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Webinar Reminders

1. Everyone is muted.

* Press *6 to mute and unmute yourself.
2. Remember to chat in questions along the way!

3. Webinar is being recorded and will be posted on
CClI's website and sent out via email.




Today's Agenda

Welcome — Megan O'Brien

Overview of PHLN Measures &
Metrics Examples — Jerry Lassa

PHLN Team Share — Community
Medical Centers, Inc.

PHLN Team Share — Open Door
Community Health Centers

PHLN Team Share — Salud Para La
Gente

Q&A
What's Next?



Our PHLN Destination

‘Year 2:
Implement
.Year 1- & Spread
Spark &
Test Ideas
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Setting You Up for Success in Year Two
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Your PHLN Metrics and Measurement Journey?
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Poll 1: Yourteam's use of data and metrics to
monitor interventions and impact improvement

1 We hit it out of the ballpark
1 We were fairly effective
d We struggled

CENTER FOR CARE INNOVATIONS | 9



Poll 2: We had challenges with...

(select all that apply)

Resources to pull data (e.qg., staff and/or expertise)

d
O Access to data (e.g., availability of system reports, change in
system)

Data quality

Timeliness/frequency of data

Metric definitions (e.g., had to clarify and/or revise)
Goal setting (e.g., had to adjust)

Iy Iy Wy W

Use of data to drive improvement (e.g., PDSA cycles)
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Your Metrics/Measures

e Process

— #/% patients screened, assigned to
risk tiers, in-outreached, Referred
to BH

- #/% patients linked, with services
offered/administered, scheduled
for appointment, Followed-up

— Other - No show rate, TNAA

* Outcome
— Health outcomes/QIP measures
— Patient experience
- Staff satisfaction
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Data and Measurement - PHLN Teams
Examples shared on the Forum

Team Approach

Data
Collection

Data
Quality

CommuniCare, Santa Rosa implemented PRAPARE Smart Form in eCW. Since form
has structured data, can easily report on SDOH screenings.

Neighborhood created structured notes in eCW (easy to do). Aggregate data streams
daily up to an org-wide dashboard.

Tri-City issue with child IZ outreach based on HEDIS Gap in Care report (Tableau via
consortium). To meet HPL, need 3 pts to complete 1Z, yet only 6 qualified for
measure.

Axis had similar issue (e.g., had a pt that relocated or is seeing a PCP outside of their
clinic). Were advised to reach out to the patient(s) and request they notify their payer
of the update. This seems to be the only way for the patient to drop off from Gap In
Care report but not many patients notify payer and end up in measure denom. and
are labeled as “not actionable.”
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Data and Measurement - PHLN Teams
Examples shared on the Forum

Team Approach

Measurement Open Door shared that HRSA is adding a BH metric in 2020 called Managing
Depression to Remission. The general description is: The percentage of adol. pts.
12-17 yo and adult pts. 18+ yo with PHQ9 > 9 who reached remission (PHQ9 <5)
within 12 mos (+/- 60 days) of initial PHQ9. There are various exclusions, as well.

Using Data for Santa Rosa ran report for patients with Alc > 9 and no insurance. Report went to

Targeted In- enrollers, who got in touch with patients to enroll in PRUCOL Medi-Cal. Patients
Reach can now afford diabetic medications and adhere to care plans.
PDSA Cycles - LA LGBT, Tri City shared approach for Patient FIT Kit Pilot to improve CCS.

- SPLG testing improvement for obesity counseling.
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Keep up the momentum!

THAT'S THE
DUMBEST
THING I'VE
EVER HEARD.

WE MUST EMBRACE
OUR FAILURES AND
LEARN FROM THEM.

|

B34 02001 Scott Adams, INC, /Dut by Universal Ucick

« Revisit metrics/measures * Leverage data resources for
for final stretch as needed priority measurement needs

« Continue to PDSA data « Align PHLN metrics/measures
management approach with operations reports
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Spotlight on...

Open
CMC Door SPLG




Community Medical Centers _




Who We Are

e San Joaquin, Solano, & Yolo
Counties

e Medical, Dental, & Behavioral
Health

21 Locations in 7 Cities
 Patient Members

» Medi-Cal; 81%
» Uninsured: 15%
» Medicare: 5%

. Hispanic 67%, Asian 13%, White ‘ NarNon o
13%, African American 7%

 Next Gen & 121 Patient Reqgistry A Dental Offices




PHLN Team Spotlight

Case Studies in Effective Use of Data for Improvement

Health Center Community Medical Centers, Inc.

Service Delivery to a Higher Percentage of Our Assigned Membership
Consistent With Organization’s Mission

Affinity Group Access Affinity Group

Project Goals Increase the percentage of assighed members seen
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Improving percentage of assigned members seen =1

* During 2018, CMC provided one or more health care services to 68.6% of assigned
membership with our largest Medi-Cal Managed Care plan, the Health Plan of San Joaquin
(HPSJ). Our goal is to increase that percentage to a 80% by December 31, 2019. In 2018,
although we dedicated resources equivalent to 3.0 FTEs, divided among 10 different staff,
to outreaching and tracking our results, we did not meet our expectation of what
improvements we would like to have achieved due to a number of barriers that have been
partially overcome.

Outcome:

« As of June 30, 2019, Health Plan of San Joaquin has told us we have seen 54.5% of assigned
members

 We have established a new health based roster management system, eMedApps
Enrollment Manager, with automated filtering and tracking capabilities, which shows we
have seen 55.7% percent of assigned Health Plan of San Joaquin members within the last
12 months
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Results

g .

! p eMedApps Enroliment Manager Member Processing

File Source: | HPS) @ Panel Control; @‘Toggle‘@ ’I Cycle l»)
\ Member Statistics )

Members by Current Status Total: 66906 File Processing Status

Status Count PocessedDate  [Totel  Added [Existing ermed

EM_Active Member 37239 0916119 947:23AM 75128 586 38905 15637 0

EM NewEnrollment 2 O A L L L .1 L

EM_No Contact From Member 0 030119 BOTI2PM 6100 1507 44 139 0

EM_Not Engaged 2603 | [ogosng g3s6PM 61809 S0 46 feT 0

EM_Scheduled Member R

EM_Termed Member 1
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lakeaways ""‘&

- What worked (successes) | What didn't work (lessons learned)

Peop]_e_ Staff now have a software tool to We had two false starts on the implementation
document our Population Health of the Enrollment Manager roster program.

related

Outreach efforts.

Staff were trained and had to be retrained.
Management can readily see results.

Still have fragmentation in dedicated resources.
We developed an interdisciplinary
team to evaluate results and outcomes Need to implement good feedback loops for staff
which meets biweekly and supports who work on the project.
other CMC initiatives.

Current focus has been on new
membership; CMC can choose to
expand this focus once resources are
available.

CENTER FOR CARE INNOVATIONS | 21




Takeaways Continued
| Wnhatworked (successes) | Whatdidn't work (lessons learned)

Process-
related

Monthly download of member roster from the
health plan(s), then our Applications Dept.
uploads into the actual Enrollment Manager
roster program.

Effective staff documentation tools now in
place.

The generation of lists for Welcome Letters still
requires some manual intervention separate
from Enrollment Manager.

Training materials on using the roster product
have been developed by our Applications Dept.

Our Outreach Team can filter the membership
and no longer have to contact members who
have already scheduled an appointment for
services.

4

100% of membership data is not part of data denominator
for these reasons: There has to be manual matching of
roster data, over 10% (8,000+ members) are not currently
included in our data due to not having similar elements to
be auto matched by the program. This influences our results
and outcomes.

78% of our overall CMC enrollment is now integrated into
this Roster program. Two other health plans will be mapped
in the future to this new process, and once that has been
accomplished, then 92% of CMC assigned membership will
be able to be monitored and worked.

Related to our Welcome Letter, our positive response rate
(new member scheduling and keeping an appointment) has
been less than 3% on a monthly basis — this has been
manually tracked.

With this new Enrollment Manager roster we will be able to
do follow up contacts beyond the Welcome Letter.
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¢

Takeaways Continuea g

N\
_ What worked (successes) What didn't work (lessons learned)

Technology- Our primary health plan (HPSJ) is part There were challenges with getting the other
of this program. Other health plans health plan membership listings in the correct

related will be mapped to the new Enrollment format needed for proper upload into the roster
Manager roster process within a few program.
weeks.
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Next Steps "&

« Add 2 new health plans to the Enrollment Manager roster process, bringing our
total participating percentage to 92%.

« Matching of Health Plan Roster members program, evaluate more automated
options each month.

« Develop new strategies & technologies for engaging with new as well as
established members — Text message campaign outreach

« Use the Enrollment Manager roster tool to understand why members leave CMC,
by reaching out to those members, if they retained coverage, but are now with
different organizations.

« Utilize the Enrollment Manager to facilitate appointments to improve HEDIS
outcomes.
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DENTAL |




Who Are We?

« FQHC serving Humboldt and
Del Norte Counties, on the far
northwest coast

56,000 Patients seen in 2018

* 10 Family Practice Clinics plusl
Medical Van, 3 Dental Clinics

plusl Dental Van, and 1 OB
Clinic

« EHR system is OCHIN Epic



Year 2 Project Overview opendoor

 Behavioral Health Integration with a goal of implementing evidence-based
depression management.

Process: Identify patients with a PHQ9 score >=20 seen in the prior week.

« Share a weekly list with the BH provider on the patient’s care team.

 BH provider reviews the patient's chart looking for a depression care plan.
 BH Providers fill care gaps and give feedback to care team as needed.

Outcome: The patient’s severe depression was addressed in the visit most of the
time.

« >70% of patients were already connected with a therapist and/or were on anti-
depressants.

» <10% of patient's depression was not addressed because the result was not entered
in the chart and/or the provider did not notice it during the visit.

 The need for good communication between care team members was made clear.
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Results

TNAA to BH Therapy

16%
14%
12%
10%
8%
6%

\ 4%

2%

0%
Mar-19 Apr-19 May-19Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Ql Q2 Q3 Q4 YTD

==@==TNAA to Therapy (Average all BH, 1st Monday of month) em———=Target

« TNAA was not calculated for BH ¢
Providers until June 2019.

opendoor

ommunity Health Centers

Of Screened with PHQ>10, % referred (warm handoff) to BH

specialty
15%
7%
5%
N
Mar-19 Apr-19 May-19Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Ql Q2 Q3 Q4 YTD

==@=0f Screened with PHQ>10, % referred WHO handoff) to BH specialty =~ ====Estimated %

There are fewer warm handoffs for
patients with a positive PHQ9 than
expected.
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opendoor

ommunity Health Centers

Takeaways
_ What worked (successes) | What didn't work (lessons learned)

Peop]_e_ 90% of BH providers were willing and 10% of the BH providers were unwilling/unable
lated able to complete the chart reviews. to review charts so QI department staff is
relate They also found it useful and reviewing those patient’'s charts and referring
clinically important work. questions to a designated BH provider.
Process- The process has been rolled outtoall BH providers
sites.

related

Technology Reports were developed to identify The reports don't filter out patients already

lated patients with a PHQ9 >=20. connected with a BH provider or was on anti-
-retate depressants.
* BH-Medical provider data  BH workflows and data collection
integration showed good potential. lack consistency.
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opendoor

ommunity Health Centers

Next Steps

In the next few months:

« Train Medical Assistants on the importance of entering the PHQO9 before the
provider enters the room and/or communicating the score if it's over 10.

« Add the patient’s outside BH therapist information as a provider on their Care
Team.

« Pilot post-visit chart reviews and medication follow-up calls with MFT interns.
* Re-survey BH Providers about their relationship with the Care Team:s.

In 2020:

* Increase the post-visit chart review to include patients with a PHQ9 over 15
(rather than over 20).

» Leverage use of the Depression Registry.
 Learn and implement best practices for treating to remission.
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Who We Are

Founded in 1978 as a single free clinic
offering healthcare primarily to farmworkers

living and working on California’s Central
Coast (Santa Cruz County & North Monterey

County)

Became a Federally Qualified Health Center
in 1995

11 sites of which five are clinics and six are
school-based health centers.

93 providers serving ~27,000 patients, 75% of | N “
whom are non-English speaking R |

EHR system: Greenway Intergy EHR




Year 2 Project Overview 2t

W

» Project Description & Goal: Improve data transparency by developing
population health reports for care teams to take action on regarding
measures aligned with the organization's strategic goals.

« We will start by improving one preventive screening measure
(colorectal cancer screening) as an example.

« Process measure: By 3/5/19, develop monthly reports on colorectal
cancer screening data at several levels: agency-wide data; by Care Team
pods; and by individual provider.

« Qutcome measure: To improve organizational performance on UDS
measures, Salud Para La Gente will improve colorectal cancer screening
from 41% up to 55% by 12/31/19.

CENTER FOR CARE INNOVATIONS | 33



846
Results: Process Measure

‘l"wﬂv

Providers by Pod ° An exa‘mple Of da‘ta‘
Wolbers  Esparza shared by pod during

CRC SCREENING DATA BY POD: CDV tearn meeting

Screening Rate Aleman Steiny
A — % Coldwater  Harlamofs * Providers appreciated
S 35% Ordering Rate knowing ordering vs
87 I N screening (completion)
< rate
« Humanizing the
ey o numbers—very helpful,
N especially paired with
e 12t 23/ 200230 :

patient-specific lists of
those who didn't have
screening ordered yet

Age Criseria: Posiants oged 50-75 years od
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60%

50%

40%

30%

20%

10%

0%

Py | ?i 1A
Results: Outcome Measure SR

Colorectal Cancer Screening

Referral Dept.
Follow-up on open colonoscopy

orders
B e . . . — e S = = °
PA upgrade
RHM Image Category Changes
(Images to satisfy Dashboard)

PDSA

FIT/FLU *MA Standing Order FIT

Open FIT Orders Pt List - with Pending CRC orders &
missed opportunities

Recall
*CRC Ql-topic Team Meetings
M.R. Clean-up CRC Q| -topic
Gl-to-colonoscopy Team Meetings
(Multiple PDSAs)
Dec-16 Mar-17 Jun-17 Sep-17 Dec-17 Mar-18 Jun-18 Sep-18 Dec-18 Mar-19 Jun-19 Sep-19
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At e

Salud Para La Gente
A Network of Family Community Health Clinics

Takeaways LW
|| Whatworked (successes) | What didn't work (lessons learned)

People-related - Population Health Analyst as our data point - Running 6 PDSAs at the same time generates a

person: tracking data, creating reports using lot of data for a small reporting team of 2!

consistent methodology including: “How

many patients needed to achieve agency Operational support is key to help execute and

goal?” follow-up on PDSAs—Family Practice does not
yet have a Program Manager

- Creating care team pods allowed us to
present more specific data

|20 0o el=ttnd=lhizs i - Used team meetings to structure PDSA Limited accountability to staff involved b/c
cycles there was little to no follow-up due to lack of
bandwidth and operational support

Technology- - We had to merge several reports togetherto - Small details matter: if Med Records doesn't
related create actionable data that we present at label colonoscopy image with correct attributes,
team meetings it does not “count” in our dashboard

- Practice Analytics gives us baseline Not all of our systems align: our Dashboard
numbers, then we fine-tune further runs independent of our Health Reminders
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AM(&%«

Salud Para La Gente
A Network of Family Community Health Clinics

Next Steps W

» Currently planning QI for 2020
« Will try to limit to 1 PDSA per site/department

« Continue to fine-tune data: the role of "non-established” patients
& engaging them in primary care
* Discussing how to visually present data to front-line stattf

(providers & support staff)

« Individual provider reports on paper? Bulletin boards updated monthly
with QI progress?

 Long-term plan: create a home-grown data warehouse to customize
reports and allow users to generate specific reports for ideal data
transparency
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December Convening

Location, Objectives, Faculty, & Pre-Work
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Location & Details

When/Where Who Should Attend
 Thursday, December 5 from « Each organization should plan
8:30am-6pm (includes happy to send the core team
hour & networking from participating in the PHLN
5-6pm) network.

» Hilton Oakland Airport Hotel * Due to the size of the cohort,
we are asking that each

* Register at: | organization limit their
https://www.eventbrite.com/e/ attendance to five team
population-health-learning- members.

network-session-3-
tickets-69769397145
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Session Objectives

By the end of the learning session, you will have:

1. Connected with peers to advance your population health management
capabilities by sharing best practices and lessons learned across PHLN
domains.

2. Strengthened your year two projects by infusing new ways of thinking and
problem-solving challenges through peer dialogue and exchange.

3. Moved from experimentation and testing to building a culture around
population health management.

4. Identified key steps for sustaining and spreading population health
capabilities throughout your organization.
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Highlights:

 Sharing Lessons Learned from the PHLN:
Storyboard Galley

 FishBowl Activity: Building a Culture around
Population Management

* Affinity Groups: In-Person Time

» Sustaining Population Health Activities Beyond
the PHLN

* PHLN Connections: Virtual Site Visits

* (Celebratory Happy Hour & Continued
Networking
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Key Faculty

CCI will be reaching out to your teams
to make requests for you to share
during the December convening.
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What's Next?
Check out the PHLN Program Website for Details and Links

Team To-Dos PHLN Learning Events

O Due Oct. 30: Progress Report d Nov. 12, 12-1pm: Change

Management Webinar
O By Nov. 8: Register for December

In-Person Learning Session  Dec. 5, 8:30am-5pm: In-Person

Learning Session
d Due Nov. 22: Team Storyboard

Slides for Learning Session — O Coaching: Through the end of
more details and template to January 2020
come soon!

https://www.careinnovations.org/phln-portal/activities/
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Thank you!

For questions contact:

Megan O'Brien Jerry Lassa

Senior Program Manager, Value-Based Care Metrics Advisor

Center for Care Innovations Data Matt3rs
mobrien@careinnovations.org jerry.lassa@datamatt3rs.com
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