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America’s Voice for Community Health Care
The NACHC Mission

The National Association of Community Health
Centers (NACHC) was founded in 1971 to promote
the provision of high quality, comprehensive and
affordable health care that is coordinated, culturally
and linguistically competent, and community directed
for all medically underserved populations.



[ Health Center Program Partners

Health Centers

~1400 orgs
12,000 sites

Primary Care

Associations
Programs, policy, training,
communication, & quality

Health Center
Controlled Networks
Data, EHR optimization,
performance
analysis/feedback

NACHC

Policy, education, advocacy, training
and technical assistance, quality &
health system transformation

WWW.NACHC.ORG TWITTER: @NACHC



MRT o ecmenes \/3)ue Transformation: A Sustainability Strategy

With the transition to To be sustainable... Value Transformation

value-based care... ..requires a business Framework Focus...

...simultaneous focus on model that includes much ...enhancing infrastructure,

improving quality and more than the delivery of care delivery, and people

outcomes while reducing effective clinical care. systems to provide better

costs is a business imperative. care to more patients at
lower cost.

WWW.NACHC.ORG

TWITTER: @NACHC



T s ssocmone Advancing the Quadruple Aim

Community Health Centers

“Value” defined as the Quadruple Aim goals of:
Improved Improved
health outcomes staff experience

Improved Reduced
patient experience costs

WWW.NACHC.ORG TWITTER: @NACHC



AT wrous o Quality Center

Commun ity Health Centers

Clinical Affairs Division

Packaging and implementing evidence-based
transformational strategies for safety-net providers

Bringing science, knowledge, and innovation to practice
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Value Transformation Framework
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usToNAL AssocTIoN o Value Transformation Framework

Community Health Centers
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Systems Approach
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TR osocone Cancer Transformation Project

Embeds the work of cancer prevention and screening within a
systems transformation approach.

In keeping with the Value Transformation Framework...

supports transformation toward value-driven care and the Quadruple Aim

WWW.NACHC.ORG TWITTER: @NACHC



N oo NACHC Cancer Transformation Project

ORGANIZATION

Centers for Disease Control and Prevention

National Association of Community Health Centers

Georgia Primary Care Association lowa Primary Care Association
Albany Area Primary Health Care CHCs of Southeastern lowa
Coastal Community Health Services CHCs of Southern lowa
(Health Centers) Community Health Care Systems Eastern lowa Health Center
East Georgia Healthcare Center Primary Health Care

A CDC-funded project focused on colorectal and cervical cancer screening as part of a comprehensive transformation approach

WWW.NACHC.ORG TWITTER: @NACHC



N o sssocumon or Performance Measures

Colorectal cancer screening
Cervical cancer screening
Improved Health Outcomes HTN control
Diabetes control (UDS = % uncontrolled)
Obesity screening/management

Depression screening/management

Improved Patient Experience Patient experience
Improved Staff Experience Staff experience
Reduced Costs Cost

WWW.NACHC.ORG TWITTER: @NACHC



T ooy Enhanced Learning Community Model

Community Health Centers

Cross
Disciplinary
Teams

Active
Coaching

Value Evidence-
Transformation Based
Framework Interventions

Learning
Community

Monthly Technical
Reporting Assistance Telephone and

interventions & clinical

in data collection i
performance measures Email Support

and reporting
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< Impact: Quality Measures
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Average Health Center Progress, 2017

100.0% . .
Cancer Transformation Project Measures
90.0%

° % value
80.0% Improvement P
70.0% Cervical

’ —— 6.5% p=0.775
60.0%

Colorectal
0 13.3%
50.0% Cancer ’
40.0%
Adult BMI 3.3% p=0.929
30.0%
20.0% Depression 12.5% p=0.874
10.0% Hypertension 4.5% p=0.149
0.0% .
Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Diabetes 23.4%
. _ _ Control*
e—Diabetes Control* —s—Depression Screening
Adult BMI Hypertension Control *Diabetes Control = decrease in adults with an Alc of >9% or who
—a—Colorectal Cancer Screening —a—Cervical Cancer Screening have not been screened in 12 months.

Included 8 participating health centers in Georgia and lowa.
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T moeecnioe Impact*: Patient Experience

Community Health Centers

Average Score | Average Score Significance
Pre- (n=749) Post- (n=706) p
3.3 5.2

Number of health center visits since January 1, 2017

The health center staff includes my opinion when making

. 4.63 4.75 <.001
decisions about my care.
! receive .a document (papgr.or electronic) whlch |.ncludes 4.59 461 0.226
information about the decisions made at each visit.
Before today's visit, health center staff ask me to complete 5 46 553 0.202

tests that screen for cancer?

1=never 2 =rarely 3=sometimes 4=often 5=always

*January — December 2017

WWW.NACHC.ORG TWITTER: @NACHC
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Community Health Centers

Average Score | Average Score | Significance
Pre- (n=209) | Post- (n=203) p

| have been provided sufficient training to help me fulfill
my specific role(s) as a member of my larger health 2.06 1.82 0.001
center team.

| feel | am an important contributing member of my

health care team. = T SAIER
If | have ideas about how.toolmprove systems or 524 509 0.045
processes, | feel others will listen to me.

My job allows me to fully use my skills and abilities. 1.87 1.72 0.070

*January — December 2017 1=strongly agree 2 = somewhat agree 3=neither agree or disagree 4=somewhat disagree 5=strongly disagree

WWW.NACHC.ORG TWITTER: @NACHC



T e sssocuron o Impact*: Staff Experience (continueq)

Community Health Centers

Average Score | Average Score | Significance
Pre- (n=209) | Post- (n=203) p

My health center has processes or protocols in place to

support opportunities for patients to share in 2.16 1.98 0.025
decision-making.

My health center has processes or protocols in place to

support cancer screening for every patient, regardless 1.69 1.55 0.025
of ability to pay.

At my health center, cancer screening is the
responsibility of the entire care team and not just the 1.80 1.68 0.042

medical providers.

At my health center, screening and management of
chronic disease (depression, obesity, high blood pressure,
diabetes) are the responsibility of the entire care team
and not just the medical providers.

1.66 1.53 0.042

*January — December 2017 1=strongly agree 2 = somewhat agree 3=neither agree or disagree 4=somewhat disagree 5=strongly disagree
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System Transformation in Motion

Advancing on the Quadruple Aim
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N ometiezeuiertes Elevate Learning Forum

Community Health Centers

Con noctlut
Jersay

Y Delaware

115 health centers
17 PCAs/HCCNs
19 states
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o W Action Steps: Improving and

Commun ity Health Centers

Sustaining Cancer Screening

Step 1: Secure Leadership Commitment

Step 2: Apply Population Health Management/Risk Stratification
Step 3: Design Care Models with Cancer Screening EBIs

Step 4: Deploy Team-Based Approaches

Step 5: Optimize Health Information Systems

Step 6: Engage Patients and Partners

Step 7: Build/Enhance Partnerships

WWW.NACHC.ORG TWITTER: @NACHC



T wenonrssocmon o Step 1: Secure Leadership Commitment

Community Health Centers

* Leadership Commitment to Cancer Screening
o Set cancer screening as a top organizational priority

o Call out cancer screening improvement in verbal/written messages
o Allocate staff time/resources

 Clinical Champion
o Focuses efforts on cancer screening

o Calculates baseline rates; communicates baseline performance and target goals
o Holds leadership and staff accountable to progress; communicates progress
o Sustains focus through organizational meetings and agendas

WWW.NACHC.ORG TWITTER: @NACHC



Step 2: Apply Population Health Management /

NATIONAL ASSOCIATION OF

s Risk Stratification

@ CARE DELIVERY

POPULATION HEALTH MANAGEMENT
RISK STRATIFICATION

- Segment Patient Population Risk Siraiification? 5
. i . Risk stratification enables providers to identify the right level of care and
Com plEte ris k Stratlflcatlon for services for distinct subgroF:Jps of patients. It i:the prgocess of assigning a risk POPULATION

status to patients, then using this information to direct care and improve

overall patient population overall health outcomes. HEALTH
MANAGEMENT

Population health management requires practices to consider patients as
The Value Transformation

both individuals and as members of a larger community or population. At
the individual level, a patient's risk category is the first step towards planning, Framework addresses how health
developing, and implementing a personalized care plan. One common cenfers can use a systematic
method of segmenting patients is by “risk” level: high-, medium- (rising), and
low- risk. At the population level, risk stratification allows care models to be
personalized to the needs of patients within each subgroup. (See Models of
Care Action Guide.) interventions for better outcomes,

with a better care experience, at

process for utilizing data on
patient populations to target

A "one-size-fits-all" model, where the same level of resources is offered
to every patient, is clinically ineffective and prohibitively expensive. To

a lower cost. This Action Guide

http://www.nachc.org/wp-content/uploads/2019/03/Risk-Stratification-Action-Guide-Mar-2019.pdf

WWW.NACHC.ORG TWITTER: @NACHC



http://www.nachc.org/wp-content/uploads/2019/03/Risk-Stratification-Action-Guide-Mar-2019.pdf

N ot Segment Patient Population

Community Health Centers

\7) Highly complex. Require intensive, pro-active care manageme

~ S B
Management

| ] | | " " i G i

+) High-risk. Engage in care management to provide one-on-one EREEE
support for medical, social and care coordination needs.

Risking-risk. Manage within PCMH model; support in managing risk
factors (e.g., obesity, smoking, blood pressure, cholesterol).

=/ Low-risk. Manage using more remote, group, and technological
solutions; focus on keeping patients healthy and engaged.

WWW.NACHC.ORG TWITTER: @NACHC



) pp—— Step 3: Design Care Models:

Community Health Centers

with Cancer Screening EBIs

« Segment Patient Population

o Complete risk stratification for overall patient population
o Use existing risk stratification process, if one in place
o Adopt risk stratification process outlined in NACHC'’s Risk Stratification Action Guide

o Deploy other risk stratification methodology
NACHC
F Models of Care

* Design Distinct Care Models for each Population Segment EEREEE

 Identify Need for Cancer Screening within Target Segments

o Use EHR Registries or Population Health tool to identify patients within target
segment(s)

WWW.NACHC.ORG TWITTER: @NACHC



< Incorporate Cancer Screening EBIs
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In Models of Care

 Clinical Policies / Standing Orders
* Clinical Champion(s)

« Sharing Performance Data

- Patient Reminders/Recall

« Care Team Huddles

- Patient Incentives

o Staff Incentives

WWW.NACHC.ORG TWITTER: @NACHC



AATIONAL ASSOCIATION OF Step 4: Deploy Team-Based Approaches

Community Health Centers

@V HEALTH CENTER

@ PEOPLE

(¥ CARE TEAMS

Focus on Care Teams? CARE TEAMS

The Value
Transformation
Framework addresses how to utilize

Much has been written about the success of the “care team model” in
delivering high-quality, low-cost, impactful health care (the Quadruple Aim).
Developing an effective team-based model of care is at the heart of health
center efforts to deliver on the Quadruple Aim: improved health outcomes,
improved staff and provider experiences, and lower costs.

groups of staff with different skills
to work together to deliver and

improve care, offering a wider

Transitioning to value-based care requires a significant shift in the way care range of services more efficiently
delivery, infrastructure, and people are engaged and deployed in the health than with a provider alone. This
care system. In the volume-based system, a primary care physician would Action Guide offers steps for health
need to spend an estimated 21.7 hours per day to provide all recommended centers seeking proven strategies fo

acute, chronic and preventive care to a panel of 2500 patients’. It is, develop effective care teams.
therefore, not surprising that physicians face burnout and adults in the U.S.
receive only 55% of recommended services’. The volume-driven model of
care coupled with the complexity of preventive, acute and chronic care needs

http://www.nachc.org/wp-content/uploads/2019/03/Care-Teams-Action-Guide-Mar-2019.pdf

WWW.NACHC.ORG TWITTER: @NACHC



http://www.nachc.org/wp-content/uploads/2019/03/Care-Teams-Action-Guide-Mar-2019.pdf

‘nﬁ‘ NATIONAL ASSOCIATION OF Train Teams

Community Health Centers

* Train in team-based approaches to care

o Use expanded teams members (in addition to provider) to identify
and offer cancer screening.

o Incorporate cancer screening as part of pre-visit planning
o Apply NACHC Quality Center’s Care Teams Action Guide

o Part of the Value Transformation Framework:
http://www.nachc.org/wp-content/uploads/2019/02/Care-Teams-Action-Guide.pdf.

WWW.NACHC.ORG TWITTER: @NACHC


http://www.nachc.org/wp-content/uploads/2019/02/Care-Teams-Action-Guide.pdf

. | |
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I Community Health Centers

* Train in cancer screening tests and process
o Train staff in health center’s selected screening test(s)

o Train staff to communicate with patients around need for, and completion of, test
o Train staff in techniques for high-quality test processing

&
P
D CDC Screening for Colorectal Cancer Optimizing Quality (CME) course for
primary care providers, nurses and other health care professionals:
https://www.cdc.gov/cancer/colorectal/quality/#pc.
This 3-part course provides 2.25 CME, 2.0 CNE, or 0.2 CEU.
J
\_/

WWW.NACHC.ORG TWITTER: @NACHC


https://www.cdc.gov/cancer/colorectal/quality/

M e Stap §: Optimize Health Information Systems

Community Health Centers

* Use point-of-care reminders

« Capture screening

o Create written workflows that include EHR screenshots showing staff how to
document cancer screening and referrals

o Engage IT staff and EHR vendor, as needed, to modify templates to fully capture
screening and follow-up

WWW.NACHC.ORG TWITTER: @NACHC



1] R o Use Information Systems to Drive Improvement

UD | DMPoor | HTN Chidhd |Cerv [BMIin |BMI [Tob |Asth |CAD VDAsp |ColCa | Depr | Dental
S |Control | Control | kmmzn | Cancer |Chn | Adult [ Use | Rx Lipid Rx | AntiTRx | Serng
,l

T rrrdirges 570
ARG @.@

Bl (Y07 7440w 6k T ]T) 4005
- o

Number of UDS
measures at
goal

L4
LAY anr

2018 UDS |‘ =Top 2 Sites or Sites at Goal @=Sites near goal &*=Bottom 2 Sites CH I

CoMMUNITY HEALTH
of SoutH FLORIDA, INC.

f SoutH F

“Patient Care Comes First”
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Step 6: Engage Patients

COLORECTAL CANCH

Use Patient Decision Aids S Sc/*g?/gf
__life

Colorectal cancer is cancer tha
rectum. Sometimes it is ca led

? mioald o K Screening Saves Live.
i o Colorectal ¢

ATIS ||
s from
or older, getting a coloref
save your life. Here's ho
- * Colorectal cancer us,
S reen polyps in the colon
_— shouldn't be there.
¢ Over time, some Py
fest eV!
e Par * Screening tests ¢
can be removed |

ed 21 i
if you are 09 { U.S. Department of Health and Human Services ~ * '=ening tests
when treatment

Colorectal Cancer Screening: . ;
Which test would I prefer? healthflnder.g‘ \

Live well. Learn how.

Before a colonoscopy or flexible sigmoidoscopy, you need to have a bowel
o prep, which involves drinking a laxative solution. The laxative will make you
+ Youstil navd’;':, have loose bowel movements or diarrhea over a number of hours in order to
- Yousineed clean out your bowels. This can get in the way of your normal activities the day
and night before the test.

How much would it bother you to drink a laxative that makes you go to the
bathroom a lot?

It would bother me a lot. | really don’t want to drink a laxative.
It would bother me a little. I'd rather not drink a laxative, but | can.

It wouldn’t bother me. I'm okay with drinking a laxative.

Next »

https://healthfinder.gov/HealthTopics/shared-decision-making/



https://www.cancer.org/content/dam/cancer-org/cancer-control/en/booklets-flyers/colorectal-cancer-screening-which-test-is-right-for-you.pdf
https://www.cdc.gov/cancer/colorectal/sfl/print_materials.htm
https://healthfinder.gov/HealthTopics/shared-decision-making/
https://www.acog.org/Patients/FAQs/Cervical-Cancer-Screening-Infographic

Engage Patients, cont’d

NATIONAL ASSOCIATION OF
Community Health Centers

llJ’ND.ERSTANDING COLORECTAL CANCER SCREENING
Sing Conversation Cards to Help

i St ff i t. t E t . .
our Patients se| i
I in Patien ngagemen ect an Option f Aer
0 ancer
g g Colorectal Cancer Screening ' S
» These Conversation Cards How to use the card.
) cards:
are to be used with patients Step 1: Priorto the appointment, clinician eliminates cards f;
’ ards for

not previoy anyt
p sly screened or not Vtests that they do not recommend orthat are not available

- L]
o Use scripts, conversation cards, and :
- n n m » Up-tO-date with screening. to.t. e.patiem,
m otlvatl o n a I I n te rVI eWI n g + Each Comerent g Step 2: g:g:;a;;;;zsentls mmainingcards to patient. Options
ation Card features structural (visﬁzt;et:;ihwld include available stool-based and

the attriby i
e tes of 3 different Step 3: Clinician and Patient review the cards, clari i
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ep 4: Clinician helps patie i
acen test'p ntselect 5 streening test and then

Fecal Immunochemical Hiﬂhumitivity Guaiac-based
ac-

Test .
(FIT) Fecal Occult Blood Test (HsgFoBT) Multi-target Stool DNA

Test (MT-sDNA)

to Engage Patients in Care? = T = :
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staff. EQCh. member oghe T:st Action Guide). Patient engagement is everyones respo . ‘Ca"dS-COlOrectal-cancer-screenin df ro0oklets-
and task list (see the Care feams 2= <hio based on empathy, exchanging -
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oApply NACHC Quality Center’s Patient

rel q artnei
eloping @ p each one, and
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t
th a list of actionable steps fo support and engage patients in

PATIENT ENGAGEMENT ACTI
rovides health centers wi

This Action Guide p ’ : . .
meaningful partnersip: b e ol core::::" Although every team member should pcni‘fipﬂ_'e in patient .
: ff whose role it is fo maintoin on Part of the Value Transformation Framework:

STEP 1 Identify @ Patient Engogemer'\t L 5 £ of e 0 _
designate and frain one kY me":\d staff development in related skills and strategies. .
http://www.nachc.org/wp-content/uploads/2019/02/Patient-

engagement, . t
fient engagement @ ) . .
| focus on pa gag ble process for surveying patients on their

organizctiono
Metrics: Creotecreasonacme o tedge. : :
nowiecd Engagement-Action-Guide.pdf.

STEP2 Establish Patient Enga: R
health care experiences,

gement
health care goals, and
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http://www.nachc.org/wp-content/uploads/2019/02/Patient-Engagement-Action-Guide.pdf
https://www.cancer.org/content/dam/cancer-org/cancer-control/en/booklets-flyers/conversation-cards-colorectal-cancer-screening.pdf

AP nons ssocisnon o Step 7: Build/Enhance Partnerships

Community Health Centers

Create Colonoscopy Referral Network

o Calculate the health center’s need for colonoscopy*

o Overall stool test positivity rate in a population is generally 5-10%; positive results require a colonoscopy
o Approximately 15% of the population over age 40 is high risk and will require a colonoscopy.

o *American Cancer Society Steps for Increasing Colorectal Cancer Screening Rates: A Manual for Community
Health Centers, p. 17 provides calculation assistance: http://nccrt.org/wp-content/uploads/0305.60-Colorectal-
Cancer-Manual FULFILL.pdf.

o ldentify area endoscopists

o Reach out to area endoscopists; request partnerships
o Consider direct referral agreements

o Formalize endoscopist partnership agreements and expectations

WWW.NACHC.ORG TWITTER: @NACHC
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0 pp—— Systems Approach to Improving and

Commun ity Health Centers

Sustaining Cancer Screening

Step 1: Secure Leadership Commitment

Step 2: Apply Population Health Management/Risk Stratification
Step 3: Design Care Models with Cancer Screening EBIs

Step 4: Deploy Team-Based Approaches

Step 5: Optimize Health Information Systems

Step 6: Engage Patients and Partners

Step 7: Build/Enhance Partnerships
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K

Questions and Answers
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Thank you!

Cheryl Modica

Director, Quality Center

National Association of Community Health Centers
cmodica@nachc.org

qualitycenter@nachc.org
301.310.2250
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