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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen only mode. After today’s or excuse me, throughout today’s presentation we will conduct question and answer sessions. To ask a question please press Star 1. And today’s conference is being recorded. If you have any objections you may disconnect at this time.


I’ll now turn the meeting over to (Saji Hijashi). Sir you may begin.

(Saji Hijashi):
Great thank you very much (Tim). Hello everybody and thank you for joining us for today’s session Improving Cervical Cancer Screening in Health Centers through PCMH.


Before I go any further I understand that some of you may have trouble getting into the Adobe Connect.

If you continue to have problems please dial in to the phone number to the conference call line and then download information for today’s session on our Web page.


And our - the link to the Web page is located in the announcement but for those who don’t have it handy it is bphc.hrsa.gov/ technicalassistance/trainings. Once again bphc.hrsa.gov/technicalassistance/trainings. So I hope that everybody can get on.

But once again welcome and this is another in a series of monthly TA enrichment sessions presented to the Bureau of Primary Health Care grantees through the Office of Training and Technical Assistance Coordination.


My name is (Saji Hijashi) and I’m the Chief Medical Officer for the Bureau of Primary Health Care and I am delighted to open of today’s session.


Today we will be discussing ways to improve screening for cervical cancer a preventable disease with proper immunization screening and early treatment.


Sadly patients still die from cervical cancer due to a number of factors. Some of these factors relate to the social determinants of health such as education, language, housing, income and even transportation.


Other factors include things that happen in a clinical setting such as cultural and linguistic competency of staff, the availability of data information. And even the physical layout of a clinic can impact how health centers are able to screen their patients.


We understand and making changes to the way we care for patients is not easy. That is why we recently released a 2012 Supplemental Funding Award focused on improving outcomes related to cervical cancer screening at health centers and by supporting health centers and taking the operational steps necessary for PCMH recognition.


So today we would like to build on this by offering information resources and examples from your peers on how to improve cervical cancer screening.


During today’s session we will cover the epidemiology of cervical cancer and its screening rate, describe how to overcome barriers to screening through PCMH and learn from several successful health centers about their screening programs.


I hope you will - you find this call informative and enlightening. And for additional questions please contact us once again at our website bphc.hrsa.gov/technical assistance/trainings.


All of our participants can follow along with the session using the slides on the next BPHC Web site. There you will find also today’s agenda and bios for today’s speakers.


So we’re going to start first with a little background on cervical cancer and cervical cancer screening.

Our first presenter is Dr. Jacqueline Miller, Medical Director National Breast and Cervical Cancer Early Detection Program at the Centers for Disease Control and Prevention, the CDC. Jacqueline please go ahead.

Dr. Jacqueline Miller:
Okay thank you. Next slide, great, thank you. Today I’m going to do a little overview. I’ll talk about the epidemiology of cancer. We’ll talk about who gets cancer, who gets screened for cancer and we’ll talk a little bit about the cervical cancer screening recommendations.


Cervical cancer screening ranks around number 14 for the most common cancers among women. In 2009 which is the latest year for which there is complete registry data available throughout the US there were 12,357 new cases of cervical cancer diagnosed which equals to be about 7.9 per 100,000 persons and there are also 3909 deaths due to cervical cancer which is a rate of 2.3 per 100,000 persons.


Each year about $2 billion are spent on treatment for cervical cancer. Although the trends of new cases diagnosed and death have been decreasing there is still a pretty significant impact across the United States.


Next slide please. Here we can see the trend in both the incidence and death rate of cervical cancer. And this shows up over the past 30 years but actually since the Pap tests have been widely accepted across the United States there has been a consistently downward trend in both the depth and incidence of breast - of cervical cancer.


Next slide please. This graph looks at the disparate rates of cervical cancer by incidence and mortality rates. What we see here is Hispanics and blacks have the highest incidence rate.


Blacks have the highest death rates followed by Hispanics and Asian Pacific Islanders. The reason for these differences are pretty multifocal. It can range anywhere from being increased risk factors among certain populations to decreased access to cancer screening services.


Next slide, this is a map that looks at cervical cancer screening incidents by state. We can see that there is a great variability across all states ranging from 4.7 to 10.9 per 100,000 persons.


Again the overall US rate is about 7.9 and we can also see that the southern region has the highest incident rate and their rate is about 8.7. Oklahoma is the state with the highest rate at 10.9.


Next slide please. This map is very similar but it looks at the mortality rates by each state. And again here we can see there is great variability across all of the states. The southern region again has the highest rate at 2.6 per 100,000 persons.


Arkansas have the highest death rate among all states at 3.9 per 100,000 persons. This lets us know there’s a lot of unique factors across all the states that have to be addressed and we have to see why they are higher rates and what we can do about them in order to fight the battle against cervical cancer.


Next slide, now let’s switch a little bit to talk about cervical cancer screening. There are two main goals of screening which is prevention and education.


Prevention is prevent early detection, sorry. Prevention is the spot from developing the invasive disease and early detection to find disease at its earliest stage as possible.


When you find the precancerous lesions they can be treated before you actually get into developing invasive cancer. And that is actually the main reason that we’ve seen this decline in both cervical cancer incidence and mortality of the past years.


Next slide please. So it’s pretty clear that if you find a treatment to prevent somebody from getting a disease that you can save a life but what about early detection?

This graph - this table looks at cervical cancer survival by stage. It looks at five year survival rates.

What we can see here is going from the lowest stage of zero which is the insight II stage to the early stages of 1A you have a survival rate of about 93% whereas once you get to someone who has pretty severe metastatic disease their five year survival rate is about 15%. So it does make a big difference in fighting this disease early.


Next slide, Now there are two tests for cervical cancer screening. The Pap test which actually looks at the cells or the cytology and then you have the HPV test which looks for the high-risk HPV DNA.


Now the USPS (TS) recommends that women who are between the ages of 21 and 65 be screened with cytology every three years or that women over the age of 30 that is between ages of 30 and 65 can be screened with both combination of cytology and HPV testing every five years.


Next slide, they also recommend that women under the age of 21 do not be screened for cervical cancer. It’s found that the benefits do not outweigh the risk of screening in this young population.

They also recommend that women over the age of 65 who have had adequate prior screenings they’re not at high risk they do not have to continue any cervical cancer screenings.


Next slide, they also recommend the women who have a hysterectomy with removal of the cervix and do not have high-grade lesions or a history of cervical cancer do not need to be screened.

And they also - do not recommend any use of HPV testing alone or that the HPV testing should be done in combination with women under the age of 30.


Next slide, the good - next slide please. The next - good thing about this is these recommendations are consistent with other organizations the American Cancer Society and the American College of Obstetricians and Gynecologists


But it’s important that we all remember that these recommendations are only for the average risk women. They are not for high risk women.


Next slide, this looks at the screening rates. Just briefly to show you again there is great variability across the screening rates. And then the southern region and it’s interesting to see that we actually do have pretty high rates even though the southern region tends to have the highest incidence and mortality rates.


Next slide, this again looks at that trend and incidents. This is really just - I mean screening rates. But really what I wanted to point here is that the Healthy People 2020 goal is 93%. So we’re seeing that we’re still sitting below that screening rate.

And actually if you really look at the trend over the last ten years there has been a slight decline where we’re slipping from about 87% to an 83%. So we need to be careful in watching what’s going on with that.


Next slide, there’s been some recent publications looking at the demographics of people who are screened.

And what this basically shows there are certain subpopulations that are not getting screening or getting less screening than other groups -- Asian women, Hispanic women, people who are immigrants especially those who are in this country less than ten years.


Next slide, those with lower levels of education, those who have no significant usual source of healthcare and those who have either public insurance or no insurance are less likely to be screened.


Next slide, because of the association between HPV and cervical cancer which about 99% of cancers are caused by HPV that’s why HPV DNA testing has been added to the screening regiment.


It’s of significance to note that the low risk HPV DNA testing does not have a role in screening because the low risk DNA does not develop into cervical cancer.


Next slide, and the main thing I want to hit - know is that the benefits of screening is usually the screening can find the disease when there are no symptoms or signs of the cancer.


People may have some vaginal bleeding. They may have pelvic pain but the majority of people who are detected do not have any symptoms. And this is a disease that is very easy to detect and very treatable. And by getting it at an early stage of diagnosis we can make a big difference with saving their lives.


And I think I’ll stop there so that we can move forward.

(Saji Hijashi):
Great thank you very much Jacqueline. That was a lot of information great information.

Dr. Jacqueline Miller:
Thank you.
(Saji Hijashi):
Our next presenters are Dr. (Prita Chitaborum), a Medical Officer in the Bureau of Primary Health Care’s Office of Quality and Data and Nina Brown, a Public Health Analyst also in BPHC’s Office of Quality and Data.


They will discuss the barriers to screening and put them in the context of PCMH. (Prita), please go ahead.
(Prita Chitaborum):
Thank you (Saji). Good afternoon everyone. We will now discuss how to improve cervical cancer screening in health centers by using PCMH practice transformation.


Next slide please. Here is a brief outline of our presentation. We will start with a clinical case of a patient with a late diagnosis of cervical cancer.


Next we will go over key data points regarding cervical cancer screening among health center patients and the highlights of the recent PCMA supplemental funding opportunity.


The majority of our presentation is based on the qualitative analysis of the grantee responses to the 2012 PCMH supplemental applications.


We will go over the key barriers and solutions related to using PCMH transformation to improve cervical cancer screening in health centers.


We will conclude our presentation by revisiting the original clinical case and look at some examples of elements of PCMH transformation that might have potentially helped in changing the outcome for this patient.


So the case is of undiagnosed vaginal bleeding. The patient is a 34-year-old Gravida 3 Para 3 woman a two year history of increasingly profuse vaginal bleeding.


Over the past two years the patient had been placed on oral contraceptives but these had not stopped the bleeding.


The patient reported having a Pap smear approximately 18 months earlier read as unsatisfactory obscured by blood however she had not had a follow-up study.


A gynecologist had seen her about six months earlier and told her she needed a hysteroscopy and D&C. However he explained that he did not accept Medicaid which was her source of health insurance.


Her follow-up remained sporadic and her bleeding continued profuse enough that she required hospitalization for transfusions twice in the preceding two months.


Next slide please. Her bleeding increased again and she presented to the ER. Physical exam revealed that the patient had an extremely friable (exocitic) cervical lesion which was biopsied and confirmed to be invasive cervical cancer.


Upon evaluation by a gynecologic oncologist she was found to be having Stage 2B cancer. After undergoing radiation therapy and chemotherapy she still has persistent disease.


Her prognosis is currently guarded. Her oncologist believes that her delayed diagnosis profoundly affected her prognosis.


Next slide please. While this case is a sad story this is not a very unusual occurrence. There have been malpractice issues and concerns related to cervical cancer among health centers also.


Over the past ten years the majority, 58% of incidents involving cervical cancer have involved the following, a failure to diagnose or a delay in diagnosis. It is also resulted in significant payouts per closed event.


Next slide please.


Additionally the UDS clinical performance measure for cervical cancer has hovered around 57% from 2008 to 2011. This chart also shows the comparison of the UDS measure with the Healthy People 2020 goal which is at 93%.


While they are still seven years away from the Healthy People 2020 goal and there is time for improvement the consistent poor performance on UDS is an area of immediate concern.


Next slide please.


While the UDS measure is around 57% according to the 2009 patient survey conducted by the bureau the cervical cancer screening reported by patient’s was 85% which is higher than the national rate is seen on the national health interview survey.

One of the major reasons for the discrepancy in the rates of cervical cancer screening is assumed to be because several of the screenings are done outside the health centers and have not been captured on the health center records.


Main reasons for this have been challenges with consolidation of records and follow-up on referrals. These are major areas of focus in patient-centered medical home practice transformation.

Thus our 2012 quality supplement was focused on improving cervical cancer screening by using PCMH practice transformation.


I’ll now turn it over to Nina to go over the bureau’s efforts to support cervical cancer screening.

Nina Brown:
All right thanks so much (Prita). And I think (Jackie) and (Prita) did an excellent job setting the stage for why cervical cancer screening is important and the impact that it has on the lives of women across the country most (unintelligible) health center patients.


So the improvement in clinical outcomes and implementation of the patient’s center medical home model are key priorities and goals for the BPHC quality strategy.

Both of these important activities will help increase access to services for patients, ensure the provision of comprehensive services and are important to the provision of integrated services.


PCMH in their focus on improving clinical outcomes will help health centers provide better care, affordable care leading to Healthy People and communities.


The bureau has implemented a number of activities to help move the quality strategy forward. One of these activities is the fiscal year 2012 Supplemental Funding Opportunity for quality improvement in health centers.


In August 2012 the bureau released a Funding Opportunity Announcement to support health centers in improving clinical outcomes through the PCMH model.


A total of $44 million was awarded to 811 health centers approximately $55,000 to each health center to help support these efforts.


Next slide please. To measure the health center’s progress in improving their cervical cancer screening goals applicants were instructed to use the 2011 UDS cervical cancer screening measure.


Current cervical cancer screening rate is measured by looking at the number of female patients aged 24 to 64 receiving one or more Pap tests during the measurement year or during the two prior two years prior to the measurement year over the numbers of female patients 24 to 64 years of age as of December 31 of the measurement year who are seen for a medical encounter at least once.


This is the data that the health centers used to establish their baseline cervical screening measure that was included in the fiscal year 2012 supplemental application.


Next slide please. Given the recent change that (Jackie) highlighted for the US providers task force guidelines with cervical cancer screening among women the 2013 UDS clinical measure has been modified.


In 2013 the measure will be revised to allow for five years screening interval for women age 30 to 64 that receive the Pap test accompanied by an HCV test.


Next slide please. So now that we shared a little bit of information with you all regarding the current screening rates, measure definitions, upcoming changes in the bureau’s efforts to support cervical cancer screening in health centers we’d like to take some time and share some key barriers associated with improving cervical cancer screening through the PCMH model.


To gather this information Dr. (Shudibarrum) and myself performed a qualitative analysis on the fiscal year ‘12 Supplemental Award Application.


The applicants were separated into adjusted quartiles for screening and six applications were randomly selected across the quartile.


A total of 24 applications were selected and reviewed. The application areas were reviewed to identify key barriers in cervical cancer screening through PCMH as well as proposed solutions.

This information was then aggregated and the emerging themes categorized by patient provider and system level which we will present to you now.

Next slide please. So this first set of barriers was at patient level barriers. And based on application review there were three main categories of barriers identified at the patient level.


The first is access to care. Health centers identified a number of barriers related to socio-economic status factors. Some patients, particularly those that are uninsured are unable to afford a co-pay associated with the visit and a lab test.


There were also geographic issues identified for health centers existing in rural areas. For some patients the clinic’s not within a drivable range of the health center and it was identified as often difficult to engage these patients and get them to come in for their appointment.


In addition some health centers are geographically located on the border of two states making it challenging to provide services to patients who reside in a state that may not offer access to cervical cancer screening programs offered in the other states.


Cultural competency also proved to be a big barrier. Some patients may hold cultural values and beliefs that oppose cervical cancer screening or they may be unwilling to see a male provider to receive services.


Cultural competency also takes into account issues related to language barriers. We want to highlight that we will talk a little bit more about cultural competency in more detail in the upcoming slides.


Health centers also identified workflow issues at the patient level. If a health center does not have a provider and staff that the female patient is comfortable receiving services from they may forgo receiving their Pap exams.


There are also some challenges related to care coordination and health center identified challenges with tracking referrals and obtaining documentations when patients receive their Pap tests from other providers and locations.


The last theme among the patient level providers are financial barriers. As mentioned above uninsured patients face particularly difficulty in being able to afford the co-pays for the Pap test and/or the lab cost.

Next slide, this slide looks at barriers at the provider level. A common theme in the review of the fiscal year ‘12 application were workflow issues.


Health centers identified a disconnect between quality improvement staff and clinicians as well as challenges and even patient registries to be able to identify patients in need of services and scheduling the actual appointments.


Another provider barrier identifies the area of training and technical assistance. It was noted high turnover among staff. It’s really challenging and trying to deliver quality care.

There were also issues related to quick growth in staff which is the opposite problem and but it does limit a center’s ability to ensure that all incoming providers are properly trained in clinical protocol procedure and systems.


Although EHRs are a great tool to support clinical practice and decision-making it can be challenging to ensure that providers are properly trained.


The gap in training of providers on HER was also identified as a significant barrier and challenge to improving screening rates.


Lastly as mentioned in the previous slide the US (unintelligible) task force has change the cervical cancer screening recommendations.

This can be challenging for providers as they have to relearn the new criteria and screening intervals to ensure that they’re accurately following best practice guidelines.


All right next slide. These are challenges at the system level. So health centers identified a number of barriers related to clinical process and workflow especially around EHRs.


There were challenges highlighted around extracting data for quality improvement and using EHRs to identify a patient.


Much of the information posted for health centers that are in the process of implementing an EHR highlighted challenges that some of their charts are still in paper form and that they had not been transferred to an electric system and that has proved problematic.


Lastly at the system level there are challenges around resources to put on cervical cancer screening programs. Many health centers have programs for other programs such as mammography or diabetes.


Clinical cancer screening is one that they don’t have resources for so getting those resources to provide this education outreach can be a challenge.


All right next slide. And just to highlight the importance of cultural competency and some and how this please into cervical cancer screening we wanted to show you a quick snapshot of the demographics of the female population of our health centers.


According to this 2009 patient survey approximately 2/3 of the health center patients age 16 to - or sorry 15 to 64 are female.


When you look at the race and ethnicity of these patients 59% of them belong to a racial or ethnic minority group. Given the large number of female minority patients it’s imperative that the intervention focus on improving cervical cancer screening rates are culturally appropriate.


And then next slide please. So some of the specific challenges to cultural competency identified were related to the need for interpretive services and addition have identified that some health centers need to establish special cervical cancer screening outreach programs to reach these special populations such as the Amish and Mennonite communities.


It was also noted that there is a big need for multilingual patient education material. And at this point I will turn it over to (Prita) to discuss the solutions to address some of these barriers I just highlighted. Thank you.

(Prita Chitaborum):
Thank you Nina. While several health centers are facing these barriers in varying degrees there are also several other health centers who have already addresses barriers but are at different stages of implementing the PCMH solution.


We have compiled the solutions proposed by the grantees and divided them into solutions targeting patients, targeting providers and system-based solutions.


Most of the grantees fall into three groups. The first group already have these PCMH solutions in place and have good rates for cervical cancer screening.


Additionally many of them also have received their PCMH recognition and have mature EMR systems. These health centers plan to use the supplemental money to sustain their ongoing effort.


The second group of grantees have proposed to start some of these solutions and plan to work on them using the supplemental money.

The third group of grantees are still facing challenges in identifying the key areas for practice improvement and the steps to take to achieve this quality improvement.

We hope that this discussion of the solutions will provide you all with extra guidance while you proceed with your quality improvement plans.


Let’s start with solutions targeting patients. The three main categories include workflow, outreach and finance.


To address workflow issues the strategies include appropriate matching of patients to providers for their first visit. This includes hiring more female providers on staff and matching female patients to female providers for their Pap visit.


This strategy has helped health centers address the challenge of some patients who chose to forgo their Pap test if they are not comfortable with a male provider doing the test.

Secondly using EHR to facilitate the workflow in the clinic such as creating patient registries and automatic prompts alerting the provider to discuss cervical cancer screening with the patient has helped.


Others strategies have included using follow-up reminders and using patient portals to remind patients about preventative care appointments and using patient education materials to increase patient’s general awareness about the importance of this screening test.


For outreach strategies to improve our reach include follow-up reminders using patient portal and patient education materials. Follow-up mechanism for referrals prevents patients from falling between the cracks and maintains continuity between providers in various clinical settings.


Batch mailings of appointment reminders prevent missed appointments. The strategy has been particularly helpful since missed appointments are very expensive to the clinic and also affect access to care and appointment availability.


Using advertisement in media and events such as women’s health fairs have helped with reaching out to patients in the community especially to address the barrier of engaging the patient who has not yet been seen in the clinic.


Coming to finance financial issues have been a significant challenge for many grantees. Here are some of the solutions that your peers are using to address the financial barriers to cervical cancer screening.

Offering discounted fee for screening such as Pap tests lab fees makes the test more affordable to patients. Incentive gift cards and one-time cash rewards for patients achieving the cervical cancer screening goals are being proposed as well.


There are some health centers that are on the border between two states and providing cervical cancer screening services to patients from both states. So they plan to use the funds for out-of-state patients who don’t qualify for in-state program funds.


Next slide please. In this slide we have matched the solutions to their corresponding NCQA PCMH domain.

We notice that this matching process has been challenging for several grantees. We hope these examples will be useful to you as you go through the QI process for the supplemental.


In the interest of time I’m not going to read through this slide so next slide please.


Here are some of the solutions targeting providers. These solutions have helped improve workflow and reduce the disconnect between quality improvement staff and clinicians.


It has also narrowed the gap between patients identified on the registry and the ones actually seen in the clinic. The four main categories are workflow, access to care, training and outreach.


Starting with workflow some other helpful strategies include pre-visit planning such as going through the list of patients for the day and having an early morning huddle to identify and triage patients appropriately has been very helpful.

Flagging the patient to alert their clinicians and curating standing orders related to cervical cancer screening protocols. And monitoring the entire process and maintaining quality assurance by regular peer review providing quarterly data reports with a list of patients to be screened.


Next is access to care improving access to care by increasing clinical clinic hours and offering after our care. Additionally during clinic hours walk-ins were encouraged as well.


Some health centers have also used selective bundling approach, that is combining a visit for mammogram with Pap. Health centers have also hired dedicated staff for care coordination and referral follow-up.


Another strategy has been to use additional resources such as community health workers, AmeriCorps members or volunteer students to help the clinic staff with active patient engagement and follow-up on care plan as well as for outreach efforts.


Next we come to training. Training was a huge challenge across the board. Several health centers have invested significant time, money and personnel resources in training.


The training is not only for PCMH transformation but also for evidence-based guidelines, software training, and lab protocols.


The need for this training is constant because being due to two reasons because of the continuous evolving nature of clinical care and practice management as well as due to staff turnover and for new hires.


Next slide please. Once again we have matched solutions to their corresponding PCMH domain.


Next slide please. Let us now move on to the broad-based system solutions adopted by grantees to improve cervical cancer screening using PCMH practice transformation.


Firstly identifying cervical cancer screening measure as one of the health center goals and having the general awareness that project implementation at one site will positively impact the entire organization has made a significant difference in aligning quality improvement priorities and resources towards this task.


Grantees also felt that leadership commitment was critical to successful implementing internal policy changes for example clinical protocols, lab workflow or referral policies.


Secondly a robust quality improvement system was key and helped in identifying quality gaps and integrating QI activities with PCMH certification.


Pursuing PCMH or accreditation and participating in other Bureau of Primary Health Care quality initiatives was very helpful as well.


Thirdly exploring various electronic health record options and picking the right ones which is the best fit for the organization was a key step in the process.


Lastly continues training was critical. In addition to internal training resources grantees found it useful to utilize consultants from PCA and also found it helpful to participate in PCMH learning communities.


Next slide please. Once again this slide matches a solution to a corresponding PCMH domain.


Next slide, in addition to all the solutions we have discussed so far these are additional considerations with a focus on cultural competency.


Creating multilingual patient education materials and offering patient education classes in multiple languages has been helpful for many grantees.


Culturally appropriate multilingual patient education materials have helped increase patient engagement and increase general awareness for the need for cervical cancer screening.


In addition to interpretive services in the exam room and inpatient education locations it has been particularly helpful to have interpretive services at the front desk.


Some of the health centers are using their front desk interaction as a teaching opportunity to emphasize the importance of the referral or follow-up appointment related to the Pap test.


Holding cultural culturally appropriate outreach events has been very helpful as well. and lastly training the staff on cultural competency was a key step in the process as well.


The corresponding PCMH elements are 1F culturally and linguistically appropriate services and 2A which is patient information.


Next slide please. Let us now go back to the clinical case and look at some examples of elements of PCMH transformation that might have potentially help in changing the outcome for this patient.

So the patient is a 34-year-old, gravida 3, para 3 woman with a two year history of increasingly profuse vaginal bleeding.


So an automatic prompt for preventive care screening based on her age and lack of previous record of cervical cancer screening might have alerted the clinician to discuss a Pap test at that first encounter.


Moving on over the past two years the patient had been placed on oral contraceptives but these had not stopped the bleeding and the patient reported having a Pap smear approximately 18 months earlier which was read as unsatisfactory obscured by blood however she had not had a follow-up study.


An established protocol for appropriate follow-up on lab results might have helped in flagging the results and the test repeated catching the diagnosis earlier.


Next slide please. Oh I actually just keep this slide. A gynecologist had seen her about six months earlier and told her she needed a hysteroscopy and D&C.


Was this another missed opportunity to repeat the Pap test? Better care coordination and documentation between providers would have alerted the clinician about the previous inadequate Pap test results.


However he explained that he did not accept Medicaid which was her source of health insurance. Her follow-up remains sporadic and her bleeding continued profuse enough that she required hospitalization for transfusion twice in the preceding two months.


Again adequate follow-up on the referral a consolidated records for multiple providers could have prevented her delay diagnosis.


These are just a few examples of how elements of PCMH transformation might have potentially helped in changing outcome for this patient.


Thank you very much we’ll be very - we will be happy to answer any questions. Before we end we also want to go over some of the important dates and reminders regarding the 2012 QI supplemental. I’ll now turn it over to Nina.

Nina Brown:
All right next slide. All right real quick these are just of our (dates) reminder that you can look over for the supplemental.


June 1 you need to have your survey submitted. The interim report is due June 3. You are to achieve recognition by September 30 and the final report is due November 1, the 26th. I’ll turn it back over to Jackie.

Dr. Jacqueline Miller:
Thanks Nina. Now I’m just going to kind of help pile all this stuff into our CDC programs and how we work with community health centers to improve outcomes.


And for the focus of this I’ll actually focus on our National Breast and Cervical Cancer Early Detection program which I’ll just refer to as the B&C program.


Next slide, our program has a priority population for cervical screening, cervical cancer screening which are women who are never screened or women who are rarely screened.


Women who are rarely screened have been defined as those women who have not been screened within the past five years.

Of course this may have to change as the new screening guidelines are becoming implemented because of women who does have a screening with a co-test will not have to have repeat that in five years if she’s negative.


Also we know that 60% of the invasive cancer will occur in this population of women who are not getting screened or infrequent screening with 50% being among those who are never screened and 10% being among those who are rarely screened.


Therefore we have to make sure that we are targeting the population at most highest risk. Our grantees actually contract with physician services throughout the community with a great range of providers but we do contract with many of the community health centers across the US to provide our clinical services.


Next slide, the B&C program eligible population are the women who are low income, that is at or below 250% of the federal poverty level.


For cervical cancer screening it is women between the ages of 21 and 64 and women who are uninsured or underinsured.


And underinsured is kind of a loose term so it may be someone who may have a partial insurance coverage but it doesn’t cover preventive screening services or in some states it is a woman who has an extremely high co-pay and she is of significant low income that she can afford to pay the co-pay to get the services done.


But the federal poverty level is also a little loose. The national guidelines sort of sets the bar but some states have even lower federal poverty levels. So we allow the states to be - have a little flexibility based on their state population.


Next slide, in order to improve the services and ensure that women are getting high quality screening we provide additional services besides screening.


These services will include outreach to the community reach - within reach within the public health clinics or the private clinics or the academic centers public education which is to improve awareness and in the importance of screening, patient navigation which is to assist some patients to get into the clinic system to get through the system. There are many patients that just don’t know the steps to take so we try to assist them going through.


And importantly case management, for those women who have many abnormal results to make sure these women are getting timely and complete follow-up care for these results.


We actually require that all of our grantees implement all of these components and we actually monitor them on how well they’re doing this because it relates to our outcome measurements that we measure to make sure that women are getting complete and timely care.


And often with the centers that we work with many of these centers are often providing some of the same service so it works as a nice synergy where we can leverage off of the resources together to make sure that the patients are getting the services needed.


Next slide, to ensure that all of our clinics are receiving quality care we also require a quality assessment and quality improvement activities.

We collect data on every service that is provided through the B&C program and we use that data on a routine basis to measure the quality of care for each client.


Data is submitted to CDC twice a year and CDC actually has developed these quality indicators which help people guide through the process.


The indicators assess population level screening, completeness of care and timeliness of care. We set standards which we expect our grantees to meet.


An example here would be completeness of care. We require that at least 90% of those who have abnormal screens get a final diagnosis.

Examples of timeliness from cervical cancer screening is that we require that a minimum of 75% of the patients who have an abnormal screen have a final result within 90 days. And we require that at least 75% of those who are diagnosed with cancer have initiated treatment within 60 days from the date of diagnosis.


At CDC we receive the aggregated data and a grantee level data. But the grantees can actually use this data on their individual providers.

So grantees are able to look at clinic level information. They’re also able to look at individual providers so that they can determine if there is some problem with may be provider education that needs to occur they can provide those services.


Also they will assist with things such as helping the patients with barrier providing gas cards to get there helping with timeliness as far as, you know, getting a schedule that works within their job so they can get to the screening services.


Next, oh I guess that’s all I was going to say. I wanted to make sure that we realize that we use our indicators as part of a performance measure for our grantees.

And that is very helpful because with the performance measures they actually get the feedback. And so they get to measure themselves how they’re doing and measure themselves against the program as a whole to see if their meeting the standards. Thank you.

(Saji Hijashi):
Thank you very much (Prita), Jacqueline, and Nina. It was really great to hear all that information.

And what was really important is that you covered patient level factors provide a level factors assistance level barriers. And the challenges came from the health centers and the solutions also came from the health centers and it incorporated solutions within the health center as well as in public health so thank you so much.


At this time I’d like to spend a few minutes and take questions from the audience. And (Tim) operator, please give instructions for people on the phone as to how they can ask questions.

Coordinator:
Absolutely. If you do have a question please make sure your phone is un-muted and press Star 1. When prompted record your name slowly and clearly.

Once again it is Star 1 if you have a question . One moment please.

(Saji Hijashi):
And I just want to note that if you have any questions about the supplemental funding we ask you that you submit them to oqdcomments@hrsa.gov so again oqdcomments@hrsa.gov. Any questions online (Tim)?

Coordinator:
Yes we do have a few. (Miguel Bustos), I’ll open your line. (Miguel) your line is open.

(Miguel Bustos):
Oh I’m fine thank you sorry.

(Saji Hijashi):
Next question.

Coordinator:
(Shauna Oka Moto) your line is. One moment your line is open now.

(Shauna Oka Moto):
Great, thank you. Thank you so much for the presentation. It was really good. My question is actually more specific to the important dates and reminders.

At our organization we’re wondering the goal for the I guess requirement to achieve PCMH recognition is September 30.


We are going through NCQA and it takes 60 days for the review. So we’re just kind of wondering about the timeframe for the June 1 survey submission when we actually only need 60 days?

Nina Brown:
Okay this is Nina. Thanks for your question. So just to clarify the June 1 submission date was selected to ensure that grantees had enough time to submit their surveys.

And then if for some reason they weren’t successful in achieving PCMH they had enough time to take the corrective action that was needed to make sure that they could become recognized by September 30.


And I will just use this opportunity to remind everybody that all of these timelines and requirements are and were outlined on the Funding Opportunity Announcement on Page 2, 3 and 6 which is still on the PCMH supplemental Web site.


So I would encourage everybody to go back and take a look at that. We do have a little bit of flexibility with that June 1 deadline by a few weeks.

So if you need that you should work with their project officer however that September 30 recognition deadline is set in stone.

(Shauna Oka Moto):
Okay. That makes sense. Thank you so much.

Nina Brown:
All right great, thank you.

(Saji Hijashi):
Thanks Nina. Next question?

Coordinator:
(Alexandra Havadezian) your line is open.

(Alexandra Havadezian):
Good afternoon. I tried to log on to the Webinar online and it told me that there was too many people already on so I couldn’t access the slide show. Is there a way that you can email us the slide show?

(Saji Hijashi):
Yes I am so sorry that we may have maxed out but that would be really unusual. However the information is available on our Web site currently and as well as the slides.


So if you can go on to our Web site bphc.hrsa.gov...
(Alexandra Havadezian):
Wait, wait, wait you’re going way too fast. BPHC...
(Saji Hijashi):
Oh sorry.

(Alexandra Havadezian):
...dot...
(Saji Hijashi):
Hrsa...
(Alexandra Havadezian):
Okay.

(Saji Hijashi):
...gov...
(Alexandra Havadezian):
Okay.

(Saji Hijashi):
.../technical assistance...
(Alexandra Havadezian):
Okay.

(Saji Hijashi):
.../trainings.

(Alexandra Havadezian):
...Okay great, I will look there. Thank you so much.

(Saji Hijashi):
Okay so sorry about that.

(Alexandra Havadezian):
That’s okay.

(Saji Hijashi):
Next question?

Coordinator:
(Cherie Murphy). Your line is open.

(Cherie Murphy):
Hello. I was interested in finding out how often are these types of training seminars going to be taking place and how do I find out about them or is it possible to get on a list is there a serve list that we can join so that the information about the different seminars comes to our offices?

(Saji Hijashi):
Great, very good question. We hold these grantee enrichment calls about every six weeks or so. And we send it out to the PCA or the Primary Care Association listserv as well as grantee listservs. You can also always find it on our PA Web page.

And so if you are not - if you can and emails go to your project directors or program directors which are usually CEOs of our health center.


We also have a HRSA Facebook and Twitter page that we announce these. And so hopefully with - through these channels that you’ll get the word.


And one of the challenges that we’re having is also getting these words out all the way to the clinicians who actually see patients and so we’re also contemplating new communication strategies so I hope that works.

(Cherie Murphy):
Okay. And then I have one other question if that’s okay?

(Saji Hijashi):
Sure.

(Cherie Murphy):
I so our (Wynn) Community Care which is where I’m from is not one of the grantees. But I was interested in some of the QA following that is done through the CDC.


Is that available to other clinics, the statistical evaluations that they’re doing? Can you become involved in that even if you’re not a grantee because that seems like some excellent data to have readily available and be able to share. Is that only for people who have received the grants?

(Saji Hijashi):
Are you talk on about the supplemental grants or are you talking about...
(Cherie Murphy):
Yes the supplemental grants.

(Saji Hijashi):
Okay. So whatever information that we have through the health center program we will share information with any grantee.


But in regards to the CDC information Jacqueline are there ways in which health centers anywhere can sort of access some of the information?

Dr. Jacqueline Miller:
Yes. If the health center based - the best way would probably be to contact the program director of the B&C program grantee because they will have more specific clinic level data.

We won’t have that here on a national level but state health department and the B&C program director would have that. So they would have analysis. They can compare providers to the remaining providers.

They actually - and some do give feedback report so they can probably sure that more with the clinic. But I do believe that if you contact the program director that they can share the clinic information and kind of tell the clinic how they compare to the rest of the contracted providers within the state.

(Cherie Murphy):
Thank you.

(Saji Hijashi):
Great, thank you very much. We’re unfortunately out of time and I know that there are other questions but if we can go on to our next section we’ll have another Q&A session at the end.


So thank you very much for the great questions and thank you for the answers. Now we’re going to be looking at perspective from the field from two health center grantees.


Our first presenter is Rise Phillips, the President and CEO of T.H.E Clinic, a health Center in Los Angeles, California. Rise?

Rise Phillips:
Thank you (Saji) and good afternoon everyone. Today I’m going to be describing how we at T.H.E to help everyone clinic have been able to screen more of our female patients with success improving the patient experience in the process.


Next slide, this actually - first I’m going to just to begin this is a picture of our main site. We have six sites all throughout South and Southwest Los Angeles but this is one of our main sites within the (Roof) Temple Health Center.


Next slide, some of the relevant facts with regard to our clinic, we were first founded in 1974 as a women’s healthcare clinic.


We expanded within the first decade to serve families and we currently serve over 12,500 patients with 36,000 visits in our sites throughout South and Southwest Los Angeles. Our staff actively speaks over 12 languages.


Next slide, our patient demographics by gender we serve 66% of our patients are female, 34% are male.


Next slide, in terms of our actual demographics by ethnicity 58% of our patients are African-American 28% are Latino or Hispanic, 10% are Asian or Pacific Islander, 2% are white or Caucasian and the remaining 2% are multiracial or not reported.


Next slide, of our female patient population between the ages of 21 and 64 we have approximately 6000 of them representing 47.5% of our total clinic population.


Next slide, this was our patient our total female population between the ages of 60 - of 21 to 64 as of 2011.


Next slide, some of the key cervical cancer risk factors of our patients. We do have high rates of sexually transmitted infections including HPV and HIV within our patient populations.


Many of our patients come to us with a history of a lack of regular Pap tests. Many also have compromised and weak immune systems.


And on another key factor those who are over the age of 40 we have a representative 55.8% of our total female population.


Next slide, many of our patients have a sexual history where they have had either many partners or a partner who’s had many partners.


We also have a high percentage of patients that are cigarette smokers. We also have a high percentage that have been using birth control pills for more than five years.


Next slide, some of the challenges in terms of screening our patient population is that many of the women who come to us may or may not have had a regular medical home and thus have not really been able to report having had a recent Pap test.


Many of them are homeless or hard to reach in terms of their - the population. And many of our patients don’t know or understand their risk for cervical cancer.


Next slide, another of the key screening challenges is the cultural and language barriers that many of our patients face.


Many of our patients come from immigrant populations where there is a mistrust of medical care providers. They have come from past medical experiences where they have not had - there’s been a lack of cultural sensitivity in terms of the screening and the treatment environment.

And then because of their immigrant status many have had a problem in terms of seeing a male provider.


Next slide, what we have done here at T.H.E clinics to overcome the screening challenges is develop a patient centered women’s healthcare practice with our cervical cancer screening initiative.


What we have done is identified all of our eligible female patients between the ages of 21 to 64 and we’ve assessed whether they have had Pap tests based on our EMR, all of the information in the system.


Next slide, we also formed what is unique. We have women’s healthcare teams with health coaches. And these are designed to reinforce positive sexual health and behavioral goals for all of our patients.

At the beginning we assess and create a screening plan to target all of our female patients.

Next slide, with our women’s health teams we’re able to report measures and outcomes regularly during our medical quality improvement meetings.


We also are able to discuss ways to enhance our patient experience and how to communicate difficult test results should the need arise.


Next slide, our performance measures are actively tracked through our EMR and through our patient tracking systems. And we also have instituted quite recently a patient portal which we been able to communicate with our patients on a much greater basis.


Our teams benefit by being able to adjust to strategies that will impact and enhance the patient experience by using all of the data that we have at our disposal.


Next slide, some of the nonclinical activities that we use to reach our patients, we have a system of sending each of our patients on a birthday happy birthday telephone call to remind them to come into our clinics for their annual exam. This has been received very well by our patients.

And the happy birthday message right now is in English and Spanish and we will be expanding that in the near future.


We also have a very active social media and community outreach which has been extremely successful. And we use regularly a patient satisfaction survey so that we can hear from our patients what exactly is working and adjust our strategies as we need to.


Next slide, one of the things that we do that is I think very successful we have a behavioral change prevention strategy that are discussed with our patients.


We talk to them about avoiding sexually transmitted infections including HCV by modifying their ways, modifying their sexual behavior by avoiding cigarette smoking and talking to them basically about ways in which they can have a better family planning experience.


Next slide, some of the risk and the benefits of cervical cancer screening are discussed with each individual patient.


And when we do that we talk about their individual risks, their fear of diagnosis. We talk about their - the - any type of harm perceived or real in terms of getting the screening or getting the treatments if necessary.


We talk about all the different cultural influences they could influence them going on to get cervical cancer screening including their values and then any perceived barriers of screening.


Next slide, so some of the results of what we have been able to do here at T.H.E, as a result of everything with our women’s health team we have achieved 85.7% or higher for all of our eligible patients between the ages of 21, 64 to receive a Pap test. There were only 2% had abnormal cervical findings.

For this next year we are achieving we are setting the goal for 90% or higher. And we have really worked very hard to have enhanced communication between our patients and our women’s health teams which we find has definitely helped us to lead to a better patient experience.


Next slide, so some of the lessons learned and I hope that these will be helpful to each of you as you institute your cervical screenings plan is know your patient population and tailor patient-centered screening strategies to them.


Develop a team approach and use healthcare coaches to reinforce your patient behaviors. And when I have used the term healthcare coaches I’m talking about our entire teams are usually consist of a physician, physician’s assistant and medical assistant so each one within the team basically serves as a healthcare coach.

And you want to analyze your patient outcome data regularly and change strategies to enhance the quality patient experience and satisfaction.


Next slide, one of the great things about what we do here at T.H.E is we always make sure that we have excellent partnerships. We can’t do all of this alone. And one of our outstanding partnerships is with the Los Angeles County Health Services who we rely on for referrals and specialty care as necessary.


And we also rely on shared clinical best practices within all of the 40 clinics that are within the Community Clinic Association of Los Angeles County.


Next slide, so if you ever need to contact me this is my information. And I would be very happy to share anything additionally as well as my Chief Medical Officer, Dr. Tracy Robinson so thank you.

(Saji Hijashi):
Great. Thank you very much Rise for that really amazing results as well as insight that you share.

Just for those people on the phone the Community Clinic Association of LA County is, you know, California has a County-based consortiums of health centers. They’re - they function very similar to primary care association so sharing, you know, best practices among your peer health centers is really important. Thank you very much.

So our next presenter comes from Pueblo Community Health Center in Pueblo, Colorado (Chad Hess) who is the Director of Nursing Services. (Chad) please go ahead.

(Chad Hess):
Well thank you for allowing me to participate and give you some examples of how Pueblo Community Health Center approaches cervical cancer screening so thank you.


Next slide, this is our main clinic site.


Next slide, Pueblo Community Health Center’s actually made up of five school-based wellness clinics. We have a migrant clinic, a homeless clinic, and HIV clinic that is within the family practice model. We also provide dental and mental health services.


Since 2003 they’ll center has grown by 45%.


Next slide, you can see by demographics that we have kind of a relatively paired distribution and over 60% of the health centers patients do represent an ethnicity of minority population.


Next slide, you can see in 2011 that the breakdown for cervical cancer screening by age and ethnicity that certainly our Latino population is our largest population served.


And all those only 4% are Spanish-speaking only. We rarely have any other language other than Spanish that we deal with.


Next slide, to give you a historical perspective to where we are today I need to allow you kind of share with you where we were several years ago.


I’ve been with the health center for approximately 26 years as a PA and as a governing principle. The centers emphasize preventative health care to its patients in accordance to the American Cancer Association and the United States Preventative Services Health Task Force.


The Healthy People 2000, 2010 and out 2020 have been used as external benchmarks as well as the B&C quality indicators that Dr. Miller noted earlier.


In 2000 the health centers breast and cervical cancer screening rate overall was approximately 58% for approximately 4000 women between the ages of 18 to 64. Today that number has increased to over 9000.


Our patient scheduling routine then was that cancer screening would be part of a complete physical exam. The number of physical exam appointments a provider can have scheduled per day was no more than four.


Appointment scarcity was compounded by appointments consumed for chronic disease management and acute care.


Evening clinics were reserved for acute care only. Providers managed their patient base in reference to recommended cancer screening guidelines and their MAs used an index card reminder system is known as a tickler system of when to notify patients that were due or overdue for cervical cancer screening.


The medical provider left the practice those patients would be classified as a no doc until the vacancy filled. This event did create a problem for patient care continuity.


Patient reminders for annual physical exams were mailed, pretest pregnancy tests were made available by a grant received from the March of Dimes.


The practice did provide obstetric and gynecological care which was outstanding for outreach.


In-reach was then as it is today dependent on the medical and nursing staff appeal to the patient at every encounter to provide or recommend cervical cancer screening if due.


We didn’t have an electronic database that had the ability to track women who did or did not have cervical cancer screening.


And this was entirely accomplished by a paper chart review and documentation within the patient’s healthcare maintenance record.


In 2000 our focus on women between the ages of 40 to 64 was stimulated by receiving a contract from the Colorado Women’s Cancer Control Initiative Today. It is well - it is known as Well Women Connection.


And the funding associated with that contract enabled the center to hire a dedicated MA who would case manages women in accordance with the parameters of the contract.


The efficiencies and effectiveness as measured in patient outreach, timeliness, from screening to diagnosis, care plan requirements for abnormal findings, patient follow-up and reporting made this program the blueprint of what the health center would adopt and be applied to all women in this age group who receive their primary care at the center.


This contract also required the center to subcontract for specialty care if required to treat abnormalities found for screening.


The outreach to uninsured women and the intensity of breast and cervical cancer screening focus was bested by both the medical and nursing staff of the center.


Next slide, following implementation of this program case management monitored the number of women seen and the patients who no-showed were disappointing.


The outcome initiated the formation of a Quality Improvement Team. The team consisted of a medical director, case manager, nursing and operation managers. The case manager served as a chair of the committee.


The initial steps taken were to ask patients who were being seen for cervical cancer screening to serve as a focus group to assist the QI team in identifying barriers patients perceived.


Those barriers mentioned were they did prefer women providers over male providers for these exams. When they called for an appointment there was an extended wait period.


Some voiced they didn’t need a complete physical exam but only want to have Pap smear or a mammogram. They did not like the fact that their provider left and they were not assigned to a provider or they didn’t see the same provider each time.


They also didn’t like the fact that they could have complete physical exam during evening hours. Many of the women worked during the day and the evening time was only time that they could actually come in for a physical.


They also didn’t understand why they needed a Pap smear and they also noted that they couldn’t afford the offices or the lab fee.


And what if a pathology found, who would they be referred to and how would they pay for it?


Next slide, the QI Team reviewed the focus group findings and implemented several changes in how cervical cancer screening would be offered to our patients.


Patient scheduling constraints were removed for cervical cancer screening during evening clinics. We designed a well women’s connection breast and cervical cancer screening clinic within the family practice model.


The clinic provided services at no cost to patients and if cancer was diagnosed it entitled those women to be covered by the Breast and Cervical Cancer Program or BCCP so the care would not be interrupted.


This weekly clinic has been staffed by physicians, physician assistants and currently nurse midwife’s.

We continue to provide patient reminders. These mailings have been useful and outreach tool has also provide a means to identify patients who may have left our service area whenever these mailings return and no forwarding address.


We also developed a program so that within case management would be an integral part of our patient contact.

Our desire was that our patients would get to know our case manager on a first name basis, she provides preventative health education during appointment scheduling, and periodically has groups of patients who are scheduled for the WWC clinics to come in early to meet with them and provide patient education materials of current American Cancer Association and American College of Obstetrics Gynecology cancer screening guidelines.


The patient’s view educational videos of why cancer screening is important and exposes myths to the patient in a cultural sensitive manner, provides a forum for patients to ask and receive answers to their question.

We designed and also developed an electronic patient database to provide case management with a tool to enroll and monitor time intervals of cervical and breast cancer screening, document results, and follow-up for abnormalities.


Since we’re still on the paper chart the chart is flagged to notify the medical team that the patient is due for cancer screening.


Our case manager has a passion for what she does and has been very instrumental in the success of our program coordinating patient care and being a patient advocate of core values within the program.

She has been recognized not only at a local level but also on a state level as train the trainer.


And in 2009 with our Well Women’s connection it was considered to be a best practice by the Colorado Community Health Network which oversees the community health centers here in Colorado.


Next slide, we have bilingual case managers and clinical nurses serve our patients who are Spanish-speaking have been able to provide our staff with tools of cultural competency.


This was accomplished by case managers attending a cultural competency workshop that was hosted by the Colorado Community Health Network several years ago.


This education they received they teach our clinical staff as part of an annual in-service. Certainly patients word of mouth and patient satisfaction surveys are useful tools are involved in the community and have a close collaboration with the local hospitals that represent cancer navigation programs.


Next slide, in reference to in-reach all patients are assigned a PCP for continuity of care. Our medical staff as previously noted spends a significant portion of time educating their patients of why preventative healthcare and patient engagement and follow-through are so important for their outcomes.


Other examples of it in cancer screening certainly include smoking cessation family planning, safe sex practices, human papilloma virus vaccination, HIV counseling and testing.


We utilize a healthcare maintenance flow sheet that documents health education provided in cancer screening in the patient’s medical record.


The medical director recommended to the medical staff that when patients are seen during acute care visits that if a patient is due for cervical cancer screening that these screening should be done at those visits.


At minimum schedule the patients to follow-up with them or scheduling them in the weekly WWC clinic. This strategy was put in place to capture a very transient population that we serve.


The medical director also provided nursing with standing orders for those who present - for those patients who present for a nurse patient visit for example receiving Depo-Provera or for contraception or urine pregnancy test.

The nurses will review the patient’s chart. And if the patient is due for a complete physical exam or Pap smear he or she would check to see if there was an available provider that may have an open appointment from a recent no-show.


And if the patient was willing for the screening could occur at that same timeframe. If not then the nurse would definitely schedule the patient with a PCP during an evening clinic or the weekly WWC clinic.


Nurse patient visits are monitored documented nurse compliance. If the patient was not seen or scheduled the nurses given a missed opportunity, t is factored in during evaluation during the quality of care. This event has improved our in-reach and the nursing staff is a key.


Next slide, you can see based upon the percentages of by age and by percentage of actual annual screens we do have a 13% abnormality rate.


Next slide, when we looked at to see exactly where our patients are receiving their cancer screening you can see that 55% of patients still prefer their primary care.


Now I might add that probably 65% of our medical staff are female, 5% actually enjoyed the evening clinic option.


Next slide, with the most recent recommendations screening particularly for ages women between 30 and 65 every five years if they’ve had a normal Pap smear and current HPV screening is negative there’s been an adjustment that we’re making within case management as is the management and nursing staff.


As our previous screening tactics was that if a Pap smear return ascus or greater than HPV screening was performed automatically regardless of age.


With the age change of when to screen for HPV and the factor that if any patients have had a previous CIN 1 our gynecologist would like to see annual screens coupled with age change of when to start Pap smears.


These changes are challenging for the patients’ medical and nursing staff who - we do provide ACOG screening of these to our medical and nursing staff.


We do have the luxury of having a gynecologist on staff that has been a true asset for not only the medical staff but also for patients who do need to see him when abnormalities from screening are found.


Many patients continue to voice concern and are reluctant to schedule in for cervical cancer screening based on their ability to pay these services even though their office visit may be no more than $10 and often our local hospital who’s a charity, sister charity hospital does not charge a lab fee.


We have worked hard with patients who no-show scheduled appointments whether within weekly WWC clinics or with their PCP.


We contact the patient by phone and discuss the reasons and attempt to provide solutions for those patients who no-showed.


Sometimes it’s as easy as scheduling them in a different timeframe. Different providers simply providing them with a reminder call the day of the appointment versus a routine notification of a day before.


We have those patients who are habitual no showers. These patients are contacted by their PCP to provide them with the increased emphasis of why screening is so necessary.


Next slide, we have found that women tend to put themselves last if they’re not symptomatic or if they don’t have a constraint to receive services they tend not to.


I normally hear as a practitioner that I don’t have the money to spend on myself particularly when I have clothes to buy for my children or food to put on the table.


Other missed voices to why they don’t receive cervical cancer screenings are they’re not sexually active or they use condoms, there’s no family history or someone in the family informed them that something - sometimes tests are read inaccurate and if something is wrong they don’t want to know.


For those women who are uninsured and have no means to afford human papilloma virus vaccination we have developed a system to identify them and apply the vaccine manufacture program for those women at no cost if they qualify.


Our database has improved over the years to enable case management to generate patient reminder cards and document in-patient of no-show and follow-ups.


Since we still live in a paper chart world pathologies results are received by fax. The case manager has to flag patient charts who are due for cervical cancer screening.


If these flags are misfiled the provider nurse may not see them and will subject these patients to possible missed opportunities.


Another problem that occurs in our patients that are transient and they change their phone numbers and addresses and do not notify the clinic therefore whenever we call or send reminders we either have no forwarding address or alternative phone number to reach these patients if not seen within an 18 period they’re inactivated till seen again a clinic.


Next slide, patient education of ACOG screening recommendations as noticed previously, these guidelines are well communicated to our patients with outreach and in-reach activities.


ACOG has a great Web site that you can download patient information and screening recommendations. Our medical and nursing staff are kept up to date with reference to the screening recommendations.


We believe that QI improvement activities are definitely warranted and help medical and nursing team as well as the whole organization at-large focused on the issues at hand.


Certainly medical peer review is a significant event that the medical staff received reports on a regular basis in reference to how we’re doing.


Next slide, we want to develop a cervical cancer screening database within electronic medical records which we’re on the verge of actually implementing later this year.


We want to be able to flag patient records electronically and generate patient compliance reports as well as have pathology reports imported into the program.


And we hope to improve our patient demographics of when patient phone numbers and addresses change that these updates are placed in a more quick and efficient manner.


We also want to be able to provide our patients cost of service information and make it more reliable from our case managers to the patients when they’re contacting them on the phone. We also want to continue our HPV vaccine subsidy program for those women.


Next slide, as you can see this is how we are currently in reference to our age groups in - this is in 2011. And you can also see that if we look at our Healthy People goal of 2020 that things are working fairly well for us.


Next slide, now some of the lessons learned is hire a case manager. We feel that having medical providers and keeping your nursing and medical staff trained and understanding your patient needs are key quality characteristics.


Next slide, we agree that removing cultural and language barriers and having standing medical director orders particularly for missed opportunities involve your nursing staff and hold them accountable. There - I believe they’re a significant key.

And even though gynecologists may not always be available for every health centers we were fortunate as the gynecologist that we have on staff now actually we had - when he was in full practice he actually was contracted to take care of our high risk OB.


And when he semiretired he chose to semiretire here at the health center. And I think probably being a great fishing buddy of her medical director didn’t hurt us at all either.


Certainly developed electronic database and measuring important outcomes frequently.


Next slide. I have to say that the Well Women’s Connection contract has been a key in reference to our program. The Colorado Community Health Network used to administer the WWC program which of course is a CDC underwritten program.


And when they did actually our case manager was an advisory committee member who was outstanding in reference to a lot of the strategies and imports that the program had.


The Colorado Department of Health and Environment of course we are considered to be one of the highest clinics in reference to the quality indicators in the state and that is helpful.


And because of that contract as well through WWC and through the Colorado Department of Health and Environment there is monthly health improvement team calls that the case managers are on monthly that help with strategies and other opportunities that other clinics have done to strategize to get patients in.


Next slide. So I really have to give all credit to certainly (Bernadette Lujan) is the case manager that’s been with us since 2002 I believe has been most instrumentative in really reaching out to our patients and has definitely had a passion for what she does and does it very well.


And so I left her Web site. And (Linda Thurman Sanchez) is also the Clinical Program Nursing Manager.

Please reach out to them. Certainly I’m available but I certainly want to give credit to the case managers here. Thank you very much.

(Saji Hijashi):
Great. Thank you very much (Chad) and Rise. I certainly felt a little kick in my rear of getting the screening rates. It’s really amazing what the two clinics have been able to accomplish.


I’d like to point out that we have a resource guide on the cervical cancer screening which is posted on the DPHC TA webpage along with the agenda slides and speaker files from today’s session.


We certainly encourage health centers to take a look at the resource guide which pulls together an assortment of articles, tools and recommendations.


Also and I’s like to ask the listeners to refrain from asking questions about the supplemental funding, the technical aspects of that.


And if you do have questions about the funding just submit them to OQD comments at hrsa.gov so that we can spend more time asking questions about, you know, really the how the - how the health centers were able to improve their rates.


So at this time I’d like to spend the last few minutes or so taking questions about any of the content from today’s presentation.


(Tim) can you remind people calling in once again how to ask the question?

Coordinator:
Absolutely. If you do have a question make sure your phone is un-muted, Star 1 and record your name slowly and clearly. Again Star 1 if you have a question. And we do have one in queue already. One moment.


This question will come from (Heidi Banes). Your line is open.

(Saji Hijashi):
Go-ahead (Heidi).

Coordinator:
(Heidi) please check the mute button on your phone. One final call for (Heidi Banes)? She’s not responding.

(Saji Hijashi):
Okay do we have another question?
Coordinator:
No questions currently. Again as a reminder it is Star 1.

(Saji Hijashi):
Great. Let me pose a question to either (Chad) or Lisa. What tips do you have for determining the cultural needs of your community regarding the quote, cervical cancer screening?


I noticed that you both asked the, you know, had either focus groups or ask questions directly.

How do you make sure that those suggestions are then operationalized within your health center? (Chad) do you want to start?

(Chad Hess):
Sure. Well as I mentioned we’ve basically developed a QI committee and part of that was to involve our patients and represent - we wanted to know what their perceived barrier - what they were seeing as barriers and how we could improve.


And we follow-up with that whenever we see patients and with our outreach to our case manager who gives our case manager a lot of feedback. And where actually asked them, you know, what can we - how can we make things better for you? Why don’t you come in if you do no show?


So we’re constantly soliciting our patients and trying to make improvements to the services that we provide. And I think I think that’s just part of knowing our patients.


And when we do have cultural issues at hand our case manager are well-equipped to take care of those and I’ve tried to illustrate that in the presentation.

(Saji Hijashi):
Great thanks. Lisa I want to ask you actually a related question and...
Rise Phillips:
Yes.

(Saji Hijashi):
...you have a very ambitious goal of improving your screening rates by 5% over the next year. And what - how much do you think is sort of, you know, getting the inputs from the patient or, you know, as opposed to sort of, you know, listening to your providers or is it both? How do you sort of weigh, you know, some of the requests of patients may not be so doable in a clinic.


And...
Rise Phillips:
Right, right.

(Saji Hijashi):
So how do you manage that?
Rise Phillips:
Well I think it is a combination of working with the patients and our providers because we have just instituted the - our team lead model of primary care just recently over the past year.


So as all of that becomes more cohesive I think it’s helping to, you know, drive the communications between the providers and our patients and we’re seeing the results.


We haven’t been able to actually take a look for this period for this year in terms of our cervical cancer rates that all indication is that we are - we’ve bumped up even 3% just over the past year as a result of increased training for the model that - of primary care that were using.

(Saji Hijashi):
Wow great. (Tim) do we have anybody in the queue for questions?

Coordinator:
Yes. (Leslie Grienke), your line is open.

(Leslie Grienke):
Yes hi. I worked in an FQHC in rural Wisconsin and got into your presentation late but wondered if you had any suggestion or Web site as to how I could initiate a screening program here since we have basically we’re starting at zero whether there’s any computer references or something that we could use.


We have an (Epic) system that’s recently been launched in our facility but we’re basically starting from scratch.

(Saji Hijashi):
For materials from this Web from this call you can certainly go to our TA Web site and download the presentation as well as, you know, some of the supporting documents.


And within the presentation from today there is some references to electronic health records. And I wonder if (Chad) or Lisa can help with that, you know, off-line.
(Leslie Grienke):
What was - I just have the Web site that that’s the hrsa@public.gov delivery.com. Is there a Web site I could access that you just mentioned?

(Saji Hijashi):
Yes there is. And let’s - hold on one second. So it’s...
(Leslie Grienke):
Okay.

(Saji Hijashi):
...our Technical Assistance Web site which is bphc....
(Leslie Grienke):
V as in Victor?

(Saji Hijashi):
B as in boy Bureau of Primary Health Care bphc...
(Leslie Grienke):
Okay.

(Saji Hijashi):
...hrsa.gov...
(Leslie Grienke):
Okay.

(Saji Hijashi):
.../technical assistance...
(Leslie Grienke):
Technical assistance okay.

(Saji Hijashi):
/trainings.

(Leslie Grienke):
Okay.

(Saji Hijashi):
Okay that’s it.

(Leslie Grienke):
All right. I appreciate it. Thank you.

(Saji Hijashi):
(Tim) do we have any other questions?

Coordinator:
Yes (Megan Littlefield) I’ll open your line.

(Megan Littlefield):
Hi. My name is (Megan). I’m calling from Billings, Montana and we have a large number of patients who have either recently moved into the city or who are transiently coming through the city here who have had Pap smears who say that they’ve had Pap smears done in other communities or at the Planned Parenthood here in our - in town.


Our challenge a lot of it has become sort of a record-keeping issue of trying to track down results and Pap smears from these other places.

And it seems like it should be a straight forward simple task but it becomes quite a challenge and I’m wondering if any of you have suggestions in how you’ve tackled this at your health centers?

(Saji Hijashi):
(Megan) that’s a great question. (Chad) or Lisa first do you have any suggestions?

(Chad Hess):
Well what we’ve done is of course we developed an electronic database. And so we were able to actually collect that information. But we actually contact those providers if they have Pap smears and actually asked them to fax, you know, those results over.


Now if that doesn’t happen then we basically re-Pap those women but that’s kind of how we have approached it and we’ve been fairly successful in doing that.

(Megan Littlefield):
So who was doing that contact of the other patients? Is that something that’s done by like your front desk staff when the patients call to make the appointment? Is that done by your MAs after they, you know, run the patients or who, you know, sort of who is doing that task and making sure that that actually gets accomplished?

(Chad Hess):
Well case management basically since it’s centralized and so forth our case manager basically compiles that information so that we can have that online, you know, that we can have that in the patient’s chart.

So we’ve kind of centralized that to our case management staff which has helped with documentation.

Rise Phillips:
And (Megan) this is Rise. In our case it’s a combination of both the front office and the medical assistance.

(Megan Littlefield):
Great thanks.

(Saji Hijashi):
Great thank you for the question and the answers. Next question?

Coordinator:
(Cherie Murphy) I’ll open your line.

(Cherie Murphy):
Hi (Chad) and Rise. I just wanted to say how inspired I was by hearing both of your stories. I’ve only been in a case management position for about two months. I started the week before Thanksgiving and I’ve seen many challenges.

And many of the things that you talked about are definitely some of the challenges that I’ve seen and I’m happy to see that there are solutions and that if I keep the faith and keep going that you can see the percentages increase. So thank you so much for presenting today. All of the information was really helpful for me.


But what I wanted to know is one of the challenges that I am facing is the number of patients. How do you control when there’s primarily one case manager how do you decide who you’re going to see in a day?


I mean there - the number of patients that I could see in a day because there’s only one of me and on average I have six providers working how do you manage that? How do you decide who you’re going to see your how you’re going to divide it up, who you’re going to send to the MA?

(Saji Hijashi):
Rise do you want to start with that?

Rise Phillips:
Yes. I’ll start with that. It’s a very, very good question.

We have developed a system that is pretty complex that simplistic if you look at it. But a large part of it is has to do with the scheduling in our front office.


So we have between - we have 13 individuals within the front office so all this - all this information has been culled down and used.


We have basically through our electronic medical record system we’re able to pull it all together. I don’t know do you currently have an EMR?

(Cherie Murphy):
Yes we do.

Rise Phillips:
You do? Well and it basically has just been taking a look at patterns seasonal patterns. We’re very statistical about how we do this and changing based on the providers the ones that we have for that particular day and if we have a number of (locums) who are actually working for us.

So it has basically been a scheduling challenge that we’ve been able to overcome over the past several years.

(Cherie Murphy):
Okay. So take it one day at a time?

Rise Phillips:
One day at a time basically yes.

(Cherie Murphy):
Okay.

Rise Phillips:
No magic bullet on that.

(Saji Hijashi):
I want to build on your question (Cherie) and ask (Chad) how, you know, in terms thinking about staffing to do the case management and care coordination how important is it that you have the contract with the Well Woman’s Connection and the financing of the staffing and if you can talk a little bit about that?

(Chad Hess):
Well that was a that was really key for us back in 2000 because most health centers are, you know, revenues are scarce.


And our clinical nursing staff I mean to be quite honest with you being a practicing nurse for over 30 years myself is it’s very difficult when we decentralized this to our clinical MAs for them to really effectively reach out as far as outreach and contact these women to remind them to come in for their, you know, for their appointments.


I mean when you couple that with, you know, a lot of clinics, you know, that do acute care, you know, immunizations and so forth so on there’s just so many things that really a clinical MA who’s also by the way rooming patients and assisting the provider in care to actually look at the population that we’re talking about today.


And so the approach was to demonstrate that to executive teams and illustrate them to them where we were in reference to our overall screening rate of cancer and why it was so important to dedicate a person a medical assistant who was actually a clinical MA before she went into the role as a case manager.


And again the underlying was her passion. If she doesn’t have a passion for it again I don’t think we’d have the outcomes but the resource was there with the WWC Clinic.


And as I had noted earlier the contract was so comprehensive that we found this is probably one of the best case management programs that you could design if you had never seen this contract, you know, from outside.


And what we did is we actually have two case managers not really one. But (Bernadette) is certainly the lead. We have one case manager that also does the scheduling and does a lot of the health education piece.


And then since we have a WWC Clinic which is mainly staffed with the same clinicians, same nurse they’re in in the actual teams so they’re talking to these patients as well.


So to answer your question there I think it was vital for WWC. To answer the question how do we manage such a volume of patients? It’s a weekly clinic. We maximize. We schedule 30 to 40 women a week.

Also our PC, our medical staff is very vested and they’re very involved with our actual screening. And so that’s the reason why we’re having the results we’re having is because it’s in front of us and we’re aware of it and we’re involved with it and we’re trying to get our patients to engage as well.


It’s really our no showers the ones that we really focus a lot of time on trying to figure out why do they no show.

(Saji Hijashi):
Great. Well (Chad) thank you so much for that. Unfortunately we are out of time. And for further for those that have really burning questions please feel free to contact the speakers directly with their contact information but if you have other questions you can also contact Stephanie Crist through at the Bureau of Primary Health Care and her email is scris@hrsa.gov scrist@hrsa.gov again scrist@hrsa.gov.


So I want to thank all the presenters today and thanks thank you everybody to participating in this session. We hope you found this very informative and I certainly did. And I look forward to you joining our future TA enrichment calls.


A recording of the audio portion of this call will be available on our TA Web site several days following this call. So thank you very much and good luck to everybody in quality improvement. Thanks.

Coordinator:
Today’s call has ended. Please disconnect at this time.

END
