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Proactive Outreach 

PHLN Year 2 Project Aim 

l  Increase the # of 
managed care and MHLA 
patients assigned to 
NEVHC that schedule 
appointments by 10% 

l  Increase outreach for 
clinical metrics 

 

Measures for Success 

l  Peds, MHLA, High Risk Adults 
Ø  % of outreach to New/Not-

Engaged pts.  
Ø  % appts. scheduled 
Ø  % appts. completed 

l  WCE, WAE, CRC:  
Ø  % texts sent 
Ø  % appts. scheduled 
Ø  % appts. completed 
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Changes 

Tested Changes   
l  Use of new database to 

identify new/not-engaged 
members 

l  Outreach to members via 
text  

l  Outreach to patients due 
for clinical metrics via text 

 

Implemented Changes 
l  Enrollment Manager 

implemented to create 
charts for new members    

l  Utilization of new text 
message platform-Care 
Message & NG Care 

l  Text patients due for 
clinical metrics using Care 
Message & i2iTracks 
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Changes – EM Configuration 
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Using Data for Improvement: New/Not-Engaged pts.  

l  Team decision to transition to a new outreach platform due 
to low engagement results of the 0-2 & 6 yrs. campaign.  
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Q1 Q2

Well	Child	Exam
Numerator 410 0
Denominator 3766 0

Of	Texted,	%	Sched.	for	Appt 11%

Numerator 252 0
Denominator 410 0

Of	Sched.	For	Appt	%	Completed 61%

Well	Adolescent	Exam
Numerator 0 740
Denominator 0 3685

Of	Pts	Texted,	%	Scheduled	for	Appt 20%

Numerator 0 454
Denominator 0 740

Of	Sched.	For	Appt	%	Completed 61%

Colorectal	Cancer	Screening
Numerator 436 426
Denominator 1533 1874

Of	Pts.	texted,	%	Completed 28% 23%

Using Data for Improvement: Clinical metrics 
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Strategies for Success  

Regular meetings (PHLN NEVHC team, software developer) 

Monitoring of internal dashboard to track duplicate patients 
from Enrollment Manager 

PHLN Run Charts (new members and clinical metrics) 
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Key Tools & Resources - Enrollment Manager Dashboard 
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Key Tools & Resources - Population	Health	Outreach	Campaign 

9 



“Caring for our community’s health since 1973” 

Key Tools & Resources – Text Messages 

Colorectal Cancer Screening Well Child Exams 
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Next Steps  

Spreading  
l  Expand outreach campaigns 

to additional age groups 
l  Additional staff training for 

EM 
l  Implement 2nd text and calls 
l  Expand text outreach to 

additional metrics (cervical 
and breast cancer 
screenings) 

Sustaining 
l  Exploring options to 

continue funding for 
product (EM, 
CareMessage) and staff 

l  Search for health plan and 
foundation grant 
opportunities  
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Current Challenges or Barriers 

1.  How to reduce the number of duplicated charts in EM? 

2.  What methods to use to identify the high-risk adult 
population (members assigned to NEVHC)? 

3.  What other alternatives are available to obtain updated 
phone numbers? (outreach for members and metrics) 
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