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For what services does your organization conduct centralized telephone
outreach?

Appointment Reminders

Flu-shot & vaccine reminders
Identifying gaps in screening history
Other

Completing screening questionnaire prior to appointment

Re-enrollment reminders
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Other (please specify):
* Post-discharge follow-up (Contra Costa, Riverside, UC Davis, UCLA)
e Scheduling appointments, generally (Alameda)
e Mammograms (San Francisco, San Mateo)
e FIT testing (Contra Costa, San Francisco)
» Pap (San Francisco)
For additional outreach efforts, see handout UCSF Medical Center

UGSF Benioff Children’s Hospital



Q3: If you use a vendor, which vendor do you
use?

= CipherHealth (San Joaquin, UC Davis, UCLA)
= ClienTell (UC Davis, UCLA)

= Emmi (UC Davis)

= Televox (Contra Costa, Riverside)

= NRC (Contra Costa)

= Alliance DMS (San Mateo)

= Patient Prompt (Arrowhead)

UCSF Medical Center

UGSF Benioff Children’s Hospital



UCSF Care Transitions Outreach

Program

UGSk Health



Presentation Roadmap

Goals for Today:

* Provide a background of UCSF Office of Population Health &
Centralized Outreach Programs

* Describe the Care Transitions Outreach Program

* Dive deeper into keys to success of the program

* Answer questions

UCSF Medical Center

UGSF Benioff Children’s Hospital



UGsF Health

Academic Medical Center

* Three campuses in San Francisco at Parnassus, Mission Bay, and
Mount Zion

* 979 inpatient beds in total

Primary Care Services

* @ primary care practices
—Serving ~80,000 patients

" Payor mix: 36% government insured

UCSF Medical Center

UGSF Benioff Children’s Hospital



The Office of Population Health and Accountable Care
(OPHAC)

Our Mission: Combining innovation with compassion to transform health
care delivery across UCSF Health.

A culture of
continuous peformance
improvement

UCSF Vision 2020

Advancing the Health System

A leader
in destination
programs

A high-value
system of
health care

UCSF Medical Center

UGSF Benioff Children’s Hospital



Innovative Clinical Programs across the Care Continuum

/\ ¢y Medcal Cinic
4 . I m f
Care Transitions Care Transitions Post-Acute NP & Care at Home
Inpatient Program  Outreach Program HCN Program
Post-Acute Care Collaborative Ambulatory

Outreach Team
Care Support Program
COPD Management

Virtual High Risk Transitions

UCSF Medical Center
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Post-Discharge Outreach History

e 2012 - 2015 DSRIP Transitions of Care

Expanded medicine inpatient model to cardiology, orthopedics, neurology,
neurovascular, and pediatric hospital medicine populations

September, 2013 = Centralized & Automated
e 2015 Office of Population Health & Accountable Care

Continued expansion & integration, bundled payment, PRIME

* 2017 Scaled up to UCSF Health

100% implemented to adult populations

v 95% pediatric specialties

55 service-line /specialty clinic partnerships

UCSF Medical Center

UGSF Benioff Children’s Hospital



Centralization & Automation Benefits

= Consistency

All patients are automatically enrolled, called, asked the same
questions

= Standardization

Scripting, protocols, reports

= Efficiency & Patient Engagement
80% reach rate

RN time to target patients in need
= Affordability

Cut our cost/call in half
= Expansion

From 5 to 55 patient populations
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Centralization & Automation Costs

" |nitial scepticism & change management
Relationship building
— Unit directors, front-line RNs, Chiefs of services, clinic providers
— Patient Relations, Pharmacy, Quality, Medication Safety Departments
Minimizing redundancies
Building trust
" Lack of understanding of the acute transition needs of diverse &
complex patient populations
Ensuring competency
— Clinical details & resources for RNs
" Provider and staff communication/escalation preferences not
consistent, difficult to standardize

4 years to fully implement, with service-by-service approach

UCSF Medical Center

UGSF Benioff Children’s Hospital



Five Years Later...

= Well accepted as an integral part of the health system
= Patients are receptive & appreciative

= Providers are eager to partner with us

= Partnership with School of Pharmacy stronger than ever
= Strengthened partnership with Case Management

= Expert in the transition segment of the care continuum, across all
populations

= Able to set the standards around communication

12
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Care Transitions Outreach Program

Program Overview

Centralized group of 6 expert RNs with diverse clinical
backgrounds, 1 Healthcare Navigator & 3 Pharmacy faculty

Provide a safety net through discharge follow-up phone calls
Goals of the Program

Support patients during transition from hospital to home

Complete the discharge process

Facilitate the right care at the right time

Prevent patient harm & report opportunities for improvement
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Care Transitions Outreach Program

How the Program Works:
* Patients are told to expect our call at discharge (on AVS)

* Automated call is sent out 48-72H after discharge

Patient /family respond to automated call (interactive)

Outreach RN team is notified of patients who need help

* RN reviews chart, calls patient & addresses issues/questions

— Often independently, but also collaborates with inpatient /outpatient
providers, PCPs, case managers, home health agencies, and pharmacists

RN documents in EMR and communicates outcome of call to
care teams

Team manually calls select patients who do not answer
automated call

14
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Care Transitions Outreach Program

May 1, 2018 — April 30, 2019
* 28.5K patients called
* 80% (23.6K) reached
* 32% self-identified issues

* 3-hour median time to resolve all issues

Patients Reached by Program

100%

UGSF Medical Center
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Closing the Digital Divide for Language

" Patients /families choose between top 3 languages on auto-call

* English, Spanish, Cantonese

" Those who don’t speak one of those three languages either:

* Hit buttons and show up on RN dashboard

* Populate on “unreached” dashboard

® RNs call non-English speaking patients with telephone interpreter of their

preferred language

= With this process, we have spoken to patients in 54 languages

Language

arad ...,k ‘
et namaste uclagh(:llvecer 9 D ms

e V'”gozal d p.eHb Chl
Lgrgendeageg es 2|amatdob ryﬂpdg, English
5 oodbon ouf=e
EIB-OGDMM dobe rL ara teredann;l”earpggga panis
.:._.I.:__tommennamaskaram h I I.dlaE labas 31
e E L [s “ ‘-E"" : Cantonese

guete 3apascre yme ..C
ar
ah

Other

Total

17879

1298

553

837

Responded Percent
13833 T7T%

1041 80%

380 69%

571 68%
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Lessons Learned - Keys to Success

= Patient Engagement

= Staffing Model

=" Workflow Management

= Standardization & Optimization
* Scripting
* Communication & documentation
* Training & competency

= Collaboration

* Reliable escalation protocols

* Across the health system and with the community

17

UCSF Medical Center

UGSF Benioff Children’s Hospital



Patient Engagement

Patients told to expect our call
Automated Call script personally recorded
Questions cover common post-discharge clinical issues

Voicemail message left on first attempt

— Patients /families can call back into system at their convenience
Call contact is attempted 5x/day for 2 consecutive days

Calls primary & secondary phone numbers

Your Hospital Stay

VA Ty ¢ 8 VAL e R R
Why You Were Hospitalized
Primary Hospital Problem: Mot on File

Your Hospital Team and How to Reach
Them

General Surgery: (415) 353-2161

N After Visit Phone Cal
Within 3 days after you are home, you will receive an automated
phone call from our team. Flease respond to the questions, so that we
know how you are doing. If you need help or have a question, a nurse

will call you back.



Staffing Model

=Telephonic outreach is effective & efficient
4 FTERNs + 1 FTE HCN + 20HR PharmD
Each RN calls 20 patients per 8-hour shift, on average
="Experiment with different roles

Some post-discharge needs to not require a clinical license
Healthcare Navigators can support the work of the RNs

Consultative and auxiliary support from other departments

"Dedicate staff and/or time to own this work

Ensures consistency, quality, & satisfaction Norse Practiioner ;i.a Social Worker

i ‘ . Health Care Navigator

Median time to resolve patient issues is 3 hours

95% mean percentile rank for Gallup Q12 survey

UCSF Medical Center
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Workflow Management

CipherHealth resolve ~ engage ~ search ~ enhance

6. Review chartin APeX

a. Login and open patient chart, same as o n=0es ) [RRSTS

= T ret . ’
b. Check encounters for the following “Mot Called” reasons & select radio buttons/drop -~ oice Transitional Gane: Openitases Nurses’ Dashboard
downs in accordance with g EOE T = T8 R T & View
- $ 10 Patient » Issue~ Program~ Unit ~ Date~

Defined" Patients with
i. Appointments attended : Hospital Service Time Open  Status Follow Up Needed From Symptoms are eaSin hs  S!
ii. Admissions/ED visits

i . e
ii. Telephnne encounters tokes aday ago ‘Attempted Nurse Callback prlorltlzed
. BwChart emails between patient and provider(s)
N . ) N . i ____ Pediatric P
C. Ifweekend discharge is only criterion for chart review, assess chart for the following e —IOU’S Nurse Callback . . Inpatient  No
High Risk criteria: Medicine a0
- MEdfmpm complextty Zhoues Nurse Callback HCsneh Inpatient No
H H = 5 Nurse Callba = R npatient N
ii. Mew/change in high-risk meds m A ago o LACE 6 -
iii. For OB potients: i
. - Nurse Callback Inpatient No
1. Preeclampsia i A ago
2. Premature delivery d 2h <
- . 2 hours UCSFCL
- . 10 Orthopedics Nurse Callback - REEE Qrtho
3. Separation from infant A ago LACE 9
4. Multiple infants [twins) Nalker P - ) WOSEEE: o oo
5. GHTN or GDM 250 e Callbacl LACE4 patient  No
6. Mood disorder UCSE
. I . . . - . i3 : 9 minutes ; UCSF CL
d. [If patient falls within these inclusion (and out of exclusion) criteria, prepare for call: A Orthopedics S ) Nurse Callback = ACES Ortho
=5 = = Bp
i. Read DC Summary/AVS
ii. Read CM, RN, MD notes € Orolarmgelogy: o e UCSFC
. . heimer Head & Neck i . = Nurse Calloack = -g: o Inpatient No
7. Place manual call to patient/caregiver — ago LACE 6
re Transitions OQutreach Program Pag & Zimites Nurse Callback - Uccfc)- ripatient :
dated 71318 by B Whesler : ago Lkl
;" A General Surgery Z:\‘wte - Nurse Callback - bcg: C' Inpatient No

UGSF Medical Center
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Standardization & Optimization

Script improvements in April, 2018 aimed at reducing false
positives
Q1 OLD: If you were prescribed medications at discharge, were you able
to fill your prescriptions?
Q1 NEW: If you were prescribed new medications when you left the
hospital, press 1; if you were not prescribed new medications when you left
the hospital press 2

Q2 OLD: Have you started taking your medicines?
Q2 NEW: Do you need help getting your new medications?

11% Relative Reduction in Patients Requiring Intervention after April 2018
Script Update
Wrong Buttons Pressed Annually
500
400
300
200
100
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Standardization & Optimization
Staff Scripting

o Talking with patient/caregiver:

“Hello, may | please speak to [Pegs: the parent or coregiver of] __[patient)__? My name
is __iname]__. I'm a nurse with the UCSF fellow-up team, and | am calling in response to

the automated phone call you received __[day/ftime]__. You indicated....

o ...that you are having new or wersening symptoms. How are you doing
o ..that you need help getting your medications. What issues are you having?”
o ...that you have guestions about your medication(s). What guestions to you
hawve?
. &

[ wark with a team of pharmacy experts who can __[assist with this issue] OR
[go over these guestions in more detail]__. | am going to escalate to our
pharmacy team. When they call you, is it OK if they leave a detailed message on
vour WM, if you are not able to answer the phone?

o ..that you have questions about yvour follow-up plan, appointments, or home
visits, so I'm calling to see what | can do to assist you.”

= “The clinics prefer to speak with you directly, to schedule at a time and day that
wiorks best for you, but | can provide you with the correct phone number.”
{direct scheduling o comman reguest, but we do not hove occess)

[w]

..that you have guestions about your discharge instructions. | have your
discharge paperwork in front of me, what guestions can | answer for you?”
.that you would like to speak with a UCSF nurse about a clinical issue so I'm
calling to see what | can do to assist you "

[w]

o Answering machine or voicemail:

“Hellg, this message is for/regarding __[patient]__. My name is __[name]__. [n.a nurse
with the UCSF follow-up team. I'm calling to follow up with you regarding your
responses to the automated call you received __[day/time)__. You can reach me at
_Jnumber)__. I will also try you again later. Thank you.

UCSF Medical Center
22
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Standardization & Optimization
Training & Competency

UCSF Health
Office of Population Health & Accountable Care

Outreach Nurse Competency for Follow-Up Telephone Calls

Employes: Preceptor/Evaluators:

CRITERIA MET
CRITERIA CHECK LIST Date | Preceptor

Initials

Organizational Skills - Manages multiple electronic systems simultaneously, utilizing dual screens; understands complex
triage protocols and educational resource materials; identifies all pertinent information & applies it appropriately

1) Logs into Evolve portal, prioritizes list of patients on dashboard in order of acuity and time open, coordinates calls with
team (uses Stop Clock funclion for all patients)

2) Correctly identifies patient responses to automated phone call, language, D/C date, discharging service, attending
provider; notes previous care notes or Voice/\View encounters

3) Efficiently accesses APeX chart to prepare for call

4) Quickly retrieves & assimilates key components of the APeX chart: other recent telephone
encounters/emails/appointments since discharge, previous UCSF/Care Everywhere encounters, caregiver or family
information, hospital course {including consults), O/C summary, AVS, future appointment details, medications (noting
med changes and/or new meds), preferred language, home health services ordered & agency employed, DMETV
antibiotics ordered & agency emploved. social/housing situation

a. Reviews chart elements in appropriate order, uging the patient's responses to the automated phone call to
prioritize dissection & anficipate patient needs

b. Surgical patients: notes surgical site, wound closure method, special use of collar/brace, special precautions for
wound care, bathing/shower protocols, exercise and or physical limitations for specific patient populations

c.  ACO patients: comrectly identifies ACQ patients; makes note of documentation by Transitional Care Managers or
other OFH Clinical Frogram team members

d. UCSF PCF patients: correctly identifies patients who receive primary care at one of many UCSF sites; routes
documentation to PCP and/or scheduler, in accordance with practice standard

e. Ortho BF patients: comectly identifies Ortho BP patients, which phone call the patient has received, refers to
Healthloop (when appropriate), and references next call to patient

15 organized & fully prepared for call within 5 minutes (10 minutes for high complexity patients)

Communication Skills - Ariculates clearly; uses a friendly, engaging, pleasant, helpful, non-hurried, non-shaming tone &
demeanor during call; respectfully and professionally interacts with team members, partners, and all other providers

1) Correctly introduces self to patient/caregiver upon initiation of call, referencing automated phone callresponses

21 Adheres to script in introduction and when leaving messages on voicemail/answering machine

revised [ ¢ Oy viarganat Vmesier
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Standardization & Optimization

Streamlining Documentation

MSSP ACO POST-DISCHARGE CONSULT NOTE

Date of Consult Call: @ TD@
Date of Discharge Encounter:

KRR

Reason for Call: @ NAME® is a member of our UCSF Medicare Shared Savings Program
Accountable Care Organization (MSSP ACO). As such, the Care Transitions Outreach
Program (CTOP) calls MSSP patients 24-48H post-discharge and follows patients for up
to 30 days, assisting in ongoing care management and utilization of appropriate

resources.
In Reference to: MSSP Call #%**

Provider ***:

ok ctates "lkllcllcl“

APeX assessed for the following:

Number of IP visits in the last year: ***

Number of ED visits in the last year: ***

Number of Qbs visits in the last year: ***

[***] ED/IP visits since discharge

[***] No PCP

[***] Non-UCSF PCP

[***] Active in MyChart/contacts clinic appropriately
[***] Pattern of appointment cancelation/"no show”

KNOWLEDGE DEFICIT

Knowledge - Symptoms

Knowledge - Wounds/Lines

BARRIERS IDENTIFIED

Barriers - Meds/Rx Access

Barriers - Communication

Knowledge - Meds/Rx Knowledge Deficit
Resolved

Knowledge - Plan of care

Barriers Resolved - Meds/Rx Access

Active with OPH Programs: Barriers - HH/DME Barriers Resolved - HH/DME
[***] Bridges HH/DME Res th
[***] Housecalls . .
[***] Care Support Program -
UGSF Medical Center

24

UGSF Benioff Children’s Hospital



Pharmacy Escalation

N calls patent

Health

Collaboration

Reliable

oo G
shoots resolve issue
imzuels) on own?

RM reads

|RM calls patient

ks RN provides RN abée to
> “What education & angwer & carify
any other nor- 57 on own?

Escalation

Transitions

Outreach
Program

Home Services Reference:
AVS
Discharge summary
Case management/social work note
s [f patienthasn't heard from home care agency = read CM/SW note to
verify that serviceswere ordered, obtain details regarding the company &
start date

o [fserviceshaven'tbeen ordered = Call lenny Check (353-1063)

o If services have been ordered = retrieve agencyname & phone #
from CM note, call agency to verify start date and details of
service.

s [f the equipmenthasn'tarrived = read CM note and call company
s [If the patient/family isn't comfortable managing equipment(i.e.Bipap,
wound yac) = call company and requestthat a technician provide further
teaching.
Symptoms Reference:

AVS

Discharge summary (patient instructions)

«  Emergent->Tell caregiver to prepareto go to nearest ED. Call Jenny Check
(353-1063). If no answer, call clinic (476-2188).If no answer, call on-call BMT
attending via accessline (353-1611). Route note to discharging attending &
Jenny Check

*  Temperature 38.0-38.2° Cor 100.4-100.9° Ffor one hour,

= QRZ=38.3°Cor 101°F

®* Change inlevel of consciousness: increased sleepiness,
confusion, mood changes, fussiness

o Urgent = Call lenny Check (353-1063). If no answer, call clinic (476-2188).
Route note to discharging attending & lenny Check. Ensure provider has
contacted family within 1 hour.

s Signs/symptoms of GyHD: rash- new or worsening; nausea,
vomiting, diarrhea andfor decreased oral intake

s Problemswith central line and/or central line site: difficulty
flushing, drawing blood, signs of infection at site (redness, oozing)

s Symptoms of upper respiratoryillness: coughing, runny nose,
congestion

*  Non-urgent =+

o Route note to discharging attending & Jenny Check. Instructfamily to
call clinic if no response in 2 business days

25
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Collaboration
Across the Health System & Beyond

Population Health Clinical Programs

ey

rrrrrrr

Pl - "41#*’"’{1] b %
il) il i
Care Transitions Care Transitions Post-Acute NP & Care at Home
Inpatient Program  Outreach Program HCH Program

Ambulatory

Post-Acute Care Collaborative
Outreach Team

Care Support Program
COPD Maonagement

Virtual High Risk Transitions
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Presentation Roadmap

Goals for Today:
* Share UCSF’s history of care gaps outreach
* Learnings (de-centralized vs. centralized)

* Review UCSF’s current outreach programs, & future state
roadmap

* Review HCN Sample Workflows/Patient Story P

* Delve into technical integrations (EMR & ACS) @
* Shareable Materials

* Questions

28
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Brief History of Primary Care Outreach Team

Decentralized
outreach

(. Dedicated Panel )
Managers hired at
the majority of

UCSF PCS practices
to provide

proactive,
population-based

care for our patients

4@ PRIME 2016

* In order to meet
ambitious PRIME
targets, panel
managers piloted
Cipher tech to
expand their

| DSRIP 2015

CRecognized for )
cancer screening

outreach pilot by
CAPH/SNI

* Began expansion
& development of
additional
outreach topics w.

Evaluating
efficacy

outreach capacity /)

Adding

.

automation

PCS stakeholders

G J

PRIME 2017

a8 2019

* Dedicated HCNS
outside of the
clinic (will be
trained on health
coaching and
patient activation)

. J

Centralizing
outreach for
sustainability

UCSF Medical Center
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Learnings From Decentralized Outreach

/\ Evaluating
efficacy

Decentralized
outreach

(. Dedicated Panel )
Managers hired at

@ PRIME 2016 2019

(Recognized for N
cancer screening

the majority of
UCSF PCS practices
to provide
proactive,
population-based
care for our patients

In order to meet
ambitious PRIME
targets, panel
managers piloted
Cipher tech to

outreach pilot by
CAPH/SNI

* Began expansion
& development of
additional

* Dedicated HCNS

outside of the
clinic (will be
trained on health
coaching and

expand their outreach topics w. patient activation)
- DSRIP 2015 S outreach capacity /) \PCS stakeholders) )
Addlng PRIME 2017 Centralizing
automation outreach for
sustainability

UGSF Medical Center
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“Care gaps’’ outreach topics successfully implemented through
decentralized, clinic-based outreach - using automated system

v’ Cancer Screenings

v’ Blood Pressure Monitoring & Disparity Reduction
v Advanced Care Planning

v’ Influenza Immunizations

v’ Panel Cleanup

UCSF Medical Center
31
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Learnings From Decentralized Outreach
Staffing

* Adding automated call system & workflow optimization
dashboard helped to protect staff time for outreach -
PMs were often pulled into day-to-day clinic operations

* |t also improved staff engagement & satisfaction

"With the automated system, everything feels
more organized. Patients are more satisfied
when we contact them about their cancer
screenings. They feel grateful about us taking
the time to contact them and they feel cared

for. They are usually ready and expecting our

phone call.”
- Edith Huete, Panel Manager

UCSF Medical Center
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Learnings From Decentralized Outreach
Effectiveness/Efficiency /Outcomes

Two week
comparative Primary Care Cancer Screening Outreach: Manual vs. Technology
. Assisted
effectiveness
m# UNIQUE PTS ATTEMPTED m# UNIQUE PTS REACHED
Study M # GAP CLOSURE WORKFLOWS COMPLETED »>=1 CANCER SCREENING COMPLETE W/IN 7 MONTHS

One Panel Manager
Assisted by
Automated Call System (ACS)

246

Two Panel Managers
Using Standard
Manual Call Metod

EII‘

o

100 200 300 400 500 600 700
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Centralizing The Outreach Team

/\ Evaluating
efficacy
@ PRIME 2016 (-Recognized for

cancer screening

Decentralized
outreach

(. Dedicated Panel )
Managers hired at

2019

population-based

care for our patients

managers piloted
Cipher tech to

glgsrlilaggsityrgitices * In order to meet outreach pilot by * Dedicated HCNS
o provide ambitious PRIME CAPH/SNI outside of the
proactive, targets, panel « Began expansion clinic (will be

& development of
additional
outreach topics w.

kPCS stakeholders)

trained on health

coaching and
patient activation)

J

expand their _
\__ DSRIP 2015 \ outreach capacity /)
\/ Adding

Centralizing
outreach for
sustainability

PRIME 2017

automation

UGSF Medical Center

UGSF Benioff Children’s Hospital



Goals of Centralization

= Achieve P4P quality goals by expanding the capacity of our care
management teams

Full dedication of staff time to patient outreach
" |Integrate with existing population health care management teams

Ensure patients are in appropriate care pathways & for clinical
escalations

= Expand on the work of the former practice-based panel managers

Testing & informing the development of integrated health technology
such as dynamic RWB registries with bulk outreach capabilities

= Motivate patients to be proactive in their own care

Incorporating motivational interviewing, health coaching, & behavioral
activation into previously “transactional” outreach workflows

35
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Work Ahead: Roadmap for New Centralized Team

Rationale: newly hired team builds competencies across each topic, with goal
of shifting to “gap” driven workflows

Onboarding  PC Strats

Training, shadowing, Communication Plan B
meet & grests Introductions

\._\ \_\
W1 W2 W3 Wi ’ Wi
~
HCN Start
Date

w2 w3 wa . w1

\_\

Depression
Follow-Up
Screening

Hypertension
Disparities

\\

Cancer
Screening

Incorporated inta all
outreach workflows

Flu

\\

Wi

Wi

PCP/panel updates underlying all workflows

36

\._\

W2

W3

Care Gap
Driven outreach
- Q

\_\

ACP

PCORI HCH

UCSF Medical Center
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Challenges of Centralization

Appointment scheduling variation across sites

Patient Education
Clinic Culture
Change Management

Contents

UCSF Primary Care at China Basin Waterfront ..ot e st e e e e e e s eme s an e s e e e e eeas
I. Clinic Address, Phone NUmbers, & FaxX INTO. .t treee e e e e e e s e e e s e e e e e eanannee e e s emnnnen
II. Staff Directory (Internal use only - NOT for PatiEnts) ... e s e er e ma s e s s are s asarresananees
Il Department LOg-1ns (A PEX DEPS) .t cre e e e e ee et ee e e ee s aana eeeeeeeanansaaeesemsansasssaeseeeannsnseesessanansnsnresennnnen
IV, SUMMAary Of DireCt SN EdU N E ST DS iut i er e rerrrrrar rer s s e s ara s rsrar s reees s esasseesansasssnsssesansseesasssnnessnssenannresrans
V. Direct Scheduling Steps (Det@iled) ... e eree e ee e e e e e e e e e e e s eaeaan i eeaseenenns eeeseeeansnmnrneeseannnn s neas
W1 CHNIC INBASKET POOIS 1oteieiieiietcitt ittt e e e see e e e e e e s e e et e e eeaeeeeeaeetme e et s ot e ot s aeese o e e e s s s e e e nea e e e n e e e aeneeneeaaeaes

VL CliNiC POt Er LIS ueuiiiusiisssrssiesssssansessssresusssassesssssansssnsssassssssssansssssssesssssassessssssssssssssassessassssssssssesssssesssensstansessnssansans

Direct Scheduling Guidelines
University of California San Francisco

10
11

13
13
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HCN Follow Up PHQ-9 Screening

6/5/19
Pts w. dx of depression Pt lzlzs:ed if :hﬁy are comforta:le continuing with a
o _ ) call that is following up on a depression screening
dySthymla &PHQ =10-14 that they previously completed at their doctor's
w.in last 4 -7 months office
IS
]
-
(4
>
[
<
]
'g. Pt prefers to
= Pt prefers to N .
(=] Pt completes PHQ complete PHQ comp‘:ete PHQ W, Pt prefers to wait - Notify PCP
through auto call script later using UCSF staff over the Uz:ggresi:’?;:t - :;ir?;glzlienfor
mychart phone g
o Y Y
8 A \ 4 If pt has upcoming
=
= % HCN reviews Call patient back w.in 3 sc:n(e:z:hpr:)t’nl::evior
3 oo response, inputs Send pt PHQvia business days, clinic stiff/PCP
T 2 into Apex. Call pt MyChart administer PHQ over )
2 > - hone If no upcoming apt,
T P call to help pt
8 schedule
pHQ =10 -
(same as
index)
Remission, no PCP Schedule Pt for fosllcoh\zdu‘:)ligf\?i;it
0 o nec'essa follow up PCP visit .
QL P - W w/in 60 days, or ask w/!n EDcEps, e gsk
= unless pt indicates . ) pt if they would like
. pt if they would like . .
o] otherwise e iy Coach patient to to be seen earlier Coach patient to
E **Eollow HCN Pt already contact MH Pt already contact MH
o Next screening = Patient activation: |€—No connected to Yespl| provider, HCN Pati?nt activation: [€—No connected to YesP  provider, HCN
annual PHQ P care MH “did you know care? messages PCP as
(HM topic) did you know services? DEsRas S RCRES about these FYI
EEmes i insurance benefits”
eI insurance benefits”
Cipher @11 * -
pher @ *Rescreen at 4— 7 Rescreenat4-7
months. months

months
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Technology: RWB Registries in EPIC link to Cipher

b Hyperspace - WOMENS HEALTH MZ - U
StaffDaily € C

ed |5 Departmental Calendar

My Dashboards
Panel Manager Dashboard - Personal ~

Summary Level. Department - Registry Registry: WELLNESS PRIMAR... Department: | WOMENS HEALTH MZ

¥ OUIPIET MEPUNED
HP Primary Care Cipher Hypertension Outreach Ready to run
+ Unorganized (2) ENROLLMENT
GEN MED 1 HP Primary Care Cipher Cancer Screening Qutreach Ready to run
INCLUSION RULE
I HP Primary Care Cipher Advanced Care Plan Outreach Ready to run l I CARE MANAGER WORKFLOW
You have expired saved results pr—
Manage Expired Resulis Gathers @ Bst of( all D-\!-enl«
REGISTRY sligible for hyperiension managemant
In Basket Glance .
* BULK COMMURNICATION
Last Refresh: 10:40:07 AM Lats all aligibla patients know that they st
wligible and callects bagie informatian
New Total METRICE (CER) I
Misc. Incomplete Work 7 T OUTREACH
My Incomplste Notes 1 1 P':?‘;rﬂ;w epoode :mf::;leno the patient's PHYSICIAN WORKFLOW
chart, orders CMFP, and schedules initial
Unsent Letters 1 1 “:'
cumc visi I pu—
PRIME Metrics UCSF Womens Health Primary Care — Primary Care Wellness Registry * A
BESTPRACTICE ADVISORY J
Last Refrash: 11:31:00 AM e o e e
updates patient’s goals
Jan Feb Mar Apr MTD
UCSF Tobacco Use Screening and Cessation Intervention
UCSF Cervical Cancer Screening 79 % 18 % 78 % 8% 78 %
UCSF Colorectal Cancer Screening 71 % 12 % T2% 70 % 70 %
UCSF Breast Cancer Screening 78 % 78 % 7% 6% 5%
UCSF Advanced Care Planning 19 %,
UCSF Abnormal FIT Follow-up 41 % 43 % 43 % 43 % 40 %
UCSF Diabetes: Hemeoglobin A1c Peor Centrol (>8%) 43 % 43 % 42 % 42 % 43 %
UCSF Controliing High Blood Pressure h% 5% 76 % 7% %
gltalfF Depression: Sereening for Clinical Depression and Follow-Up 580 529 189 46 9% a0
UCSF Depression Remission 3% 5% 2% 6% 6%
UCSF Medical Center
40
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Technology: Current State

Topic-based Dynamic Registries In EMR that link to Cipher
My Reports - RW

Last Refresh: 12:05:29 PM
Report Name
v Recent Results

HP Primary Care Cipher Cancer Screening Outreach

When the patient is ready for Cipher enrollment choose Track Pt Outreach and add the appropriate topic:

HP Primary Care Ciphar Cancer Screaning Outreach [10818806] as of Tue 313/2018 ‘:-.ia_.'._'-;.'.—

) e

Fapck Peresy Optrearh




Tools: Future State
Patient Centered “Care Gap” Driven Outreach

Care Gaps score in individual registries
N/A
# 1 3 < ’_7 Preventive Care Gap Score
, ® indicat n number of preventive care gaps a patient has.
NiA e
care gaps and is preferre
N/A
1 baceco Use Screening and Cessation Counseling: Not done
NIA 1
. ? rg: NJA - patient is not in age range
NiA ? rg: NJA - patient is not in age range
X H ng: NFA - patient is not in age range
Ni& 7 Ug: NJA - patient is not in age range
| 1 Sereening for Clinical Depression and Follew-up: Not done
MIA ?  Depression Remission: N/A - patient is excludedNot done
A

“All Care Gaps” Registry (sample) - Tag Lisa for generic

care gaps outreach

#2 UC My Panel Metrics Patient Search

+ Matching reports

42

Call List All Care Gaps - Ta-g IOII fOI' cancer
This report displays all patients in the denominator of at least one care gap. Used for bulk outreach and orders by the Population Health Team. .
» Additional reports / screenlng outreaCh
CARE GAPS ANNUAL DEPRESSION CERVICAL COLORECTAL  BREAST
NAME MRN DOB SCORE HTN DEPRESSION REMISSION CANCER CANCER CANCER ACP
Lisa 51691 HiHiHH 3 DUE NOT DUE DUE DUE NOT DUE NOT DUE n/a
lon SA874 HHHHHH 1 n/a - pt not o DUE ON 6/1/ NOT DUE n/a DUE n/a - pt not ir NOT DUE
UCSF Medical Center

UGSF Benioff Children’s Hospital




Key Performance
Indicators & Alignment
with Primary Care

43

UCSF Medical Center

UGSF Benioff Children’s Hospital



UCSF’s True North Pillars: Alignment/Communication

UCSF Primary Care Quality Goals

= PRIME Goals:

* Depression Screening & Treatment
* Diabetes HbAlc Control
* Hypertension BP Control
* Timely Cancer Screenings
O Breast, Cervical, Colorectal

MISSION
WHY? = Caring » Healing

= Teaching * Discovering

Be the best provider of health care services,
the best place to work and
the best environment for teaching and research.

VALUES

= Professionalism = Respect = Integrity = Diversity = Excellence

1
1
1
1
1
1
1
1
VISION |
1
1
1
1
1
1
1
1
1

True North Pillars & Strategic Priorities

Deliver an Achieve Create an we Expand Advance, Physlclan and Staf‘f 1ncent1ves

Qutstanding Zero Harm Optimal Costs Our Reach Apply and
Patient Work Disseminate

Experience Eﬁ’é‘r‘fﬂ;:"’ Experience Aooese”  Knowledge tied to performance on
atient Care
- * True North goals
THE UCSF HEALTH WAY: Our Management System
= Align = Engage = Improve
UCSF Medical Center
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KPI's: Operational Evaluation

Audience: Managers of outreach staff (centralized or de-centralized) local
administrative clinic leadership

Purpose:
v Monitor that technology is working effectively
v Continue program development /iteration
v Staff accountability and goal setting

UCSF Medical Center
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KPI's: Outcomes

Primary Care Cancer Screening Outreach: Manual vs. Technology

Assisted
m # UNIQUE PTS ATTEMPTED m # UNIQUE PTS REACHED
W # GAP CLOSURE WORKFLOWS COMPLETED »=1 CANCER SCREENING COMPLETE W/IN 7 MONTHS

One Panel Manager
Assisted by
Automated Call System (ACS)

246
Using Standard
138
0 100 200 300 400 500 600 700

Audience: PCPs, Upper management (PCS, Pop Health, etc.)
Purpose:
v Monitor longer term efficacy of programs

v On-going communication/transparency for clinical stakeholders and leadership

UGS Medical Center
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Tha n k yOU ! Kristin Gagliardi

Kristin.Gagliardi@ucsf.edu
Manager of Ambulatory Outreach,

Office of Population Health &
Accountable Care, UCSF

QUESTIONS & SHARING
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Scripting and Workflow Diagrams Available to
Share:

v’ Cancer Screening

v’ Blood Pressure Monitoring & Disparity Reduction
v’ Panel Cleanup

v Advanced Care Planning

v Influenza Immunizations

v’ Depression Follow Up Screening 4-8 months post
elevated PHQ

UCSF Medical Center
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