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Category 1: Infrastructure
Progress:  In this first year (DY6) ACMC has made significant progress in planning for infrastructure expansion to meet the needs of our patients and lay the groundwork for future performance in population health improvement and clinical outcomes (Categories 3 & 4).
	· Project 1: PC Expansion. Construction to renovate and expand primary care capacity at Newark Clinic is underway and is scheduled to be completed in the Spring of 2011. The expansion plan includes
· Increase the total number of examination rooms from 10 to 16
· Add 3 procedure/treatment rooms
· - Add Imaging (mammography, X-ray and ultrasound) Services

	· Project 2: Disease Registry.  Training in the use and principles of ACMC’s disease management registry, "i2i Tracks", including training in the chronic care model and panel management has been delivered to providers and staff of ACMC primary care clinics via multiple venues and sessions during this period, including:
· - A half-day off-site training for clinicians on panel management, including order sets, use of i2i Tracks, and the chronic care model, was conducted on 1/26/2011.
· - Training on chronic care and population management was conducted to primary care residents during didactic training sessions in November, 2011
· - Training and technical assistance was provided to medical assistants and others throughout the period; a user’s guide developed by ACMC panel manager formed the basis for training

	· Project 3: Specialty Expansion. The Vice President and Medical Director of Ambulatory Care developed a business case analysis, including utilization, revenue and cost projections, for increasing the number of days that the UC Berkeley optometry services are provided at Eastmont Wellness Center.

	· Project 4:  System Transformation Center.  Discussions and planning sessions were held throughout  Demonstration Year 6 regarding ACMC’s current process improvement capacity and the need to strengthen it and to fill gaps. The process was led by ACMC’s Chief Medical Officer; participants included internal and external quality improvement and organizational development experts, and executive leadership. These discussions resulted in the development of a plan to develop a System Transformation Center that would coordinate implementation of, spread learning from, and report progress on, major organizational performance improvement and transformational activities, including but not limited to Waiver implementation, Lean, and Harm Reduction initiatives. Two senior executive briefings were held, and  a  plan formalizing the STC concept and detailing steps necessary to establish the Center was adopted and is available for review.  Implementation of the plan is currently ongoing.



Learning:
· Capital expansion projects require focused project management staff with very specific timelines and goals; assuming existing management staff can absorb the project oversight is unwise.  Budgeting and staffing this function at the sufficient level from the beginning is therefore key.
· Training projects require substantial planning and expert staff to ensure adequate trainee buy-in.  Training itself is a “weak intervention” without clear implementation, monitoring, and accountability plans.
· Specialty expansion is a particularly complex endeavor, because of the ballooning “downstream” impacts and costs.  For example, expansion of optometry-driven diabetic retinal screening will drive downstream increased demand for ophthalmology and eye imaging services, which then further drives operating room and hospital demand and expenses.  

Challenges:
·  Current staffing levels and organizational infrastructure for planning and project management will need to be significantly enhanced if these projects are to proceed on track.  Plans for this are proceeding.
· The financial sustainability of ongoing service expansion is uncertain. The reason for this uncertainty is that the impact of currently available funding expansion under the Low Income Health Program is as yet unclear at our local level, due to lack of actuarially sound data and contracting.  Without increased funding, in whatever form it comes, as fee-for-service Medicaid expansion, health plan capitation, or a local program expansion, the investments in expansion that are enabled under the DSRIP will not be sustainable.  However, understanding that this expansion is critical to meet the need of our community for access to care, we are committed to expanding as rapidly as our resources allow.
· Modeling the full financial impacts of service expansion, especially in the complex and non-linear environments of safety-net reimbursement streams, is a critical capacity that we need to improve, even as we understand that full certainty will not be achievable.  We must improve access to specialty care, but we must do it in a financially sustainable manner.
Participation in Shared Learning:
· ACMC participates in a County-wide Specialty Care Access task force, funded by Kaiser Community Benefits, consisting of public health, CBO, and ACMC representatives to plan and optimize access to specialty care in our county.
· ACMC participates in a Disease Registry user group, and will be doing a presentation on our progress to date at a national conference
· ACMC participates in the California Association of Public Hospitals Seamless Care Initiative that is a collaborative learning community to optimize use of disease registries.
· We participate in a County-wide Low-Income Health Plan planning group to coordinate our expansion efforts with the county and local CBO’s to ensure coordination of resources and optimization of program design.

Category 2: Process Improvement
Progress:  In this Category, a variety of initiatives were undertaken to address our targeted milestone improvements as detailed below.
	· Project 1: Med Home Assignment.  In conjunction with the County Health Department a report was generated analyzing state-reported data regarding the care provided to uninsured adults in Alameda County (MICRS). This report identified approximately 8,000 unique individuals who received care in ACMC's specialty clinics or Emergency Department, who did not have any visit in the past year to a primary care clinic, either at ACMC primary care clinics or in any Community-based clinic. Zip codes were used to identify where these unaffiliated patients reside relative to ACMC services.

	· Project 2: Complex Care Clinic. During Demonstration Year 6, a plan to pilot a Chronic Hepatitis Clinic and a Chronic Pain Clinic with intensive multidisciplinary care management services was developed by the Medical Director of Ambulatory Care and the Clinic Manager for Specialty Clinics. The plan builds on existing effective services that are providing care management to specific populations, and brings successful community services in-house. Contracts and personnel changes have been completed. The Chronic Hepatitis clinic opened February 14,  2011.  Recruitment of patients and care management is under way. The Chronic Pain Clinic is scheduled to open July 1.

	· Project 3: Improved Inpatient Patient Experience. ACMC utilizes Press-Ganey as the institutional patient experience survey tool for the following services: acute inpatient, emergency department, clinics, outpatient surgery, inpatient psychiatry and acute rehabilitation.  For the inpatient setting, ACMC migrated from the use of both the Press-Ganey proprietary survey and HCAHPS, to solely HCAHPS.  Results are reported out monthly in various settings, including  email distribution and summary presentations at department managers meetings. Every month, one manager is assigned to report out their strategies, progress, and learned lessons. All managers have been trained to customize reports for their individual units.  Organizational targets have been set for improvement, and patient experience scores are part of all management performance evaluations.

	· Project 4: Improved ED Flow. Monthly med-surgical ED flow report on ED length -of -stay has been generated and distributed to housestaff and attending physicians, utilizing the ED Information System's time-stamp functionality to quantify the length of time for each step in the flow process.  An interdisciplinary team has been formed to identify process improvement opportunities and has begun implementing workflow changes to improve each step of the cycle.  The average length-of-stay for low acuity patients (level 4&5) for ACMC's FY 2010 (ending July 2010) was 241 minutes. The average length-of-stay for admitted patients in the baseline year was 14 hr 6 minutes (for the 6 month period Jan-June 2010, when data was first available).

	· Project 5: Improved Discharge/Care Transitions. A pilot program to call discharged patients within 72 hours of discharge has been planned and launched. A protocol to guide the nurse was developed; it includes instructions for accessing the Patient Call Manager software, questions to be asked of patients, and how to handle the responses.



Learning:
· ACMC lacks a clear model of change, or a consistent project management process.  We have conducted change in an ad hoc manner, that has yielded variable results.
· Information Systems and good data, both for baseline and monitoring improvement, are crucial and traditionally have been neglected.  That said, we have also developed a concept of “good enough data” to overcome the risks of data-paralysis.
Challenges:
· ACMC is currently facing multiple organization-wide initiatives that require large amounts of time and staff effort at both line, middle management and executive level: we are implementing an electronic health record, we are rebuilding our main campus hospital for seismic compliance, we are undertaking the DSRIP transformations, we are retooling for the Low Income Health Program, we are undertaking a Lean initiative, and we are stepping up to an ever higher bar for Patient Safety and Quality reporting and improvement.  In this setting, organizational and executive bandwidth is a potential fail point, and coordination of these multiple change projects will be critical.  We are counting on both our “System Transformation Center” and our Lean engagement in combination to help us navigate, coordinate, and prioritize.
Participation in Shared Learning:
· ACMC received a planning grant from the Gordon and Betty Moore Foundation to be part of a learning collaborative to improve care transitions and avoid readmissions.
· We participate in state-wide webinars on readmissions and care transitions sponsored by California Association of Public Hospitals.
· ACMC has participated in CAPH-sponsored conferences in Patient Experience.
· Our Emergency Department leadership has attended IHI conferences in improving patient flow, and made site visits to California hospitals that successfully adopted workflow redesign and reduced cycle times.

Category 3: Population Health
(This category was not addressed in the current DY6 Plan)

Category 4: Urgent Improvements in Patient Safety
Progress:  In this first year, we made substantial progress in laying infrastructure for improved Patient Safety.  The organization undertook a comprehensive vision and stakeholdering process that involved physician leadership retreats, Board of Trustees engagement  (including the President of the Board who adopted and championed Patient Safety as a Board priority), and executive team engagement.  The organization re-oriented it’s quality improvement philosophy from a reactive and compliance-focused one, to a more proactive vision to measure and  reduce harm  across the organization by 50%.   What followed was many months of communication, team building, goal setting, and data-gathering to set the stage for improvement.  Overall, the organization indentified eleven areas of potential patient harm to target for improvement.  Four of the eleven are included in our DSRIP plan below.
	· Project 1: Severe Sepsis Mortality. The Severe Sepsis Reduction Team has been formed as an interdisciplinary team; the identified physician champion is Dr. Indhu Subramanian. Baseline mortality rate, team charter and proposed improvement strategies have been presented to the ACMC Quality Council. Baseline mortality rate for ACMC FY2010 = 26.7%.

	· Project 2: Central Line Infection. The CLABSI Reduction Team has been formed as an interdisciplinary team; the identified physician champion is Dr. Indhu Subramanian. Baseline infection rate, team charter and proposed improvement strategies have been presented to the ACMC Quality Council. In CY 2010, the infection rate was 1.8 infections/1000 central line days in the ICU, and 1.1 infections/1000 central line days in the step-down and med-surgical units.

	· Project 3: Surgical Site Infection. The SSI Reduction Team has been formed as an interdisciplinary team; the identified physician champion is Dr. Kelley Bullard. Team charter and proposed improvement strategies have been presented to the ACMC Quality Council.

	· Project 4: Hospital-Acquired Pressure Ulcers. The HAPU Reduction Team has been formed as an interdisciplinary team; the identified physician champion is Dr. Claudia Landau. Team charter and proposed improvement strategies have been presented to the ACMC Quality Council.  The baseline HAPU rate, as measured in quarterly prevalence rates using the CALNOC methodology is 3.3%.



Learning:
· Must form truly interdisciplinary teams and give genuine voice and empowerment to a wider group than just doctors and nurses
· Must have early and real executive and board level alignment and support
· Must engage physician champions and reimburse them for their time
· It takes time (longer than expected) to develop relevant and credible data
· Must have an improvement model to use, and must have project management and meeting facilitation personnel
Challenges:
· Data is rarely available in accurate or comprehensive forms to, and improving the data requires often very complex and expensive restructuring in areas outside the quality department, and requires organization-side understanding and commitment in the setting of increasing financial pressures upon safety net institutions.
· Limited capital and staffing resources can be critical failure points for patient safety, e.g., mattress upgrades and patient lift & turn teams to prevent pressure ulcers.  Communication up the chain and prioritization of patient safety for  organizational resources is critical.

Participation in Shared Learning:
· All four of these project team have participated in an internal learning collaborative with ACMC’s eleven Harm Reduction Teams; including  facilitated learning sessions, brownbag lunches, and formal presentation at ACMC’s Quality Council.
· Sepsis, CLABSI: both teams have participated in the Northern California’s BEACON quality initiative, that includes collaborative learning, common goals and measurement, and public presentation of results.
· Surgical Site Infection: Participation Local Association of Professionals In Infection Control (APIC) learning collaboratives within bay area. 
· Integrated Nurse Leadership Program that brought intensive resources to assist in improvement in sepsis mortality.
· Pressure Ulcers: participation in BEACON  learning collaborative.


