
PHLN	Year	2	Project	Aim 		 Measures	for	Success	

Santa	Barbara	Neighborhood	Clinics	

•  Improvement	or	decline	in	clinical	
outcomes	for	diabetic	patients,	
specifically:		
•  Hemoglobin	A1C,	Blood	Pressure	
•  PHQ9,	Foot	Examination,	Retinal	

Screening,	and	Microalbumin	
Testing	(annually)	

Seeing 10% of the current assigned patients 
on the capitation list that we have not 
already seen (350).  
 
 
Improvement in patient health outcomes, 
providing culturally informed nutrition 
literacy, and removing financial barriers to 
obtaining healthy foods.  



Measures	for	Success	
1.  By	November	1,	2019,	the	number	of	known	diabetics	with	a	recorded	HgbA1c	during	the	past	year	will	

increase	from	70	to	75	percent.		Determine	how	much	is	patient	non-compliance	and	how	much	to	care	
team	oversight	or	error.	

	
2.  By	April	1,	2019,	key	staff	will	have	explored	the	feasibility	of	offering	care	team	and/or	patient	

incentives	for	performance	on	defined	issues	related	to	diabetic	care;	by	June	1,	2019,	incentives	will	be	
in	place	if	approved.	

	
3.  By	November	1,	2019,	number	of	referrals	made	by	behavioral	health	specialists	and	dental	clinic	staff	

for	known	diabetic	patients	to	at	least	one	needed	diabetic	service	as	defined	by	the	diabetic	care	plan	
will	increase	from	zero	to	15	percent	of	total	referrals	made	for	the	reporting	year.	Referral	will	be	
defined	to	include	HgbA1c	testing	and	recording.	

	
4.		 	By	December	31,	2019,	SBNC	would	have	seen	an	additional	350	patients	assigned	on	the	Medi-Cal	

	Managed	Care	Capitation	list	that	have	not	been	previously	seen	at	SBNC.		Those	at	risk	of	Diabetes	
	or	diagnosed	at	visit	would	become	a	Managed	Care	Panel	Participant	for	the	Care	Management	
	Teams	led	by	the	Registered	Nurses.	



	 	 	 			Changes	Tested	Changes	

•  Auditing and training of data 
entry 

•  Follow-up appointments made 
for Diabetic patients with 
controlled condition 

•  Involved the Call Center 
Manager in contacting patients 
on Capitation List to bring them 
into the clinic for their Initial 
Health Assessment  

Implemented	Changes	

•  Include gaps in care in daily patient 
huddle reports 

•  Recruited/hired an RN for the 
Panel/Case Managers 

•  Fully Cross-Trained RNs to review 
Capitation Lists, contact patients, 
schedule appointments, f/u with 
patients who were referred to 
specialties 

•  Created a task checklist for 
recording HbA1cs into EMR 
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Using	Data	for	Improvement	

•  The	Data	that	we	collected	included	patient	HbA1C	
levels	to	calculate	overall	percentage	of	patients	with	
controlled	diabetes.		

	
	
•  Using	this	data	we	realized	that	not	all	the	data	was	

being	captured	resulting	in	a	higher	skewed	rate	of	
uncontrolled	diabetic	patients.		

	
	
•  We	conducted	staff	training	and	education,	included	

an	MA	on	the	Quality	Improvement	Committee	and	
created	a	new	tracking	spreadsheet	to	increase	
accountability.			
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1 

2 

3 

4 

Used	a	PDSA	cycle	to	identify	
source	of	missing	data	

Dedicated	employee	to	
correcting	data	entry	issue	to	
improve	controlled	numbers	

Provided	ongoing	updates	in	
controlled	patient	numbers	

Included	MA	on	Quality	
Improvement	Committee	of	the	
Board	of	Directors	

Strategies	for	Success	
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PROMPT:	What	strategies	or	tools	have	helped	you	mitigate	challenges	and	manage	
your	changes?	Examples	may	be	using	PDSAs	to	engage	staff	and	get	buy-in;	allocating	
one	hour	per	week	of	protected	time	to	focus	on	your	project;	using	visual	displays	of	data	
to	show	progress	and	celebrate	early	wins.		



New	Log	Sheet	for	
tracking	HbA1c	entry	

Key	Tools	&	Resources 
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PDSA	(Plan,	Do,	
Study,	Act)	Cycle	

Huddle	Reports	

PROMPT:	What	1-3	tools/resources	have	been	integral	to	your	project?	
Examples	could	include	workflows,	patient	questionnaires,	a	registry,	job	
descriptions,	brochures/pamphlets,	etc.	Please	email	CCI	copies	of	shareable	
resources	so	that	we	can	print	copies	and	post	to	the	PHLN	program	website.	
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New	Log	Sheet	for	Tracking	HbA1c	entry	



CENTER FOR CARE INNOVATIONS     |     10 



CENTER FOR CARE INNOVATIONS     |     11 

PDSA	(Plan,	
Do,	Study,	
Act)	Cycle	
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Huddle	Reports	
Care Team Huddle Report 
•  Provides	real-time	data	intelligence	on	the	patients	

that	are	coming	in	today	or	tomorrow.		
	

•  Offers	an	easy	to	view,	color-coded	list	of	patients	
with	appointments		

	

•  Includes	key	clinical	indicators	and	historical	data	to	
help	you	plan	your	day.		

	

•  Your	care	team	can	review	the	list	and	easily	identify	
patients	that	need	services	or	may	require	additional	
time	and	resources.	
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Integratio
n	Model	



Next	Steps 

•  Implement	a	similar	workflow	
currently	used	at	our	Westside	
Neighborhood	Clinic	to	all	the	other	
clinics	to	ensure	daily	recordings	of	
HbA1c	

•  Further	diversify	the	QI	Committee	to	
include	at	least	one	representative	
from	each	staff	position	at	the	clinic

		

•  Ongoing	reeducation	and	training	of	
new	staff	

•  Continued	audits	of	process	

•  Continue	to	address	identified	
barriers	

•  Train	Dental	Assistants	to	perform	
HbA1c	testing	(integration)	
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Spreading	 Sustaining	



1 

2 

Turnover:	having	to	reeducate	new	staff	

Availability	of	workstations:	MAs	cannot	enter	data	in	the	EMR	in	a	
timely	manner	
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PROMPT:	What	are	the	top	one	or	two	challenges	you’re	currently	encountering	that	fellow	PHLN-ers	can	
help	you	with?	Is	there	a	specific	question,	curiosity	or	frustration	you	would	like	to	brainstorm	with	the	people	
listening	to/reading	your	storyboard	presentation?	

Current	Challenges	or	Barriers	
	


