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 Questions:
Throughout the
webinar, type your
questions in the chat

e 0® - feature. Be sure to

Type

ELEVATE NATIONAL LEARNING FORUM

Se Who can see your messages? Recording On

Hosts and panelists Se|eCt ”Eve ryOne"!
Applying the Value Transformation Framework V- Erenyone There will be Q&A
to Evidence-Based Care: Cancer Screening - — . .
- ' and discussion at the
June 13, 2023 \ end.

- Resources: If you
have a tool or
resource to share, let
us know in the chat!
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Agenda: Evidence-Based Care, Cancer Screening

Value Transformation Framework

« Organize Transformation Efforts Using the VTF

« Continue Elevate Journey: Evidence-Based Care, Cancer Screening

Evidence-Based Care: Cancer Screening
« ‘What', ‘Why’, ‘How'
» Centers for Disease Control & Prevention: Cancer Screening Change Packages

» Health Center perspective: Community Health of South Florida, Inc.

+ Q&A

FREE Professional Development Opportunities

» QI staff, CHWs, CHW Supervisors, Care Managers, Care Manager Supervisors



Value Transformation Framework

The Value Transformation Framework (VTF) is an organizing framework
to guide health center systems change

@‘@

« Supports change in many parts of the health center r«“ﬁ DELIVg,,
simultaneously

« Organizes and distills evidence-based interventions for
discrete parts of the systems called ‘Change Areas’ S HEALTH

- Incorporates evidence, knowledge, tools and resources %& CENTER ¥ »
relevant for action within different parts of the system, or \{p z>°
Change Areas #/v \/

 Links health center performance to the Quintuple Aim @ @ .

https://www.nachc.org/clinical-matters/value-transformation-framework/


https://www.nachc.org/clinical-matters/value-transformation-framework/
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VTF: Evidence-Based Care

RESOURCES

DOMAINS

® ®

Cancer Screening

INFRASTRUCTURE CARE DELIVERY PEOPLE . n

| Improvement Strategy | Population Health Management | Patients ACtlon GUIde
| Health Information Technology (HIT) | Patient-Centered Medical Home | Care Teams

| Policy | Evidence-Based Care | Governance And Leadership 2023 UpdatE!
| Payment | Care Coordination And Care Management | Workforce

| Cost | Social Drivers Of Health | Partnerships

Systems Approach to
Cancer Screening

C HAN G E @ EVIDENFE—EIASED CIARE .
Il\___/"l Make patient care decisions using
a process that integrates clinica
AREAS expertise and best-practice
research with patient values and
self-care motivators.




Systems Approach to
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Systems Approach to Cancer Screening
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WHAT isa systems approach to
cancer screening?

] ] A systems approach to
@ Evidence-Based Care: Cancer Screening

cancer screening
requires attention to

the infrastructure,

care delivery, and
people systems within
the health center.

Infrastructure Care Delivery People




WHY a systems approach to

cancer screening?

» Cancer burden is profound
> Screening and early detection saves lives

> Health centers play an important role in cancer screening and early detection

National screening rates have flatlined

Colorectal Cancer Screening Cervical Cancer Screening Breast Cancer Screening
HRSA UDS HRSA UDS HRSA UDS
45 56% 20.09% 41.93% 56.53% 51.00% 52.95% 45.34% 46.29%
2019 2020 2021 2019 2020 2021 2020 2021

https://data.hrsa.gov/tools/data-reporting/program-data/national


https://data.hrsa.gov/tools/data-reporting/program-data/national

HOW to take a systems approach to

. / ) erformancalso
cancer screening HTN congr, <l
abetes contro|
—
STEP 1 Engage Leadership Mt managen
epressio”
STEP 2 Apply Population Health Management Strategies " and mopg,

STEP 3 Design Models of Care that Incorporate Evidence-Based Cancer Screening

STEP 4 Create/Update Clinical Policies and Standing Orders

STEP 5 Deploy Care Teams in New Ways

STEP 6 Optimize Health Information Systems as Part of a Whole Systems Improvement Strategy
STEP 7 Monitor task performance in dashboards

STEP 8 Engage Patients and Support Self-Management

STEP 9 Tailor Treatment for Social Context

STEP 10 Maximize Reimbursement



VTF Resource

Action Guide: Evidence-Based Care

VALUE TRANSFORMATION FRAMEWORK

ATION FRAMEWORK

VALUE TRANSFORM!
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VALUE TRANSFORMATION FRAMEWORK
Action Guide
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it comes to evidence-based care?

Health centers can“package” condition-specific, evidence-based

interventions with systems-levels interventions for greater impact The ' '
‘Community Preventive Services Task Force (CPSTF) recommends multi-
companent interventions be used to address disease-specific conditions.'
The National Associatien of Community Health Centers's (MACHC) Value P g h E g d B d C A g G & d g h d S 'f' g g d
il b o ol air the Evidence-Based Care Action Guide with condition-specific companion guides
condition-specific interventians within the contex of overall health center
systems-change. The Framework's accompanying Action Guides outline

ke to target specific clinical improvements within overall system improvements:

This Evidence-Based Care Action Guide is intended to be paired with condition-specific
companion guides. It makes the broad caze for nesting clinical care improvem ents within system

D Cancer Screenin g Action Guide Diabetes Control Action Guide

HTN Screening & Control Action Guide


https://www.nachc.org/wp-content/uploads/2019/10/NACHC-VTF-Evidence-Based-Care-AG-FINAL-Oct-2019.pdf
https://www.nachc.org/wp-content/uploads/2019/10/NACHC-VTF-Cancer-Screening-AG-FINAL-Oct-2019.pdf
https://www.nachc.org/wp-content/uploads/2020/05/NACHC-VTF-Diabetes-AG-Final-12.9.19.pdf
https://www.nachc.org/wp-content/uploads/2021/01/NACHC-VTF-HTN-Action-Guide-01.21.21.pdf

STEP 1 ENGAGE LEADERSHIP

Set cancer screening as a top organizational priority.
Leadership, in partnership with staff, should set short and long-term targets for improvement

|dentify cancer screening champion(s); consider a network of clinical champions (cancer screening,
diabetes, hypertension, etc.) all working together to impact systems change

Establish a culture of quality. Provide performance data and feedback to staff as this has been shown
to improve performance.

Join state, regional, or national initiatives (American Cancer Society’s National Colorectal Roundtable
Initiative's goal to achieve a CRCS rate of 80% or higher across the nation)

15
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VTF Resource

VALUE TRANSFORMATION FRAMEWORK
Action Guide

&7 HEALTH CENTER

) LEADERSHIP

is Leadership Critical to Transformation?

As healthcare moves from volume to value-based reimbursement,
the business model and care model must connect and support one
another. How a leader or governing body uses their position and
knowledge to lead people, care delivery systerms, and infrastreoture is
essential to reaching improvements in the Quintuple Aim: improsed
health outcomes, improved patient and staff experience, reduced
costs, and improved equity. Leaders whe embrace this shift early can
advance their organization's efforts to deliver beter care with more
efficiency, gaining a competitive advantage. This Guide focuses on
actions that leaders can take to create the environment, skills, and
structune needed to SLUpPart transformation.

is Leadership’s Role in Transformation?

‘Organizational transformation, and the shift o value-based care, requires
health center leaders to develop organizational will, identify strategies
and ideas to advance the organization, and take steps o execute
«change.' A key role in this process of Wilkideas-Execution is providing the
structure that allows for success?. Transformation requires leadership
attention to the infrastructure, care delivery and peaple systenms

within the health center. While leodership encompasses such roles as
administrators and the Board, this Action Guide is focused on steps that
«an be taken by the Chief Exequtive Officer in support of ransformation.
This begins with establishing a well communicated strategic vision for

the organization and then translating that vision into an operational

plan, with systems that can evelve as needed with bottom-up and tep-
o improvements. This regquines a relentless focus on achieving the
Quintuple Alm goals one step at a time. And while “leading” is critical

e whole system change, one of the mest important elements in this
process of ransfarmation is staff engagement and support’.

Lagders can drive and

spire change by engaging the entire team and ol



https://www.nachc.org/wp-content/uploads/2022/01/Leadership-AG-Jan-2022.pdf

APPLY POPULATION HEALTH
ST E P 2 MANAGEMENT STRATEGIES

Understand the impact of cancer in your community:

CDC's U.S. Cancer Statistics Data Visualizations Tool: compares cancer rates at the county level as well as
at the congressional district, state, and national levels.

CDC's Quick Facts, CRCS: shows CRCS trends by year, state, race/ethnicity, insurance status, sex, and
age.

Agency for Healthcare Research and Quality (AHRQ)'s National Healthcare Quality and Disparities
Reports: show each state’s performance rates for a portfolio of measures, benchmarked against data

from top-performing states.

0,°,
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https://gis.cdc.gov/Cancer/USCS/#/AtAGlance/
https://www.cdc.gov/cancer/ncccp/screening-test-use/index.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcancer%2Fncccp%2Fscreening-rates%2Findex.htm
https://datatools.ahrq.gov/nhqdr
https://datatools.ahrq.gov/nhqdr

ST E P 2 APPLY POPULATION HEALTH
MANAGEMENT STRATEGIES
Empanelment Risk Stratification Models of Care Care Teams Care Management
_ _ _ Care models based on Care teams and tasks are Intensive one-on-
Matching every =egmenting patlints risk for patients to be based on the needs of the one services to

patient to a primary : m.‘i-o groupsl ° " paired with more patient population and the individuals with
care provider and Slarpwldacraizr?wze?c)l(; y appropriate care team availability of personnel, complex health and

care team. ' members and services. services, and other resources. social needs.
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STEP 3 DESIGN CARE MODELS

HIGH HIGHLY
RISK RISK /Cf) RISK COMPLEX

|

Use registries and care gap reports to identify and target patients for cancer screening within each risk group, and by age

COLORECTAL CANCER SCREENING: USPSTF RECOMMENDATIONS \\\
Screen average-risk adults aged 50-75 years (Grade A); aged 45-49 years+ (Grade B) l
Stool-based D S N DN R-1T7=T oV [ T BT-F T BCERVICAL CANCER SCREENING: USPSTF RECOMMENDATIONS
tests . Hich- s ;
St Gua-lac P women 5 1 ith cervical cytolognealana auani2nare I
» Fecal Immunochemical Test| age 21-29 creen with cervical cytolos N
Visual tests  + Colonoscopy - every 10yea \women - Screen every 3 years wit BREAST CANCER SCREENING: USPSTF DRAFT RECOMMENDATIONS
+ CT colonography - every 5y age 30-65  + Screen every 5 years with W d40
+ Flexible sigmoidoscopy - evs e naeny . 40men aged &> Biennial screening mammography
. e ciomo; . years
Hexdbis sigmakinscopy Wiy Do NOT * Women who have had a k
screen precancerous lesion or ce

+ Women younger than 21

‘he American Cancer Society (ACS) breast cancer screening recommendations for average risk women include
* Women older than 65 yeat

he option to start screening with a mammography every year at age 40 years with annual screening for womer
N 54 years of age and annual or every other year screening beginning at age 55 years.**

U.S. Preventive Services
TASK FORCE

https://www.uspreventiveservicestaskforce.org/uspstf/



https://www.uspreventiveservicestaskforce.org/uspstf/

STEP 3 DESIGN CARE MODELS

Incorporate standardized workflows in care models: Sample Colorectal Cancer Screening Algorithm

Per 2018 American Cancer Society Guideline

Before the visit
o Empanelment Assess Risk:

Personal & Family

» Risk Stratification/Segmentation
* Registries & Gap Reports
« Health Information Exchange (HIE) Data

During the visit

« Care team roles

* Clinical protocols

« Standing orders

« Provider recommendation®* (can be thru standing orders)
« Patient self-care guides/prevention checklists

« HIT/EHR clinical decision support; alerts

After the visit
« Referral and follow-up; closing the loop
« Documentation

* For adults ages 76 to 85 years, providers should individuslize

decisions about screening, after considering patient preference,
life expectancy, overall health, and prior screening history.

https://nccrt.org/resource/sample-risk-assessment-screening-algorithm/

Y
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7 HEALTH CENTER

. POPULATION HEALTH MANAGEMENT
RISK STRATIFICATION

Risk Stratification?

Risk stratification enables providers to identify the right level of care
and services for disting subgroups of patients. It is the process of
assigning & risk Status 1o patients, then using this information to direct
care and improve overall health outcomes.

Population health management reguires practices 1o consider
patients as both individuals and a5 members of a larger community o
population. A1 the individual level, a patient's fisk CaTegory is the first
step towards planning, developing and implementing a personalized
care plan. One comman stratification methad is 1o Sepment patients by

“risk” level: high-. medium- irising), and low- risk At the population level,
d o the needs of

risk stratification allows care madels to be personal

patients within each subgroup. (See Models of Care Action Glide )

A one-sire-fits-all” model, where the same |level of resources is offerad

10 every patient, is clinically ineffective and prohibitively expensive.

To maximize efficiency and improve outcomes, heaith centers must

analyze their patient population and customize care and Interventions based on identiied sis
nstance, may not want 2 high level of intensive support, and

POp,
HEALL ULATIoN

costs 4%, Healthy patients, for i
engaged through alternate models of care. With this in mind, highvintensity resources can
and should be reserved for high-risk patients. Care models based on risk with customized n rik
care at each level can flaxibly Match nead with Mare APEFOPrIale Fesaurces'H 145, VGl apgf gy Glther o WS e, s 1y
Organizations wha succeed in a value-based care environment utiize risk Models g . eVices. 1 iret
stratification a5 a tool 10 drive population hesith. dels '”"" rmrm igh, ﬂsﬁ,(;m Guiida ou:,':,:s
Plex g 208 o
S 3y,
ey

is Risk-Stratification?

The goal of risk stratification is to segment patients into distinct groups of similar compl

and care needs. For example, out of every 1,000 patients in a panel, there will ikely be g

{2098) whi could benefit fram more intensive support. This 20% of the papulation st

total health care spending in the United Statesss. Of these “higher need” patients, flve g

for nearly half of U.S. health expendituress’. Health care spending for people with five
Loy

conditions is 17 tmes higher than for peaple with no chroaic condi

n visitg,

na e, grg,
Y!nclua r ar Dlﬁﬂ?m
arn

‘""“”'ﬂe Self cope

Population Health Management Action Guides:

Empanelment Action Guide Risk Stratification Action Guide

Models of Care Action Guide



https://www.nachc.org/wp-content/uploads/2023/06/Empanelment-Action-Guide-May-2023.pdf
https://www.nachc.org/wp-content/uploads/2022/01/PHM_Risk-Stratification-AG-Jan-2022.pdf
https://www.nachc.org/wp-content/uploads/2019/11/NACHC-VTF-Pop-Health_Models-of-Care-AG_November-2019.pdf

STE P 4 CREATE/UPDATE CLINICAL POLICIES
AND STANDING ORDERS

Policies should:

v Reflect current clinical guidelines

Mﬁ\\
v' Utilize evidence-based cancer screening tests

Poﬁev Number: 3
\ eri 3
€ OASI'AL C

pOLICY T \j

v' Be constructed to address different risk levels et of Pl oo e

Version: 1 i
2 Medi :
-&ﬂmﬁiﬂ\sﬁms Klor Stan;::d;m ,
L‘a\:“sg.é States Preventive f;;’ﬁ'\mgfu{
'é‘:l!ege of Gbm'{m:':;ﬁcim;; g
ACME_M v ::::rb.“}ocwt.\’ {EHIZI)
gt al Pathology (2015); 4

Standing orders can authorize certain staff to carry out medical |z

Review Dates:

&msg To i .
Of averag: rispmwde evidence-based guidan

k Using CCHS for primagy caer” O COl0reeal
Definitions:

im:luding the

cancer (CRC) sereening for patients

- . !\L%:__.;%-_ 'ig g‘;{)f,(;d; evidence
orders (e.g., FIT test) per practice-approved protocols withouta |

g Cervical Gance
Defmitions: CEE Ly aeb

: o follo " q
.o , . . . .. ol ofthe transformation
clinician’s examination and can improve clinical measures. o

1ons are not 19
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resy n is in the &2

infectio
Py infectd o
infection, ciparetie MO

status » C’\a “;Xr::lr:ns ]
. il & 8
intervals:
° ° ° ° s th pp\ii:

Cancer Screening Guidelines include: paiew: 1800 et
smeal isk 1. W, .
only 1© 3\'5‘@%%' Uk w v;ill b’el?s:cimlem mc;;ing‘ the above criteria presen .

. . resulis. iﬁg_‘\;‘rfw" had a prior co;t:}o;lc grmr CRC sereening testing Wh'ts 8 816w or established patien, he or she

. el .

U.S. Preventive Services Task Force sl ol

ich may ha
! 10SCAPY, a copy of € may have been g, i
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https://www.uspreventiveservicestaskforce.org/
https://www.cancer.org/

STE P 5: DISTRIBUTE TASKS TO MEET CARE STANDARDS

~—

Once a health center has agreed to a minimum set of care standards for each target group, assign tasks necessary
to accomplish these standards to specific care team member roles. Create proficiency checklists.

Expand staff roles: include navigators, community health workers, care managers and others in team-based care

Create exam room tools that summarize key care parameters (e.g., recommended ages for all priority
screenings, such as cancer, depression, blood pressure, etc.).

Use daily huddles that incorporate pre-visit planning (e.g., identifying care gaps in advance of patient visit,
reminding patients of visit, etc.).

Implement standing orders to empower support staff to order or provide labs, referrals, and other services. Allow
staff to perform at the top of their licensure.

Optimize HIT!

Consider which tasks can be delegated to Determine which tasks can be completed
technology. For example, use systems to send remotely and which require staff to be at the
automated reminders and schedule services for ':{% health center in-person. Create policies and

— —— care gaps so staff members can spend less time provide remote access for staff to connect to the

manually calling patients. EHR and work from home on designated tasks.

23
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) CARE TEAMS

Focus on Care Teams?

Much has been written about the suecess of the *care team model” in
delivering high-quality, low-cest, impactful health care. Developing an
effective tearn-based rmodel of care is 3 the heart of health center efforts
1 deliver on the Quintuple Aim: improved health cutcomes, improved
staff and provider experiences, lower costs, and improved equity.

Transitioning to value-based care requires a significant shift in the way
care delivery, infrastructure, and peopla are engaged and deployed

in the health care system. In the volume-based system, a primary

care physician would need to spend an estimated 21.7 hours per day
1o provide all recommended acute, chronic, and preventive care o a
panel of 2500 patients’. It is, therefore, not Surpriging that physicians
face burnout and adults in the U S. receive anly 55% of recommended services.
The wolume-driven model of care coupled with the complexity of preventive,
acute, and chronic care needs in the context of a primary care visit, mits the
quality of service delivered®, A reinvention of the care team model—with mare
respancibility given 1o suppartive members of the care team—has proven
optimize the experience and outcomes of primary care for patients, peoviders,
and staff. In addition to improving service for chronic disease and praventive
care, fe-0Fganizing care team rokes can help address the widely-documented
problem of primary care physician shortages®27.

Uitimately, patient care IS & tsam sport. All memibers of the health center tean are
accountable for the delivery of high quality care to patients. Patient engagament,
also crucial to care, is addressed in the Palis o 2

‘While: many health centers report using a team-based approach to care, these e
systerns may not be functioning aptimally to achieve desired outcomes. This

Action Guide offers steps 1o more effectively distribute, or share, responsibility and accountability across health
center care [eams.

el@ Care Team Planning Worksheet - Patient Appointments

NACHC Quality Center,

Instructions: This tool is used for designing care teams in their future state.
Step 1. Review the 'Responsibility/Task' column to ensure it includes a complete list of activities that need to take place for an in-person visit; add/delete/medify this list, as appropriate for your health center. Not all responsibiliy
Step 2. Determine the job role 'best' able to complete each task (hint: it may not be the role currently performing the task). Use the drop-down options to select the 'hest’ role to complete the task. If "other”, document the staf
Step 3. Determine when in the patient visit this task is most often completed. If a task occurs at multiple points during a visit, document details in notes.

Step 4. Determine which technology or systems can be utilized to complete this task.

Step 5. Determine whether the task can be done by staff members working remotely.

Patient is scheduled for in-person appointment

Responsibility/Task When Technology/systems utilized Can be done by staff ren

Remind patient of confirm

Flag overdue or missing preventive/chronic care services,
Flag overdus or missing

Fi andtests

Visit Prep Flag open refarrals
Obtain records from other facilities [specialist, ED, hospital, etc |
Assemble for PCF/Care Team members to review
Additicnal?
Additional?

Complete COVID screening quastions with patient
Checkin patient
Verify and update I

Verity and update demographic ion (sddrass, phane, etc.|
Checkin Varify and updata PCP azsi

Print summary lists (meds, diagnosis, allerzy); provide to patient to review

Assess and document patient needs

Additional?

Additional?

Room patient
Take snd document vital signs [height, weight, BF, etc)
Identify and document patient's chief complaint
Screen patientfor deprassion, anxiety
Screenp , alcahol,
Screen patient for SDOH

Review and update social history
Review and update medical history
Rooming Initiate dx and allergy lists updates for clinician review =nd appraval

Initiate medication reconciliation for clinician review and approval
Order/provid hronic care services; update EHR as needed
Frriar ]

In-Person Appointments Telehealth Appointments | @ K1

Care Team Planning Worksheet: a tool to aid in the process of
distributing tasks. Considers job role 'best' able to complete a task,
technology, in-person vs remote and primary vs back-up.


https://nachc.docebosaas.com/learn/course/147/play/1136/care-team-planning-worksheet-patient-appointments
https://www.nachc.org/wp-content/uploads/2022/01/Care-Teams-AG-Jan-2022.pdf

STE P 6 OPTIMIZE HEALTH INFORMATION SYSTEMS
AS PART OF IMPROVEMENT STRATEGY

Evidence-Based Care: Cancer Screening A systems approach to

cancer screening
requires attention to
the infrastructure,

care delivery, and

@ @ people systems within

Leadership Population Health Care Teams Workforce
Management the health center.

Improvement
Strategy

Optimize Health
Information Systems



ST E P 6 OPTIMIZE HEALTH INFORMATION SYSTEMS
AS PART OF IMPROVEMENT STRATEGY

Create guidance on how to document cancer (and other) screenings within structured fields in the EHR.
Documentation should include components for:

v’ Tests/screenings that were performed

v Referrals made

v Tracking test results and follow-up

If your EHR does not allow you to track test distribution and returns, set up a simple tracking log, and assign staff to
regularly review and recall patients who have not completed a screening test.

Configure your EHR/PHM system to create Gap Reports - to identify needed preventive health screenings.

Implement automated reminders in the EHR to prompt the clinical team.

Helpful Resources:

1. Colorectal Cancer Screening and Risk Assessment Workflow: Documentation Guide for Health Center NextGen Users developed
by NACHC

2. EHR Best Practice Workflow And Documentation Guide To Support Colorectal Cancer Screening Improvement With
EClinicalWorks developed by the Health Center Network of New York with support from NACHC, ACS, and the National Association
of Chronic Disease Directors



http://www.nachc.org/wp-content/uploads/2019/01/NACHC-CRCS-NextGen-Guide-Dec-2018.pdf
https://nccrt.org/resource/ehr-best-practice-workflow-documentation-guide/
https://nccrt.org/resource/ehr-best-practice-workflow-documentation-guide/

ENGAGE PATIENTS AND SUPPORT
STEP 7 SELF-MANAGEMENT

v' Engage and educate patients about the importance of regular
cancer screening.

v Offer patient education materials in multiple languages, at
appropriate literary levels, with translators available, as needed.

2022 Messaging Guidebook for
v Provide materials that use pictures and visuals, rather than words, P e
is also important.
B | e 8%
v For CRCS, consider creating a mock stool test demonstration that
2019 Colorectal Cancer Download here

can be used to instruct patients and for patients to demonstrate Srensiin omenainx Suldabes
the teChanue Vla teaCh_baCk. Recommended Messapging to Reach the Unscresnsd

v Use telephone and text messaging systems to emphasize provider o 8
recommendations and remind patients

Download here

@
susand. PATIENT NAVIGATION TRAINING PROGRAM
Komernn.

-~ Navigation training link
‘. AAAAAAAAAAAAAAAA
“ﬁ‘ Comomuni(y Hse?aih . 27



https://www.komen.org/about-komen/our-impact/breast-cancer/navigation-nation-training-program/
https://nccrt.org/resource/2022-messaging-guidebook-black-african-american-people/#:%7E:text=The%202022%20Messaging%20Guidebook%20for,motivate%20people%20to%20get%20screened
https://nccrt.org/resource/2019messagingguidebook/
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(=) PATIENTS
PATIENT ENGAGEMENT

==y Action Guide:
Patient Engagement

Engage Patients In Care?

There is mounting evidence that patient invalvement with shared
derision-making and self-care improves health care quality and
OULCOomes at a lower cosri3345273_ Engaging patients in their own care
and treatment decisions is encouraged by leading health care authorities
such as the Agency for Healthcare Research and Quality (AHRQT and

the Institute of Medicine POM)™. Patient-centered medical home (PCMH)
recognition and accreditation organizations—including the National
Committee for Quality Assurance," the Joint Commission,” and the
Acereditation Association for Ambulatory Health Care'—all address
patient engagement in their core prindiples.

Expectations around patient engagement are embedded in national health care legislation as par of the
Affordable Care Act (Section 3506)". It is a required cornponent of the Medicare Shared Savings Program, and it
is under consideration for Centers for Medicare and Medicaid (CMS) coverage.

Building a truly patient-centric health system requires actively engaging patients. It is a system where patients
make informed decisions based on, nat only provider and care team expertise, but also thair own skills, capabilities,
walues, and goals. A robust patient engagerment process is central to a health system that delivers on the Quintuple
Aim: improved health cutcomes, improved patient and provider experiences, lower costs, and equity.

This Action Guide addresses the development of patient-centric care systems through twe key concepts: shared
decision-making and seli-care.

+ Shared decision-making (SDM) iz when health care providers and patients (including
their farily members and caregivers) work together to make a decision that is best far
the patient. This decision-rmaking process considers evidence-based information about

| available options, the providers knowledge and experience, and the patient's values and
preferences'®.

Self-care support is the assistance provided to patients, especially those with chronic
conditions, that enables them m manage their health on a day-to-day basis'®.
0 &

& & & & & & & & & & B

& & &



https://www.nachc.org/wp-content/uploads/2022/01/Patient-Engagement-AG-Jan-2022.pdf

STEP 7

i

NATIONAL ASSOCIATION OF
Community Health Centers

SELF-MANAGEMENT

ENGAGE PATIENTS AND SUPPORT

Patient:

Date:

IMPORTANT

As a woman aged 50-75 years of age, your doctor wants you to receive the following screenings based upon the
*BEST MEDICAL information. Be sure to ask your doctor, nurse practitioner or physician assistant at today’s visit to
check if you need the tests which can save your life ©.

ROUTINE CARE:
* Blood Pressure
* Depression screening

CANCER SCREENINGS:
* Breast cancer (mammogram every 1-2 years)
* Cervical cancer (Pap test every 3 years for women aged 21-65

* Weight screening and counseling for better weight years or every 5 years for women aged 30-65 who get an HPV test

control

* Screening for use of aspirin or a cholesterol lowering

medication to prevent heart disease

BLOOD TESTS:

* HbAlc for diabetes

* Hepatitis C screening

« HIV

» Diseases transmitted through sexual activity

#BEST MEDICAL INFORMATION/RESEARCH: US Preventive Services Task Force [USPSTF]:

alone or HPV test in combination with Pap test).

* Colon cancer (women aged 45-75 years; FIT test annually or other
screening/ diagnostic tests and frequencies depending on risk. 75+
depending on provider recommendation and provider preference).

LIFESTYLE:

* Tobacco use

* Alcohol use

* Relationship violence

*  Aspirin Use in some adukts 50-59 years can lower your risk for heart attack, stroke and colorectal cancer. Drugs that lower cholesterol may be used in some adults 40-75 years of age with risk factors to prevent cardiovascular disease.

Check with your doctor before taking aspirin or 2ny medication
*  Cervical Cancer screening recommended through age 65 years.
*  Blood glucose monitoring recommended in overweight adults 40-70 year: of age.
*  Hepatitiz C one-time monitoring or additional screening as needed.
*  HIV Screening throwgh 65 years of age.

29



DEVELOP/ENHANCE COMMUNITY
STEP 8 PARTNERSHIPS

Use Formal Referral Arrangements to create colonoscopy referral network:

Calculate the health center’s need for colonoscopy

« American Cancer Society Steps for Increasing Colorectal Cancer Screening Rates: A Manual for Community Health Centers,
page 17 provides calculation assistance

Identify area endoscopists

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

Formalize endoscopist partnership agreements and expectations

« Standardized Colonoscopy Reporting and Data System (CO-RADS) Recommendations: pre-, intra-, and post-procedure
elements to be documented in colonoscopy report.

» Evidence-based colonoscopy follow-up: results and any implications, next steps/treatments, timing of next screening based
upon results.

* Monitor colonoscopy procedure quality: adenoma detection rate (>30% male screening; >20% female screening), cecal
intubation rate, quality of bowel prep, use of appropriate intervals for screening and surveillance.

0,°,
N enoes sssocmon o 30
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http://nccrt.org/wp-content/uploads/0305.60-Colorectal-Cancer-Manual_FULFILL.pdf

DEVELOP/ENHANCE COMMUNITY
STEP 8 PARTNERSHIPS

HRSA Form 5A outlines service requirements for various types of partnerships in support of
cancer screening and other services.

Requirements include screening for breast, cervix, and colorectal cancers (e.g., mammography, Pap testing, fecal occult blood
testing, sigmoidoscopy, colonoscopy).

Health centers utilize one or more of the following three delivery methods to provide a service:
1. Direct (Health Center Pays): Services provided directly by the health center and for which the health center pays and bills.

2. Formal Written Contract/Agreement (Health Center Pays): Services provided on behalf of the health center by another
entity via a formal written contract/agreement, where the health center is accountable for paying and/or billing for the direct care
provided via the agreement.

3. Formal Written Referral Arrangement (Health Center Does NOT Pay): Services provided by an entity other than the
health center, with which the health center has a formal written referral arrangement (e.g., MOU, MOA, or other formal written
arrangement). The actual service is provided and paid/billed for by the other entity (the referral provider).

https://bphc.hrsa.gov/compliance/compliance-manual/chapter4

0,°,
‘“r.‘ AAAAAAAAAAAAAAAAAAAAA
I Community Health Centers


https://bphc.hrsa.gov/sites/default/files/bphc/about/form5a.pdf
https://bphc.hrsa.gov/compliance/compliance-manual/chapter4

TAILOR TREATMENT FOR SOCIAL
STEP 9 CONTEXT

v Assess patients’ potential food insecurity, housing instability, financial and other social drivers of
health (SDOH)

v Apply information to treatment decisions

v" Link to more targeted services, such as care coordination, care management or other follow-up
services

v' Refer patients to community resources, as appropriate.
v' For patients diagnosed with cancer, develop an inventory of community resources that may provide

assistance during treatment such as familyreach.org, which serves patients facing hardship after a
cancer diagnosis.

0,°,
N enoes sssocmon o 32
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https://familyreach.org/
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@) SOCIAL DRIVERS OF HEALTH

—

SOCIAL DRIVERS ( i ) [ J [ J
consider the Social Drivers of Health? OF HEALTH ot ®
Health centers, by virtue of their mission and mode|, play a pivotal . .
role in addressing Social Drivers of Health (SDOH] among medically
Social Dri f Health

underserved patients natiorwide. Signed into law in 1964 as part of
President Lyndon B. Johnson's war on poverty’, health centers serve
patients and communities at greater risk of preventable chronic and
other diseases' .

Social drivers of health are the conditions in which people are born,
grow, work, live, and age. SDOH are non-medical conditions that

include social, economic, physical, of other factors present in people’s
lives. These factors have been found to directly influence health,
functioning, and guality of life cutcomes and risks*",

Research shows that social drivers, also called social risks, may have a
greater influence on health and health equity than lifestyle choices ar
health care, with some studies suggesting that SDOH may acoount for
30-55% of health outcomes's.

The movenent of health systems toward value-based care provides
s@ni!ican( oppor[unities to address SDOH while mprnving walue and
quality of care", Value-based care is a potentially important financing
mechanism for SDOH services with npponuni[ies fr Iang-re m
sustainability and population health improvements',

can health centers do to address social risk?

SDOH include swch factors as income, edwdation, employment, faod, hausing and social inclusion
and non-discrimination. Heal‘[hy Penplezusc groups SDOH into 5 domains®:

= Ecomamic stability

= Education access and gquality

= Health care access and guality

n Negnbomood and built endronment

» Social and communi[y COnExt



https://www.nachc.org/wp-content/uploads/2023/06/SDOH-Action-Guide-May-2023.pdf

STEP 10 MAXIMIZE REIMBURSMENET

Reimbursement opportunities exist outside of the prospective- /
payment system (PPS), including: i \
\
Medicare Care Management Services ( g '
o o—|/
{ (e O
Additional reimbursement may also be available in your state — ) oO— o
from Medicaid, health home initiatives, or other payers. o—r
N - ’o*'_,

34
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Reimbursement Tips:

& Program Requirements

While encouraged as part of high-quality care, Medicare
Wellness Visits are not required to be furnished to
Medicare beneficlaries. Medicare Wellness Visit

15 are based upon the beneficiany's
enroliment date with Medicare Part B It's important to
have a mechanism in place to capture the Medicare
Part B enroliment date for both new and established
patients to assist eligibiiity determination for a
Medicare Weliness Visit.

A PHE Exceptian. With the waiver of geogrophic anmd i
originting Sites during the COVID-19 PHE, patients may |
receive AWY telehenlth services in their hames. Patients
Moy self-repart vitad signs (L., weight and blood
pressure) to the provider during o visit if they hove
aceess to the necessary medicol equipment. For
patients unobie 1o Seff-repoit, it s acceptable b
document that bady mass index and blood pressure
were not phie to be abtoined. Al other visit
requirements must still be met. The PHE tefeheaith £
fexibilities for AWV wil continue thraugh Decamber 31,
2024 after the PHE expires on Moy 11, 2023,

g Patient Eligibility & Consent

Individuals who are enrolled in Medicare Part B are
eligible to recaive Medicare Wellness Visits. Medicare
Advantage Organizations are reguired to cover thess
senvices and follow the associated CMS coverage
requirements and guidelines. Patient consent for a
Medicare Wellness Visit must be documented in the
medical record.

Table 1: Patient Eligibility for Medicare Wellness Visits

Whatis iF Wokomatm  Provensve vk Provantive visit
eckcare” 10t and o review and

wisk. Promoses  delver Perscralzed | upeate the
goodhaakh  Presenson Pln FRFS and HRA.

FQHC Requirements for Medicare Wellness Visits: Initial Preventive
Physical Exam (IPPE) & Annual Wellness Visits (AWV)

Within 12 12 merehs 12 manths
mnths of aftar FFE atter tha initial
first Part B e
snrolimens date | >12 months

atar Part B

snrclimant

and IPPE nevar

perfarmed®
O lfesima Onalifotma  Cre
benefic Usa & benefi abseguing
orlase it AW par puar
Mo coinsurance o coimsurance | Mo Coinsurance

While IPPE and AWV encounters cover some elements
of a physical exam they are not & routine physical exam,
which is defined by Medicare & “exams performed
without relationship to treatment or diagnosis for

a specific iliness, symptom, complaint, o injury.” if
additional preventive tests or services are provided
during an IPPE or AWV, a patient may be regquired to
pay coinsurance or a Part B deductile. A full st of
ather Medicare Part B covered preventive services may
be found an the ChS Medicars Welness Visits website
under the section entitied

Timeframe & Services

Medicare Wellness Visits include the IPPE and AWV,

A Deneliciarys enraliment date with Medicare Part B
is associated with the Medicare Wellness Visit services
that are furni 'shecI.Apa(ien( must first be enrolled
with Medicare Part B befare avisit can be furnished.
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@ CARE MANAGEMENT

CARE

Use Care Management with High-Risk MANAGEMENT

Patients?

Walue-based care requires health care organizations 1o better contral
the dinical and financial risks associated with high-risk patients. A
systematic process for managing the care of high-risk patients, using
Droven iNterventions in a supportive one-on-ane enviranment, has
been shawn to improve health outcomes' . High-risk patients, by
definition, have multiple health needs often compounded by complex
social and other issues. These patients are at risk for poor health
outcomes, inadequate quality of care, and increased costs **4. The
Ceners for Medicare and Medicaid Services [CMS) recognizes care
management as a critical tool to achieve the Quadruple Aim: improved
health outcomes, improved patient and staff experiences, lower costs,
and improved equity’.

This Action Guide provides the steps 1o start a health center
care management program for high-risk patients. The outlined

meet the of Chranic Care
Management (COM) services defined by CMS and, therefere, are
eligible for reimbursement.

Does a High-Risk Care Management Model Look Like?

High-risk care invelves intensive, services, provided by a
nurse or other health worker, 1o individuals with complex health and social needs.
The farmal design of a health center care management program can ensure a
standardized approach 1o managing high-risk patients by a care manager. The model
discussed in this ACion Guide is based on a nurse in the role of care manager. Other
staffing models can be employed with some modification. Key components of care
management include: identifying and engaging high-risk individuals, providing a
comprenensive a5SESSMENt, Creating an individual care plan, engaging in parient
i ing clinical iong, and g needed sendcast ',



https://www.nachc.org/wp-content/uploads/2023/06/Reimbursement-Tips_-IPPE-AWV-May-2023.pdf
https://www.nachc.org/wp-content/uploads/2022/01/Care-Management-AG_December-2021.pdf

VTF Resource

e CANCER SCREENING @

System improvements. combined with svdence based, sysems evel interventions.

ACTION STEPS ‘gﬁg" [w"ﬂ R
IMproveTRnTs within eVGence Based, ConATIoN tHECTE NTENENTNS are

|

4 Create or update clinical
policies and standing orders

based on evi
practice guidelines

https://bit.ly/VTF_EBC_Cancer-graph

Engage leadership to make
cancer screening a priority

that incorporate evidence-based
cancer screening interventions

FIT

Colonescopy

USPSTF
CcDC

4 Create or update clinical
policies and standing orders
based on evidence-based
practice guidelines

Highly Complex

2 Apply population health
management strategies, including
risk stratification and registries

3 Design models of care

5 Redefine the roles of
care team members

to work in new
innovative ways


https://bit.ly/VTF_EBC_Cancer-graph

— —

Stephanie Melillo, MPH
Health Scientist
Division of Cancer Prevention and Control
Centers for Disease Control & Prevention

®,
‘“r\ AAAAAAAAAAAAAAAAAAAAA
I Community Health Centers ®

Stephanie Melillo joined the Division of Cancer Prevention and Control at the
Centers for Disease Control and Prevention as a Health Scientistin 2011. She is a
member of the evaluation team, translating research findings into practical
resources for CDC's screening program award recipients and other public health
professionals. She has worked with the Community Preventive Services Task Force
in various capacities since 2004 and draws on this experience to inform the way

CDC thinks about the implementation of evidence-based recommendations.

www.nachc.org @NACHC 0®° | 37
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Taking Action. Saving Lives.
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Federally Qualified Health Centers (FQHCs) Vital to
Population Health

Federally Qualified Health Centers Partnered with CDC"

National Breast and Cervical Cancer Early
NATIONAL ASSOCIATION OF Detection Program (NBCCEDP)

Community Health Centers;
f _ ‘ =472 clinics

Colorectal Caner Control Program (CRCCP)

§ :
| [ A o
i f .Ill .l'.. s i
IIII ¥ I'I'i -_ L
AR R - -~
{ i i" J i r 2 L il
CENTERS FOR DISEASE™
CONTROL AND PREVEMNTIOMN

Source: Clinic data submission, March 2021

=594 clinics

39 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.




Cancer Moonshot 2.0 Priorities

* Close the screening gap

 Understand and address environmental
and toxic exposures

* Decrease the impact of preventable
cancers

* Bring cutting edge research through the
pipeline to patients CANCER MOONSHOT

N
* Improve the experiences for patients and
caregivers

Source: White House, Fact Sheet: President Biden Reignites Cancer Moonshot to End Cancer as We Know It

Division of Cancer Prevention and Control Reliable. Trusted. Scientific.



https://www.whitehouse.gov/briefing-room/statements-releases/2022/02/02/fact-sheet-president-biden-reignites-cancer-moonshot-to-end-cancer-as-we-know-it/

Despite Gains, Progress Still to Be Made

:

Cervical
Cancer

——
e —

80 e .

Breast
70 Cancer

3

60 Colorectal o
Cancer

50
40
30

20

Lung
10 Cancer

0
1987 1992 1997 2002 2007 2012 2017 2022

Percentage of Eligible Population Screened*

Source: President’s Cancer Panel, Cancer Screening in the United States: Challenges and Opportunities

41 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.



https://prescancerpanel.cancer.gov/report/cancerscreening/Part1.html#figure1

('-:'\\

U.S. Preventive Services
TASK FORCE

Cancer Screening Tests

Definition Recommendation

High certainty that the net Offer or provide this service
benefit is substantial

High certainty that the net Offer or provide service
benefit is moderate or moderate
certainty that net benefit is

B moderate to substantial

Source: uspreventiveservicestaskforce.org/Page/Name/grade-definitions

42 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.




CDC Cancer Screening Change Packages

Taking Action. Saving Lives.

St rategies, tools and resources Nearly 300 adoptable or adaptable tools and resources

to improve:
e Awareness

e W T

* Use

43 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.
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Cancer Screening is Not a Test, But a Process

9
[ ]
o
9 o
¢
]
Screemng Prompt FOllOW -Up Referral Dlagn051s Treatment
|
Navigation

Division of Cancer Prevention and Control

Reliable. Trusted. Scientific.
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B
Working Together to Keep Communities Healthy

Public Health System Medical Care System

Health Protection of Patient-
- Promotion and Vuinerable Centered DI-EG :argl::;:m
Polic People
y P Primary Care | |
I"l--_ _—--—'.

Community Partnerships
& Individual Engagement

45 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.
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Focusing Your Cancer Screening Improvement Efforts

Where is change most needed or likely to have the greatest impact?

Colorectal Cancer Screening Workflow

-~

Individual and
community
awareness

A

h

r

e

Community-
clinical linkages

~

~

Provide stool-
based test: normal
FIT
gFOBT abnormal
FIT-DNA

h

A

Py

.

Primary care visit:
educate and counsel
on risk factors for
colorectal cancer,
determine eligibility
for screening, and
discuss potential
benefits and harms of
each screening test

r

Continue
screening at
recommended
intervals

normal

h

Refer to

H[

colonoscopy J

1 abnormal

r© )

Surveillance if

o

r

Refer to abnormal
Uther_testsz normal
flexible

sigmoidoscopy,
CT colonography

polyps detected
. »

Referral to
specialist if

| diagnosed with

cancer

Division of Cancer Prevention and Control

Reliable. Trusted. Scientific.




Organizing Framework

Cancer screening services can be improved through implementing:

Change Concept Change Idea Tools & Resources

General notions that are Actionable, specific ideas Can be adapted or adopted
useful for developing or strategies for changing to support implementation

more specific strategies a process. of the Cancer screening
for changing a process improvement strategy

/

47  Division of Cancer Prevention and Control Reliable. Trusted. Scientific.
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Taking Action. Saving Lives.

Six Focus Areas
)) Follow-up and Referral
. ) ﬂ Screening Policies, Procedures, and
* Evidence and praCtlce'based Practices within Health Facilities
strategies
(X X Capacity Building for Providers and Staff
* Related tools and resources ece
vetted by experts
(5) Community-Clinical Linkages
:&; Individual and Community Awareness
NA . .
Social Determinants of Health
W N

Division of Cancer Prevention and Control Reliable. Trusted. Scientific.
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Focus Area Selection

Focus Area

Organizing
Framework PDF

Focus Area
Definition

Division of Cancer Prevention and Control

|

Colorectal Cancer Screening Change Package

Print

For adults aged 45 to 85 years who do not have signs or symptoms of colorectal cancer and who do not have a personal or
family history of colorectal cancer or colorectal polyps, no history of genetic syndrome such as familial adenomatous
polyposis or hereditary non-polyposis colorectal cancer (Lynch syndrome), and no prior diagnesis of inflammatory bowel
disease (see the U.S. Preventive Services Task Force recommendation [44 ).

Select a Focus Area
LW,
N :&% @

Social Determinants of

Individual and Community Community-Clinical
Health :
Awareness Linkages
& »
aee
Capacity Building for Screening Policies, Follow-up and Referral
Providers and Staff Procedures, and Practices

To help you make your selection, read the descriptions below or view the organizing framework in the Cancer Scr

Change Packages: Overview. [PDF-000KB]

Social Determinants of Health

The social determinants of health focus area includes tools and resources to inform and educate about “the non-medical
factors that influence health outcomes. They are the conditions in which people are born, grow, work, live, and age, and the
wider set of forces and systems shaping the conditions of daily life. These forces and systems include economic policies and
systems, development agendas, social norms, social pelicies, racism, climate change, and political systems.”!

Reliable. Trusted. Scientific.




Four Cancer Screening Change Packages

Supporting the delivery of cancer screening services that received A or B recommendations from
United States Preventive Services Task Force

Breast cancer

Cervical cancer Launched February 2023

Colorectal cancer

Lung cancer

50 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.



Questions?

Demonstration?
Sh U1
CERA Y a -

Visit: Contact: dcpccommunications@cdc.gov
cdc.gov/cancer/dcpc/resources/change-packages/

Cancer Screening Change Packages

Taking Action. Saving Lives.

The Cancer Screening Change Packages are intended to support the delivery of
cancer screening services that have received A or B recommendations from the
United States Preventive Services Task Force (USPSTF). These packages—

Cancer Screening Change
Packages Overview

Are Iintended for health care professionals in various clinical settings,
ncluding single and group practices, health maintenance organizations,
rederally Qualified Health Centers, imaging and cancer center facilities, and
public health departments. and the practiti

s who partner with them,

Present a list of evidence-based and practice-based changes that clinicians
can select from to improve cancer screening.

tools and resources that can be used or

ical teams with pract;
orove the reach and effectiveness of their cancer screening
efforts,

Take into consideration that the decision to start the screening process may
begin before a person engages with the health care system (see Appendix A
n the Overview PDF). Therefare, these change packages provide toals and

resources to address information gaps and barriers to recommended

Cancer screening.

H For more detailed information about
Access the Cancer Screening Change e dera ament ant rarees s
Pa Ckages to create these change packages,

The Cancer Screening Change Packages are available for breast,
ata] al cancers. Phase 2 will add ange package for lung cancer.

Click an image below to select a change package.

51 Division of Cancer Prevention and Control Reliable. Trusted. Scientific.



http://cdc.gov/cancer/dcpc/resources/change-packages/
mailto:dcpccommunications@cdc.gov?subject=Information%20about%20Cancer%20Screening%20Change%20Package

Thank you!

Go to the official federal source of cancer prevention information:

www.cdc.gov/cancer

o(7 Cancer
o<  Prevention

Division of Cancer Prevention and Control

— Reliable. Trusted. Scientific.
o/ Works

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position of the Centers for Disease Control and Prevention.
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CoMmmMunITY HEALTH

of SouTH FLORIDA, INC.

Allison has 40 years of healthcare experience and has served at Community Health of
South Florida, Inc. (CHI) for the past 20 years. She has been involved in just about every
aspect of CHI since beginning her journey there in 2003, starting as a billing liaison, then
creating a HEDIS department when Value Based Care became a focus of health plans.

This grew to become the Care Management Department which includes a focus on

HEDIS measures, Care Management, and referrals. Allison currently serves as Assistant

Allison Madden VP of Performance Improvement/Quality. She is also a certified professional coder and
Assistant Vice President, Performance

: has a Masters degree in Integrated Healthcare Management.
Improvement/Quality

@
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Health Center Perspective &% C/HI

CoMmmMunITY HEALTH

of SouTH FLORIDA, INC.

« Capture Structured Data

«  Work with your HCCN, if relevant (we are a member of Health Choice Network)
 Create reports/forms to capture data in structured fields

» Leverage resources of your EHR (e.g., smart phrases)
» Close Care Gaps

+ Patients on the schedule (pre-visit planning)

 Patients not yet scheduled for appointments (care gap reports)
 Train Staff

 Providers - key to data capture
+ 30-min trainings 1x/week on EPIC features (schedule optimization, ‘smart phrases’)
* Instructional on creating notes that include ‘smart phrases’

 (Careteam

0,0,
'“r.\ NATIONAL ASSOCIATION OF 54
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FREE Professional Development Training Opportunities

NACHC is covering the cost for a limited number of health center staff to participate in
professional development training opportunities tailored specifically to health center roles:

Care Management
« Essentials training for health center care managers with 0-2 years of experience
« Intermediate training for health center care management with over 2 years of experience
« Leading training for health center staff who supervise care mangers (may or may not be care managers themselves)

Community Health Workers
» Course for new health center CHWs
« Course for health center CHW supervisors (may or may not be CHWs themselves)

Quality Improvement
» Course for health center QI staff

@ n ﬂ Trainings will begin in September m n n
o . Application available soon, due July 19t"! SWA o




VTF Health Center Assessment

Allows health center staff to self-assess organizational progress in
activities important to value transformation.

« Can be completed at the beginning of a transformation initiative to set a baseline and then
repeated over time to measure improvement.

« Recommended that 3 or more health center staff complete the assessment to get a balanced
perspective of organizational progress in areas of systems change.

« Health centers can electronically share their averaged score with fUTF\
their PCA/HCCN to help drive value transformation efforts at the t\)
state/regional level. reglantern.com/vtf

)i]'ﬁ\ NAT\ONAL. AAAAAAAAAAAAA @NACHC o@o | 57
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https://reglantern.com/vtf

Opportunities to Expand Care Team Skills

Register
https://bit.ly/2023Elevate m
\ ‘VTF‘ Unlock Workforce
K ) Upskill Opportunities!
f =

g Assess https://reglantern.com/vtf

V-
Ideally 3+ staff complete the VTF Assessment

i) ¥

— i
National Learning Forum: (2] Engage: Monthly Forum & Supplemental Sessions
Guided application of the VTF registered participants

/

"-,(D Access: Online Resources

https://nachc.docebosaas.com/learn/signin


https://reglantern.com/vtf
https://bit.ly/2023Elevate
https://nachc.docebosaas.com/learn/signin




SHARE YOUR
FEEDBACK

Don’t forget! Let
us know what
you thought
about today’s
session.

FOR MORE INFORMATION CONTACT:
qualitycenter@nachc.org

Next Monthly Forum Call:

Cheryl Modica

Director, Quality Center
National Association of Community _ JU|y 1 1 , 2023
Health Centers 1:00 - 2:00 pm ET

cmodica@nachc.org
301.310.2250



mailto:qualitycenter@nachc.org
mailto:cmodica@nachc.org

Together, our
voices elevate’ all.

The Quality Center Team
Cheryl Modica, Cassie Lindholm, Holly Nicholson, & Addison Gwinner
qualitycenter@nachc.org



mailto:qualitycenter@nachc.org
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How the VTF and Elevate Support Health Center Systems Change

Begin Transformation
Transformation joqrney
Journey Continues

Identify Transformation Team

. Register for Elevate . Reassess; VTF Assessment
» Leadership support

| *  Measure transformation
* Interdisciplinary (QI, clinical, finance, HIT, operations)

T — *  Identify areas for focused
- Care team member engagement dentify for
improvement

* Leverage the VTF

. Complete the VTF Assessment « Organize transformation efforts using VTF and

«  Assess progress on transformation continuum VTF Assessment results
« Identify areas for focused improvement
*  Unlock professional development opportunities *  Access Elevate Resources _
«  Attend monthly Elevate learning forums
- | Set Goals Based on VTF Assessment Results * Apply steps from evidence-based Action

. Guides, reimbursement tip sheets, and other
Incorporate into Health Center QI Plan resources P

* Which Change Areas are most in need Access eLearning modules & microlearnings
«  Engage with peers nationally

of improvement?
« Opportunities to leverage other health



Presenter Notes
Presentation Notes
CM

https://bit.ly/2023Elevate
http://www.reglantern.com/vtf
http://www.reglantern.com/vtf
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WHAT are the clinical guidelines

for colorectal cancer screening?

Clinical guidelines recommend screening men and women at
average risk for colorectal cancer aged 45-75 years

Average risk individuals have no:

v' Personal or family history of adenomatous polyps or colorectal cancer.

v' Personal history of inflammatory bowel disease such as Crohn’s disease
or ulcerative colitis.

v' Genetic syndrome such as familial adenomatous polyposis or hereditary
non-polyposis colorectal cancer.

Adults 76-85 years of age may be screened depending on their
overall health and personal preferences.

US Preventive Services Task Force (USPSTF)
American Cancer Society

r\ NATIONAL ASSOCIATION OF
I Community Health Centers

64


https://www.uspreventiveservicestaskforce.org/uspstf/document/RecommendationStatementFinal/colorectal-cancer-screening
https://www.cancer.org/health-care-professionals/american-cancer-society-prevention-early-detection-guidelines/colorectal-cancer-screening-guidelines.html
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Stool-based tests

Fecal Immunochemical Tests (FIT) - every year

, e , F isk adult
High-sensitivity Guaiac Fecal Occult Blood Tests (gFOBT) - every year [ roraverage risk aduis

FIT-DNA - every 1 or 3 years

Visual tests
Colonoscopy - every 10 years

CT colonography - every 5 years
Flexible sigmoidoscopy - every 5 years

Flexible sigmoidoscopy with FIT - Flexible sigmoidoscopy every 10 years plus FIT every year

Annual, high-quality stool-based screening is comparable to a high-quality colonoscopy-based screening program when positive
stool tests are followed by colonoscopy (see NACHC Cancer Screening Action Guide for relevant references).

Achieving high CRCS rates requires use of both stool-based and visual tests to balance logistics, patient preference, staffing, and
availability of providers who can perform colonoscopies.


https://www.nachc.org/wp-content/uploads/2019/10/NACHC-VTF-Cancer-Screening-AG-FINAL-Oct-2019.pdf

WHAT are 3 types of stool-based tests?

o’]

)
Q

r\ NATIONAL ASSOCIATI
I Community Heall

Type

FIT
(CLIA-waived)

HSgFOBTs*

mt-sDNA

ON OF
alth Centers

OC Light iFOB Test

QuickVue iFOB

Hemosure One-
Step iFOB

Insure FIT

Hemoccult-ICT

Hemoccult Il
SENSA

Cologuard

Ponmedco 78.6%-97.0% 88.0-92.8% 1
Quidel 91.9% 74.9% 1
Hemosure, Inc. 54.5% 90.5% lor?2
Clinical Genomics 75% 96.6% 2
Beckman Coulter 23.2%-81.8% 2or3
Beckman Coulter 61.5%-79.4% 86.7%-96.4% 3
Exact Sciences 92.3% 89.8% 1

http://nccrt.org/wp-content/uploads/dim_uploads/IssueBrief FOBT_CliniciansRef-09282019.pdf

*Direct comparison between tests is not possible; consult original studies for additional information.
+High-sensitive guaiac-based FOBT; Hemoccult Il and generic guaiac-based tests should not be used.

66


http://nccrt.org/wp-content/uploads/dlm_uploads/IssueBrief_FOBT_CliniciansRef-09282019.pdf

WHAT are the clinical guidelines for

cervical cancer screening?

Screen with cervical cytology alone every 3 years

« Screen every 3 years with cervical cytology alone, OR
« Screen every 5 years with high-risk human papillomavirus (hrHPV) testing alone, OR

« Screen every 5 years with hrHPV testing in combination with cytology (co-testing)

« Patients who have had a hysterectomy with removal of the cervix and no history of a high-grade
precancerous lesion or cervical cancer

Do Not . : :
« Patients with a cervix younger than 21 years

Screen

« Patients with a cervix older than 65 years with adequate screening history and not otherwise at risk for
cervical cancer

U.S. Preventive Services Task Force Final Recommendation Statement, Cervical Cancer Screening 67


https://www.uspreventiveservicestaskforce.org/uspstf/document/RecommendationStatementFinal/cervical-cancer-screening

WHAT are the clinical guidelines for

cervical cancer screening?

* Primary HPV test every 5 years

« If primary HPV testing not available:

 HPV + Pap test every 5 years OR
« Pap test alone every 3 years

Do Not « Patients who have had regular screening in the past 10 years with normal results and no history of cervical
Screen intraepithelial neoplasia grade (CIN-2) or more serious diagnosis within the past 25 years.

The American Cancer Society Guidelines for the Prevention and Early Detection of Cervical Cancer
FDA Approved 'Primary' HPV Tests

68


https://www.cancer.org/cancer/types/cervical-cancer/detection-diagnosis-staging/cervical-cancer-screening-guidelines.html
https://www.fda.gov/media/122799/download

WHAT are the clinical guidelines for
colorectal cancer screening?

* FIT-DNA - every 1 or 3 years
» High-sensitivity Guaiac Fecal Occult Blood Test (gFOBT) - every year

« Fecal Immunochemical Tests (FIT) - every year

» Colonoscopy - every 10 years
« (T colonography - every 5 years

» Flexible sigmoidoscopy - every 5 years

» Flexible sigmoidoscopy with FIT - Flexible sigmoidoscopy every 10 years plus FIT every year

U.S. Preventive Services Task Force Final Recommendation Statement, Colorectal Cancer Screening

69


https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/colorectal-cancer-screening2

WHAT are the clinical guidelines for

breast cancer screening?

« Biennial screening mammography

U.S. Preventive Services Task Force Final Recommendation Statement, Breast Cancer Screening

70


https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breast-cancer-screening

WHAT are the clinical guidelines for

breast cancer screening?

« Option to start screening with annual mammography

« Annual mammogram

« Yearly mammogram or switch to mammogram every other year; continue screening as long as patient is in
good health and life expectancy is at least 10 years

American Cancer Society Recommendations for the Early Detection of Breast Cancer

71


https://www.cancer.org/cancer/types/breast-cancer/screening-tests-and-early-detection/american-cancer-society-recommendations-for-the-early-detection-of-breast-cancer.html
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