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2025 Pl Framework

Phase 1 (generally, Q1)

Preparation and Problem
|dentification

Includes: Qualitative and
Quantitative data collection
and review (client and staff

interviews, chart reviews,
observations), process
mapping, charters, Pick
Charts, design sessions

We are here!

Phase 2 (generally, Q2/Q3)
Testing via PDSA cycles

Includes: Staff involvement
in testing and contributing
feedback for iterative cycles

Phase 3 (generally, Q3/Q4)
Scale Up and Sustainability

Includes: integrating
iImprovements into
workflows and sustaining
the gains




2025 Pl Framework Continued Breast Cancer

Screening:
Tyler/Amy

Clinical and Operational Champions = Client
E i : P
department leaders that collaborate SREEERE £ AT
Juanita/Kiana/ Iris
on lean team and serve as co-POC for

Muhammed
goal work Pl Clinical and
Operational

Champions

Staff Champions = collaborate via ad Third Next

: Available: D lsesiol
hoc and one-on-one meetings v ' Screening:
uhammed/ Erick
throughout the year, help test changes Lisa L/Kiana

and provide feedback




Clinical Quality Measure (CQM) Data




Clinical Quality Measure (CQM) Data

Screening and Preventive Care Measures

Trailing Year Data

2025 Goal

Height and Weight Assessment and Health Counseling 47% 47% 50%
Cervical Cancer Screening 53% 54% 55%
Colorectal Cancer Screening 34% 34% 35%
HIV Screening 74% 74% 77%
Tobacco Use: Screening and Cessation Intervention 72% 72% 74%

Chronic Disease Management 2025 Goal
Hypertension: Controlling High Blood Pressure 61% 62% 65%
Diabetes: HbAlc Poor Control (>9%) [inverse] 32% 32% 31%

Key

3+ Improvement

1-2+ improvement

Reduction




Clinical Quality Measure (CQM) Data

Additional HCH Priorities March 2025 Goal
Closing the Referral Loop (% Completed Referrals) 35% 36% 40%
SDH Ask Rate 32% 33% 50%

Flu Vaccinations

Offer Rate: 59%

Offer Rate: 57%

Admin Rate: 48%

Admin Rate: 47%

Offer Rate: 75%
Admin Rate: 50%

Suicide Assessment and Safety Plan 31% 32% 85%
Prescribing Antibiotics for Upper Respiratory

Infection (URI) and Acute Bronchitis (YTD) 100% pending 100%
Hospital Readmission 13% pending 12%

Trailing Year Data

Key

3+ Improvement

1-2+ improvement

Reduction




Performance Improvement Measure Data




2025 Performance Improvement Measures

Pl Measures

Breast Cancer Screening

March

2025 Goal

(Ages 40 — 74) 44% 41% 46%
Depression Screening and Follow-Up
Plan 57% 59% 55%; Stretch: 60%
Hypertensmn Disparity (Black/African E6% 559 579%
American Females)

Fallsway Avg: 21
Third Next Available 27 days 26 days days
Client Experience 4.57 4.59 4.81

Trailing Year Data

Key
3+ Improvement

1-2+ improvement

Reduction

Additional Goals

Influenza
vaccination: will
resume for 25-26
flu season




Performance Improvement Measure Updates




Breast Cancer Screening

Other Preventive: (Cancer Screening) By December 31, 2025, increase the percentage of women aged
40 — 74 years old who had a mammogram to screen for breast cancer to 46%. Additionally, increase
screening percentages by 5% for Black/African American and White women to more equitably align
with Agency average.

* Baseline Agency: 41% (July 2024 TY)

* Baseline by Race an/or Ethnicity mm Hispanic/Latina

26% 35% 65%

* Agency Goal: 46% N mm

31% 40%

* Goal by Race and/or Ethnicity




Breast Cancer Screening

Breast Cancer Screening Race and Ethnicity Disparity
65%

Goal: 46% 60% o - B

Current: 41% 55%

Disparity Current: >0%

* B/AA: 30% (goal: 40%) **” : - * Agency Goal
0% —e Agency Avg

e W:30% (goal: 31%)
35%

° H/L 60% : \
30% —

——

25%

20%

Jan Feb Mar
—e—Black/African Female Clients —o—\White Female Clients
—e—Hispanic/Latina Female Clients —e—Agency Average
——Goal




Breast Cancer Screening Updates - mispast month pi partnered with members of the

Population Health team, Tracy, Kim, and Amy to complete
breast cancer screening interviews (similar to how we did

1. Breast Cancer Screeni ng Interviews interviews for the Hypertension Disparity measure). 12
clients shared their experience with us — we will present final
2. Primary Care BCS Workflow Process analysis of their experience next month.

* The clinical champions reviewed an existing process map and
identified gap areas for further evaluation and possible

Map review and gap area

identification change idea generation.
. * The team reached out to a couple of our major BCS referral
3. Req uests for referral Pa rtiner meetl Ngs partners to request in person meetings (or virtual if
(MedStar Franklin Square, Me rcy) preferred) to learn more about the full process and what
HCH may further do to support clients in the full process of
4. Provider Feedback completing their mammogram.

* The team asked providers to share their experience of
identified barriers and facilitators to breast cancer screening
for clients. A shout out to Julie Rich and Sunny Park for
sharing feedback. The team plans to attend the April 24t
provider meeting to learn more from others.

= ERPESE

ening:

n reasons patients share i ‘ "
1, social, or economic barriers you've no
s

i 2
for not participating in breast cancer screening?

i scre
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) iced that prevent patients from
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getting screene )
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screening recommendations? barriers « =~ ¢aar of diagnosis of embarrassment, that may » F*/
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preve
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Depression Screening and Follow Up Plan

Behavioral Health (Depression): By December 31, 2025, improve the percentage
of clients 12+ years old screened for depression, and if/when positive have a

documented follow up plan, to 55%.
e Baseline: 46% (July 2024 TY)
 Goal: 55%; Stretch: 60%

* Current: 59%




Depression Screening and Follow Up Plan

75%

70%

65%

60%

55%

50%

45%

40%

Depression Screening and Follow Up Plan Race and Ethnicity Disparity

——0
<
e —

—0
o~ =0
e
+

/
Jan Feb Mar

—eo—Black/African American Total Clients
—e—Hispanic/Latinx Total Clients
—e—Other Asian Total Clients

—e—Agency Average

—eo—\Nhite Total Clients
American Indian/Alaska Native Total Clients
—e—Qther Pacific Islander Total Clients

—o—Goal

Goal
Agency Avg




Depression Screening and Follow Up Plan Updates

* 1% improvement!
 Shout out to non-medical lines of service!

* Pilot Continued
* Intake packet pilot continues

* Implemented instructions sheet (“complete all that you can and circle what you have
questions on”)
* 4/14 data analysis

* 83% of missed screening or absent follow-up in medical department (compared to 81% on 1/15)
* 98% were missing screening

* 1% missing follow-up




Hypertension Disparity

Chronic or Acute (Hypertension): By December 31, 2025, improve hypertension
control rates (less than 140/90 mmHg) for Black/African American women to
57% to more equitably align with the Agency’s other racial, ethnic, and gendered
populations.

e Baseline: 52% (July 2024 TY) Race/Ethnicity/Gender Baseline Comparison (July 2024 TY)
Agency Average 62%
e Goal:57% Black/African American men 62%
. C o Black/African American women 52%
urrent: 55% White men 73%
White women 63%
Hispanic/Latino men 72%

Hispanic/Latina women 69%




Hypertension Disparity

Hypertension Race, Ethnicity, and Gender Disparity

Disparity Current: o
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Hypertension Disparity Updates

1. Completed a pareto chart with the team (will be an upcoming Pl tool)

2. Next step to design our change ideas!

Prioritized acute care needs above HTM [medical complesity does nat 3

permit in one med apt] Hypertension Disparity

Lack of medication adherence (515 take meds az prescribed) 5 g 00
Time limits on appointments 5

Lack of use of home monitaring measurements (to combat white coat =

Structural racizm &) . 20
Lack of healthy food access or resources [A14 stated healthy Food &

impacts mental and physical health]

Paotential for more optimized prescribing B aire
Lack of pharmacy acoess ar suppoart for HTH meds [delivery, formular far & ’

uninsured]

Prioritized acute care needs above HTH [accessing ather lines of service) B e
Lack of medical trust = &

Lack of non-pharmacological education ta control BP [meets health 5|

literacy needs] s
Lack of Agency standardized BP threshold for remeasurement 5 5

Lack of transpartation access to apts (613 uncant listed transpartation as 505
barrier] 3

Lack af standardized document ation practices of RM HTM fu visit 5 N

lincludes when to return to office if high) A
Use of tobacco and aleohal increasing B (3114 smoking hx) 5

Lack of standardized communization of Provider ta B fu visit plan 5 B

Lack of pharmacological education to contral BP [meets health literacy 5 A
Lack af standardized care becausze acoessing care in so many different 5

locations (= gnot alw ayz taking BP'z in all spaces) H

Lack of access to at home BP devices (69 uncont have devices] 4 o
Lack of standardized client positioning appreaches for BP mezsurement 4

[7 - 313 clients positioned caorrectly] 1

Inzreased ansiety when entering physical clinic settings d o
Lack of follow up system for mizsed BN HTHM flu visit 4

Lack of positioning, recarding education for self-manitoring (46 clients 4 N .
knew cormect positioning) £ i E -4 £ g E B g ] & - o 2 J ) ¥ # 5

Lack of consistent scheduling flu 4 5 § E 5 H i § : E ] H £ E £ H ) g B & 2 d ; £

Lack af stress reduction methods as part of managing BP (214 tried 3 § H E L T ::_ 5 g i E { H :: i E B E % £ & g uz’- E

Istrelss reduction to manage BP; 514 connected to BHT ar paych] H H H i’ H H E; g i E E T E g 5 i ; 5 b E £ E



https://www.cec.health.nsw.gov.au/CEC-Academy/quality-improvement-tools/pareto-charts

Third Next Available

By December 31, 2025, improve the Fallsway location time to third next available
appointment to an average of 21 days (includes Behavioral Health, Case
Management, Medical, Nursing, and Psychiatry departments).

e Baseline: 24 days (December 2024 TY)
* Goal: 21 days

 Current: 26 days
* BH: 27

« CM: 12

* Medical: 38

* Nursing: 16

* Psychiatry: 24




Third Next Available Updates

1.

High Impact

The team completed a
fishbone diagram and pick

chart

Working on empowerment of
CSRs and Call Center and

setting standard for offering

options for scheduling for first

test of change

_ Cause: scheduling arror option for documentation
could meaan g pupkeref different things and it is not
) ) Equipment Measurement abways clear, whoever is making the change is
Cause: # of providers, part time status datailing the why
Contributor(s): - Y A Contributor(s): -
Cause: Aren't restricting scheduling access by "-.,I

Cause: If 8 provider changes their tamplate
and hasa tg reschedula, no place to rebook
because evarything is full

Contributor(s): -

appointmant types
Contributor(s): -

Cause: hard to understand if ternplates are working with so many
schaduling workarounds

Cause: Template delays [done well this
yaarl)
Contributor(s): -

schaduling

Cause: Athena as we have it is limitad in functionality
available add gg,in the market to help visualize
appointmeant availability for streamlined and afficiant

Contributor(s): -

Contributor(s): -

Cause: Mo Show Report and Metric of if we are filling no shows
or cancellations - not usable or being used in current state
Contributor(s): -

Cause: we are a safety nat as a EQ and demand is high and growing

Contributor(s): we do not transition out of care and raraly turn people away,
clients come with a lot of needs (way we've tailored our services is very clisnt

cantered and attracts clients that may be bettar served elsewhers)

s, suggesting alternatives
Contributor(s): -

Cause: we hawve a very provider cantric systam —when
providers ask for changes, staff often follow through

Cause: lots of manual work to extract and conceptualize
[excel basad) — multiple reports to get to one thing (vs. one
streamlined report)

Contributor(s): -

Cause: Mo current report for how often
staff are freezing slots
Contributor(s): -

I—

Cause: Tracking turn-aways [not Problem Statement:
consistantly) Average THNA for Fallsway is 27

Contributor(s): turn-away tracker days
ne=ds updating

L J

A

4

Contributor(s): -

Cause: Merging slots (booking without a template} causes issuas when
new ternplates don't align and then hgee to find clients new slots

Cause: S0P is up for review (2 years old) *important if bringing on other
staff to help support template process
Contributor(s): -

Cause: Scheduling Guidelines — main and live with departments per their

i
i

departmeant {opportunity to centralize)

Contributor(s): -

Cause: Clients calling to scheduls and tamplates not up; being told to call
back but without timeline; they call later and no appointment availabls
Contributor(s): Inconsistent referral provision? Leaning on walkin which is

Fi

Cause: Standard practice for filling no shows or cancellations not writtan
Contributor(s): -

=

Proceed Investigats
Slot Utilization Empowerment of Auditing of
Education and 'CSRs= and call center scheduling errors
Enforcement (24 hr ffu and setting standard
and walkin & provider for offering options
fia) - auditing to for scheduling
understand issues and
targetted edu

Consider Avoid

High Effort

wary Limitad (ticklars for dental)

Fi

7

Eause: Staff (clinical and Ops) not following the scheduling guidelines
Contributor(s): communication and education of the schaduling
fuidalines; staff are changing slot types (outside of any 30 which is ok to
thange) and it is making availability challenging when needing those slots;
staff will follow for a while and then fall off (e.g. 24 hour slots)

Cause: Changes to scheduling are communicated at the individual team
lewel and at variable frequencies (no standard for in writing va. verbal or
whean'how shared)

Contributor(s): -

i
People

Cause: lssues are oftentimas discovered
retrospectively vs. proactive audits
Contributor(s): -

4]



Client Experience

By December 31, 2025, improve the average level of client satisfaction survey for
“rate your level of satisfaction during your recent visit of the person who you
assisted during the check-in process” to 4.81 (scale of 1 to 5, 5 being the highest).

Baseline: 4.57 (Feb 2025)
Goal: 4.81 (50" percentile)
Current: 4.59




Client Experience Updates

1. Reviewed FeedTrail feedback

2. Completed process map for Fallsway check-in process and identified challenge areas
Length of time to complete baselines

* Previous systems to support clients on first floor not working as designe

Staffing at rush hour G

Nat included: Pads. OB,

[ Dantal
Last Update
- =on 10 10 Chezkmt s o
lats SEEE down, but sametmas this is haipful
arfveas || ((:/ aa; R Estimaled Tima i complein
E nary as ~ as b sacond Soor chack in for establishad
H am to <""”"“ at HoH >— wwakieapt | clients: 10 mirubes;
wakinbng - \ tor naw cSents: min 20
—
£ T uniad 1
£ 5:45am: claars parch o 'I‘"JI‘“IW;
H and hals guide | 2 Pl sl lant is raw Ve
2 P in amange in apt o
waliin inas
P ey
= ¥l ta compiata 30 mi
Tam - T:30am: makes Calocts baswings and brings 1o the
& - announcamant [Eng and Spl registration CSRs or asks diants b
o any cliant is Now and provides iston for nama called by CSR for
= basaling and [keracy and nast stops
E iranslation suppart ko compits
TSR ai Tam would be] i
Sy -
a Compialn Chack-In wi: CER )
E =]
E Insurance Card
= Varity al forms curmant in chart (if shoet time fame untl apt, provide diptoard and
K compiste basaling (na other fonms, consaents are guick and must ba complated) and Bant wal k> o Add 10 Walk-in
= = __‘—--—'_H—m_.-._ gie hack bafare leaving Falsway) "baselines updated e n? Scheduls
8 o o Insrance elighilty
E Varity HCH PCP wilth insurancoe and | not on file, upcate FCP
z I T Bagin chack-in process for apt in Athana (T schaduledy
a iy without banafits, allow o 9o 10 apt, but scheduie with Banafis
g Ha
Provie wristhand (Sflarent colors per day and inchades day
ot weak sama calor 1ar all cepts ) and dinect 1o 2nd Toor 1o
wak for apt
£
&
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&
[
o Wnat collecing by mal s
H dark, cal up cient and shs client Faason o e o
= ‘hasalings cal Tor wisit, D, and scheduie with Add chant o Intake scheduls and
5 o o — _ Eanafts (1) fen| " chack clignt in
5 chant o dask for insuranca card Intaka [2nd)
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Flu Vaccinations

Immunizations (Flu): By the end of the 2025/2026 flu season, improve Agency
percentage who were offered an influenza vaccine to 75% and administered to

38%.
* Baseline: Offer Rate: 28%; Administered Rate: 27% (2023/2024 Flu Season)

e Current: Offer Rate: 57%; Administered Rate: 47%
* Goal: Offer Rate: 75%; Administered Rate: 50%




STRENGTHS WEAKNESSES

Flu Vaccination Updates

.MA schedule vs. a flu and coat drive weeakly emails and r-;t:nm:llrg vaccines :hn challenges pre- :n“:;;ar strength dosed
. separate scheduls and scaled down subscription to hard - medical and flu and coat drive flu ine *has the
1 . CO m p I ete d reVI eW Of forvaccines didn't change powerbi report; pop health have a {esp the first day) pn‘t‘:ﬁz[:: Dﬂ:‘lp“ﬂm
numbers and was stratified by site M'ﬁ"ﬁtm with two different
i g 1o i ies and
2024/2025 flu season more eficion e ey

for the event but maybe

(ended) R i

e

2. Completed a SWOT analysis isual signage

3. Scheduled 25/26 flu season
planning meeting for June
2025

OPPORTUNITIES THREATS
peds had a funder Athena Campaigns bagels (ask potentizlloss of funding  vaccine excursions individual dose vs
this year that gave a effective but need development) or f"[c Nm‘f:?rlml.; because and multidose -
lot of coats (not changas to language some other food — ol T inventories across potential waste
sure if we will have items while waiting impact |peopls power to sites - risk of loss of
them again) or coffee !H“I'-ﬂm maney and vaccinas

sernice

e Lina S

Karen C interest in flu considering redesign
champion and of flu champions
targeting SH

population




Thanks!

Please reach out to Lisa Hoffmann (lhoffmann@hchmd.org)

with questions, thoughts or interest in anything here!



mailto:lhoffmann@hchmd.org
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