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Clinical Integration Project Status

5/9/16 ¢ 5/18/16

Draft for discussion

Accomplishments this period: (frorb/9/16 ¢ 5/18/16)

w Incorporated updates from future state workgroup sessions and executiv
sponsors into Care Coordination Model (CCM)

w Finalizedstrawmodelsbased on feedback received from future state
workgroup sessions andcorporated into CI CCM
Functions/Processes/Protocols

w Developed hospital staffing model based on all payer and Medicaid volu
conducted staffing model meetings with AMCH on 5/11/16; CMH on 5/1.:
SH on 5/12/16

w Continuedto buildtraining materials, criteria and implementation plan for
upcoming DOH requiretlaining

Project Status @D

Key activities for next period: (frond/19/16 ¢ 5/27/16)
e w Socialize Care Coordination Model to Steering Committee and Project
Leadership Team on 5/19/16
w Finalizgrainingmaterials, criteria and implementation plan for upcoming
DOH requiredraining
w Review Training Approach with PAC on 5/23/16
mesConduct 2 introductory training sessions on 5/26/16, one for providers an
2/16;0ne for operations
w Request approval for CCM to Oversight Committee on 6/3/16
w Request approval for CCM at CQAC on 6/15/15

Key Project Milestone Progress:

Jan 31, ‘16
s T

kMar 13, 16
L4 F

Apr 24, '16
Taszk Mame S

a Cl Strategy

T

+ Mobilization

» DSRIP Cl Workgroup 1
* Cl Care Coordination Model (CCM) I 1
* Tier 1 CCM Current State/ Engagement [ —

» Future state processes) function straswmodel development I

» DSRIP Cl workgroup - design) approve

* Conduct training

We are hereg

Issues & Risks:

Risk / Issue

Resolution / Mitigation

Socialize deliverable calendar and
importance of meeting deadlines

Risk: Tight timelines require quick
review turnaround and buyn from
stakeholders

mid-week 12
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,/A Albany Medical Center

Training Approach
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Draft for discussion

Cl Training

Materials and Considerations QD) r1soy vicdicat center

Accenture will collaborate with AMCH PMO to produce the training materials, criteria and implementation plan for upcoming DOH
required training

CCM and CI Overview presentation
A 1.52 hr. session materials in PowerPoint format
Signin sheet / attendance tracker

Session Materials

Materials for 5/26
Objectives for Cl session
Criteria for evaluation of Cl session (pa@d post tests)

oo o D>

Training Criteria

Training
Implementation Plan

Outline of CI training approach, including format, participants, mentoring opportunities, etc.
Recommended timeline of CI training opportunities through 2016

Considerations for
Training

Training session participants and trainers (Accenture to train the trainer, PMO, for further dissemination across
PPS)

Access to intranet / internal system for recording and circulating training materials and sessions
Additionaltechnology systems access and training requirements or prerequisitesHiwyled computerbased
onboarding)

Future Continuing Education Units eligibility (for continuing education modules)

Lessons learned from past trainings

| @l AfFOAfAGE 2F aYSYG2NBREé F2N) 2y3I2Ay 3T &dzLJLl2 NI
Implications / recommendations captured during work group sessions

Required DOH documentation (Schedule Template;isiggample materials, etc.)

To PoJo Po o DoTo Do Do Iw
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Draft for discussion

Cl Training P NSisaias st

——

CI CCM OVGfVleW SeSSIOn ,/A Albany Medical Center

The initial training session will offer an introduction into the standard CC processes / functions, recommended tools, tespknd
data sharing guidelines developed by the CI Work Group

AMCH PPS DSRIP Clinloggration Overview

Audience: 1  8-10am:PP3roviders across settingsi€. ED, inpatient, outpatient)
1  1-3pm: Operationstaff (nursesCM, SW, PN, Care Coordinat@sjosssettings (nc. ED, inpatient, outpatient)

Course Delivery Method: Instructorled training

1  PowerPointin person
1  Computer Based Training (CBT) / Recorded; available via webinar for further dissemination

Course Delivered by: 1 Initial sessionAccenture (5/26)
1  Additional sessions: Select training representatives from PMO
Course Description: Theoverallpurposeof this module is to increase awareness and understanding of:

T tt{Q FNIYSE2N] F2NJI OFrNB O22NRAYIlI A2y
1 Recommendations for strategies, processes, tools, data sharing, and timing standards as they relate to care coordirssiba acro
PPS

Learning Objectives: Upon completion of this course, participants will be able to:

Describe the vision, framework and key elements / assumptions of the care coordination model

Identify the high level care coordination process flows and the technology that supports the process
Identify points of communication and elements for data exchange to further coordinated transitions of care
Identify the tools and templates which will be used to facilitate care coordinatiorragd

Understandhe roles of the interdisciplinary care team members

Understand the patient navigator role and identify key components and functions

E
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AMCH PP$2roject SequenceUpdate

1. Integrated Delivery Systems 2.a.l Nov/Dec2015

2. EDCare Triage 2.b.iii Nov/Dec 2015 ) ¢
3. Patient Engagement PAM & CFA 2.d.i Nov/Dec 2015

4. AsthmaEvidenceBased Guidelines 3.b.iii Dec2015/Jan 2016 )¢
5. Cardiovascular Hypertension 2.a.lii Dec 2015Feb 2016 %
6. Integration of PC & Blg Part | (Models 1 &) 3.a.l Jan 2016Feb 2016 D¢
7. Health Home ARisk InterventionProgram 3.b.i Jan 2016Feb 2016 %
8. BH Community Crisis Stabilization 3.a.ii Jan 2016Feb 2016 )¢
9. Integration of BH & PG Part 1l (Model 2) 3.a. Jan 2016Mar 2016 >
10. Medical Villageg SNF 2.a.V Apr 2016Mar 2016

11. Tobacco Cessation 4.b.i Jun 2016

12. Cancer Screening 4.b.ii Jun 2016



Asthma and Telemedicine Subcommittee

CQAC Presentation May 2016



Project 3d.lil

Project 3d.iii objective:

To ensure access for all patients with asthma to care consistent with
evidencebased medicine guidelines for asthma management.



Guideline recommendation

A Subcommittee recommends ol st ol
adoption of the the NHLBI -
D dzA R SQlirficgll Suidilines for
the Diagnosis, Evaluation and
Management of Children and | gy
Adults with Asthma& ‘

‘/

a“Q'




Comprehensive

FourComponents of Asthma Care
A Assessment and Monitoring of Asthma Severity and Control
A Education for a Partnership in Care

A Control of Environmental Factors and-Elorbid Conditions
that Affect Asthma

A Medications



Stepwise Control of Asthma

ASSESS STEP UP IF NEEDED (first, check medication adherence, inhaler technique, environmental control, and comorbidities)

CONTROL:
STEP DOWAN IF POSSIBLE (and asthma is well controlled for at least 3 months)

STEP 1 STEP 2 STEP 3 STEP 4 STEP 5 STEP 6

At each step: Patient education, environmental control, and management of comorbidities

Intermittent Persistent Asthma: Daily Medication

Asthma Consult with asthma specialist if step 3 care or higher is required. Consider consultation at step 2.
Preferred SABA* as low-dose ICS* medium-dose medium-dose high-dose ICS* high-dose ICS*
Treatment™ needed 1ICS* ICSs* + +
+ either LABA™ or either LABA®* or

montelukast
<+

oral corticosteroids

either LABA* or montelukast

montelukast

Alternative
Treatment®#

cromolyn or
montelukast

hasssvafsoovasnvransvnainsfiasoraan
Feerosehorrasrroneraeronesfoneronrer

Preeresfrrrsovrrrraerrranty
AEEENN] EENNNERNENERNENER]
Boseaoafenasnro s oo
Posrsrespssrrosnonrrnsenea

0-4 years of age

If clear benefit is not observed in 4-6 weeks, and medication technique and adherence are satisfactory,
consider adjusting therapy or afternate diagnoses.

= SABA* as needed for symptoms; intensity of treatment depends on severity of symptoms.

= With viral respiratory symptoms: SABA every 4-6 hours up to 24 hours (longer with physician consult). Consider short
course of oral systemic corticosteroids if asthma exacerbation is severe or patient has history of severe exacerbations.

= Caution: Frequent use of SABA may indicate the need to step up treatment.

Quick-Relief
Medication

bosvaascionnny




Patient Education

A Basic facts about pathophysiology of asthma
A Basics of asthma medscontroller vs rescue

A Patient skills
I Med administration
I Avoiding triggers
I Seltmonitoring
I Asthma Action Plan



Environmental Factors and

Comorbidities

A Assessing triggers: irritants and allergens
A Comprehensive approach to allergen control
A Smoking Cessation referral
A Comorbidity management
i GERD
I Obesity
I OSA
I Chronic stress/ depression



A Stepwise approach
A Standard controller medications and dosing
A Standard rescue medications and dosing

A Use of spacers/holding chambers for metemake inhalers
(MDIs)



Asthma Action Plan

A Discussed practice/ work flow issues

A Subcommittee members will be receiving a questionnaire



AMC Asthma Pathway

Possible webinar session with

Saratoga
Memorial
for Better
Partners.

ospital, Columbia
ealth, and Alliance

ealth Care

o e Bk

Childoerra Hoopibal

AMC Pediatric Asthma Pathway — Emergency Dept. v2.0

ASSESS AND SCORE IN TRIAGE.

Give supplemental O, if Sp0O, < 90%. Patients on O, should be on pulse oximetry. Routine chest x-ray is nut recommended. If patient
received treatment prior to arrival to ED, patient still enters at Step 1, with

here.

Pediatric Respiratory Score (PRS) 1-5

= +  Albuterol via MDI with Spacer, may repeat x 2
% during first hour
& «  <10kg: 4 puffs
. - 10— 30 kg: 6 puffs
; - > 30 kg: 8 puffs
o +  Dexamethasone POx1
e = - <10 kg: 4mg
® - 10— 20 kg: Bmg
— «  >20-30kg:12mg
- >30 kg: 16mg
ASSESS AND SCORE AT THE END OF THE 1" HOUR.
o~
a PRS 1-4 ( PRS 5-8 \
] « Observe at PRS 1-4 for 1 hour «  Albuterol MDI
v =  Discharge home if remains e <10 kg: 4 pufis
i stable at . 10 - 30 kg: 6 puffs
g PRS 1-4 and off O,— See ED - 30 kg: 8 puffs
= = Discharge Checklist below - Observe for 1 hour
=
=
o~
L 4
ASSESS AND SCORE AT THE END OF THE 2"° HOUR.
= PRS 1-4 PRS 5-8
[T - Observe at PRS 1-4 for 1 - Notify Peds admit Resident of
& hour poss. admit, enter bed request
Az - Discharge home if remains - Albuterol MDI
= stable at PRS 1-4 and off O, - * <10 kg: 4 pufis
o See ED Discharge Checklist * 10-30ks:Spuffs
== below - 30 kg: & puffs
'El“ \- Observe for 1 hour /
ASSESS AND SCORE AT THE END OF THE 3°° HOUR.
=
S PRS 1-4 PRS 5-8
= Discharge home if remains stable
§ at PRS 1-4 for at least 1 hr. and off Admit to Inpatient Pediatrics
= supplemental O, — See ED (Go to Inpatient Pathway — LEVEL A}
=% Discharge Checklist below “——.____v_____—-—"
ED DISCHARGE CHECKLIST
Ed  Provide single home dose of Dexamethasone (same dosing as in Step 1 above), if PRS 5 or g at initial p i
E]  Provide prescription for low-dose Albuterol MDI and spacer (may take home MDI and spacer used in ED)
<10 kg: 2 pufis 10-30 kg: 3 puffs >30 kg: 4 puffs
%) i Corti ids (ICS), in ition to oral ids, in i with i
A Gl\m patient/ family Asthma Action Plan with instructions for medications prescribed at di: ge and for i ing meds or
care if
B i i ing correct use of inhaler and asthma triggers.
]  Make Public Health Nurse {(PHN) referral for follow-up
E) Refer the patient for a follow-up asthma care appointment (either primary care pi or

‘within 1—4 weeks




CQAC approval for utilizing NHLBI Guideline for project 3d.iii



3.b.i1- EvidenceBased Strategies for Disease Management in High Risk/Affected
Populations (Adults Only)

AProject Objective:

To support implementation of evidend#sed best practices for disease management in medical practice
adults with cardiovascular conditions.

ACoChairs: Joseph Wayne, MD & Tara Foster, RS,
APresentation by AlbangountyDOH: LocdMPACTIgitiatives forMulti-SectorPublic HealthAction) Program
I Fourmajor components:
AEnvironmental approaches
ALifestyle change program participation
AHealth system changes
ACommunityclinical linkages
AOneCity HealthCVVDCare Model
ASelfmanagement plans to badopted;
I 1 a/ Kfaéstyle Goals
iaAfttA2yY | SINIQa aSlads2NB ! LJ t NBa
AEHR Structured Fields Document
AICD10 Codes for HTN

dzNBE 526yt

Q¢



2.b.lic ED Care Triage
AProject Objective:

I To develop a care coordination/care transition program that will assist patients to link wit
PCP

I To provide supportive assistance to transitioning members to the least restrictive enviror
A Chair:DenisPauze, MD
AKey Updates:
i ED Care Triage Subcommittee meeting held/ay 2'd
AApproved Opioid Prescription Guidelines for Use in ED Settings
AOne City Health ED Care Triage Care Model
AMAPP Dashboard and Performance Measures
ANext Steps:
i Nextmeeting TBD on the week of Juneé3
I Review of Patient Education Materials for Appropriate ED Use
I Review of Draft Document for ED Care Triage Program (Milestone 1)



2.a.llic Health Home ARIsk Intervention

A Project Objective:

Expanded access to community primary care services (PCMH 2011 Level Il certified sites) and develoy
Integrated care teams to meet the individual needs of higher risk patients who do not currently qualify fo
NYS Health Home services.

A CoChairs: KallannManjunath, MD& Stephanie Lao
A Keyupdates:
I Health Home ARIisk subcommittee meeting held on 5/9/16
A NYS Health Home overview educational session provided by Alliance for Positive Health
A Reviewed a draft process for referrals from PCMH to Health Home Care Management agenci
A Our HH downstream providers are interacting with HIXNY
A Capacity concerns for our downstream providers
I PCMH/DOH discussions
A Next steps:
I June meeting rescheduled for 6/20/16
A PCMH involvement
A Development of Care Management Plan



3.a.l
Integration of Primary Care

and Behavioral Health Services
w Updates

¢ Thesecond SuCommitteemeeting was held on Thursda&pril21st.

w Begano develop proposal for the required behavioral health preventative sareeningswWhen
complete, these will be submitted to CQAC for approval.

w Reviewed SulCommittee Charter, the Practice Evaluation for Participating Providers that will ass
readiness for service integration, and the twmrkgroup structure of the sulbommittee.

w Developed recommendations for screening for BH care management needs during transitions of
as requested by the Clinical Integration workgroup.

¢ Continue to meet with individual participating provider organizations to support participation
and address barriers.

¢ Attended HANYBehavioral HealttsWAT with presentations on integratetehavioral healthby
Intermountain Healthcare by Montefiore Hudson Valley Collaborative PPS, Beacon Healthc
RefuahCommunity Health Collaborative PPS, Fort Drum Regional Health Planning Organiz
Westchester Medical Center, East Tennessee State University.



3.a.l
Integration of Primary Care

and Behavioral Health Services
w Next Steps:
¢ The 34 SubCommittee meeting will be held on 5/19/2016 frord32om:

w Finalize the proposal for requirgmeventativecare depression screening instruments for adults ant
adolescents, for CQAC approval.

w Review performanceneasures, and discuss interventions aimed at supportingviReSprogress.
w ldentify Year 2 workgroup priorities, based on 03/31/2107 milestones:

¢ Developing collaborative evidentmse standards of care including medication management
care engagement process.

¢ Using EHRSs or other technical platforms to track all patients engaged in this project.

¢ Finalize proposal for required preventative care substance use disorder screening instrume
for CQAC approval.

¢ BeginWorkgroupmeetings.

¢ Begin the process of identifying, disseminating, implementing, and documenting policies ar
procedures regarding conducting and recording preventative care screenings.



3.a.li
Behavioral Health Community Crisis Stablilization Services

w Updates
w The secondbubCommittee meeting for this project was held 68/2016.

¢ Reviewed important details of project, including reporting requirements, actively engaged
patients definitions, speed and scale requirements, anchWEE& progress on key
performance measures.

¢ Presented, reviewed, and considered adoption of Montefiore Hudson Valley £ | 6 2 NJ-
guidance document for ActivebngagedPatients.

¢ LYGNRRdAzOSR al NBflFYyR I SFIfUOK /2YYAaaArAzyQa 2
and Diversion Strategies, and proposed its use as a guide to identify core components of cris
stabilization programs throughout our PPS.

¢ Formed a workgroup to focus on identifying the core components of regional crisis
stabilization service(s) for the PPS, and develop a proposal for how to phase components.

¢ Reviewed performance measures, and began a discussion of interventions aimed at
supporting PP®/ide progress.



3.a.ll
Behavioral Health Community Crisis Stabilization Services

w Next Steps
¢ The3d 3.a.ii subcommittee meeting will bdeld in June 2016. Agenda items may include:

w Review progress oBehavioral HealtfPerformance Measures, and discuss interventions aimed
at supporting PR&ide progress

w Revisit the discussion of Actively Engaged patients, to ensure we are capturing the range of
crisis services provided throughout our PPS, and to support meeting speed and scale
projections.

w A presentatioron relevant upcominghanges in reimbursement for crisis services.

w A presentation by the PPS Clinical Integration team on the proposed future state of PPS care
management/care coordination services, as they pertain to crisis stabilization services.

¢ Continue to identify and review begtractice models of crisis stabilization programs.

¢ Convene workgroup to review beptactice models, identify core components for regional
crisis stabilization services throughout our PPS, and develop proposal for how to phase
development of these components



Questions?

Kallanna Manjunath, MCMedical Director

Tara Foster, MS, RNurse Manager

ShannomMcWilliam MPH

, ;
‘ KNOWN FOR
OUR EXPERTISE.
' , CHOSEN FOR
' OUR CARE.



mailto:ManjunathK@mail.amc.edu
mailto:FosterT1@mail.amc.edu
https://amcmail.amc.edu/owa/redir.aspx?REF=CeG7PrFAkL6hnrJMRpzE2gvZDskC3ZNbAPFwFq7ctS88G2yGyGjTCAFtYWlsdG86bWN3aWxsczFAbWFpbC5hbWMuZWR1

