Salud Para La Gente

S 3 I u d P ara L 3 G e nte Working Together for a Healthy Community
PHLN Year 2 Project Aim Measures for Success
|Improve data transparency: develop Develop monthly reports on colorectal
actionable population health reports cancer screening by March 5, 2019, to

aligned with agency’s strategic goals. reflect:

* Agency-wide data;

* Data by department;

* Data by pods; and

* Data by individual provider.




Changes

Tested Changes Implemented Changes

Providers by Pod
Wolbers Esparza

CRC SCREENING DATA BY POD: CDV St

Bui-Du

5creenlng Rate Aleman Steiny

Contini
Numerater |Darcminater % Coldwater Harlamoff
Rulz-Ruelas

5 20 35% Ordering Rate
NuMmarator Denominator %
129 243 51%

How many more pts to
meet agency goal?
438

Raporting Mathodology:
Reportng period: 12 mMorshs (2/23/2018-2/22/2019)
Age Criteria: Posians oged 50-75 years dd
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Using Data for Improvement

Colorectal Cancer Screening

Referral Dept.
Follow-up on open
colonoscopyorders

60%
50% PA upgrade
RHM Image Category Changes
(Images to satisfy Dashboard)
40%
PDSA
FIT/FLU
30% *MA Standing Order FIT
Open FIT Orders Pt List- with Pending CRC
Recall orders & missed opportunities
20% *CRC Qi-topicTeam Meetings
M.R. Clean-up
10% Gl-to-colonoscopy CRC QI -topic
Team Meetings
(Multiple PDSAs)
0%

Dec-16 Mar-17 Jun-17 Sep-17 Dec-17 Mar-18 Jun-18 Sep-18 Dec-18 Mar-19 Jun-19 Sep-19



Strategies for Success

Extending team meeting time
from 30 to 45 min biweekly
dedicated to Ql topic.

Developing PDSAs per care team
pod—high engagement!

Visual colorectal cancer
screening reports, including
“How many more patients
needed to meet agency goal?”

CENTER FOR CARE INNOVATIONS | 4

Run charts to appreciate data
over time.




Key Tools & Resources

Population Health Analyst:

- Responsible for data re:
quality measures (data
validation, developing
actionable reports for
team meetings)

PCMH Dashboard:

- Where we keep track of
our measures over time,
including our run charts

PDSA:

- Our main tool for testing

ideas and change
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Spreading

Next Steps

Unique patients screened for Depression using PHQ9
12 and older seen by FP/Peds provider during 11/1/2018-10/31/2019

EmiEe Positive & had Follow
(This data is by empaneled e Screened (lab PHQS <5 (lab PHQY >=5 (lab g
4 Total Eligible PTs Up documentation
provider value) value) value)
(Check Box)

| Rendering provider =to FP & Ped|

Sustaining

Green Team
(Kucharski,Sandoval,Eckhardt,
| Lanctot)

Yellow Team (Bui-Duy,
|Wolbers,Esparza, Harlamoff)

Indigo Team (Aleman,
Coldwater, Steiney, Contini)

| Pediatric Provider 561 372 287 85 39
66% 77% 23% 46%
|Not Established Alma Contreras: 3407 1024 701 323 115
f Doesn't equal to total

because some providers 30% 6 8% 3 2% 36%

are in more than one POD
Agency 12777 6975 5037 1938 831
55% 72% 28% 43%
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Current Challenges or Barriers

e Managing PDSAs, managing change &
addressing change fatigue

e How to keep pods stable in the face of staffing
changes (providers, support staff, etc.)
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