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About PCDC

Primary Care Development Corporation (PCDC) is a national
nonprofit organization and a community development financial
institution catalyzing excellence in primary care through
strategic community investment, capacity building, and policy

initiatives to achieve health equity.
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Disclaimer

The views, opinions, and content expressed in this presentation do not
necessarily reflect the views, opinions, or policies of the Center for
Mental Health Services (CMHS), the Substance Abuse and Mental

Health Services Administration (SAMHSA), or the U.S. Department of
Health and Human Services (HHS).

SAMMH5A

Substance Abuse and Mental Health
Services Administration

www.samhsa.gov
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Integration at Work

This year we will be covering critical
concepts to support your practice of
integrated care such as:

= Integration models

= Quality improvement

= Funding and relationship development

= Behavioral health screenings for primary
care

= Primary care considerations for
behavioral health
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Audience Demographics Poll

Do you work in a: Please rate your current skills and comfort with selecting and utilizing
* Primary care setting screening tools and approaches to adopting screening protocols.

e Behavioral health setting

* Integrated care setting 1. Very Low

2. Low

Are you working primarily as a: 3. Moderate

« MD/DO 4. High

 Nurse Practitioner/Registered Nurse 5. Very High

* Physician Assistant
* Medical Assistant
e Therapist

e Social Worker

* Care Manager

* QI Manager

* Informatics

e Other

{_l PRIMARY CARE

DEVELOFMENT (\ CO E FCenter of Excellence for Integ\l?ti(?ljlee'llth Solutions
CDRPD RAT'DN ) ( :” ervices Administration




,’.{J PRIMARY CARE
DEVELOPMENT =
(Ol CENTER OF EXCELLENCE or ntegrated Health Souions [

P b S A

Tip Shee

QUALITY IMPROVEMENT TIPS FOR INTEGRATED CARE SETTINGS

N

Ql ConNSIDERATIONS FOR INTEGRATED SETTINGS CHECKLIST

TYPES OF INTEGRATION

tion
nd implement
tment planning fo
shared patients but not for othel
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INTEGRATION CONTINUU
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Facilitate robust
population health o™
management (PHM). i) &
Celebrate ways PHM
highlights organizational
impact and new ways
to improve care.

[ |

. [
@
DATA SHARING
CHALLENGES

Decrease
duplicate testing.

i
-

Allow
multi-disciplinary
input on patient

care plans through
structured meetings
and creating a culture
of collaboration.

=

Coach staff to identify
the individual role they
can play in avoiding
medication errors.

Physical and behavioral health staff collaborate
on chronic disease management AND commaon

7
conditions.

Physical and behavioral health staff all contribute @
to shared outcomes and measures. O

@

Clinicians are familiar with effective, brief
interventions and screenings.

Population health data is reviewed regularly to
determine what services are necessary.

FTRRQAR Q@ )

Key staff are prepared to successfully support
integrated care.

Warm and efficient patient hand-offs are provided
between service lines. (both virtual and in-person)

Barriers for patients to see an initial provider are
minimized. (i.e. same day appointment availability)

Physical space designed in a way that fadilitates
integration.

J

BRINGING IT ALL TOGETHER

Look for Opportunities for Improvement:

» Do patients understand the restrictions and
protections regarding sharing of their patient
health information (PHI)?

» Are all levels of staff provided with upskilling
on motivational interviewing techniques?

* What tools, trainings or scripts are available to
aid with difficult conversations?

» How regularly are consent rates monitored

and data shared broadly with all involved staff
members?

tronger data and
bility to

Support Best Practices:

= Earn buy in from all staff on the value of patient
consents and collecting PHI

* Build trust with patients by dearly communicating
what consents for PHI are and how PHI is used

r funding ~(% Building

PRIMARY CARE el o e So
DEVELOPMENT Center o X(?e ence for Integrated Health Solutions

dministration

CDRPDRAT'DN ftm 7 o 7\H’ Ith

0

A
[




Presenters

Deborah Johnson Ingram, MPH Maia Bhirud Morse, MPH, CPC
Senior Director Senior Program Manager

f-l Eﬁ?&gﬁgﬁ.ﬁ ( CO E Center of Excellence for Integrated Health Solutions

by Sub: and Mental Health Services Administration

CORPORATION ed by the National Council or Behavioral Health



Today’s Key Objectives

Screenings, screenings, and more screenings
= Selecting Tools for Preventive Care
= |dentifying and Operationalizing Sustainable Processes
= Staff Training and Documentation
= Case Studies
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Recommended Screenings for Adults

Adult Preventive Health Care Schedule: Recommendations from the USPSTF (as of August 16, 2019)

To be used in conjunction with USPSTF recommendation statements for additional details {see tables and references at https:/fwww.aafp. org/afp/PHCS)

Only grade A/B recommendations are shown

Age

35

USPSTF screening recomm endations

Alcohol misuse’

PRAPARE®: Protocol for Responding to and Ass

<& PRAPARE

Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences

essing Patient Assets, Risks, and E

eriences

Paper Version of PRAPARE® for Implementation as of September 2, 2016

Personal Characteristics

Depression 1. Areyou Hispanic or Latino? 8. Are you worried about losing your housing?
Hypertension®
Obesity/weight loss* (B} if BMI 30 kg per m? or greater ‘ ‘ Yes ‘ ‘ Mo ‘ ‘ | choose not to answer this ‘ ‘ Yes ‘ ‘ No ‘ | choose not to answer this
Tobacco use and cessation® question question
A i - .
HIV infection 2. Which race(s) are you? Check all that apply 9. What address do you live at?
Hepatitis B vius infection” (B) if at increased risk Street:
Syphilis* (A)if at increased risk Asian Mative Hawaiian City, State, Zipcode: __
Tuberculosis® (B) if at increased risk USPSTF preventive therapies recommendations Pacific Islander Black/African American
- - — White American Indian/Alaskan Native| | Money & Resources
BRCA gene risk assessment B) HIV preexposure prophylaxis W Other (please write): 10. What is the highest level of school that you
Chlamydia and gonorrhea™ (B) if sexually a:tivc| (B} if at increased risk Primary prevention of breast cancer® {B) if at increased risk and only after shared de | choose not to answer this question have finished?
Intimate partner viclence' (B) women of childbearing age ‘ | | Folic acid supplementation® {A) if capable of conceiving
Cervical cancer' (A) See p. 3 for test options and screening intervals Statins for primary prevention of CvD*™* (B) see criteri 3. At. any point in the past 2 years, has season ‘?r Less than high High school diploma or
; — - - migrant farm work been your or your family’s school degree GED
Abnormal glucoseftype 2 diabetes mellitus™ | | | | {B) if overweight or obese Aspirin for primary prevension of CVD and main source of income? More than high | choose not to answer
mlorectal cancer® :
Hepatitis C virus infection’ (B) if at high risk ! ! school this guestion
Colorectal cancer’® Fall prevention in community-dwelling Yes No | choose not to answer this
older adults . . . .
B R 8) biennial B guestion 11. What is your current work situation?
reast cancer {6) brenrial screening USPSTF counseling recommendations
Lung cancer’® {Bf}sr:rrsngr.?r?'lc:l.(ﬁrq:i??l Sexually transmitted infection prevention?? (B} if at increased risk 4. Haveyou been discharged from the armed forces of Unemployed Part-time or ‘ Full-time
- i ? temporary work work
- e Diet/activity for CVD prevention®® (B) if overweight or obese and with additional the United States - porary -
Osteoporasis B) - Otherwise unemployed but not seeking work {ex:
Skin cancer prevention®® (B) if fair skinned | | | | | Yes No | choose not to answer this student, retired, disabled, unpaid primary care giver}
Abdominal aortic aneurysm® | ‘ | (B)if an " guestion Please write:
. . . Legend Normal risk th specific nsk factor Rec | choose not to answer this guestion
USPSTF preventive therapies recommendations — i
Recommendation for men and women _ A 5. What language are you most comfortable speaking?
HIV preexposure prophylads w Recommendation for men only B 12. What is your main insurance?
Primary prevention of breast cancer® (B} if at increased risk and only after shared decision making Recommendation for women cnly C Family & Home
Folic acid supplementation? (A} if capable of conceiving ‘ | | | D 6. How many family members, including yourself, do None/uninsured Medicaid
Statins for primary prevention of CVD (B) see criteria on p. 4 ! you currently live with? CHIP Medicaid Medicare
sspirn for primary prevention of CVD an (8 = 10% 10 Other public Other Public Insurance
Aspiri r primary pri i CWD and S N N .
mlorectal cancer® year CVD risk ‘ ‘ ‘ | choose not to answer this guestion m?urance (not CHIP} (CHIP)
Private Insurance
Fall prevention in community-dwelling {B) exeris
older adults*® increase.. .. |
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https://www.aafp.org/dam/AAFP/documents/journals/afp/USPSTFHealthCareSchedule2019.pdf
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Presenter
Presentation Notes
Primary Care has a lot on their screening plate.
https://www.aafp.org/afp/2016/0501/p738.html
https://www.nachc.org/wp-content/uploads/2018/05/PRAPARE_One_Pager_Sept_2016.pdf


Case Study

= The U.S. Preventive Services Task Force (USPSTF) is an independent voluntary panel of experts in primary
care, prevention, and evidence-based practice. As of April 2016, the USPSTF has recommendation
statements for more than 80 active topics, most of which are endorsed by the American Academy of Family
Physicians.t Its process has been recognized by the Institute of Medicine as a model for development of
evidence-based practice guidelines.2

= However, numerous barriers exist to implementing these guidelines, including knowledge, time, insurance,
and social barriers.2 For example, knowledge of USPSTF colorectal cancer screening components ranged
from 22% to 53% in first- through third-year medical residents.2 One recent survey from the Centers for
Disease Control and Prevention (CDC) found significant gaps in physicians' knowledge regarding the value of
screening tests for ovarian and colorectal cancer.2 Another survey found significant levels of nonadherence
to USPSTF recommendations, including beginning cervical cancer screening too early, continuing it too long,
and performing it annually rather than every three years as recommended.®

= |n addition, recommendations for behavioral counseling are often not implemented. For example,
counseling for tobacco cessation was documented in only 21% of visits in which tobacco use was
documented.Z This gap between guideline recommendations and actual practice has the potential to
worsen as recommendations become more complex, vary by age group, and increasingly require risk
assessment, as with recommendations for mammography, breast cancer chemoprevention, screening for
the BRCA gene mutation, and screening for hepatitis B and C virus infections.

https://www.aafp.org/afp/2016/0501/p738.html
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Presenter
Presentation Notes
Primary Care has up to 80 active topics on recommended Preventive service screenings However numerous barriers exist to implement these EB guidelines that include Knowledge, time, and social barriers. In addition, recommendations for behavioral counseling are often not implemented.  
More recently screening for SDOH has become more prevalent as health plans desire more primary care providers to capture, individual social welfare characteristic.  This is because these “life circumstances” can contribute or inhibit a patient in meeting their clinical, social and emotional goals

https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b1
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b2
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b3
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b4
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b5
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b6
https://www.aafp.org/afp/2016/0501/p738.html#afp20160501p738-b7

What is your criteria to decide what
screenings a practice will conduct routinely
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Presenter
Presentation Notes
How do providers know their screening tools reflect and gether information that’s best suited for the population


Reflection on your Practice’s Community
Demographic

Urban
Suburban
Rural
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Presenter
Presentation Notes
Rural -
Urban - 
Suburban - 

For your consideration- What are the considerations for each of these environments.  How do they impact the encounter (pre-visit, During the visit, post visit)

A quarter of Americans said they live in an urban community, while 43% said they live in a suburban area and three-in-ten said they live in a rural area.



A

Reflection on the Social and Economic
Conditions

Age

Sex/Sexual
Identity

Race/Language
Income

Built Environment

PRIMARY CARE
DEVELOFMENT
CORPORATION

What is the average age? What does an aging population mean to your practice?

There are more than 2 categories.

Is health equity on your agenda - CLASS awareness? Do your patients trust
you/your practice?

Low, Median, High Income

Buildings, parks, transportation, healthy food access, walk-ability, bike-ability
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Presenter
Presentation Notes
https://www.sciencedirect.com/topics/engineering/built-environment 

Built Environment-The term-built environment refers to the human-made surroundings that provide the setting for human activity, ranging in scale from buildings and parks or green space to neighborhoods and cities that can often include their supporting infrastructure, such as water supply or energy networks.
The “built environment encompasses places and spaces created or modified by people including buildings, parks, and transportation systems.” In recent years, public health research has expanded the definition of built environment to include healthy food access, community gardens, walkability, and bikability


.
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Reflection on your Products & Services

What products and services do we provide at — PCDC Community Health Center Diagnostic and Treatment Center

= Internal Medicine

= Pediatrics

= Prenatal and Postpartum Care
= OB/GYN/ Reproductive Health
= Cardiology

= Family Practice

= Behavioral Health

PRIMARY CARE
DEVELOFMENT
CORPORATION

Dietitian/Nutritionist
Dentistry

Podiatry

Lab and Radiology
Education

Substance Use/Alcohol Use
Smoking Cessation
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Presenter
Presentation Notes
This is another reflection slide. Participants please think about the services in the context of their communities and the circumstance in which their population lives. 


Benefits of an Analysis on your Population

HELPS SHAPE YOUR SERVICE LINE HELPS TO VALIDATE THE HELPS TO INFORM YOUR SCREENING
INVESTMENT IN STAFF TOOLS AND PROTOCOLS
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Presenter
Presentation Notes
**culture of your population
**consider external organizations/regulators/funders assigning the use of screening tools (HRSA, Ryan White


Resources for the data...

{_I PRIMARY CARE https://www.cdc.gov/globalhealth/healthprotection/fetp/training_modules/15/community-

Funded by Substance Abuse and Mental Health Services Administration

. \ Center of Excellence for Integrated Health Solutions
DEVELOPMENT needs_pw_final_9252013.pdf () COE °

CORPORATION

Operated by the National Council for Behavioral Health



Presenter
Presentation Notes
What are you projecting your needs are
Why are you doing the screenings?  Addressing the adoption/use of screenings early prior to being ‘told’ they need to be done
Use depression screening tool but not ‘advertise’ it to patients to avoid stigma
Having a standardized tool built into the EMR can make the delivery more seamless
**culture of your population
**consider external organizations/regulators/funders assigning the use of screening tools (HRSA, Ryan White

Electronic Health Records
Patient Intake forms
Screening tool results
Retrospective coding and billing 
Community needs assessment - What is a needs assessment survey? Very briefly, it's a way of asking group or community members what they see as the most important needs of that group or community. The results of the survey then guide future action. 
The CDC defines it as an assessment that provides community leaders with a snapshot of local policy, systems, and environmental change strategies currently in place and helps to identify areas for improvement. With this data, communities can map out a course for health improvement by
creating strategies to make positive and sustainable changes in their communities.


Implement and Roll out Screening Tools

= Decisions made leveraging information
* Evidence based - National Preventive Service Task Force
* Internal and external data
 What would serve my population best?

= Tools selected
* PHQ 2, PHQ 9, GAD, AUDIT, etc.

* Develop a plan, inform all stakeholders
* Workflow created — Policy and procedure completed

{_l PRIMARY CARE
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Fast forward one year...
Conduct your due diligence work again...

LLJ8§ Electronic Health Records (internal)
[Jj’ Patient Intake forms (internal)
~/ Screening tools SDOH/SOGI (internal)

= Retrospective coding and billing (internal)

Community needs assessment (external)
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Presenter
Presentation Notes
How has your community changed and how are you adapting 
Doing screenings in multi languages that tie to support
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Screening needs to be linked to
support/referrals... reality check list
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Screening for BH conditions behavior doesn’t
automatically mean you have access to
support/referrals

Screening doesn’t mean increase billable service

Screening and patient education doesn’t equal
adherence

Finding referral support may require the PCP network
with BH providers/develop referral compacts

ence for Integrated Health Solutions



Presenter
Presentation Notes
Screening needs to be linked to support/referrals 
Next steps for patients that screen ‘positive’
Consider language/communication related to delivering the diagnosis to patients



Identifying and Operationalizing Sustainable Screening
Processes
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Preventive Screening Roadmap
Understand your patient
population
02 L
- Operationalize the
screening process

Define your priorities and
select screening tools

Provide education, training,
and cross-training
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Presentation Notes
5 - Understand Your Patient Population to determine your core and extended care team members, for example:
Demographics
Social Determinants of Health
Special Populations 
4 - Define Your Priorities 
Avoidable utilization costs
Improving specific quality of care metric outcomes
Improving specific patient satisfaction metrics
3. Define care team member roles & responsibilities and redistribute responsibilities among existing staff, as needed.  
PCP
Nurse
MA
Medical Receptionist
2- Create screening workflows e.g.: 
Identify care gaps
Refer behavioral health patients to mental health providers
Follow-up with patients seen in the ED
1 - Provide education, training and cross-training so staff can fulfill delegated tasks and functions 





B
Establishing '‘Buy In’ Among ALL Staff

= Communicate the ‘why’ before the ‘must’
* Include discussion of population specific
factors or outcomes
* E.g., Breast Cancer screening among
African American women

= Discuss plans for sharing of data once
screenings are initiated
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Presenter
Presentation Notes
Communicate the ‘why’ before the ‘must’
	Make sure the team is aware of why the screening is to be performed.  If an external agency is requiring the use of the screening, be transparent about this.  

Include discussion of population specific factors or outcomes
	When possible, incorporate population specific factors.  
E.g. Breast Cancer screening among African American women

Discuss plans for sharing of data once screenings are initiated



Defining the Care Team

Primary Care Core Team Extended Care Team
= Doctors, Nurse Practitioners, Physician = Administrative Managers/Directors
Assistants, Midwives = Clinical Specialists
= Patients/Caregivers = Addiction Specialists and Counselors, Case
= Peer Advocates/Patient Advocates/Patient Workers
Navigators = Phlebotomist
= Nurses = Pharmacists
" Front Desk = Social workers, Psychiatrists, Psychologists
= Medical Assistant = Legal Aides
= Practice Manager = Community Health Workers
= Care Managers/ Care Coordinators = Housing Navigators & Community Providers

= Health Educators

{_l PRIMARY CARE
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Presenter
Presentation Notes
Highlight clinical and non-clinical roles.  Core and Extended could swap between categories 


Real World Example
Diverse Staffing Structure

Delineate Roles and
Responsibilities

Patient-Centered Medical Home: Team Roles and Responsibilities - Updated 2015, reflecting the NCOA PCMH 2014 Standards and Guidelines for Practice Transformation

Job Role

9

Phasician

PRIMARY CARE

PCMH Durties ond Responsibiltics

e

Pt Intake including
Depression Screening
PHO-Z

PCP

Access Designation Team Huddle

In collabaration
with Health Center
Mlanager & Master
Scheduler creates
a scheduling
template that
meets
organizational
standards for
patient access and

Active Participant. Feviews results of FHG-
Leads the team 2 Depression Screening.

provdider huddles ar IF results are positive,
prooductivity, while designates completes PHGE-H For
being flesibile va Reparts PCP another further aszsessment. IF

accommodate Errors to Office appropriate clinical PHQ-3 Positive, begins
provdider individual  Assistant for persontoleadthe  treatment, refers far
needs. correction daily huddles. treatment or bath.

Provide Seif-
Manogement Support
Tools and Resources to
Potients

Artach Fatient Education
flaterials to Patient SFer

Wizit Summary [AWS] ar
Py Chart Mes=sages as
appropriate for Mlew O,
Peds ar Chronic
Condition=

Population Health -
Prooctively Close
Gapsin Care -
Preventive and
Chronic

Feview and Approwe
Fended Orders as
Approoriate bo P

Population Health-

Identify High Risk

Potients and Provide

Core Monogement Referral
Services Coordination

Revieyw identifi=d High
Risk Fatienks with Care
Mlanager. Feview and
approve Individual Care
Flan far Patient as
developed by Care
Mlanager. Discuss
patient progress and
provdide clinical adwice
and direction bo Care
Manaaer as needed.

Create Mew Orders in
EMF or Review i
Approve pended
orders

Performance
Improvement

Bokive
Farticipant. MO -
Mledical Director
leads Teamin
reyiew of practice
level data onwia
electronic
dazhboard or
paper reports,
Team sets goals,
documents
action plans to
improve clinical
OUECOmes.
Monitors results
of action taken
and modifies

DEVELOFMENT
CORPORATION
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Presenter
Presentation Notes
Really love this !!!  We can blow up the slide to show the several roles and tasks
Note:  Practices will receive the full version of this chart for review from a large, multi-practice organization


Who Does Screenings and When?

Job Role

LPN

pcP
Access Designation Team Huddle

Collects clinical

information from the

patient and relays Reports PCP Errors

thistoan RN, APCor to Office Assistant

MD for triage. for correction Active Participant

{_l PRIMARY CARE
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Pt Intake including
Depression Screening
PHQ-2

Completes PHQ-2
Depression Screening on
each patient 1x/yr

4
Population Health -  Population Health-
Provide Self- Proactively Close Identify High Risk
Management Support Gaps in Care - Patients and Provide
Tools and Resources to Preventive and Care Management Referral
Patients Chronic Services Coordination

Discuss and document
Wellness Goals with Patient. Pend Orders for Identified

Provide Patient with Self- Gaps in Care - Tests,

Management Tools & Immunizations. Perform any Share with PCP patients

Resources. Identify Barriers to approved Point of Care Tests who may benefit from Pend Orders in EMR for
Goals. Provide Motivational  or Immunizations as ordered Care Management Provider's Review and
Coaching. by Provider. Services. approval

Performance

Improvement
Active Participantin
review of practice
clinical performance
and patient
experience data,
setting goals,
creating action plan
and monitoring
results.




Technology Is your assistant

* Clinical Decision Support Systems (CDSS) alerts remind clinicians that patients
are due for screenings

* Can be adjusted according to a standard or individualized time frame

= Registries

e Can be run manually to identify patients due for screening followed by outreach
to individual patients

* May also be more sophisticated population management programs integrated
into the electronic health record

PRIMARY CARE )
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CDSS Alert easily connects care

Summary: Adult « E Orders é Medications Problems + Medication + Problem .
e y | team member to imbedded
Tasks Tele HM BH Recon RIT Refs Ptinfo | [@ELL 1
—— | | | ] | [ | | 1 11 | screening tool
Visit Type - Chief Complaint:

Add... Accomp by: - Transition of Care: 5 ...

- Aleohal and Drug pre-screen (Female)
HPI Triage Comments (not saved in chart note) Vitals §

1. Alcohol Use

Vital Signs [ Age / gender | M® .
&3 Medical/Surgical History i '

veoes en los ULTIMOS 1.2 MESES ha fomado 4 o mds bebidas en

Task: SBIRT Screening
=3 Rizk/ ial/] i ; )
- Risk/Social/ Fa“““')'l H'Stcry Preliminary screening for alcohol and drug abuse/misuse e
] ROS SHIRT stands for Saeening, Brief Intervention and Referral to Treatment,
5 The result from this 2-question pre-screening determines whether the patient
(=2 Physical Exam should have a more detailed screening {AUDIT or DAST)

med an ilegal drug

E3 Health Maintenance

Substance use screening Is recommended yearly on all adult patients.

F\ﬂf‘rm—lm.—'

B3 Assessment & Plan et o
&2 Office Visit Billing Adminstes ——

€3 Clinical Visit Summary [ Copy to HPI l o

Immunizations Admin .HPt = = Discontinue future screening:

E3 Medication Administration

E3 E&M Advisor le Addq

Priie Save Carncel
E3 Syslib | re————

Prescriptions Task: Administer PHQ-9
Depression scréaning with PHO-9 s due periadically on most .
patients, more frequently for those with a diagnosis of depression,

and during all postpartum visits. The PHO-9 task window will et
you enter the score, pring the paper form, or give the PHQ-O

Print Handout:

N bl PHQ-9: Depression Screening & Assessment Eng Span
Add... %} !"D" Enter total score: w/Question 9: 0 (Neg)
4 - or
Enter individual answers: Begin
| Triage Task List ] || Bulletin Board -or-
_I | Invalid Provider for Encounter | l X . Discontinue screening:
EXZR RS SDott Screening Due | (K] [
[ Blankimage A || - - PHQ.9 De oD Sc - l [ [ x S e
| - sslon reenin
Immunizations Admin L s 9 3
E3 Nursing - Table of Conte * Alcohol / Drug Pre-Screen (SBIRT) | LE] Ix
Nursing - Wound Proced | All Tasks
< > -
LI} P - = .
< o o : T T v e |
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Registries

Manual — reports run
by individuals using
identified criteria

Electronic — built into Integrated — real-time
the electronic health pop management

record but must be platform that can be
manually run viewed by all care team
members any time
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Registries — One Size Does Not Fit All

Used to identify patients due for screenings to allow for
proactive outreach from the practice

AliasMame MeasureDisplayt DOS Phone Num DOEB Sex Add 1 Add 2 City State Zip email
Measure: CIM5 1254 (NQF 0031) Breast Cancer 5o CMS125v4 4/11/2015

Measure: CIAS 1154 | NOF 0031) Breast Cancer 50t CRAS L1254 3/15/2015

Measure: CMS 1254 (NQF 0021) Breast Cancer 5 CMS125v4 3/18/2015

Measure: ChMS 1254 (NOF I}:Ii'.l] Breast Cancer 5o ChS125ud 10/18/3016 . . .

Measure: CMS 125v4 {NQF 0021) Breast Cancer Sa CMS125v4 9/26/2015 Basic List run in the EMR and
Measure: CMS 125vd (NQF 0031) Breast Cancer 5o CMS125vd &/22/2016 . .

Measure: CMS 1254 | MOF D021) Breast Cancor 50 CMS L1254 1/11/3015 VIEWA ble In Excel

Measure: CMS 125vd (NQF 0031) Breast Cancer 5o CMS123v4 5/26/201a

LT ot Tl

FRAC 1R (RIS W31 Deaoac Fameeny Crs TRATT IS0
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Presentation Notes
Add example of Apicha


Inifisd Fla Feminclr Mxi Seanon Flu Hermencer

Adult Flu Season Notification and Confirmation - Stopped =

[l camps fiwaled on Mai 20, 2020 ",:; srepaign running for Last 137 days Patvidi A [
5609 10460
mmmm messages sent suocesshully by this

camgkign .

[ ]

§

Robust dashboard integrated into the . - o |
electronic health record to perform . (0
. i
advanced population management o
activities v W
|Patient Id |Facility Name Age |Sex  |Modality of messages |Sent on

N|Male eMessage 12/114/2019
30|Male elessage 12/13/2019
33|Male eMessage 12/13/2019
J0|Female [eMessage 1211372019
45|Male eMessage 12/13/2019
27(Male eMessage 12/13/2019
J0|Male elMessage 121272019
21|Male eMessage 12/12/2019
21|Male eMessage 121172019
44|Female |eMessage 12/11/2019
26|Male eMessage 12/10/2019

{_l PRIMARY CARE
DEVELOPMENT
CORPORATION

Center of Excellence for Integrated Health Solutions
O Fun nce Abuse and Mental Healf vices Administration

lational Council for Behavioral Health




Feview patie=nts” action list for T T T ——
v e SErdaes prior o ther

scheduled appom tment e e -:.::..-,_.: 5 A or >
Respors bl fe: A or i
oppropriehe staff —

8 o O LT A EON AT

——
L
=
e e e
. TE——

o ke piad cFnico COuireach patients and schedude
ST CE appontment with PCP or

. appropria b= providerffactity
Resporsibiife: AMA-Segistmr

Feview adion list tab
diuring wisit & nc ounter
Respans i il i Pronacer

Order or refer for | |
Workflow for using interactive, real-time registry
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Presenter
Presentation Notes
A suite of live, actionable dashboards embedded in the Allscripts EHR, leverages EHR data to track overdue preventive and chronic care services across each site’s patient population through a registry function
Allows clinicians and care teams to obtain individual patient reports on the completion of these services
Allows clinicians to track/monitor their performance across various measures through “profile views” (My Measure Rates View, Patient Measures View, All Missing Measures View)
Other important functionality: users can send notes to outreach staff or other staff to alert them about an action that needs to be taken for a patient; can add notes about special circumstances related to a patient (e.g. a patient being out of the country for a few months); can view HEDIS measures dashboard.  

What you’re using it for: 
Outreaching to patients to come in for overdue services
Pre-visit planning activities 
Tracking quality measures
Using at point of care during visits 
Guiding discussion during team huddles 
Assisting with case management for chronically ill patients 



Write Policy and Procedures for the People

= Staff training to conduct any activity is typically informed by practice/org. policy

= A policy is written set of guidelines
e outlines plan for addressing certain issues
e communicates values, philosophy, and culture

{_l PRIMARY CARE
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Presentation Notes
After you’ve done the work to establish what screening tools best meet your populations need.  
You then get staff and leadership buy-in of the value of the screenings. You then put screening protocols into action. 
The action is validated typically via policy.  
Policies are a set of general guidelines. They outline your organization’s plan for tackling certain issues.
The purpose of policies is to communicate an organization’s values, philosophy, and culture. 
https://www.powerdms.com/policy-learning-center/what-is-a-policy-vs.-a-procedure



Procedures tell me "How to conduct the policy”

To understand why we need procedures we must look at what needs to be in control
What are areas of variability in your practice?

Examples:
* How staff ‘rooms’ a patient
" How are patients informed about same day appointments or screenings
"= How the care team is organized to conduct SBIRT screening

/ EI;LT;E!\;&;EE (\ C O E Sin}er of Excellence for Iqtig\féti?,lﬂ?érlth Solutions
CORPORATION ) O}m;te ‘ Q;\‘;@ stra
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Best Practices

= Clearly identify which
standardized tools will be
used to complete the
screenings

= Ensure the tools are
integrated into the
electronic health record

= Clarify ‘who’ will conduct
the screening and frequency

PRIMARY CARE
DEVELOFMENT
CORPORATION

Evidence-based, standardized tools selected for screening purposes
1. Tobacco Screening
2. Depression — PHQ-2 and PHQ-9 for all patients 18 and older
3. Alcohol and Substance Abuse — SBIRT pre-screen for Adults, CRAFFT for Adolescents
a. Alcohol — Audit and Audit C for Adults, CRAFFT for Adolescents
b. Substance Use — DAST-10 for Adults
4. Childhood Developmental Screening
a. PEDS administered during WCC for ages 0 to 7
b. PSC administered during WCC for ages 8 to 13
c. CRAFFT administered during WCC for ages 14 to 17
Social Determinants of Health Screening (SDOH) —|
a. PRAPARE tool used for all patients

LA
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Presentation Notes
Best practices when writing a screenings policy….


S
Sample Documentation — Quiz #1

Depression Screening
1. Depression Screening will be conducted using the PHQ-2 and PHQ-9 screening
tools. All patients 18 years of age and older will receive PHQ-2 screening
annually. PHQ-9 screenings will be conducted for patients who receive a

positive PHQ-2 screening. Staff should complete the PHQ-2 screen when an
alert for PHQ-9 is visible in a patient record.

= What is good about this policy documentation?

= What could be improved?

{_l PRIMARY CARE
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Presenter
Presentation Notes
Good designation of which standardized tools are being used and it appears they are built into the electronic health record.

This section of the policy does not clearly identify which team member will conduct the screening.  Additionally, there is NO mention of next steps or ‘actions’ to be taken for patients that screen positive. 


Sample Documentation — Quiz #2

= Further down in the policy.....

i. For any positive screen, the clinician will assess patient to determine

= How could this action be improved?

* How would it look different in an integrated care environment?

{_l PRIMARY CARE
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Team Training - Invest In Your Team!

= Commit to culture of continuous learning

= Continually add descriptions to job roles and responsibilities
= Develop structured communication methods

= Provide outside training and cross-training

" Provide ongoing training for all team members in new skills, information, etc.

{_l PRIMARY CARE
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Presentation Notes
Training is just the beginning and they need to sustain that work.  Add that they must train and get 
Use this as an intro into  perhaps a next presentation


Post-webinar Skills and Comfort Poll

After attending this webinar, please rate
your skills and comfort with selecting and
utilizing screening tools and approaches to
adopting screening protocols.

1. Verylow

2. Low

3. Moderate
4. High

5. Very High
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Office Hour

office hours

you ve got questions... we might have answers
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Contact Us

Kristin Potterbusch

Kpotterbusch@pcdc.org
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Solving for Sleep SAMHSA
Webinar Series

Integrating Care Through a Blopsychosocial Approach to
Health

Uns=en Impacts: Health Disparities and Sleep

on Sleep: Assessment amd
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