{ 1. Alexander Valley Health Care: )
Implementing a Care Team Huddle to Support
Behavioral Health Integration )

Note Taker: Stacey Moody.

2. Golden Valley Health Center:
Closing Immunization Care Gaps with a Vaccine
Room Project

3. Valley Community Healthcare:
Developing Supportive Remote Processes for
Monitoring Blood Pressure

Note Taker: Pat Mejia
Conversation Highiights:

4. ParkTree Community Health Center:
‘Success & Challenges with Empanelment Rolout

‘
per
Development of Care Team Guide for Pregnancy
Services

n Door Health:

2

e
6. Venice Family Clinic:
Journey Through Empanelment

—

7 Sonoma Counly Indian Health Proect.
PHASE Clinic an

8. Aliance Medical Center:
Cologuard, Self Tosting and Outreach to Raise
Colorectal Cancer Screening

Note Taker: Estivaliz Castro

Note Taker: Hithu Kodicherla

Note Taker: Amanda Coile

Note Taker: Elena

Note Taker: Catherine Craig

Note Taker: Pau
Conversation Highlights:

9. Via Care Community Health Center:
Quality Clinical Huddles

Note Taker: Paul (4) and

0. Community Medical Centers:
Soclal Detervnants of Hoalth Pictogram PDSA

Note Taker: Alexis

*Start small and scale with a strong team. Care
coordination improves outreach and project
management.

+PHMI to consider Vnrmmg an affinity group for health
centers to discuss challen

*Shipping devices to the e st coutd help by
allowing on-site patient training,

measures to assess succes:
Traning Resources: Highghied e -mponame of
training for new employees as part of onboarding.

Key Takeaways:

+The necessity for a structured panel coordinator role to
enhance patient care and managemen

Recognition of ongoing staffing challenges and the need
for continuous training efforts.

Importance of adapting panel sizes based on FTE
guidelines and patient demographics.

Strategies implemented to handle patient flow, including

s in empant

Tools and Resources Shared:

in or leaving, there oy be other (hanges i clinical fte.

PHASE model of team-based care
SEis

5 They can do bulk order

Open D

« Perinatal and newborn care-staff guide’ (Shared by oRunning number ontinue . patients B,
to p continue to work with their PCP and nutritionist in the "
share an e-copy as example for others. Contact: R 4 and longterm
lable, no show) +Visitis biled as a PCP provider vist, and native
+ Women's Health Passport - some discussion on the oUse 21 and look at the I I lled, and rate through Indian Health

applicabilty of this to pregnancy care as well. Relevent
contact: Michelle D, Long Valley Health Center

Key Takeaways:

* Havingthi documentaion and organizaton efps
people feel their

5 Return rate of 14% in the frst pilot (was a good rate for ther)

videos for

update based on that data. Using the 4-cut method.

oRequire that when the call center gets a new patient, they must be empaneled
with a specific providers

culture of safet
« Challenges include how to manage updates and
communicate changes to ensure it is an up-to-date

socialized process is important.

see a patient who is
anothers' patient, and how that relates to empanelment

manually reassigning patients and closing panels.
patients' accept

unassigned and a focus on improving provider
availabilty.

oStaff raining is important for end of visit and scheduling follow-ups of patients.
a p message

reference;
wanting to keep doing their own thing versus folowing
astand

that “you aren' seeing enough patients’
roviders with closed panels can have a limited number of ane-time new patient

“Other this

visits for ur afollow-up to a hospital visit
Tools and Resources Shared:

eEncourage use of PHMI SMES to help get nto the details of the formula, and do
the math. There are nationally accepted methodologies for coming up with
goals.

1. Mendocino Coast Clinics:

‘ 13. Mendocino Community Health Clinics:

14. Anderson Valley Health Center:

West County Health Centers:

Service
Clinical pharmacists and nutritionists are not N reyreacned
typically billable in IHS. oo e grantfor the
the time)

Tools and Resources Shared:
Mention o videos and communications that can be shared

people
Key Takeaways:

Qi director for.

send) tht they were abl to quickly address.
H

Conversation Highiights: - Focus was on increasing pediatric immunization. Comersaton gl Highlights Conversation Highiights: are Venice and in which Conversation Highlights: Conversation Highiights:
 dentifying what information andor data they look at Strted by reviening her careteam modelwhichwas | | Coni SR VNS L i * Creatton of the panel coordinator position after years “0pen oor iinics shared their “PHASE= Preventing Heart Attack and Stroke Catherine (€) regnant People. Hoping (o look for a bridge between
during huddles made up of Mis + providers. Nursing staff was not Ancommled hypertaneion Athouan eaches ot o of attempting to roll out empanelment without alot of «Things of Everydy,which off including: b Conversation Highiights: clnial tam and CSP eam. Devloped sceening ool used 0
+ Huddle support a culture of bh integration integrated nto the model, T . an > Diff oo asioed, ; idea of and need | PCP, My b p “Via C: screer than the Prepare?)
+ Need for lexibility in hudde structure is needed (cg. ~Created an Immunization Room ed by a nurse and . g at it challenging for d staff: ot reflect +Targ diabetes and errand forour patient sessionAor C Teport 1 needs are s,
because team Many patients 5““3@”"5““‘" technology, not the beginning. Individual left and they hired an external The general practice was to informally train the next changes in staffing,and having the panels erode. co-morbidities, some patients with high biood this Goubles our management deparmert
+Opportunity to expand huddle to to d ineligible candidate recent gmup of peop\e, hur nurhmg written down. Successes: by revisiting processes and doing data clean-up Venice has been able pressure patients) Patient can
help bridge screening gaps vacines, MAs take patients to the IR, nurses verify and by GOl Patens e devies bymal it GOl “Discussion on challenges related to losing key o 1,400, and room for the care o0nce every 3 years if you are of average isk (v every year Easie than FIT may be siruggling with, the provider wil ollow up. For pregnant
“Integrating float staffcan be challenging give vaccines. providing follow-ups and case management. personnel and resulting staffing issues. e ond newor caresaf guce. T gice down t0 500 when a new provider comes on. tear to see the patient at the same time, A people, they will be referred into CPSC, who will host 3 30-minute:
~Common challenges include dificuly ogging back in, “Focus on addressing provider turnover and the includes e.g ) oN tion f i minute viit (rather than 20 minute visi). Al srour aCll bat ayster, convenience and a reat conversation starter follow-p appointments with them
Tools and Resources Shared: lack of tech support from family, and hesitation to seek reassignment of patients. schedule, how long appointments are, connecting with eDetermining FTE and is critical providers see 15-1; « Clinic & CPSC staff are bringing back monthly huddles to touch on
Key Takeaways: +Immunization.org was shared a5 a trusted resource help. “Updates on ile to d of time, ach provider. PHASE) wiho can fgure out how to do i oriine) patients who have identified SDOH needs within the past month.
« Provider buy in s critcalto engagement and +Engaged parlents show Increased involvement n their all schedulers, showing open and closed panels. Created  This guide was created by taking what staff were I mportant to esabli oot (4 n this ase) fo primary care FTE o include i * How do the communication gaps trickle down to the patient
y g2 . showing op 2 8  taking P ) or primary. &2 o
sustainability; including staff behavior change ;VJ;::::: e team members m m des‘ " n’ e :i" :"l"t‘;l:“r:“::r:'d‘m“ half a day weekly to through PowerBI. already doing and documenting it into a guide - empanelment. Have closed panels for providers w\zh less than 0.4. Encouraged increased self-efficacy in :Z:’m e st OurUps rate ‘experience? It provides alignment that the various parts of the care.
~ Opportuniyto move towards arget o eat b e w supporttheprog e *Emphasis onthe need ora o y e for apatent Undersandingofher heath needs and supports, : . et {eam undersand the paentand thlr neecs
“For apopulatin hslt approac,alfeent st o Sy Dot sogsed rireducig dovces by amp n the’ range of HATG, and - Prowe Patent withCare Team 1D cads, o they can reach out 0
model may be needed tha front loacs with data S . ey - “How used/disseminated? Given o new staf Stff 4 CMO and COO are increased incucing everyone onther care team
“Ness o otz prover e poently o3 el recor Tools and Resources Shared: notified when updated; Stored talk about t and think ahead. in-house (podiatry, thyroid scans, BH supports . butthey worked + Area from improvement on EHR: mapping SDOH needs
systematic caseload revi coming, iy ilot sttt + Empanelment Dashboard: Buit with PowerBl and “Reflection from another CHC that it would be useful Share outcomes on intranet, as wellas cinical FTE -so t s transparent. InlcingpsychiricN? their comprehensively onto patient records.
“Vodel b egratedwihE°R exSer) o start with something ik this and have a meeting cImportant to define what is primary care time” is to match the 2 ex!erna\ a veggie - Consider the folks afected by the workflow, check in with those
coordination by inegrating nurses as part o the team, s Channel: Established for asking questions focused around it as they transition to OCHIN EPIC. oAn MDs or advanced providers needed meals 5 peone folks
edluced provider workload and achieved higher Sools o Hesources Shared: 444 Remoe atens regardmg panel and workflow coordination. -Some additional discussion around how using CPHWs | | have different panel size Toot and Resources Sharec NONE B g0 inthe EHR for capturing patient need?
immunization rates. ‘AMARemote Patient Formal Communication: Letters drafted n both + expressed interest from Open Door Health and oProvider . Key Tak house or mail directy to paients Just starting small now, hoping to spread.
Playbook Engiah and Spanishfor paent pdates Community Medical Centers to connect with other important, toall hands gt buy-in - PCPs refer p. d | | omer ~Lessthan quarter: 1:2
Key Takeaway ercs o Measurement: Discusion o thre key health centers who are doing CPSP v is you don't have those o r access o this portal It important to keep an ear to the ground to what community.

15tz i e
rovi

17. East Valley Commu

18. Petaluma Health Center:

19.S:
Success with Empa

L Car g
nelment: Tc

resources are available (Clothing, housing, food community
resources. EX: Patients indicated there was a want for
services/resources for dads).

Tools and Resources Shared:
+ Social Need:

English)

- Workflow for staff capturing coding.

-Perinatal Care Team ID Cards

- Case Management Resources: OneDegree, FindHelp

Instuction

Key Takeaways:

SDOH

ovffer supportinternallyor refr to ther resources xternal
« Not everyone needs support around SDOH factors, but those who
do can really benefit from this screening tool,

Saban Community Clini
2

L

12. Comwahemwe Commun\ly Healm Center: 15. . 0 “‘ & Y e ‘ e
g and n Team - A Defining Care Team Roles in a Small Health PHQ-9 Care Gap Identification and Rescreening Developing a Medically fools, Developing veragi ng ‘e Care Team to luce No-Show
Promoting ) NtwA P Standing Orders for Closing Care Gaps Center. ‘Workflow ) Tailored Mtlll to Aduln wllh Diabetes Pre-Visit Planning Activating Patients in Use of MyChart SMEl P&P .“d More ) Rates y
Note Taker: Eddie Note Taker: Alexis Note Taker: Eugenia Blank Note Taker: Meg Elliott Note Taker: Emma Ansara Note Taker: Lyn Yasumura e s andeze Note Taker: Denise Armstorff e Taker Ao £l Note Taker: Gena Lewis.
©Clo catar sresringrbrmlss pop o sy Conversation Highiights: Conversation Highighs: Conversation Highights: Conversation Highlights: Session Highights Conversation Highlights: s . . NCHC: Saban
e e et oo o o i srograms? ; provders o - Anderson Valley Health Care sarted with just et e PHQA 0555 st Program Overview: oo st e apeaor ou) One person sttended ohn Roohan, Fredman, Head of 0 fortSaban

{amergshekn. Timed to M SNAPS cyle Sideshon

Alot of logistics, how to use certain equipment.
iow do you

from Cologuard with by
e b o e s Participants
wanted immediate results; asking them to return later to
receive resuls didn't work. I don't have any family
history so don't need to be screened" to concerns about
sharing private medical data with authories.

+ Next test: Particips. offered to leave sample at
hospitality center, clinic will pick up later. T

patient education to increase rate. Willdeliver results
through ECM.

Key Takeaways:
+ How to pre-order tests: Place bulk order for test kits
from a database pullof

Some have dedicated Health Educators, others rely on
nurses to educate patients.

+ CCHC previously utilized patient classes for Health
Education, but you never get to maximize individual's
learning. They moved away from that model. They
designed a Driver Diagram and learned that their
touchpoints outside of the health center are limited.

+ New Health Education program. The new structure
aligned various needs: how to Suppcnm!hsthm(s

order
+ Nurses can place the order and the MA can execute.
+ Expansion Plan: Care team can place certain labs.
now (which reduces burden on the provider)
+Specialty orders for peds, BH, women's health (UTI,
missed period) cleaning up frequency of EMR
prompts/alerts to align with care guidelines

fip* visits: the nurse mostly sees the patient, and
the provider finishes the vsit.

ways to bet -up
with patients. Shft away from lwg RNs towards.
looking for agile, public health graduates and handing

00 at a time. dd

+PHMI

—sending o clinic may work better.
+ Incentivize returned kits: Suggestion to divide gift
cards into $10to join, $20 to return kit, $20 to do
evaluation.

+For Pap-athon events, KP recommending HPV swab.
instead of pap, patient can o it i bathroom alone in

lped shiftto a case management
Hol

Tools and Re hared:

Key Takeaways:

approach, rather
long s a patient going to be on someone's caseload to
make an impact?

: What are
are for the MAto do after a viit: dipstick for UTI,
pregnancytest. abs vacenes, blood pvessure etc

that

. they have an averag
of about 250 patients (so min. 1000 total patients goal).

qualny care. Patints appreciat langer it with he

Use of technology, training,

clinic. Consider add sves massage.
 Serup otk CObamaphan mecica siert

CCHC has 1 Health Educator per
cinic. 87% have had improvement in A1C, 100% now

campaign so
‘ahen phond s ot ofminute. For ECME Tt method
for potential clents being referred o ECM through MIF
process?]

+ Health educators add crucial narrative to the
quantitative datal

Tools and Re hared:

+ Remote Monitoring System
EHR templates developed based on Health Educator

scripts.

- Lining up with HEDIS & UDS measures, CCHC

developed report cards for MAs (Hypertension

example)

Key Takeaways:

+ How do you structure your program(s) in a way that
is sustainable for you, based on your staffing, provider
concerns, environment, etc?

- Get proactive: Create reports that can be run same-
day 50 that you know which of today's patients need
which screening, service, etc.

+ Put experience first: Redesigned EHR felds to make
conversational. Make everything *easy for staff* so
that it's gaad for client,

+ sustainabiliy: After 6 mos, ask patient how confident
they are they'll be able to sustain it If ot confident,
they stay in pgrm.

21. APLA Health and Wellness:
Data Acquisition with Innovaccer

2. Northeast Valley Health Corporation:

2
Spreacing Improvements through Practice
Imp I

rovement Teams (PITs)

nurse and
- Push back from key players is biggest challenge.
Having a clinical advisory team (CAT) that determines
which standing orders get approved s very helpful.

mni Family
Creating a R Rolllblo Chart Scmnblng System
Visit

y { repare for the

couple of RN, then added 1 MAin 2008 and now has
grown thelr care team to 4 providers with 1 dedicated
MA for each provider and an MA that floats.

+ AVHC also offers dental care, behavioral health,
acupuncture, an on-site lab and dispensary

« PHMI helped them nail down care teams and figure
out the workflows

« What helps bolster team strength

Having folks know their specific roles around check-in
and discharge, Having the MAs share office space with
providers

“We take everyone's input from MAs to providers
when making a decision. Because of including
everyone in the decision making, people are more.
willing to try things out

“Weekly 30-minute huddle middle of the day, every
Thursday 130 in addition to the daily cinical huddles.
Someone leads it and someane takes notes, those:
roles rotate.

Have a board up where people can write dow

oo seated feedoack, ks, successen, \ug\shcal
things, and we can address them during huddle (ie.
we're out of this vaccine). I it something big, a couple
of champions will work on the issue and then bring it
to the admin huddle. Huddle is good for standardizing
workflows.

Tools and Resources Shared:
« Cindy Novella will email a photo example of what the
weekly huddle board looks like to Luisa Rodriguez from
Alexander Valley, and Luisa will email Cindy the
standardized template for telephone encounter
workflows

year. Next s moving to consistent documentation of a
plan when + PHQA/9. They have a template for plan in
€CW (Their EHR). In the plan, the score is confirmed,

can add a derpession diagnosis, also prompts to check

for Sl (using ASQ, PCPs like this), CSS, BH (from a Psych
RN or BH Staff). If new diagnosis, prompt to re-screen
in3 months,

Some debate across sites Annual vs. PHQO at every
visit

Lynea did write a script for PHQO screening

Tools and Resources Shared:

PHAQ-9 via portal-for adolescents

Key Takeaways:
1:1 time with MAs

Follow-up Plan Template

Suicide Risk Planning goes to the ASQ , valuable to
PCPs because it documents a response.

In examining f/up PHQ- scores, there's an interesting
questions: what influence do we have to impact scores,
given the climate, politics and family dynamics.

Target sub-population for 3 month follow-up with MAs:
if score is above a 5 and they have depression.
Automated messaging 2 months, reschedule in 3
months.

ocus on improving A1C levels among Medi-Cal patients with
uncontrolled diabetes.
Baseline A1C range: 8.4-12.

datadscrepancies so s o,
iersa T e ags oW for  ore gt s source v

Venice)

transitioning to OCHIN/EPIC

envronment.

+Track B- One

o longer there.

o from

improvements observed.

Key Takeaways:
“Alexander Valley Health Care is more in the beginning
stages around defining care team roles. They have
brand new staff and brand new managers.

« They want to work functionally as a team

« Alexander Valley is focused on the goal of patient
care and getting needs met, Moving towards a whole
person model.

Both

Anderson Valley and Alexander Valley both sought
resource sharing from one another and plan to
connect around what the weekly huddle looks ike and
also what standardized templates for telephone.
encounters and med refils can look like.

® 24 UMMA:
Cologuard Implementation at UMMA

Sl
Women's Health Outreach
Practice, Lessons Learned and

[

MTM provided via CalAIM Community Supports at no cost to

Vit for ome day st for dabet pts ot i ps)

Door) w

people in MyChart activation

engaging

data around panel sies

Leveraging the Care team to reduce no show rate
1:25 (2 additional people, one person from Venice CC and one

Nt o o \everage team effentyto

fingmor e s mangemen. e than i ol AP, e
patients. or condinto o AP il bt s o i o Bt no-shows (10
oy S Resour s i) s down e A ek o s onoe mesre i iy ko 20%of patient population)
Patlent Care Navigation Program integrates MTM refrrals nto care | (47552 1%t don g MyChart activation was at 403 (which s fairy igh). Definton of chronic no-show is 3% of appointmens
workflows M used to do additional calsto patents
Use of NextGen EHR for efficient referral and tracking. and Resources Shared: populations, which they believe is one 07 the In order to have staff work to top of license. Stopped having them
Culwrally appropriate meal options provided by Moms Meals, ;fﬂ‘g;g;; iyt e s o barrers to a reach out to patents
Project Angel Food, and Project Food Box, Develop a train the trainer model to incentive staff to maintain 2. Rachel shared how their "Welcome desk and Weighted the amorbidity HW) 4l
Il need: patient are trained to help patients, but ‘score, plus. averaguo/ Visits. funded rol
e Jrivaisnach § ore 2505 .
Challenges Identied: o o wih g i O funcions, Rachelshared current || S o dinterna referrat o
Limited vendor options in rural areas ke Hurbold Courty; aecato For cxaple imited number of paients.the anes most at risk
ol e by coone. P — come for a meal and having enough saff o walk oo
 atten oo, | e s ot s et gt worarun.tove i o sy e e, ) Teamis o poodi ooy
ups. regular recurring day/time, e Looked at opportunities for grants for transportation
Limited accommodations for food intolerances or cultural L2t eahday 50 that 10 teachins. | | gpyovigers s 10-1 sots pr session. Bringing an additional TE per site,would eally allow to One call 2 days in advance of visit
preferences, Also, . Lowered no show rate by 0.5% (several hundred visits)
R benefit Molina d allow d f iy G0 o EMR gives no show rate based on 12 months
extensions). which Patint hisory sty looked back 3 year d how
Future Plans and Opportunites: e iase n e o oty made and how personal connection can help with dedicated stff.
the cinics, tailoring local Has made MA saff more eficient
ot Tooks and Resources Shared s e o havebigher no-
[ Janned o gather ~Danielle Oryn's contact o discuss challenges o d require more Intervention
sttt transtoning o Ochin/EPIC pres Toue
o beyond ATC (e, ~petaluma providing special-developed report o 4 sorshowand $001
overall wellness). Grace @ Open Door that breaks down My Chart by Isbetter bupin, PRAPARE for

Prioritize patients more engaged with their health for program
participation.

Tools and Resources Shared:
LA County Food as Medicine Coalition

Project Food Box (available statewide)

Key Takeaways:

Referrals and meals should be more culturally sensitive.

pa
essential

patients
may improve program outcomes.

Events - Successful
Benefits

Note Taker: Warria Esmond

Conversation Highlights:
* Journey to implementation discussed - conversations
with EMR vendor, etc

*Needed to create internal database to allow for data
‘exchange with Innovaccer

Note Taker: Chelsi Schriver

Conversation Highights:
 Started PIT in 2009 to improve care for diabetic

Note Taker: Fiona Donald
Conversation Highiights:

Backg:

Omni has 38 clinics, service Bakersfield and
els -

Brimhall has been the focus of PHMI

0 team members o al iferent evels
taff, font of house, MAs, LVNs,

d sustainability h
organization - fiscal, operations, quality
Many measures to validate - time consuming
+Data for IPAs not included in data acquisition
“Would consider evaluation of other Pop Health
systems - benefits and challenges\
Tools and Resources Shared:

Key Takeaways:
Challenges with duplicate charts/mismatched pts
“Importanice of EHR data qualty to support reliable

reporting
+Health plan relationships key to success in PHMI -
MCO data makes or breaks the value of the system

adm\mslvalovs )~ allows change to come rom

work Deanna Padillais lead provider at Brimhall and

volunteered for test of change

Care team wanted to develop a better process for
be better

ground up;
alllevels

is always heard and empowered to speak up.
“Important to establish communications process

Ideas may ot always be implemented, but everyone

prepared for clinic vsit.

Intervention:

between PIT
+Important to establish communications process
between PIT team and everybody else

faciltate, change process and connect resources
+Also Established Patient Advisory Councils and
Community resources.

Tools and R hared:

context of PIT process (Debbie to email o Claire)

+Coaches have a role to assess status, gather feedback,

i created 2 distinct MA
roles: one prep MA and one flow MAto support one
provider

3 days, up to a maximum of 7 days before visit
scrubinduding s screening st de, ol up
from consultants, hospital

Outreath o ptint s ol done by Prep MA and

Clinic was on hiring freeze and couldn't add new staff

Prep MA was responsible for chart scrubbing up from

Team created a checklist of al of the elements of chart

Note Taker: Maggie Jones
Conversation Highiights:

+Transitioned fully from Fit to Cologuard recenty.
Have decided to provide them full patient lsts for them
to send out kits &do all happening

Note Taker: Lyn Yasumura
Conversation Highlights:

“Discussed incentives for paps, sneak

soor). Trying to et al tests outn Q1 to llow time &
follow up before end of 2025

+ Cologuard manages the entire process on UMMA's
behalf, 5o helps with staff capacity given legwork for Fit
follow up was intensive

+Trained all staff & providers on the test to ensure
buy-in. There were no concerns. Tests are similar.

Nrmo s (). oo ot planning,
successful flow with prefilled forms and packets for
patients.

+ Another health clinic shared that they had all the
Wrap services (WIC, CPSP etc) at their events and
included them in the passport for the event which
helped with information sharing w/ patients

rate
left over gift cards given to staff who worked the
ed staff

. thatis

logging into Cologuard portal to get results, follow up.
brormal results. ders will

schedule a visit to talk through abnormal results &

refer to colonoscopy.

« Built a template in eCW for the order and referral for

tracking purposes. Cologuard portal s not yet

interfaced into eCW, but can be.

« Currently ot the

participation.
Mammo rates did not meet partnership QIP 48% to
53%

ot in the denominator at that time. Now it s
Colon Ca screening methods -

change. Cologuard handies communications and says
they are reaching out on behalf of UMMA, They have

+Presentation packet with highlights and historical of

completed prior tovisit

During the process of chart scrubbing to collect data,

Tools and Resources Shared:
+ Cologuard has b

and QA sharing best practices
“Every pracic team s diferent

Thereisa

MI measures and data helped to identify QI ops

d partner
Key Takeaways: and PHM-eg p: process

. b kup- had been

everyone has o is ‘month before.

established Flow MA would be responsible for flow of patient on Key Takeaways:

* Clinic administrators help with accountability with PIT the day of the visit from the waiting - and follow.

end of the visit and scheduling follow up
Prep and Flow MA roles were cross trained.
Positions rotated on a weekly basis. MAS could also

improvet

interventions has aligned with PHM

up with helps with staff capacity; test s only every
three years; they are directly contracted with Med-Cal
& willtake referrals for pts who are uninsure

and having clinic mail out helpfi
Using standing orders for mammo and colon ca

screening.
Discussed Text reminders for colon ca screening
Tools and Resources Shared

+ Women's health passport. Other clnics also
discussed OB passport. For event had passports

Key Takeaways:

site

Prep MA
Prep MA would be “prepping" for the following week
when they would be Flow MA

Flow MA was able to support clinic workflow on the

cross cover as needed . of wrap
Program that has demanstrated goals being et and be able to navigate the needs of helpful
Results: P provide helpful
Alot of this QI work, including the sharing of Closure of care gaps wilneed
. has

“Discussed women' heathdays mdudmg gcre

Many women who got screening were 40-50 and was

Cologuard. Helping with mailing for patients, on site
testing. Other centers verified that returning to clinic

+Planned events wi childcare, transport and presence

{ 26, Eisner Heal
Evaluate Chlnqo. Color
and Ethnic msparm

Data to Plan and
oot et

-

Note Taker: Roza D
Conversation Highlights:

Key Takeaways:

type of activity utiized

{5 ot high encugh many panel sies are lrgertha ther deal
Lokt

Pulled patients in zip codes of LA fires to give them resources via

rates during pilot)

S Telemedicine s helped withfear around ICE raics

specific MyChart functions works best

Chatenges

Questions and conversation:
Tools for data collection

27. San Ferando Community Health Center:
L L B e

Note Taker: Kristene Cristobal
Conversation Highlghts:

ice d fires in LA-how will we handle

manage the reassgnment.

Standarezing reasignment requests - st working o the process.
pans,

increasing no-show because of SDOH related to these issues.
Key Takeaway:

S Using staff's skill to their highest level of training

Toois and Res

Shared by Other Health Cent

Prsre o s Ly Wil o overempanme

s share
* Brendan shared their current dashboard an i happy 0 share it more broadly

Focusing on highest risk patients for extra outreach
Identifying SDOH (ike transportation) ahead of time.

Remaining question: how do we get reimbursement for CHW

patients which can support weighing of panels
“APLAsees 16 appoinmens per day

Sonoma Valley Ci
CRC Bulk Omoring with Exact e
p Clost

Note Taker: Margaret Franckhauser
Conversation Highlights:
+Bxact Science will work with health centers to

Type somethi

. “colon”
and instead using "stomacl

Cologuard, send pt. education

returning kits
* Leverage ECM team and use incentives (gift cards) to
reach homeless population

 identify other social needs (PRAPARE) to better
understand and address root causes

a peer from Sonoma to apply this process to

behavioral health PoF: If we had a patient w/ a positive phq9 score,

send the note to case manager, get them into behavioral health by
' them up, then case manager follows up, then

Eehaiora hesth folow Up, then case manager, then outreach

coordinator, then back to the provider

how to use this pr

health;

only between a PCP and behavioral health,
Doesn't overburden any one provider, boils things down to the most
simple thing

Tools and Resources Shared:

ey Takeaways:
forthe
t00ls, 10 rgon (e, stomach instead of cancer), and connects with

i

Rec
Lsululnlng e 'EHR and

dwoods Rural Health Center
rovider Tra

Note Tak
Conversa
“Develop|

- Sof Bergivist
on Highiights:
 a process with monthly reports to identiy patients that have not been

g compared o ther roups (n partcuar A Simple words for “cancer” and also simple Taterils, send the it wkth netruetions o patent seen for d long time (inactive patients), and used ths report o inform pro-active
A A e data test process the tess, send results o the health center, and outreach fo patients and ensure assignment to providers. They managed major
mailed out FIT kits Case manager makes calls to the patients to explain things more. ¥ rovider tfansitions without major impact on the number of empaneled patients, but
- Did research on evidence-base o calclate an sec 5 o i bl ediCa Managed ore. . P thard s been s change fem Nextaen t o1l t s made oo chalns
D1 research on evidence base 0 olalteand s < Since Cologuard tsq 3 years, thisrequires lss tme nowtherd has been a change from Nextgen to Epic and it has made major challenges
£, Determined they needd to send 200 s it then feelcared about), you can get them on oo oy have picurs from the hesith center stft Patients get empaneled with a different cinic etc.
soua od ; :e :f"t'a e et videos, and words to explain the tof any EHR 95% empgnelment and after OCHIN epic it is only 77%. They must do extensive
s ot text messagng o patents o o Sane it e, The et 1 shrthese doys. S ptiens  Risks include the following: 1) if pt s not on Medi-Cal, scrubbing] The monthly report of inactve patients they get from OCHIN is 49 pages
 notify pped. y do it same day of their visit at the clinic. the patient will be billed for the cost of the kit, long. OCHIN Epic also assigned patients to a different clinic, not part of Redwood rural.
& any Follow-ups  videolink, call back, in-person Cologuard has b Adiinic thpt is linked to the local hospital and already was on OCHIN Epic.
et nter svers 4 ard has a very briefreturn window, 5o patients P y pic.
Questions. Send a ot reminder very 4 weeks Major touchpoint i the lab when patients have appointments may not get the test backin ime. and the system Mces on their  for pat
ot s back out of and beat return rate The change itself was really simple, so multiple on ful and accurate C: that a PCH has never seen.
- sent health education materias with Eisner logoand | | 22 S BE VR ST AR
user-friendly visuals, created QR code to instructions. Their CRC screening numbers have gone k Larsen. If questions, manager s a result of PHMI and this person is in the ops department. They used to
of 0% " Y
. contact Alfred McGugin at Soroma Health. have man;that were only women's health only patients. Madie sure they were in their
70‘15& :2“;:;71;:5” f::: vy 10K patients amongst 7 providers, we've hit 250 pts through this multi- own buckt so there was not an inflated panels. They are paying attention to how some
pl case manager, MA, provider, such as cildren that grow older and have fewer visits. Excited to explore PowerBl to
bea Ql person?) help th n
health education materials p ther P
s all data driven Major difference in abilty to look at individual charts. Redwood having 6500 patients.
. Loop starts and ends with the provider to create closed loops; it and Norteast vlley >100
ey Takeaways: doesnit end with a random end point provider opens the note i EHR, nen'e e st of visits and by h
close the note is the provider ’
and to better \d b @ Lo M 0 PCPs and 1-2 days make

sure evverulhmg is ready for theviit.The pCP never hat (0 et Tor anything.

patients

Tools and|Resources Shared:
. ing exploring Power8i because
I ‘monthly
providers|
Key Takedways:
. oftoensure
alongtie, and also ensure assignment to PCP. This worked well for them. 95% of their

fere empaneled with a PC

no longer|

sulted in major
lempaneled (from 95% down to 779%)

people wt P



https://www.ama-assn.org/system/files/ama-remote-patient-monitoring-playbook.pdf
https://en.wikipedia.org/wiki/Charlson_Comorbidity_Index

