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Health Center Mission

Improve the health of the Nation’s
underserved communities and vulnerable
populations by assuring access to
comprehensive, culturally competent, quality
primary health care services




What is a “Community Health Center”?

Local, non-profit, community-owned health care

providers serving low income and medically

underserved communities.

Characteristics of federally funded centers:

* Located in medically underserved area or serve a
medically underserved population

* Governed by a community board

* Provide comprehensive primary health care
— Primary & Preventive Care
— Culturally and linguistically competent care
— Enabling Services (translation, transportation,...)
* Provide services available to all with fees adjusted

based on ability to pay (“sliding scale”).




What is a “Community Health Center”?

Health Center characteristics (continued):

e Meet other performance and accountability
requirements regarding administrative, clinical, and
financial operations

e Often provide on-site dental, pharmaceutical, and
mental health and substance abuse services

e Synonyms: Federally Qualified Health Center
(FQHC), Community Health Center (CHC), Section
330 Health Center




Health Center Statistics

In 2015:

e 1,400 health center organizations
10,400 sites
— every U.S. state, the District of Columbia, Puerto
Rico, the Virgin Islands, and the Pacific Basin
* 24 million patients served
— One in 13 people nationwide rely on a health
center for their preventive and primary health
care needs
 More than 68% of health centers are recognized as

Patient Centered Medical Homes (PCMH)




Challenges faced by many CHC patients

Patient-related:

e Financial barriers (esp. lack of insurance)

e Access issues — lack of transportation, ability to
take time off work

* Poor health literacy

* Fear/Distrust of medical system

e Cultural issues

* Language barriers

* High no-show rate for appointments, tests




Challenges faced by many CHC patients

Systems-related:

e Costs along the entire care spectrum (e.g.
fees for imaging, pathology, anesthesia,
hospital/facilities, ...)

* Cost of follow-up treatment if needed

* Indirect costs of screening (time off work,
post-treatment care, etc.)

* Lack of structures and processes in specialty
practices and referral facilities to address
patient barriers




CRC “Steps” Manual

/4 { Steps for Increasing
W] Colorectal Cancer

Step-by-step instructions
to help primary care
practices implement
team-based, systematic
processes to increase
CRC screening.
Developed with input from
NACHC, HRSA, CDC and
CHC clinicians and staff
Most information relevant
to wide range of primary
care practices (not just
CHCs), and to screening
and follow-up of other
cancer types



HPV “Steps” Manual

- Provides step-by-step
instructions to help
primary care implement
team-based, systematic
processes to increase
HPV vaccination.

- Many concepts and
techniques similar to

R those described in the

Steps for Increasing CRC manual.

HPV Vaccination

in Practice

An Action Guide to Implement Evidence-based Strategies for Clinicians*

*Includes pediatricians, family physicians, general internists, obstetrician-
gynecologists, nurse practitioners, physician assistants, nurses, medical
assistants, and their office managers

HPV \VACs |
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Step #1: Baseline Data

Guidance on how to determine accurate baseline
screening rate
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Determining Screening Rates

Identify correct patient populations required to
calculate a breast cancer screening rate

Identify the numerator and denominator for your
baseline screening rate using Health Resources and
Services Administration (HRSA) Recommendations

» Denominator
* Age-eligible population:

Women patients - aged 42 to 69 years old
—>during the measurement year or the year
prior to the measurement year.

> Numerator
* Up-to-date mammograms:

Women in the denominator = received one
or more mammograms —2>during the
measurement year or the year prior to the
measurement year.
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Step #2: Create a Team

« Engage staff at multiple levels with focus on quality
and process improvement

« |dentify champions who can ingrain new processes
Into practice

* |Integrate screening navigation

12




Patient Navigation

Navigator models may include:
Outreach

Assistance with scheduling lung CT
Appointment reminders
Track screening completion

Ensure that screening results reach PCP and
are entered into medical record

Monitor follow up of abnormal findings




CRC Screening Navigation — Rural GA
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INTRODUCTION

Colorectal cancers (CRCs) are the third leading site of cancer diagnosis and death among males and females in the United
States and the state of Georgia.' Because early detection is associated with more successful treatment and better prognosis,
several national organizations have issued screening guidelines for people at average risk for developing CRC.** Screening
options include tests that can prevent and detect cancer and those can detect, but not prevent, cancer.”

The US Preventive Services Task Force (USPSTF) recommends CRC screening using colonoscopy, flexible sigmoi-
doscopy, of fecal occult blood test (FOBT) for mostadules aged 50 to 75 years.” Because detection and removal of precan-
cerous polyps can prevent CRC, organizations including the American Cancer Society and American College of
Gastroenterology recommend colonoscopy or other cancer prevention tests as the preferred CRC screening method. ™
Colonoscopy is the most sensitive test for detecting CRC, and promoting colonoscopy as the preferred screening method
may increase the likelihood of refereal and allow for grearer detection of adenomatous polyps.**

In 2010, only 58.6% of adults aged 50 to 75 years were current on any modality of CRC screening according to
USPSTF gui © Screcning rates are particul ities, low-i populations, individuals who are
uninsured or lack access to quality health care, and rural populations.”"" Barriers to colonoscopy screening include not
receivinga provider referral for screening, inadequate health insurance, not having a medical home, health systems barriers
(eg. scheduling challenges), logistic obstacles (eg, cost, p ion, time i cognitive-cmotional factors
(eg. fear of p d di bl i b ), and lack of information about risk factors and the
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CRC Screening N
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Screening Navigation

Intervention patients were:

= 59% more likely to be
screened

HEALTH CARE REFORM
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Colorectal Cancer Screening Among Ethnically
Diverse, Low-Income Patients

A Randomized Controlled Trial

Karen E. Lasser, MD, MPH; Jenntfer Murtllo; Sandra Lisboa, BA; A- Naomic Castmir, BA;
Lisa Vailey-Shah, RN, BSN, MM, CGRN; Karen M. Emmans, PhD; Robert H. Fletcher, MD:; John 2. Ayanian, MD, MFP

Backgrownd: Patient navigators may increase colorec-
tal cancer (CRC) screening rates among adults in under-
served coenmurities, but prior randoenized trials have been
small or conducted at single sttes and have not included
substantial numbers of Haittan Creole-speaking or Por-
tuguese-speaking patients.

Mothods: We identified 463 primury care patients from

tions of patients screened by colonoscopy who had ad-
enomas or cancer detected.

Resvlts: During a 1-year period, intervention patients
were more likely o undergo CRC screening than con-
trol patients (33.6% vs 20.0%: P< 001), to be screened
by colonoscopy (26.4% vs 13.0%; P<.001), and to have
adenoemas detected (8.1% vs 3.9%; P~ 06). In prespeci-

4 community health centers and 2 public hospital

based clinics who were not up-to-date with CRC screen-
ing and spoke Engltsh, Haittan Creole, Portuguese, or
Spanish as thesr primary language. We enrolled partici-
pants from September 1, 2008, through March 31, 2000,
and followed them up for 1 year after 1k We

fied subgroup analyses, the was
particularly beneficial for patients whose pnimary lan-
guzge was other than English (30.8% vs 18.6%; P< 001)
and black patients (39.7% vs 16.1%; P ~.004).

Conclusi 4 i

Pagent

randoenly allocated patients to receive 2 patient naviga-
ton-based intervention or usual care. Intervention pa-
tents recetved an introductory letter from their prmary
«care provider with educational matertal, followed by tele-
phone calls from 2 language-concordant navigator. The
ravigators offered patients the option of being screened
by fecal occult blood testing or colonoscopy. The pri-
mary outcome was completion of any CRC screentng
within | year. Secondary oulcomes included the propor-

gl P
of CRC screening among ethnically diverse patients. Tar-
geling patient navigation to black and non-English-
speaking patients may be 2 useful approach to reducing
disparities in (RC screening.

Trial Rogistration: clinicalirials gov Idenufier:
NCTO1141114

Arch Intern Med. 2011;171(10):906.912
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OLORECTAL CANCER (CRC)
1 the second leading cause
of cancer death in the
United Stales and s pre-
ventzble through screen-
ing,"? Nevertheless, approxtmately 40% of
elghleadulss in the United States and more
foretgn-boen US ressdents* are overdue for
CRC screening.’ Patients at grezlest risk

See Invited Commentary
at end of article

for not being screened include racial mi-
noritses,® patients with Medicaid or no
health insurance coverage,” those who are
foresgn born* and patients with low so-
coeconomic status. * Factors that may con-
tribule to low screening rates among the
urhan poor with health insurance cover-
age and access to health care include lack
of trust in physicians, an shsence of symp-

toms, fatalistic views regarding cancer, '
and the lack of a recommendation from a
physictan for screening,

Patient navigation is 2 way 10 address
these barriers to screentng, Patient maviga-
tors are laypersons from the community
who guide patients through the health care
system so that they recetve appropriate ser-
vices ! The ravigators perform a wide range
oladvocacy and cooediration activities, sach
2s assisting patients in obtaining health in-
surance coverage of transportation 1o ap-
potntments.” Using fexible problem soly-
ing (rather than provision of a discrete set
of services), patient mavigators educate pa-
tients regarding the disexse in question and
address the needs of the individual pa-
tent. Fnally, patient navigators provide
socizl and emotional support 1o patienss.

Several nonrandomized studies, " in-
cluding our own,"” have shown that pa-
tient navigation can increase rates of CRC
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Step #3: Get Patients Screened

Ensure high-quality screening, as well as
diligent tracking of test completion and

follow-up

Develop and implement measurement and
feedback to PCPs and other team members

16



Standing Orders

Standing orders that allow nursing staff, medical
assistants or navigators to discuss cancer screening and
submit referrals for screening have been demonstrated
to increase screening rates

Staff training on risk assessment, components of the
screening discussion, ... is essential for a successful
program.

Know your state — rules vary regarding use of standing
orders

J Am Board Fam Med 2009



Outreach

Addresses individuals who may not have
frequent visits to the health center, or may
not have received information on
screening during recent visits

Multiple modalities available
Telephone
Text
Email

Snail mail



Regular Reporting of Screening Performance

% of patient 50-75yo who have received
appropriate colorectal cancer screening

80.00% [
70.00% |
60.00% |~
50.00%
40.00% |
30.00%
20.00% |
10.00% |
0.00% I
CHA A B c D E = UDS Natl | UDS NV | HP2020
m2013 33.00% | 14.00%
m2013 6.36% | 15.54% | 12.00% | 17.02% | 10.00% | 17.95% | 0.00%
m4thqtr, 2014 28.56% | 55.45% | 37.88% | 33.72% | 21.82% | 25.93% | 28.57%
mistqtr, 2015 32.15% | 50.00% | 39.44% | 46.75% | 22.00% | 27.87% | 21.21%
m 2014 YTD 25.50% | 54.20% | 39.31% | 48.73% | 22.88% | 29.85% | 40.58%
= 2020 70.50%
Name Description || Numerator || Denominator Source Reference
Colorectal Cancer Screening||Percentage | Patients in All patients 51 || NCQA/NQF || National
of adults 50- (|the to 80 years of |PQRS/PCPI||Committee
80 years of [|denominator (|age during for Quali
age who had ||who the Assurance
an received one (| measurement &
appropriate ||or more year
screening for || screenings
colorectal for colorectal
cancer cancer




Electronic Medical Records

Studies have demonstrated significant
improvement in screening and outcomes

with effective use of EMRs

Tremendous potential...
Registry functions
Population management tools/resources

Reminders

However the potential is often not met



EMRs and Cancer Screening
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SUMMARY REPORT:

USE OF ELECTRONIC MEDICAL RECORDS TO
FACILITATE COLORECTAL CANCER SCREENING IN
COMMUNITY HEALTH CENTERS

Prepared for:

National Colorectal Cancer Roundtable
American Cancer Society, Inc.
National Association of Community Health Centers

Submitted by:

Aeffect, Inc.
Deerfield, IL

September 2013

This project was supported by CDC Cooperative Agreement Number
U50/DP001863. Its contents are solely the responsibility of the authors and
do not necessarily represent the official views of the Centers for Disease
Control and Prevention (CDC).

NATIONAL
< olorectal American
ancer
( ancer ? Society®

ROUNDTABLE

9,°,
‘“ro\ NATIONAL ASSOCIATION OF
I Community Health Centers

520 LAKE COOK ROAD

DEERFIELD ILLINOIS 60015

Surveyed CHC clinicians, Ql
and IT staff (including “super-
users)

Identified multiple barriers to
effective use

EMR system issues
CHC staff and resources
Organizational issues

Report also describes high
performing models and best
practices

A number of findings
relevant to all types of
cancer screening

http://nccrt.org/wp-content/uploads/NCCRT-

Summary-EMR-Report-Final.pdf




Step #4: Coordinate Care

Suggestions on creation of a medical
neighborhood to coordinate the care of patients
beyond the walls of the health center

Includes the hospital, radiology, anesthesia,
pathology, surgery and oncology

22



Creating Medical Neighborhoods:
Key Characteristics of Model Programs

Strong Leadership

Focus on Care Coordination

Effective Use of Data

Clarity of Expectations and Fair Division of Labor
Standardization for Efficiency

23



IMPROVING LINKS TO CARE IN THE
DELIVERY OF COLORECTAL CANCER
SCREENING AND FOLLOW UP

A funding opportunity made possible by Walgreens
through the American Cancer Society’s

CHANGE Program

24



Links of Care Pilot Project

Grant funding to FQHCs and local partners to stimulate
collaboration and support development of the long-term
structures and relationships needed to improve access to
specialists in the community in the delivery of cancer
screening and follow up, using CRC as the model.

Pilot FQHCs:

* West Side Community Health Services, Saint Paul, MN

e Beaufort-Jasper-Hampton Comprehensive Health
Services, Port Royal, SC

* Fair Haven Community Health Center New Haven, CT
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The Goals

Primary goal:

* Increase timely access to specialists for FQHC patients
after a positive colorectal cancer screening result.

Secondary goals:

* Advance evidence-based strategies to increase
colorectal cancer screening rates within primary care
systems.

* Develop processes, tools and templates to promote
replication of this work in other communities and for
other types of cancer screening and follow-up.

26



Lessons Learned in Year 1

* Effective patient navigation is essential
— Proactively addresses anticipated barriers
— Increases adherence with screening
— Protects good relationship with hospital and specialists by
effectively addressing concerns about no shows, follow up of
abnormal screens, other challenges.

« Agreement on expectations
— Defined number of screenings per month
— Clear role delineation re: f/u of abnormals, annual reminders

* Ensure program efficiency
— Use consistent protocols that reduce the burden on health
center and screening center staff while ensuring that all needed
medical information is transmitted (e.g. standardized referral
forms).
— Agreement on billing procedures, management of inaccurate
billing,... 07




Lessons Learned in Year 1

* Form and leverage the right partnerships
— Regular communication between health center staff and the
screening site at multiple levels regarding what is working and
what needs to be improved

 When things go wrong (and they will):
— Joint problem-solving
— Accept the blame (no finger pointing)
— ...but share the credit
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