
Welcome and 
Introduction



Å Measures progress

Å Measures progress for the Learning Collaborative as a whole

Å How we did it: Teams describe changes that resulted in improvement

Å Story Starters

Å Break

Å Regional Updates

Å Expert Panel: HIE Interoperability

Å Lunch

Å Keynote Presentation 

Å Troika activity

Å Break

Å Sharing your story: Videos

Å Wrap-up





Improvement progress,
Care Transitions shared measures

Vincent Do, BSIE, LSSMBB, LBCςSensei
Sr. Performance Improvement Specialist



Learning Collaborative

=

Best practices

+

measureable improvement

+

cross-organization learning



Å Update on Collaborative teams

ÅWins

Å Reporting progress of LC overall

Å Plan for shared measures
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» Care Transitions - Inpatient ς5 teams

ιTexas Health Resources - Fort Worth

ιBaylor Health Care System

ιJPS Health Network

ιUNT Health Science Center

ιWise Regional Health System

» Care Transitions - Outpatient ς2 teams

ιMHMR Tarrant County

ιUTSW/MoncriefCancer Institute
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» Total interventions achieved for 2014 and 

2015

ιCare Transition:  45,867

ιCare Transition - Outpatient:  1,522
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» Intervention rate for 2014 and 2015

ιCare Transition - Inpatient: 

+ Increase from 64% to 70%

ιCare Transition - Outpatient:

+ Increase from 68% to 88%
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Value 97% 96% 97% 95% 96% 96% 96% 97% 97% 96% 98% 97% 97% 96% 96% 97% 97% 97% 95%

Median 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97% 97%

Goal

Numerator: 1291 1491 1462 1458 1337 1598 1604 1615 1610 1496 1603 1522 1332 1545 1501 1559 1600 1548 1088

Denominator: 1336 1555 1515 1530 1392 1668 1679 1672 1661 1551 1641 1576 1375 1602 1569 1614 1651 1595 1149

Collaborative (2 of 5 Teams): Percentage discharged patients who 
received written discharge summary

Value

Median

Goal

Stable performance for 2014 
& 2015.

2014 

Performance

2015 YTD 

Performance

2014 

Interventions

2015 Interventions 

YTD

Total Interventions: 2014 - 

2015 YTD

96% 96% 16,565                 11,695                         28,260                           
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Value 7% 11% 38% 49% 35% 28% 50% 63% 55% 79% 82% 62% 100% 74% 88% 71% 74% 37% 93%

Median 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 62% 63%

Goal

Numerator: 26 52 182 251 135 110 207 298 292 384 425 320 384 384 443 378 413 180 71

Denominator: 391 492 482 512 382 400 416 470 534 484 521 514 385 522 504 533 555 491 76

Collaborative (2 of 5 Teams): Percentagedischarged patients whose 
follow-up provider rec'd summary within 7 days

Value

Median

Goal

Variation and decline in 
performance for 2015 until 
August.

2014 

Performance

2015 YTD 

Performance

2014 

Interventions

2015 Interventions 

YTD

Total Interventions: 2014 - 

2015 YTD

46% 72% 2,362                   2,573                           4,935                              
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Value 29% 31% 31% 33% 35% 38% 42% 46% 48% 43% 43% 48% 43% 45% 48% 45% 46% 41% 37%

Median 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43% 43%

Goal

Numerator: 398 488 478 513 503 638 742 796 833 711 722 778 652 821 826 785 821 670 497

Denominator: 1378 1555 1549 1551 1417 1700 1749 1740 1751 1642 1690 1632 1530 1811 1737 1743 1786 1633 1354

Collaborative (4 of 5 Teams): Percentagedischarged patients with 
community provider contact within 7 days

Value

Median

Goal

Slight decline in 
performance for mid 2015.

2014 

Performance

2015 YTD 

Performance

2014 

Interventions

2015 Interventions 

YTD

Total Interventions: 2014 - 

2015 YTD

38% 44% 6,822                   5,850                           12,672                           
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Value 14% 10% 32% 36% 54% 96% 99% 97% 53% 58% 71% 94% 67% 90% 73% 61% 92% 94% 92% 92%

Median 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72% 72%

Goal

Numerator 7 4 19 23 29 71 75 62 37 45 84 78 43 28 22 35 47 32 44 57

Denominator 50 42 59 64 54 74 76 64 70 77 119 83 64 31 30 57 51 34 48 62

Collaborative (2 to 3 Teams): Percentage who are provided health 
education materials related to health condition.

Value

Median

Goal

Signifiant variations throughout the 
end of 2014 and beginning of 2015.

2014 

Performance

2015 YTD 

Performance

2014 

Interventions

2015 Interventions 

YTD

Total Interventions: 2014 - 

2015 YTD

64% 82% 534                 308                      842                                 
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Value 20% 50% 88% 79% 76% 68% 65% 61% 57% 74% 70% 71% 100% 78% 100%100%100%100%100%100%

Median 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77% 77%

Goal

Numerator 1 2 7 11 28 23 54 57 28 14 44 60 55 21 39 44 37 47 66 42

Denominator 5 4 8 14 37 34 83 94 49 19 63 84 55 27 39 44 37 47 66 42

Collaborative ( 2 to 3 Teams): Percentage who received contact with 
follow-up care coordinator team within 30 days of health material 

dissemination to follow up with its use of information.

Value

Median

Goal

Exceptional performance 
for 2015 YTD! 

2014 

Performance

2015 YTD 

Performance

2014 

Interventions

2015 Interventions 

YTD

Total Interventions: 2014 - 

2015 YTD

67% 93% 329                 351                      680                                 



Å Continue monthly reporting

Å LCC will continue to have 1:1 with 
collaborative for best practice sharing 

Å JPS anchor offers data TA as requested
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September 29, 2015

Provider Contact for NO PCP Patients within 7 days of Screening 
Visit



» The current Wellness for Life Mobile 
Cancer Screening Service (WFL Mobile 
Service) has one 40-foot and two 45-
foot mobile units that perform cancer 
screenings:
ι Screening Mammography

ι Cervical Cancer Screening

ι Colon Cancer Screening (Fecal Occult Blood 

Test)

ι Prostate Cancer Screening

ι Skin Cancer Screening

ι Cardiovascular and Diabetes Screening

» Based out of Texas Health Fort Worth.

» Travels to locations in Tarrant and 
surrounding counties including Dallas, 
Denton, Grayson, and many others.18
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» 1    Manager

» 1    Mobile Operations Coordinator

» 1    Clinical Operations Coordinator

» 1    Administrative Assistant

» 3    Drivers/Admissions Clerks

» 2.5 FTE Family Nurse Practitioners

» 2.8 FTE Mammography Technologists

» 1    RN Patient Navigator

» 1    Community Outreach Coordinator

» 1    Data Analyst

» 1    Fleet Specialist (Engineering 
Department)

» 1    M.D., Medical Advisor
19



» RHP 10 encompasses a geographic area 
of 7,221 square miles.

» Breast Cancer age-adjusted rates for 
females are some of the highest in RHP 
10 counties.

» Cervical cancer death rates for women in 
Texas are higher than those of the 
United States overall.

» Colorectal cancer is the third most 
common cancer diagnosed in men and 
women and the second leading cause of 
deaths overall.

20

Data Source: CMS CHNA



» There is a lack of awareness of 
the availability of low-cost or free 
screenings.

» Transportation, scheduling and 
availability of screening and care 
are barriers to screening in rural 
areas and small towns.

» There is a severe shortage of 
primary and specialty care 
available in many rural areas and 
small towns.  Region 10 has very 
few Texas Breast and Cervical 
Cancer contractors and Federally 
Qualified Health Centers.

21

Data Source: Health Resources and Services Administration & Census Bureau



» Project expansion of the current Wellness 
for Life Mobile Cancer Screening Service 
(WFL Mobile Service)
ι To facilitate access to high-quality early cancer 

detection screening services to medically 
underserved counties in Region 10 (RHP 10).

» Target DSRIP cancer screenings:
ι Screening Mammography

ι Cervical Cancer Screening

ι Colon Cancer Screening (Fecal Occult Blood Test)

» The project includes follow up for patients 
to facilitate care transitions into specialty 
and primary care through our RN patient 
navigator.

22



» A network of primary and specialty 
care providers will be engaged as 
collaborators in Region 10.

» Patients identified as NO PCP 
(primary care physician) will be 
navigated to primary care by the 
RN Patient Navigator.
ι Approximately 48.65% of our 2,000 

patients seen thus far (approx. 973 
patients) have identified as NO PCP.

» Patients in need of follow-up as a 
result of an abnormal cancer 
screening will be navigated to 
specialty care by the RN patient 
navigator.
ι Thereby reducing the time to diagnosis 

of cancer.

23
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» The JPS Learning Collaborative in DY3 established our Care Transitions 
measure.

» Percentage of NO PCP patients seen on the mobile unit who received 
contact with his or her follow-up provider team (primary care team or 
other, including patient navigator) within 7 calendar days of their 
appointment.
ι Numerator: Number of patients in denominator with contact by follow-up provider 

within 7 calendar days of discharge.

ι Denominator: Number of NO PCP patients screened on the mobile unit within the 
defined time period.
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» Patients seen on the mobile unit are 
identified as NO PCP or having a PCP.

» Patients go through the Admissions 
Process and an XNET report is 
generated.
ι The Clinical Outcomes Analyst monitors for the 

number of NO PCP patients identified.

ι Information is exchanged for Admissions and 
relevant offices to correctly identify DSRIP 
patients.

» The Nurse Navigator reviews Patient 
Records and Provider Notes, if available, 
to see if the patient really has NO PCP or 
clinic or other place of care. 26



» Once a NO PCP patient is identified the 
Nurse Navigator:
ιPrints snapshot and creates a worksheet to 

work from.

ιDocuments her contact/calls and activities in 
CareConnect (electronic health record).

ιPrints patient NO PCP letter from Care 
Connect and adds patient name and 
appointment date.

+ Letters are sent within 7 days.

+ Letters come in both English and Spanish & include a 
ŎƭƛƴƛŎ ƭƛǎǘ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻǳƴǘȅΦ

+ Navigator documents that the letter was sent.

27
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» An Interpreter is contacted to make follow-up calls 
within 2-3 weeks.
ι Did patient get the letter?  Did they make an appointment 

with a Primary Care?  If not, why?
+ Issues with: Money, scheduling, transportation, work, and so on are 

recorded where possible.

ι If so: Name of clinic/provider and PCP appointment date (if 
available) are recorded.

» Information from Interpreter calls is documented by 
the Navigator in CareConnect.  Worksheets with 
notes are delivered to the analyst.

» Clinical Outcomes Analyst records follow-up notes for 
outcomes.

29

Interpreter Calls: high 
resource cost for low 
return/effect

12 patients 
connected to 
PCP out of 419 
NO PCP patients. 
(less than 3%)



» Calls to all NO PCP patients were 
time and labor intensive for the 
Navigator.
ι This took time away from the Navigator to 

work with patients who had abnormal 
screening results.

» There was a high proportion of 
Spanish-only speaking patients which 
required the use of an interpreter to 
make most of these calls.
ι The interpreter was needed on a regular 

basis to make approx. 100 calls a month.

» This process did obtain a lot of 
information but was cost prohibitive 
and low impact for patients.
ι Relative cost-to-benefit ratio did not even 

out when the cost of interpreters was 
high and for the most part patients were 
not connecting to a PCP.
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» The Navigator makes the follow-up call via the language 
line call system utilizing hospital interpreters within 2-3 
weeks for patients with abnormal results.

ι Did patient get the letter?  Did they make an appointment 
with a Primary Care?  If not, why?

+ Issues with: Money, scheduling, transportation, work, and so on are 
recorded where possible.

ι If so: Name of clinic/provider and PCP appointment date (if 
available) are recorded.

» Information from these calls is documented by the 
Navigator in CareConnect.  Worksheets with notes 
are delivered to the analyst.

» Clinical Outcomes Analyst records follow-up notes for 
outcomes.

31

All NO PCP patients will still 
be identified and sent letters 
with a provider/clinic list.

Patients with an identified 
health issue determined by 
screening are more likely to 
seek care and potentially 
maintain that relationship 
and be engaged in their 
health here-afterward as 
well.



» Before: Approximately 100 NO PCP calls per 
month, or more.
ι Time and labor intensive for Navigator
ι Took away from navigation for patients with 

abnormal results
ι Very few patients actually connected with a medical 

home

» After: Approximately 20 NO PCP patients with 
abnormal result calls per month, or more.
ι Navigator has more time to navigate patients with 

abnormal results
ι Utilizing the hospital interpreters via the language 

line call system means we can still adequately 
communicate well with our Spanish-speaking 
patients

ι Patients with abnormal results are more effectively 
followed-up on regarding contact with primary and 
specialty care providers

» All NO PCP patients are still contacted within 
т Řŀȅǎ ōȅ ƭŜǘǘŜǊ ǿƛǘƘ ŎƭƛƴƛŎ ƭƛǎǘ ƛƴ ǇŀǘƛŜƴǘΩǎ 
county and contact information for navigator.
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Questions?



Wellness For Life Mobile Health
Cancer Screenings

September 29, 2015

Provider Contact for NO PCP Patients within 7 days of Screening Visit



Wellness For Life Mobile Health

Å The current Wellness for Life Mobile 
Cancer Screening Service (WFL Mobile 
Service) has one 40-foot and two 45-
foot mobile units that perform cancer 
screenings:
ï Screening Mammography

ï Cervical Cancer Screening

ï Colon Cancer Screening (Fecal Occult Blood 

Test)

ï Prostate Cancer Screening

ï Skin Cancer Screening

ï Cardiovascular and Diabetes Screening

Å Based out of Texas Health Fort Worth.

Å Travels to locations in Tarrant and 
surrounding counties including Dallas, 
Denton, Grayson, and many others.

35
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Wellness for Life: Staff

Å 1    Manager

Å 1    Mobile Operations Coordinator

Å 1    Clinical Operations Coordinator

Å 1    Administrative Assistant

Å 3    Drivers/Admissions Clerks

Å 2.5 FTE Family Nurse Practitioners

Å 2.8 FTE Mammography Technologists

Å 1    RN Patient Navigator

Å 1    Community Outreach Coordinator

Å 1    Data Analyst

Å 1    Fleet Specialist (Engineering 
Department)

Å 1    M.D., Medical Advisor
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Overview & Background

Å RHP 10 encompasses a geographic area 
of 7,221 square miles.

Å Breast Cancer age-adjusted rates for 
females are some of the highest in RHP 
10 counties.

Å Cervical cancer death rates for women in 
Texas are higher than those of the 
United States overall.

Å Colorectal cancer is the third most 
common cancer diagnosed in men and 
women and the second leading cause of 
deaths overall.

37Data Source: CMS CHNA



Overview & Background

Å There is a lack of awareness of 
the availability of low-cost or free 
screenings.

Å Transportation, scheduling and 
availability of screening and care 
are barriers to screening in rural 
areas and small towns.

Å There is a severe shortage of 
primary and specialty care 
available in many rural areas and 
small towns.  Region 10 has very 
few Texas Breast and Cervical 
Cancer contractors and Federally 
Qualified Health Centers.

38Data Source: Health Resources and Services Administration & Census Bureau



Overview & Background

Å Project expansion of the current Wellness 
for Life Mobile Cancer Screening Service 
(WFL Mobile Service)
ï To facilitate access to high-quality early cancer 

detection screening services to medically 
underserved counties in Region 10 (RHP 10).

Å Target DSRIP cancer screenings:
ï Screening Mammography

ï Cervical Cancer Screening

ï Colon Cancer Screening (Fecal Occult Blood Test)

Å The project includes follow up for patients 
to facilitate care transitions into specialty 
and primary care through our RN patient 
navigator.
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Overview & Background

Å A network of primary and specialty 
care providers will be engaged as 
collaborators in Region 10.

Å Patients identified as NO PCP 
(primary care physician) will be 
navigated to primary care by the 
RN Patient Navigator.
ï Approximately 48.65% of our 2,000 

patients seen thus far (approx. 973 
patients) have identified as NO PCP.

Å Patients in need of follow-up as a 
result of an abnormal cancer 
screening will be navigated to 
specialty care by the RN patient 
navigator.
ï Thereby reducing the time to diagnosis 

of cancer.
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Community Partners

41

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCN2dhu3w-8cCFRIFkgodvc0P6Q&url=http://www.ruthsplace.org/&bvm=bv.102829193,d.aWw&psig=AFQjCNGlhFJI0csFXub7l3_2VfxymKYyrA&ust=1442504144261714
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCN2dhu3w-8cCFRIFkgodvc0P6Q&url=http://www.ruthsplace.org/&bvm=bv.102829193,d.aWw&psig=AFQjCNGlhFJI0csFXub7l3_2VfxymKYyrA&ust=1442504144261714


Overview & Background: Care Transitions
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Å The JPS Learning Collaborative in DY3 established our Care Transitions 
measure.

Å Percentage of NO PCP patients seen on the mobile unit who received 
contact with his or her follow-up provider team (primary care team or 
other, including patient navigator) within 7 calendar days of their 
appointment.
ï Numerator: Number of patients in denominator with contact by follow-up provider 

within 7 calendar days of discharge.

ï Denominator: Number of NO PCP patients screened on the mobile unit within the 
defined time period.
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Navigation Process

ÅPatients seen on the mobile unit are 
identified as NO PCP or having a PCP.

ÅPatients go through the Admissions 
Process and an XNET report is 
generated.
ï The Clinical Outcomes Analyst monitors for the 

number of NO PCP patients identified.

ï Information is exchanged for Admissions and 
relevant offices to correctly identify DSRIP 
patients.

Å The Nurse Navigator reviews Patient 
Records and Provider Notes, if available, 
to see if the patient really has NO PCP or 
clinic or other place of care.
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Navigation Process

ÅOnce a NO PCP patient is identified the 
Nurse Navigator:
ïPrints snapshot and creates a worksheet to 

work from.

ïDocuments her contact/calls and activities in 
CareConnect (electronic health record).

ïPrints patient NO PCP letter from Care 
Connect and adds patient name and 
appointment date.
ÅLetters are sent within 7 days.

ÅLetters come in both English and Spanish & include a 
ŎƭƛƴƛŎ ƭƛǎǘ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻǳƴǘȅΦ

ÅNavigator documents that the letter was sent.
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Nurse Navigator Referral Lists for Primary Care
RHP 10 & Tarrant Lists sent with NO PCP Letters
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Initial Process

Å An Interpreter is contacted to make follow-up calls 
within 2-3 weeks.
ï Did patient get the letter?  Did they make an appointment 

with a Primary Care?  If not, why?
Å Issues with: Money, scheduling, transportation, work, and so on are 

recorded where possible.

ï If so: Name of clinic/provider and PCP appointment date (if 
available) are recorded.

Å Information from Interpreter calls is documented by 
the Navigator in CareConnect.  Worksheets with 
notes are delivered to the analyst.

Å Clinical Outcomes Analyst records follow-up notes for 
outcomes.
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Interpreter Calls: high 
resource cost for low 
return/effect

12 patients 
connected to 
PCP out of 419 
NO PCP patients. 
(less than 3%)



Lessons Learned

Å Calls to all NO PCP patients were 
time and labor intensive for the 
Navigator.
ï This took time away from the Navigator to 

work with patients who had abnormal 
screening results.

Å There was a high proportion of 
Spanish-only speaking patients which 
required the use of an interpreter to 
make most of these calls.
ï The interpreter was needed on a regular 

basis to make approx. 100 calls a month.

Å This process did obtain a lot of 
information but was cost prohibitive 
and low impact for patients.
ï Relative cost-to-benefit ratio did not even 

out when the cost of interpreters was 
high and for the most part patients were 
not connecting to a PCP.
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Improved Process

Å The Navigator makes the follow-up call via the language 
line call system utilizing hospital interpreters within 2-3 
weeks for patients with abnormal results.

ï Did patient get the letter?  Did they make an appointment 
with a Primary Care?  If not, why?
Å Issues with: Money, scheduling, transportation, work, and so on are 

recorded where possible.

ï If so: Name of clinic/provider and PCP appointment date (if 
available) are recorded.

Å Information from these calls is documented by the 
Navigator in CareConnect.  Worksheets with notes 
are delivered to the analyst.

Å Clinical Outcomes Analyst records follow-up notes for 
outcomes.
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All NO PCP patients will still 
be identified and sent letters 
with a provider/clinic list.

Patients with an identified 
health issue determined by 
screening are more likely to 
seek care and potentially 
maintain that relationship 
and be engaged in their 
health here-afterward as 
well.



Improved Changes

Å Before: Approximately 100 NO PCP calls per 
month, or more.
ï Time and labor intensive for Navigator
ï Took away from navigation for patients with 

abnormal results
ï Very few patients actually connected with a medical 

home

Å After: Approximately 20 NO PCP patients with 
abnormal result calls per month, or more.
ï Navigator has more time to navigate patients with 

abnormal results
ï Utilizing the hospital interpreters via the language 

line call system means we can still adequately 
communicate well with our Spanish-speaking 
patients

ï Patients with abnormal results are more effectively 
followed-up on regarding contact with primary and 
specialty care providers

Å All NO PCP patients are still contacted within 
т Řŀȅǎ ōȅ ƭŜǘǘŜǊ ǿƛǘƘ ŎƭƛƴƛŎ ƭƛǎǘ ƛƴ ǇŀǘƛŜƴǘΩǎ 
county and contact information for navigator.
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NO PCP Letter Process
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Questions?



Shane Jones, MHA

Data Analyst

Wise Regional Health System

Learning Collaborative- September 29, 2015



Patient Centered 
Medical and 
Preventive 
Healthcare

Fit Y.O.U.T.H.

Care 
Transitions/CHF 360 

Program

Telemedicine (CCU) 
Program

Behavioral Health-
Substance Abuse 

Intensive Outpatient 
Program

Total Diabetes Care

Community Health 
Clinic

Patient Centered 
Medical Home 

Model

Pediatric Clinic

» 3 Hospitals Locations-Wise and Tarrant Counties

» Decatur Campus- Level IV Acute Care Hospital

ι 145 Beds

+ 21 CCU

+ 27 ED

» Multiple Specialty/Primary Care Clinics, Imaging, 
Dialysis and Rehab Locations

» 14 Long-term Care Facilities in 5 North Texas 
Counties

» Rapid Growth

ι 1,400+ Employees

ι 154 Active Physicians

ι 5,200+ Admissions

ι 8,100+ Surgeries

ι 31,000 ED Visits

ι 213,908 Outpatient Visits

ι $20,230,000 Charity/Indigent Care 

ι $34,222,000 Uncompensated Care



» Strategy and Methodology to Project Development
ιDSRIP Structure and Direction

ιProject Champions

ιUtilizing Current Staff Members and Other Resources

ιHired Nurse Practitioner for CHF360



» Multiple Stumbles Along The Way
ι Turnover, Turnover, Turnover

ι Educate and Train New Staff

ι Re-establishing Roles and Responsibilities

ι Policy Changes

ι Added Telemedicine Services to Cover Changes

ι Change of Hospitalist Group



» Solid, Motivated Team

» Expand Project Scope to Other Disease Areas

» Working More with Post-Acute Providers in the 
Area

» Focus on Bigger Picture and Not Just Meeting 
Milestones



1. Decreased the All-Cause Readmission Rate for CHF Specific Patients by 
41%
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2. Improvement in the Learning Collaborative Metrics



3. Establishment of the Readmission Reduction Committee and 
Improvement in All-Cause 30 Day Readmission Rate
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