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M entor

Carol Biggs, MBA-HA, DHSC, R.N.

F roject Overview

uccess in nursing as a profession requires lifelong learning. Ms.

Cabrera has seen that nursing within Baptist Health provides

many avenues for nurses to be successful. She started as a bedside
nurse and was recently promoted to director of Critical Care Services at
Homestead Hospital. Ms. Cabrera has been a part of Baptist Health for
24 years, spending most of her career in critical care. She obtained her
Doctor of Nursing Practice from Barry University and is Board-certified
as an acute care nurse practitioner and critical care nurse.

Ms. Cabrera has more than 10 years’ experience in leadership and remains
actively involved in the clinical aspects of nursing by also working as
an ARNP. She uses her experience and background to implement many
quality and performance measures at Homestead Hospital, including
NDNQI, CPR committee, nurse peer review, nursing standards/policies,
evidence-based practice and nursing quality council.

Project name Baptist Health Follow-up Care in Homestead

’roject sponsor Bill Duquette, Gail Gordon, MSN, R.N., NEA-BC, Deborah Mulvihill, MSN, R.N., FACHE

>roject team Ann Marie Allen, Ana Cabrera, Jackie Leboeuf, Ken Spell, Jill White, Physician Onboarding

3rief description of project objective Open transition clinic targeted to patients with chronic heart failure and diabetes

>rojected completion date Opened April 16, 2012
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Ann M arie Allen, M.S. /HSA, MSN, R.N.

nn Marie Allen has been a registered nurse for 24 years. She

started her career as an ICU nurse in Manhasset, New York. She

migrated to South Florida in 1989 and joined Baptist Hospital.
She worked part-time in the telemetry unit and as a float in oncology ICU
and ICU. She transferred to the Surgical Services Department in 1990 and
worked in the perioperative area (pre-op, pre-surgery, OPSN, PACU 1 and
PACU).

She became the educator for Surgical Services in 2001. In 2003, she was
promoted to ANM for the perioperative area and the pain center. She
received her M.S./HSA in 2004 from FIU and her MSN in 2010 from Barry
University. She is currently the director of Specialty Nursing Services and
House Supervision, team leader for HH LDI and chair for the CEN. She
will receive her Ph.D. in education and leadership in the spring of 2013.

Ms. Allen is a member of the Junior League of Miami, a volunteer
group that provides education and support to women and children. She
volunteers annually with the Kiwanis of South Dade and the Jamaican

Nurses Association of Florida, traveling on health missions to some of the poorest areas in the Caribbean. She recently was
inducted into the Delta Epsilon Honor Society at Barry University.

M entor

Deborah Mulvihill, MSN, R.N., FACHE

P roject Overview

Project name Baptist Health Folow-up Care in Homestead

Project sponsor Bill Duquette, Gail Gordon, MSN, R.N., NEA-BC, Deborah Mulvihill, MSN, R.N., FACHE

Project team Ann Marie Allen, Ana Cabrera, Jackie Leboeuf, Ken Spell, Jill White, Physician Onboarding

Brief description of project objective Open transition clinic targeted to patients with chronic heart failure and diabetes

Projected completion date April 16, 2012
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PROJECT OVERVIEW

Project Name: Chronic Disease Management Clinic

Project Sponsor: Homestead Hospital

ProjectTeam members:

Ann Marie Allen, MSN, MS/HSA, RN, Nursing Administration
Ana Cabrera, DNP, ACNP-BC, CCRN, Nursing Administration
Gail Gordon, MSN, RN, NEA-BC, VP & CNO

Bill Duquette, Chief Executive Officer

Ken Spell, Vice President

Jackie LeBoeuf, Administrative Project Analyst

Brief description of project objective: The Clinic will function as a temporary medical home for

patients with Chronic Diseases post-discharge from Homestead Hospital (e. g. CHF, Diabetes,
COPD, Wound Care, Arthritis, & HIV). The Clinic will implement the Stanford Disease
Self-Management model to improve disease self-efficacy and the health of our vulnerable

patients. Case Managers will play an intricate role in helping to find the patients permanent
primary care givers.

Current lifecycle phase project is in: Planning , Site Renovations, & Recruitment

Projected completion date: February 201
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MILESTONE STATUS

Key accomplishments since last report:
*  Applied for HFSF grant & HFSF President invited us for a follow-up meeting
*  Performed clinic site needs assessment (Staffing, NextGen, Telecommunications, construction)

° Developed and executed various phases of our Action Plan

High-level project milestones:

* November 2011: Clinic site renovations / Apply for licenses / Work with Case Management to identify
potential patients for referrals

December 2011: Employ ARNP to manage clinic & Medical Director to oversee operations
. ]anuary 2012: Operations preparation

February 2012: Clinic opens
March 2012: Attend Stanford Disease Self—Management Model training

Vision status:

We have injected more realism into our planning. We are now preparing for the likelihood of patients
not finding permanent primary care givers for 6 months to one year. As such, we are preparing to
operate as a transitional medical home.

Status summary statement:

The project is on track. We are in the process of identifying the appropriate billing structure for our
ARNP managed Clinic given that this is unchartered territory for Baptist Health South Florida.




ISSUES DETAIL

Issue 1: Billing Structure

Impact:

BHSF is a very fiscally & ethically conservative organization. As such, we must ensure
that our billing structure not only follows federal and agency regulations, but it also
adheres to our revenue management policies.

Action being taken by team:

Fortunately, we have incredible resources within our health system. Our Corporate VP
of Revenue Management, Financial Controllers, Physician Practice Directors, Executive
Staff, & Managed Care team will be intricately involved in the design of our billing
structure. We met with a CMS consultant for billing structure guidance, and we
determined that we will directly bill for the ARNP’s evaluation & management services.

Action requested that management take (if any):

The Executive Staff will need to meet with the Corporate Physician Practice CEO, so
we are able to finalize & execute the contract with a Medical Director. This issue is
extremely time sensitive in order to have the physician credentialed under the Clinic’s
tax identification number (TIN) and with various payers.




