resources in Action


Approach to Practice Transformation and use of PCMH-Kids



	6. 
	Susanne Campbell 
  
5  minutes
	MA Internship option, Learning Collaborative, NCQA 2017 Standards update, CPC+ Update 
· Medical Assistant Training: Opportunity for internship with Genesis center 
· Tyla McCaffrey-Pimentel <tmccaffrey-pimentel@gencenter.org

	7. 
	
	Next Meeting 8/18/16 at RIQI 50 Holden Street Providence RI 7:30 to 9:00 
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. PP Blue Cross
Transition of Pediatric Care to Adult Care Blue Shield
@ » of Rhode Island

Quality Management (Ql) 8: Continuity and Coordination of Medical Care

The organization monitors and takes action, as necessary, to improve continuity and
coordination of care across the health care network. The organization uses information as its
disposal to facilitate continuity and coordination of medical care across its delivery system.

Element D: Transition to Other Care

The organization helps with a member’s transition to other care, if necessary:
1. When their benefits end.
2. During transition from pediatric to adult care

Explanation The organization may develop criteria (e.g., age) for notification to individuals or
their caretakers.

Examples The organization assists pregnant adolescents in their transition prom pediatrics
to an adult primary care practitioner, OB/GYN, family practitioner, or internist

The organization periodically assesses its membership for members reaching
adulthood and those who have not chosen an adult primary care practitioner,
and helps them select an adult primary care practitioner.

Proposed Criteria

Blue Cross & Blue Shield of Rhode Island is committed to helping our pediatric members better
prepare adolescents and parent/caregivers for an adult approach to care at age 18, including
legal changes in decision-making, privacy and consent, self-advocacy, and access to information.
PCPs are encouraged via the Provider Update and Web to follow the Got Transitions — Six Core
Elements of Health Care Transition 2.0. Blue Cross & Blue Shield of Rhode Island will collaborate
with adolescents and families regarding the age for transferring to an adult provider and
recommend that this transfer occur before age 22. We will assist with the pediatric to adult care
transition process, including helping to identify an adult primary care provider.

Sources:
Got Transition — Six Core Elements of Health Care Transition 2.0

American Academy of Pediatrics (2015) - Module 4: Facilitating the Transition From Pediatric to
Adult Care

July 2016
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June 28, 2016

Dear Colleague,

As you know, healthcare-acquired infections (HAIS) constitute a significant
threat to our nation's health. The presence of this threat is felt acutely in Rhode
Island, where there are comparably higher rates of HAIs than in other states.
The impact of HAIs on the health and well-being of Rhode Islanders cannot be
overstated. Come learn how the Rhode Island healthcare community can work
together to protect the health of Rhode Islanders through the prevention of
HAIs and the promotion of antimicrobial stewardship.

The Rhode Island Department of Health invites you to attend a presentation
by Commander Lauri Hicks, DO who is the Director of CDC's Office of
Antibiotic Stewardship. Dr. Hicks has been an advocate for appropriate
antibiotic use for nearly a decade, and she will share effective and practical
ideas for improving and expanding antimicrobial stewardship programs at
healthcare facilities.

Save the date!
Thursday, August 25; 8 a.m. - noon
(Breakfast and registration, 7:30 a.m.)
Radisson Hotel, Warwick

Applications for CMEs and CEUs are pending.
Registration information coming soon.






Who should attend?

Hospital/nursing home executive leadership (clinical and non-clinical)
Infection prevention specialists

Quality improvement specialist

Pharmacists, pharmacy technicians

Infectious disease physicians

Laboratorians

Insurers, third-party payors

Professional and trade organizations

State and local government officials

Thank you for your continued dedication to improving healthcare quality in
Rhode Island. We look forward to continuing our collaborative work to
improve the health of all Rhode Islanders.

Sincerely,

Nicole Alexander-Scott, MD, MPH
Director, Rhode Island Department of Health

Department of Health
Three Capitol Hill
Providence, Rl 02908-5097
TTY: 711
www.health.ri.gov









http://www.constantcontact.com/index.jsp?cc=PT1130

http://www.constantcontact.com/index.jsp?cc=PT1130�
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Pediatric Asthma:

PCMH Kids Practice Transformation

July 21, 2016



Julian Rodriguez-Drix

Manager, RIDOH Asthma Control Program







RI Asthma Burden











Hospitalization Rates











Hospitalization Rates







 Asthma and Housing







		Asthma Care Guidelines: environmental control, asthma education, asthma action plans

		Breathe Easy At Home

		Healthcare provider referral to city’s housing code enforcement office (currently only four core cities)

		Inspections, corrective action, and legal assistance

		Home Asthma Response Program 

		Home visiting from a Certified Asthma Educator and Community Health Worker

		Medication adherence and compliance 

		Identification and reduction of home asthma triggers



 Home-based Interventions







HARP

HARP: Home Asthma Response Program



		Goal: Reduce preventable asthma ED visits and hospitalizations among low-income pediatric asthma patients through home visits to provide asthma education and reduce home asthma triggers



		3 home visits with a Certified Asthma Educator (AE-C) and Community Health Worker (CHW), with environmental supplies









HARP

HARP: Home Asthma Response Program



Evidence-based methods, focusing on:



		Home-based services, able to reach stressed families who may not come to clinics or classes

		High utilizers of medical services

		Poor asthma control

		Young children, who have high costs and benefit most from home-based interventions









 Screening Tool







Integration with existing asthma care 

		After the HARP intervention is complete, a report is sent to the Primary Care Provider (and allergist, if applicable).  

		The PCP report provides information about 

		Initial level of asthma control

		Services Provided by the AE-C/CHW

		Triggers observed in the home

		Supplies Provided for environmental remediation

		Referrals made to additional community services 









NEAIC RI Data: Asthma Control

NEIAC data, specific to RI sites

N = 186

Asthma control improved between V1 and V3 (p < .001)

In current proposed structure, no “well controlled” patients would receive services
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Received actual claims from 3 insurers for HARP Year 2 

(N=41 eligible cases with sufficient claims for analysis)

Families excluded from analysis if not enrolled in health plan continuously throughout analysis period

53.4% reduction in overall costs in all HARP sample



80.0% reduction in costs for high utilizers



92.0% reduction in asthma-related hospital & ED costs





 Cost Reduction Analysis





*
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			All HARP			$1,981			$923


			High Utilizers			$3,160			$632


						To resize chart data range, drag lower right corner of range.












Return on Investment Analysis

Analysis of actual claims for asthma, 12 months pre and 12-months post.  ROI measures reduction in claims cost relative to cost of program implementation



		Including only kids with >1 ED visit 

		ROI is positive at  .58 or 58%

		Including only kids with either > 1 ED visit and/or inpatient stay 

		ROI is positive at 1.10, or 110%

		Including only those recruited from inpatient 

		ROI is positive at 2.52, or 252%









ROI case study examples

A 4-year old girl has an inpatient visit for asthma. Total claims in year before HARP = $10,278 .  In the year after HARP, total claims are reduced to $3200 (3 office visits, medications), an ROI of 5.58 or 558%



A 6-year old boy with very poorly controlled asthma has 2 ED visits.  The family has not been filling medication prescriptions and has used ED as source of primary care. Costs in year before HARP = $3216.  In the year after HARP, costs are reduced to $1000 for (medication, 2 office visits), an ROI of 1.06 or 106%



A 2 year-old girl has 1 ED visit for asthma and symptoms > 2x/week.  Costs before HARP = $2051.  After HARP, costs are reduced to $500 (medication, 1 office visit), an ROI of 0.44 or 44%







 CDC’s 6|18 Initiative







 CDC’s 6|18 Initiative







 6|18 in Rhode Island

		Invitation-only learning collaborative, required Director-level approval from both public health and Medicaid

		RI one of twelve states invited, one of nine states participating, and one of four focusing on asthma

		Building off existing success and momentum to build out a statewide system and Medicaid reimbursement

		









6|18: Evidence into Action

Current efforts with HARP



		Contract negotiations with Medicaid Managed Care in collaboration with RI Medicaid and EOHHS

		6|18 support and technical assistance

		Building out the business case for statewide implementation

		Implementation of HARP within Comprehensive Integrated Asthma Care System, using universal screening tool and algorithm









Action Steps: KIDSNET

New “Asthma Page” in KIDSNET



		Breathe Easy at Home Referrals

		Available for any pediatric patient living in core city

		KIDSNET resources including BEAH screening form, instructions, educational materials, and waiver form

		BEAH referrals allow communication between housing inspector and providers

		Providers and others with KIDSNET access can view history and status of BEAH referrals and inspections
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Date:
Patient Name:
Date of Birth:
TO BE COMPLETED BY PHYSICIAN/HEALTHCARE PROVIDER
(1 Take 15 to 20 minutes before sports and play.
Student may: [J Self Carry [J Self Administer
GREEN: WELL PLAN //My child feels well. Use these medicines every day to control asthma symptoms. Remember to use spacer with inhaler.
1 No COUgh / no Wheeze MEDICINE DOSE HOW TO TAKE WHEN TO TAKE
[J Can play or exercise normally
[J Peak flow number above
[0 Personal best peak flow is
YELLOW: SICK PLAN //My child does not feel well. Continue DAILY MEDICINES and ADD:
0 Coughing QUICK RELIEF DOSE HOW TO TAKE WHEN TO TAKE
. o0
[J Wheezing
. N
[J Tight chest
[J Shortness of breath
[J Waking up at night
8 8 If needing quick relief medicine more than every 4 hours or every 4 hours for more than a day,
[J First sign of a cold call the doctor at the phone number below. Call doctor/clinic anytime if there is no improvement
1 Peak flow number ranges between to or with any questions! For School Use: Contact Parent.
RED: EMERGENCY PLAN //My child feels awful. Take quick relief medicine
O Breathing is hard and fast , puffs, or one nebulizer/breathing treatment every 15 minutes until you
0 Wheezing a lot reach a doctor.
0 Can't talk well If a doctor cannot be reached, please go to the Emergency Room or
[J Rib or neck muscles show when breathing Call 911.
[J Nostrils open wide with breathing For School Use: Follow Emergency Plan and contact parent.
[0 Medicine is not helping

Physician’s name (print): Physician’s phone number:

Physician’s signature:

TO BE COMPLETED BY PARENT OR GUARDIAN

TRIGGERS

[J Life threatening allergy to: [J Pollen [0 Stuffed animals [J Dust mites / dust
(] Cold air / changes in weather [1 Cockroaches [J Animal fur ] Mold

[J Cigarette Smoke [J Strenuous exercise [J Colds/flu [J Other:

I authorize the exchange of medical information about my child’s asthma between the physician’s office and school nurse.

Parent/guardian name (print): Parent/guardian phone number:

Parent/guardian’s signature: Cell phone number:

For additional copies of this form, see www.health.ri.gov/programs/asthmacontrol







			www.health.ri.gov/programs/asthmacontrol





			Date: 


			Patient Name: 


			Date of Birth: 


			Medicine 1: 


			Take: Off


			Self Carry: Off


			Self Administer: Off


			No cough/wheeze: Off


			Green: Medicine 1: 


			Can Play or Exercise: Off


			Peak flow number above: Off


			Low Peak Flow #: 


			Green: Medicine 2: 


			Best peak flow: Off


			Best Peak Flow #: 


			Green: Medicine 3: 


			Parent/guardian name: 


			Coughing: Off


			Wheezing: Off


			Tight Chest: Off


			Shortness of Breath: Off


			Wakes at Night: Off


			First sign of cold: Off


			Peak flow range: Off


			Peak Flow #1: 


			Peak Flow #2: 


			Yellow: Quick Relief 1: 


			Yellow: Quick Relief 2: 


			Yellow: Quick Relief 3: 


			Breathing Hard & Fast: Off


			Wheezing a lot: Off


			Can't talk well: Off


			Rib/neck muscles show: Off


			Nostrils open wide: Off


			Medicine not helping: Off


			Red: Quick Relief Medicine: 


			Physician's name: 


			Physician's phone number: 


			Life threatening allergy: Off


			Allergy: 


			Cold air: Off


			Cigarette smoke: Off


			Pollen: Off


			Cockroaches: Off


			Strenuous exercise: Off


			Stuffed animals: Off


			Animal fur: Off


			Colds / flu: Off


			Dust mites / dust: Off


			Mold: Off


			Other: Off


			Other trigger: 


			Parent/guarding phone number: 


			Parent/guarding cell phone number: 


			Green: Dose 1: []


			Green: Method 1: [ ]


			Green: Time 1: [ ]


			Green: Dose 2: [ ]


			Green: Dose 3: [ ]


			Green: Method 2: [ ]


			Green: Method 3: [ ]


			Green: Time 2: [ ]


			Green: Time 3: [ ]


			Yellow: Dose 1: [ ]


			Yellow: Dose 2: [ ]


			Yellow: Dose 3: [ ]


			Yellow: Method 1: [ ]


			Yellow: Method 2: [ ]


			Yellow: Method 3: [ ]


			Yellow: Time 1: [ ]


			Yellow: Time 2: [ ]


			Yellow: Time 3: [ ]












Action Steps: KIDSNET

New “Asthma Page” in KIDSNET



2) Asthma Action Plans

		Now have ability to upload and share Asthma Action Plans in KIDSNET

		Accessible to School Nurse Teachers

		Template fillable pdf plans available

		Available statewide

		KIDSNET staff are available for trainings













Julian Rodriguez-Drix

Julian.Drix@health.ri.gov

(401) 222-7742
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Age-Specific Asthma Hospitalization Rates By Year
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Screening:

Health Care Use
and Asthma
Control

If >1 ED visit or
inpatient, and/or
very poorly
controlled
symptoms (daily)

If symptoms >
2x/week but less
than daily (i.e. not

well controlled)

2-3 sessions with Environmental

Certified Asthma Supplies and
Educator (AE-C) instruction for
and CHW remediation

Single HARP
session with AE-C
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The “6|18” Initiative

Promote adoption of evidence-based interventions in collaboration with
health care purchasers, payers, and providers

. Evidence-based
High-burden . .
interventions that
health .
. can improve health
conditions
and save money

Fd:





SIX WAYS TO SPEND SMARTER

For HEALTHIER PEOPLE

o8

REDUCE CONTROL PREVENT HEALTHCARE-
TOBACCO USE BLOOD PRESSURE ASSOCIATED INFECTIONS (HAI
&
4
CONTROL ASTHMA PREVENT UNINTENDED CONTROL AND

PREGNANCY PREVENT DIABETES
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