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OBJECTIVES

• Identify challenges in improving clinical outcomes

• Define how to extract relevant and accurate data from different data 
sources

• Identify tools and strategies for improving clinical outcomes

Presenter
Presentation Notes
To give Darcy and I an idea of who is in the audience this morning by a show of hands …How many of you represent CAH, RHC, Other….To start this afternoon, I would like to tell you are little about who we are and where we are from….



HENDERSON, NEBRASKA

Presenter
Presentation Notes
We are located in south central portion of the State approximately 60 miles west of Lincoln. Henderson is a small community with a population of nearly 1,000.  



HENDERSON HEALTH CARE 
SERVICES

• 13 bed CAH 
• 2 Rural Health Clinics
• 40 bed LTC
• 12 bed ALF

Presenter
Presentation Notes
Henderson Health Care is a nonprofit organization- Our campus consists of a 13 bed critical access hospital,(begin phasing in bullets) 2 rural health clinics, long term care and assisted living alternatives



HENDERSON HEALTH CARE 
SERVICES

• Average daily census of 3.0
• Average 25 surgeries per 

month
• 55 ER visits per month
• 3 deliveries per month
• Average 900 clinic visits per 

month 
• Average of 185 Specialty 

clinic visits per month

Presenter
Presentation Notes
As you can see, (start bullets of stats)our volumes are not staggering, and in fact, on paper--are not that impressive. However, our commitment to our community and the population we serve certainly is.  This commitment drives us every day to continue to find our niche with the population we serve and be a provider of choice.With this in mind, we have focused on ensuring care close to home.  Next slide



HENDERSON HEALTH CARE 
SERVICES

• Care Close To Home
• Employ 2 MD’s, and 3 

PA’s

• Specialty Clinics
• Orthopedics
• General Surgery
• Cardiology
• Pulmonology
• Podiatry
• Oncology
• Neurosurgery
• ENT
• OB/GYN
• Allergy/Asthma
• Urology

Presenter
Presentation Notes
With this in mind, we have focused on ensuring care close to home. We employ 5 providers; 2 MD’s and 3 PA’s specializing in family practice, OB and emergency care. We have recruited specialists in the areas of Orthopedics, Surgery, Cardiology, Pulmonology, Podiatry, Ear Nose and Throat, OB/GYN, Oncology, Neurosurgery, Urology, and Allergy/Asthma. 



Presenter
Presentation Notes
A unique demographic within our service area is that we have 4 neighboring Critical Access Hospitals within 30 miles. As you can see, we compete with the surrounding hospitals for the same patients.   Each of these hospitals has a reputation of providing excellent care.  So the pressure is on us to find our niche and focus on patient capture.



OUR INITIAL CHALLENGES

• Lack of Integrated EHR 

• Process of  Data Collection

Presenter
Presentation Notes
So, not only are we one of the smallest critical access hospitals in the state of Nebraska, based in a community with a population of 1,000, surrounded by quality competition….we also faced the emerging environment of value based care models where hospitals and physicians are paid based on health outcomes. It was imperative to take a closer look at how we compared not only to other hospitals in our area, but state and national benchmarks. Having access to reliable data was mission critical.Well, guess what-  accessing dating was easier said than done. We lacked not only an integrated EHR platform with our hospital, we did not have any EHR solution in our clinic.  Data collection, tracking and trending was difficult in our clinic as paper charts were still being utilized.  You can imagine the tedious (not to mention thankless) process this was.  We felt like just like this image here. We spent countless hours literally digging through medical records trying to find the proverbial needle in the haystack.  We could hunt for hours without any meaningful results. What we did accomplish was frustrating staff and decreasing efficiency.   We realized it was imperative to implement an EHR solution in our clinics sooner than later.  It was Time to save our ship!



EHR IMPLEMENTATION
• Selected a universal platform within 

the organization
• Identified shortfalls

Presenter
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In August of 2017, we implemented the same software platform that we were using in our hospital.  There were some obvious advantages to this- it was a smaller financial investment as we simply needed to add a module to our existing system, our providers and clinical staff were already familiar with the system as they had been using it at the hospital so training would be simpler.  We thought we were off to a great start – data collection was going to be a breeze, we were winning this race!. Well Surprise!  Although we had selected a universal software platform for the clinic, we discovered immediate hurdles/shortfalls that prevented us from extrapolating the data we really needed.  As simple as this sounds, we were not able to pull accurate reports.By this I mean, we needed to customize our reports and were not able to so without incurring fees associate with each component we needed to pull.  In reality, we had only cleared the first hurdle with the EHR implementation and we no where near the finish line.  Although our EHR made access to the data easier- we could not effectively correlate the data.  We began looking for a data analytics software solution that would integrate with our EHR system.



DATA ANALYTICS PARTNERSHIP

• Investment in Technology
• Customize reports

Presenter
Presentation Notes
Back to investing in technology… We researched a variety of vendors, some were able to integrate with our EHR platform and others were not; some focused on tracking quality/performance improvement projects, others did not.  After months of research we made a decision, added an analytic software that integrated with our existing system and started customizing reports and creating a roadmap for instigating positive change.  



CLINICAL IMPROVEMENT TEAM

• Defined roles and responsibilities; provide 
education 

• Utilized team members strengths, knowledge, 
and resources

Presenter
Presentation Notes
Of course, it is hard to move forward without a team!  So we started to develop our improvement team.   Just what everyone wanted to hear right --Another committee, another meeting…. We started bringing members on to our team, defining roles, providing education regarding each measure and our strategies for success.  What we found along the way is Some team members were not a good fit, and it is imperative to recognize this and address it promptly.  If someone does not share the same passion and enthusiasm for preventative health – they should not be on the team. We pursued gathering strong team members and collaborating on specific goals, measures and benchmarks….



INITIAL QUALITY 
MEASURES/BENCHMARKS

• Physician Scorecards
• Poorly Controlled Diabetes (A1c >9)
• Overuse of Neuroimaging
• Osteoporosis Screening in Women 
• Influenza vaccination
• Controlling Hypertension 
• COPD Spirometry Evaluation
• Colorectal Cancer Screening 

Presenter
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So we started to build individual provider scorecards based on the initial measures we selected for our practice.  Initially we selected…



PROVIDER ENGAGEMENT

Presenter
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We knew that without provider engagement and support we were not going to be successful in our improvement efforts. I think we all can agree it would be nice to wave our magic wands- and have provider engagement overnight, have it for any occasion we deemed necessary, and have it consistently present every day of the year. Just magical fairy dust that we could sprinkle throughout our organizations.   Let me tell you, we are blessed with great providers, but at this point and time they weren’t real excited with our ideas when we just put them through EHR implementation.  They were feeling burdened with a new system, new work flow, new way of doing things.I want to take a few minutes to discuss our provider scorecards as this proved to be a vital first step in our provider engagement.



PROVIDER SCORECARDS

Presenter
Presentation Notes
What you see here is just a “snip it” of our full provider scorecards.  Our full provider scorecard has several components-  activity data such as total clinic visits, emergency department visits, inpatient admissions, volume of procedures such as endoscopies, deliveries, c-sections and so on.  Quality data such as our measures we will discuss today, time of arrival to ER, etc. Medical records- delinquent records if any, percentage of order sources , internal and external peer reviewInfection control data- Patients with SSI, Healthcare Associated Infections,Adverse Events- Surgical complications Patient satisfaction scoresThis chart shows our beginning scores compared to our latest results—as you can see we have achieved a quite significant improvement.We simply heightened the awareness here– Our medical staff went from dreading their scorecards to looking forward to seeing the results.  In fact did they look forward to seeing the results they started to share their results and the importance of the improvement efforts.  To give you an example, We have a clinical affiliation with the University of Nebraska Medical Center where we preceptor for both PA and MD students for clinical rotations.  Our most senior physician, who by the way was my biggest “resister” of our EHR  implementation and was becoming a real “Grinch” about any new ideas or projects –do you get the picture? We had totally upset everything that was routine to him, upset his practice for all practical purposes because nothing was “the way it used to be”.  Well low and behold, one day we overheard him eloquently explaining to a med student the importance of provider scorecards and the significance to the practice.  We had a huge win here!This slide shows the baseline scores per provider for the initial measures we selected in November 2017.  So not only were our providers seeing the results of the organization, it was broken down by each provider showing how they compared to other providers in our practice.This proved to be very effective as they became very engaged when seeing their individual statistics.  They now knew their individual performance and benchmarks to measure their own individual improvement.--- we now had achieved provider engagement.



GAP REPORTS AND ACTION PLANS
• Data overload
• Validate data
• Identified our missed opportunities/ 

Heightened our awareness of service 
capture potential

• Created specific tasks lists
• Set goals and objectives 

Presenter
Presentation Notes
So now that we had our measures identified and team members engaged, we had to figure out how we were going to bridge this gap between the correlating the data to action plans. What the heck do we do with all this data! Our GAP reports consist of every patient missed in preventative screening.  Whether it be osteoporosis, colorectal, breast cancer.  Some of the reports had upwards of 700 patients.  How in the world do we contact 700 patients in a timely manner with no FTE allocated to this position.  The GAP reports require a great deal of time for data validation, for example, ensuring all proper procedure and billing codes were being inquired, discovering that some patients within the GAP report in fact had the screening performed but outside of our facility- bringing to light the missed opportunities and bringing awareness to the services lines we were not capturing.  So several other things were coming to light here.  We created sub committees to address some of the new discoveries while developing specific actions plans, goals and objectives for our measures.   



OUR RESULTS ARE IN…

Presenter
Presentation Notes
Darcy….



UNCONTROLLED DIABETES
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Presenter
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One of the first measures we began working on was uncontrolled diabetes, when we chose to participate in an improvement project through a PTN (Practice Transformation Network) as well as, for PQRS reporting (Physician Quality Reporting System). For this, we calculated the percentage of patients age 18-75 with diabetes who had a hemoglobin A1c > 9 during the measurement period. We began with 12-13% of our diabetics being poorly controlled at the end of 2017 and are currently sitting at 6%. The yellow line represents the top MIPS Decile.  As this is an inverse measure, the lower the percentage uncontrolled the better. To help us drive the project, we enlisted one of our PA’s to become a Diabetic champion, which then initiated monthly team meetings. As our population of uncontrolled diabetics was still well below the top decile for MIPS, we had little room for improvement in our scores, but knew we could provide better care for this patient population. In our monthly team meetings, we learned our patient education was lacking. So, we began by creating and distributing Diabetic information packets for all newly diagnosed patients. Our efforts also led us to create education booklets for patients with elevated A1c’s. In addition, we invested in staff education by certifying 4  staff members ( 3RN”s and 1 RD) as Diabetes Self Management educators; which prompted a formalized DSME program through which our providers refer patients for extensive diabetic education. We also purchased 4 continuous blood glucose monitoring devices that patients could use to monitor blood sugar changes relating to meals, insulin or other medications. This was a great investment in education for our patients. As part of population health, we provide a list of patients with elevated A1c’s to our providers and clinic manager monthly.  These patients are on our “watch list” to ensure they have follow up appointments and lab work scheduled.  As a result of tracking these poorly controlled patients, we realized follow-up care really needs to be a priority for all of our diabetic patients. Our EMR helped tremendously with the this; we are able schedule Health Reminder alerts for diabetic visits and lab, which sets a reminder for staff and generates letters to our patients. Our dietician offers 1 on 1 counseling sessions for new diabetics or anyone wanting a refresher. In September, she was able to utilize our Telehealth translator to teach a newly diagnosed diabetic patient who was deaf.Furthermore, we began to celebrate the “wins” with our patients. When any of our uncontrolled patients A1c’s dropped below 9, we celebrated with them by mailing out Congratulations cards; just to show that we noticed their hard work. Diabetes is a disease that is not outwardly obvious so noticing when patients improve their health is an important motivator. Since we began working on this project, we’ve shown a 53% decrease in our uncontrolled diabetic population. 



OSTEOPOROSIS SCREENING FOR WOMEN
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Osteoporosis was our first big project with our data analytics partner. As you can see, when we began in 2017 were only screening around 30% of women for osteoporosis. The guidelines established were: percentage of female patients age 65-85 who ever had a DXA scan to check for osteoporosis. As we had already began meeting monthly with our improvement team, this project stood out as it seemed the most reasonable to handle of the larger initiatives we wanted to tackle, as it had a smaller number of patients on the gap reports we mentioned earlier.  Being a small hospital, we are great at utilizing staff to their fullest potential. We often cross train staff to other departments or give additional work assignments as volumes fluctuate. We enlisted the Radiology department staff (of 2) to help kick this project off. Their knowledge of radiology equipment, procedures, and women’s health was a true asset. We involved them in our team meetings and made plans to have them contact the patients listed on the gap reports. To streamline the process, they were also trained to schedule patients in our EHR. Prior to beginning the phone calls, we reviewed the gap report of women with our providers, so they could help eliminate patients who could not tolerate the test or who were on hospice. Once through the screening process, our Rad Techs called every patient on the report within a few weeks using a scripted message. Patients were invited to come in for a visit to discuss a DXA scan with their provider, given an explanation of the test, as well as, the option to schedule the appointment immediately. This was a smooth process for our patients and resulted in a drastic increase in our Osteoporosis screening rate!Phone conversations provided the personal touch that small communities are known for. Within 2 months, we had scheduled appointments and Dexa scans on over 115 women; where we were normal screening around 8-10 patients per month; as you can see by the huge jump on the graph. Each month, our radiology staff are provided a new report of women to contact. As you can see, our screening rates have been sustained for the last year and a half. By identifying patients at high risk for fracture, prophylactic treatment is able to be initiated. Our goal is to keep our patients healthy and mobile. As a result of this improvement, we received the Nebraska Hospital Association Quest for Excellence Award  for Critical Access Hospitals in 2018. This was a great “win” for our organization. It is so important to celebrate these accomplishments and it was nice to be recognized for our hard work!  



OSTEOPOROSIS SCREENING FOR MEN
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After much time spent on improving the Osteoporosis screening in women, we decided we also needed to look at how we were screening men. Apparently, we weren’t! With only 3% of our male patients being screened, we were quite shocked! Just when we thought we were doing well, we quickly got pulled back to reality!So, after picking ourselves up by the boot straps, we tackled this project similarly. In October of last year, we again gave the providers the gap report to review and utilized our Radiology staff to call each patient. Within 2 months we increased our screening to 20% and have since increased to 79%. The medical world for our patients is so overwhelming, especially if they have no healthcare background. Our patients were happy to come in for this screening once we explained what the test was and what it could help prevent. No one wants to fall and break a hip.  Preventative health screening is such an important factor in reducing disease. Utilizing Gap reports and our ancillary staff has had a huge impact on our patient’s health. 



INFLUENZA VACCINATION
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Influenza vaccination was something we also thought we were performing fairly well at;  we held flu vaccination clinics with good participation, over 90% of our employees were being vaccinated, and patients were self scheduling for flu shots.  We had this one in the bag!  Wrong again!  Our percentages were not as high as we thought…. As shown on this graph, in 2016 we were only immunizing 28% of our patients for the flu.  For this measure, we record the percentage of patients age 6 months and older seen for a visit between October 1st through March 31st who received a flu immunization or reported receiving it. Through team meetings, we discovered we were not updating our records if patient’s had vaccinations at outside agencies, such as local pharmacies and health departments. We received reports but rarely took the time to enter these vaccinations into our EHR. In looking at our vaccination rate, we wondered if this was a significant mistake on our part.  Would this be something that would raise our vaccination percentage just by changing one small process? To initiate this change, we simply began with education. Our nurses in the clinic were educated to input into our EHR, any outside flu vaccination records. Our hospital nurses were prompted to obtain this data for any patient admitted. Patients were encouraged to bring in a copy of their flu vaccination receipt. Flu vaccination was encouraged at clinic appointments, and promoted through social media. Furthermore in this process, we developed a questionnaire for patients to complete prior to appointments, asking the date of their last flu vaccination. It also included other preventative screenings such as, last colonoscopy, mammogram, and Dexa scan; hopefully killing 2 birds with one stone! If we were missing the flu vaccination because it was completed elsewhere, were we missing information from patients on other preventative screenings? We will touch on this again shortly.After last flu season, we stratified our data and found that the majority of patients we were missing were children age 1-18. So, this year, we are focusing our efforts on this population. We have adjusted our clinic hours to open early and stay open during the lunch hour every Monday. We have also offered specialized flu vaccination clinic hours where we are staying open evening hours to just give flu vaccines. We amped up our social media campaign (as you can see by our Facebook campaign) and sent home flyers from school advertising our extended flu shot hours. Last year, although we only worked on education, updating our records and having patients complete questionnaires, we were still able to improve our flu vaccination percentage to 40%. We are hoping to see a much larger increase this year. Especially with the promotion of our favorite mustached physician!
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Here is the questionnaire that we utilized to capture patients having Colorectal Cancer screenings outside of our facility, as well as other preventative health services. These sheets have helped to change the mindset of our patients. They know they are going to be asked at every visit about preventative health items. It also helped change the focus of our nursing staff to address these issues at every appointment and promote wellness.  When we had a patient greet one of our nurses in the waiting room saying, “I don’t want a colonoscopy but I know you are going to ask me every time.”, we decided we needed  to do more community education. In our clinic waiting rooms, we have a TV that plays health information. We had one of our providers speak to the increased questions about preventative health explaining the need for all the questions. In our clinic exam rooms, we have also added interactive monitors that review wellness tips for specific conditions like osteoporosis, COPD, diabetes, and more. The screens can be customized to what we choose but provide a good way for our patients to look up information that they may be uncomfortable asking or it may prompt them to ask questions during their visit.



HYPERTENSION
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In reviewing quality reporting options, we also chose to focus on how well our patients with hypertension were adequately controlled. Per MIPS guidelines, this included the percentage of patients age 18-85 who had a diagnosis of hypertension and whose blood pressure was adequately controlled (<140/90) during the measurement period.  Blood pressure readings had to occur at the clinic and had to be taken the same day as a diagnostic test, procedure or office visit. If no blood pressure is recorded, then it is assumed they patient’s blood pressure is not controlled. Initially for this measure, our team reviewed charts looking for follow-up appointments and repeat blood pressure checks. We discovered we were not documenting or always completing blood pressure rechecks, and follow-up appointments were not being scheduled as they should when patients were hypertensive. We chose to focus on rechecks simply because of white coat syndrome. Blood pressures tend to decrease after seeing the provider or just resting. Rechecking blood pressures was an easy step to ensure the readings we were documenting were accurate. Also, compliance with patient follow-up regarding hypertension was low in our clinic. Again, education played a key part. Our nurses were instructed to perform repeat blood pressures when elevated, as well as, to ensure these patients had a timely follow-up. Easy, quick fixes that impacted the care of our hypertensive patients. We discovered this summer that our nurses were only rechecking blood pressures if both systolic and diastolic values were above the guidelines, so we re-educated to repeat if either value was elevated. Our nurses also completed proper blood pressure measurement training in September. In July, we purchased 5 take home blood pressure monitors to loan to our patients who would tell us they only had issues while in the clinic. We send the monitors home with our patients for 2 weeks, have them keep a log and return for a follow-up appointment to review that log. We also purchased extra manual blood pressure cuffs to ensure a more accurate assessment. This summer, we also began reviewing the Gap report with our providers; so that they could get a better picture of blood pressure trends of their hypertensive patients. The report provides a better overall picture of who they need to treat more aggressively. Furthermore, we initiated letters to patients for follow up appointments. Follow through is a priority to keep patients on track, however, compliance with return visits has impacted this improvement project. Nonetheless, we have still improved from 50% to 65% currently.



COPD-SPIROMETRY EVALUATION
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COPD, Spirometry evaluation was a measure we focused our efforts on as we had recently hired a Respiratory Therapist who was able to conduct spirometry testing. Having  spirometry results allows for the most confirmative diagnosis of COPD. According to the MIPS measure description a spirometry evaluation only needs to be performed once per lifetime on patients age 18 and older with a diagnosis of COPD. Our work on this project began with our Respiratory Therapist. She assists with our Pulmonology clinic and is very familiar with COPD patient population. Our first priority was to discover how many patients actually still needed a spirometry evaluation. She contacted patients on our Gap report asking if they had completed testing in other facilities. If so, she obtained reports from those facilities, scanned into our medical records and our providers were updated with results. If outside testing was not performed, she scheduled for spirometry evaluations in our facility.Utilizing our Respiratory Therapist to contact patients proved effective, as she provided education on essential testing, initiated open-ended conversation regarding accurate diagnosis and proper treatment; as well as, collected key medical information for our patients charts. One item to note, With Michelle, our RT, helping with the Pulmonology clinic, the patients were already very familiar with her. She was well trusted and a familiar voice on the phone; which, I believe, played a significant role in patient compliance with obtaining this test.This remains a monthly task for our therapist as she receives a new list and again makes contact with the patients. This graph shows our improvement; with our screening beginning at 47% increasing to around 92% currently.



DALE’S STORY

Presenter
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Of the types of cancer that affect both men and women, colorectal (colon) cancer is the second leading cause of cancer-related deaths in the United States, according to the CDC. And was our biggest initiative to tackle yet! The United States Preventive Services Task Force recommends that all adults who are 50 to 75 years old be screened for colorectal cancer. Let’s listen to Dale’s Story.  Although this video is taken from Kaiser , we are not promoting any healthcare entity in this video, but rather the message Dale brings of the importance of preventative screening even when patients present to us for something non-related. VIDEOHow powerful is that? Dale goes in because he’s having problems with his knee and because the clinical team is engaged in preventative health screening, his cancer was diagnosed and treated early, saving his life!



COLORECTAL CANCER SCREENING
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Colonoscopy! I think everyone dreads this word and age 50 for this reason alone! They are the butt of many jokes (pun intended) and yet they are the best way to prevent colon cancer. As colon cancer screening has advanced, we are now able to also screen with hemocult cards or Cologuard testing. But, convincing patients of this is extremely difficult. When we began this journey, we were screening a mere 20% of our patients. There were more than 700 patients who met the criteria for screening when the GAP report was obtained, with updates and new patients added each month.  Without adding an FTE to focus on population health, we knew we needed to utilize our staff, resources and time efficiently. Initially, we narrowed the group to patients who have been seen at our facility within the last 3 years. Then we began by focusing on a small group; patients turning 50 years old. Collaborating with our marketing department, flyers were made explaining the risks of colon cancer and benefits of colorectal cancer screening and then mailed to this group of patients. Later, we added patients who have been screened for colon cancer via Cologuard. The MIPS measure does not include Cologuard at this time, but it does list hemocult screening cards. However we chose to include this in our internal tracking.Due to the sensitive nature of colorectal cancer screening, it was decided that contacting patients individually would be the best option. Two weeks after mailing the brochures, we had an RN make contact. She was able to provide additional education and the opportunity to schedule pre-operative visits. In analyzing the report further, it was discovered that selecting only those patients turning 50 limited our efforts too far; so we selected age ranges to address. We began by focusing on 5 year age gaps, selecting patients age 55, 60 and 65. An RN was again assigned to make follow-up calls after sending out brochures. As previously mentioned we had implemented patient questionnaires that included colorectal screening.  This identified we had some patients were having procedures at outlying facilities as well as identifying the shortfall in our own internal documentation from converting from paper to EHR.  This data just simply did not get converted into the EHR system.The education brochures were becoming a costly endeavor; including the printing, postage and employee time; especially when some of our patients did not acknowledge receiving them. For this initiative, we chose to focus on the phone calls as the 1:1 conversation seemed to produce the best results and left the brochures for patients just turning 50 or for those who had more questions. In the midst of the project, we discovered that not all staff share the same passion for Preventative Health. The first RN assigned did not enjoy contacting patients and therefore, wouldn’t prioritize these calls in her daily assignment. Up to this point, we had buy-in from our staff so this was a new hurdle. To overcome this, we split the calls between 3 engaged team members. We saw a significant improvement once we had the right people in the job. Negative attitudes can affect the outcome. Being goal oriented, we also forecasted into our budget for completing at least 4 colonoscopy’s per week. This was discussed with our medical staff and board of directors.  We had full support in our efforts. And we problem solved workflow concerns in the clinic, ( for example, our physicians preform colonoscopy's and we would need to free up their clinic schedules to accommodate and coordinate with our surgery department as we have only 1 OR. We have revamped our process many times. We are again back to mailing brochures to all patients who are age 50-55-60-65 and are no longer completing phone calls. We revised our brochures so that there are less words and are easier to read. As we were not able to assign one staff member to handle these calls specifically, we were unable to keep up on phone calls.However, our providers and clinic nursing staff have really pushed this measure. Providers review their scorecards monthly and have been addressing this with patients at each visit. Where 2 years ago, we did not see preventative screening discussed in their clinic notes, now we see it addressed on most of our patients visits. And our nursing staff has done a wonderful job of completing the screening questionnaires and encouraging patients to be screened. In the past year, we have completed 69 Cologuard tests and 97 colonoscopies. As you can see, we have increased our Colorectal Cancer screening rates from 20% to 54%. We continue to send out brochures and utilize patient questionnaires to obtain specific and up to date patient information. This process seems to be ever changing as we adjust to the many issues we have found. Our goal for 2019-2020 is to screen 65% of our patients. 



BARNEY- THE MAILER CAUGHT HIS EYE!
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So, when we contemplated the value of brochures and mailing, we were reminded that mailers do catch people’s eyes. Check out Barney’s story.



COLORECTAL CANCER 
SCREENING
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We also promoted Colon Cancer Prevention through a “Get your rear in Gear” campaign, which included registering everyone who had a colonoscopy during the months of March and April for a weekend getaway. We offered an overnight stay with a dinner date/event as the prize. We also gave out goody bags to all patients having a colonoscopy in March as this is Colon cancer prevention month, Our hospital, clinic, and long term care staff also helped to promote Colon Cancer Awareness day by wearing blue which was promoted on social media. The picture on the right is our clinic nursing staff coloring in our goal toilet (or chart). This hangs in our clinic nurse’s station as a daily reminder to address colorectal cancer screening. We are trying to “fill the toilet!” 



BREAST CANCER SCREENING
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Breast Cancer Screening was our next priority. This was another “aha” moment for us. We had tracked mammogram follow-ups for several years for PQRS, in which we were 100% compliant, so we assumed we were performing well. Surprised again! Although we were capturing repeat annual mammograms we were not capturing the majority of our female patients of mammogram age.  For measurement purposes, the MIPS definition is the percentage of women age 50-74 who had a mammogram to screen for breast cancer. Our Providers recommended following ACOG guidelines, which state all women age 40-80 should be screened.  Our measure reflects this.Again utilizing our Radiology staff, we enlisted their help in contacting patients for screening mammography.  Gap reports once again provided the task list of patients to reach out to and our staff jumped on board quickly. Additionally,  new 3D mammography was added, which was a large capital expenditure.As patient education is an important aspect, our marketing department created brochures explaining mammograms, providing Breast cancer education and introducing our new 3D technology. These were mailed to all women on the report. AS you can see, we were able to increase our Breast Cancer screening from 42% to 66% within a few months, and up to 75% currently. A discovery we made in this process was realizing we were in fact losing out on some procedures- that patient capture we are always focused on.   Patients provided feedback that they did not realize we offered these services while others stated that now that we have updated our technology they would be utilizing our mammography again.  Although advances in technology are always a large expenditure, it proves time and time again, that investing in technology is truly an investment in success.  Phone contact was a great way to promote our services and try to reclaim our community member’s allegiance. 



BREAST CANCER SCREENING

Presenter
Presentation Notes
Other items that impacted our Breast cancer screening improvement included extended mammography hours, staying open late for Mammograms. Facebook and newspaper publications also helped to promote the screening. Little reminders to patients, phone calls, and asking about last screening dates in the clinic can have a major impact on our patients health. Last October, we almost tripled our mammograms for the month, completing 85 mammograms!Little things do make a difference! Take a look at Lori’s story.



LORI’S STORY
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Again, keeping preventative health on everyone’s radar is proven to make a difference.  



HEALTH 
PROMOTIONS/SCREENINGS 

Presenter
Presentation Notes
The focus of our care delivery is evolving into the preventative health model by capturing important screenings. Finding health issues before they become a problem will result in better outcomes. As quoted by Benjamin Franklin, “an ounce of prevention is worth a pound of cure”. The challenge of altering views on healthcare from diagnostic to preventative is not easy, but we are committed to keeping our patients healthy and improving outcomes. We hosted a Wine and Wellness Women’s Night Out that includes education regarding preventative screenings and overall wellness including nutrition tips and fall prevention. Our female PA’s provided education and door prizes were handed out. We are looking to expand on this by offering vendors at our next event; with clothing and jewelry boutiques to produce a larger crowd.In February, we offer our Annual Health Fair with discounted lab testing, as well as, host a screening truck that includes discounted medical exams looking for aneurysms, arrhythmias, etc. Train Your Brain is an 18 week weight loss program hosted by Marty Wolff from the Biggest Loser. For the last 2 years, Marty has come out to Henderson to provide training weekly for 18 sessions. Together 26 participants lost 508 pounds through this program 2 years ago and 17 lost over 400 pounds this last year; with an average weight loss of 22 pounds per participant. 10 participants returned to attend the TYB limited session as a refresher course with 4 sessions. Diabetic Self Management classes continue to be offered throughout the year for our diabetic population. As this has highlighted our need for preventative health in the community, it also reminded us to look at the overall health of our employees. We recently conducted a wellness survey with our employees which focused on the physical, mental and financial health of the population that we employ. Based on our findings, we plan to offer weight management courses, lunch and learns with our dietician, CFO and Physical Therapist, discussing food choices, getting out of debt, saving strategies, budgeting, as well as, fitness and core strengthening. We also plan to focus on mental health and provide education on life management and stress reduction. Finally, with the guidance of the HIIN, we developed a Patient and Family Advisory Council. We had our first meeting at the end of October and are hoping to capitalize on their ideas for increasing preventative health screenings. We were transparent with our data and asked they return with suggestions for improving our screenings. 



FINANCIAL IMPACT
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Data analytics is a core piece of improving our the health of our community, however, it does come at a cost.  We pay a substantial monthly fee for the data, but we have also seen a large return on our investment. In Fiscal year 2017, we completed 96 Dexa scans and this  year increased to 225 scans, with an increase in revenue of over $70,0000. Colonoscopies increased from 66 to 97 per year and Mammograms increased from 136 in 2017 to 738 in 2019, with increased revenue of over $132,000. Also, as we mentioned earlier, we are surrounded by several great facilities. We knew we needed to be quick to address the rapid changes in the healthcare industry, as well as, hold a competitive position within our community. We have all seen many Critical Access hospitals and Rural health clinics struggling, several within our state. Changes had to be made to be competitive. 



OUR LESSONS AND TAKEAWAYS

• Evaluate our data resource tool
• Determine our baselines so we can measure improvement
• Set goals and develop action plans
• Educate ourselves and  team members
• Be creative, capitalize on each team member’s strength, knowledge, and 

resources 
• Embrace change
• Celebrate and promote our success

Presenter
Presentation Notes
Evaluate our data resource tool- a key lesson learned from this project is that successfully extracting and evaluating data can promote positive change. Being able to harness the power of data allowed for drastic changes to our care strategy and delivery, ultimately improving the health of our patient population. It was humbling process – but important to recognize our areas of weakness as without that we could not have embraced the change that was necessary.Determining our baselines- We had to know where we were starting in order to effectively measure our improvement.  We needed to set the bar for success..  The ability to establish/set our goals and developing very specific actions plans was imperative for us.  Holding staff accountable was critical.  Keeping engaged team members is essential.Education is key! Knowledge of our own data was the beginning of our educational process.. If you don’t know how you are performing, how can you improve? Educating our providers and clinical staff and  getting their buy in was another huge step. Finally, patient education is a vital component. As the saying goes, you can lead a camel to water but you can’t make it drink. As long as we are doing our part in educating our patients, promoting health and wellness, we are leading them to water. And the more reminders, calls and contacts  we make, we are igniting the spark within them to take control of their health. Be Creative!! Volume in our organization is always fluctuating… some departments have very busy days/weeks then  followed by down time.  So for us choosing to Utilizing our staff during those down times- not only worked from a financial vantage point but at the same time enhanced the effectiveness of our team by capitalizing on their knowledge and resources. Embrace change! I can’t tell you how many times we tried and started over with a new plan, changed or adapted work flow patterns.  it is important to be realistic and start small. Remember that nothing is perfect the first time and modifications to improve the process are always ongoing.Finally, celebrate and promote your success. When we doubled our mammograms and performed more DEXA scans in 2 months than we normally completed in a year,  we celebrated it!  And most importantly…. Next slide….. 



BOTTOM LINE … WE ARE SAVING LIVES!

Presenter
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 At the end of the day, we aren’t just improving our scores and ensuring we are financially sound… we are saving lives!  As the videos we showed today reinforced, whether it is receiving the pamphlet in the mail, the phone call received at home, the community health promotion, or one of our staff members going one step beyond … we are making a difference in the lives of our patients.   In closing, I will share with you a specific story of ours… we had a 50 year old patient come in for her routine mammogram.  The radiologist recommended a breast MRI due to her family history and dense breast tissue.  When our nurse called the patient, the patient said she preferred to set this appointment up on her own- she was going to self schedule.  After a couple of weeks our clinic nurse followed up with her as she noticed we had not received her MRI results.  Well in fact the patient had not made the appointment yet because “she just hasn’t had a chance to get to that yet”  Our nurse offered to schedule the procedure again for her- she accepted the offer.  We got the MRI scheduled, she had the MRI performed and was diagnosed with breast cancer.  Within weeks she had her oncology consults and surgery for a double mastectomy.  Today she is recovering from her surgery and has a positive future.  Her cancer was diagnosed and treated early- saving her life.  I know you all have similar stories and I want to congratulate you on the work you all do everyday.  It has been a pleasure sharing our journey with you.  And we are certainly interested in hearing your successes as well --- is there anyone who would like to share yours?  



QUESTIONS?
Darcy Ost
dost@hendersonhealth.org
Cheryl Brown
cbrown@hendersonhealth.org

mailto:dost@hendersonhealth.org
mailto:cbrown@hendersonhealth.org
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