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Agenda

 Cervical Cancer PDSA Review

 Connections Quality Forum Measures Goals

 Introduction of Dan Leong - American Cancer Society 

- Guidelines and Early Detection
- 80 by 18 Initiative (Susan Wood)

 Introduction of Colorectal Cancer Screening Measure 

 Member Best Practice Spotlight

 PDSA Cycle Planning

 CHC Report Back

 Tools in DRVS to Manage and Improve Colorectal Cancer 
Screening
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Cervical Cancer Screening PDSA Review
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Results of PDSA Cycle
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American Cancer Society

• Guidelines and Early Detection (Dan Leong)
• 80 by 18 Initiative (Susan Wood)
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Introduction of Colorectal Cancer 
Screening Measure
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Clinical Quality Non-DRVS DRVS
Healthy People 

2020
Grant 
Year 2

Grant 
Year 1

Measure Baseline* Baseline* Current Baseline GOAL GOAL GOAL

Cervical CA 
Screen

50.3% 44.1% 56.4% 84.5% 93% 65% 50%

Colon CA 
Screen

29.7% 23.2% 28.7% 52.1% 70.5% 50% 40%

Reduce DM 
A1c

18% 16.2%

HTN Control 43.7% 61.2%

Depression
Screening

n/a ??%

Childhood 
Imm’s

68.4% 80%

Measures and Targets

* Baseline = 2016 UDS 
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Measures and Targets



Colorectal Cancer Screening
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Include patients 
who were 50-75.

DENOMINATOR
Patients aged 50-75 who 
had 1 or more qualifying 

encounter(s) during 
reporting year.

NUMERATOR
Patients in the 

denominator who are 
compliant with colon 
screening during the 
measurement period. 

ICD-9/10, SNOMED-
CT Diagnosis Code for 
malignant neoplasm 

of the colon or 
colectomy.
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Legend

Customer 
Request

EXCLUSIONS
Patients who have a history 
of malignant neoplasm of 

the colon or colectomy 
during the measurement 

period.
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CPT II, HCSPCS, 
SNOMED CT 

for completed 
colonoscopy in 
the last 10 yrs.

DRVS custom mapping for 
completed colonoscopy or 

sigmoidoscopy order/referral  or 
completed FIT/FOBT within each 
of their respective time periods.

CPT II, HCSPCS, 
SNOMED CT for 

completed 
sigmoidoscopy 
in the last 5 yrs.

OR OR OR

LOINC code for 
FIT/FOBT result 

in the past 
year.

CPT Codes which constitute a 
qualifying encounter 

according to the measure 
spec (see Technical 

Specifications in i Button). 

DRVS Custom 
Mapping for 

colectomy (past 
medical/surgical 

history).
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Colon Cancer Screen Workflow
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Patient 
Arrives

Patient gets 
checked in. 

MA/LPN Rooms 
Patient, performs 

vitals.

If Colonoscopy 
needed, Provider 
orders referral. 

For most 
patients, 
MA/LPN 

orders the FIT 
test.

Colon 
Screen 

Complete

Colon 
screen 
needed

?

START

END

Patient returns 
kit to health 

center for 
processing.

MA/LPN or RN 
processes test 

and results.

Paper/Fax 
Result 
Arrives

Result arrives by fax and 
attaches to chart. Gets 
labeled as colonoscopy.

Medical records scans and enters date of completion. Send to ordering 
provider for review. Communicate result to patient if abnormal. Ask MA/LPN 

to communicate result to patient if normal.

MA/LPN runs Patient Visit Planning report on all 
patients daily. If colon screening needed, add Colon 

CA screen needed to HPI chief complaint notes.

Return to clinic 
another time to 
give a specimen.

Patient returns 
kit in mail for 
processing.

Ask to wait and 
give specimen 

today.

Open order and 
enter result 

including date of 
completion and 
interpretation.

If FIT is positive, 
notify provider, 

who notifies 
patient and 

places referral 
for GI.

Referral 
coordinator 

schedules GI, 
who arranges 
colonoscopy.
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Documentation Process

Best Practices

• Pre-Visit Planning to identify overdue screens

• Try to get patient to do an FIT, even if you plan to do a 
colonoscopy, unless they are not a candidate

• Standing orders for MA/LPN to be able to place order for 
colorectal cancer screen (FIT or referral for colonoscopy) 
if due

• Scan and turn external results into structured data 
(enter collection date) before results go to providers, 
then sent results for them to review
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Colon Cancer Screen Exclusion Workflow
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Patient 
Arrives

Exclusion 
Complete

Provider enters room and sees patient. If in 
course of visit, provider discovers patient has had 

a colostomy or colorectal cancer that is not 
documented.

Add colostomy or 
colorectal cancer to 

Problem List.

Enter date of procedure or onset
(dd, mm, yyyy) using calendar 

function. If unknown use 01/01/XXXX 
or enter Month/Year. Do not free text 

or leave date blank.

START

END

Patient gets checked 
in. 

MA/LPN or Provider rooms patient  and does vital signs.

Add colostomy to 
surgical history.
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Notable Pitfalls

• Unstructured data capture- text fields or scanned documents
 Require documentation in structured fields only, and monitor

• Workflows document the information in more than one place, 
leading to errors, and conflicting data
 Clarify and simplify as much as possible, try to enter the date only in one 

place, use secondary documentation for awareness only

• Different documentation processes required for NEW patients
 Continuously train staff on required workflows to avoid gaps

• History updates may not occur at chronic or acute visits
 Every visit is an opportunity to gather data: maximize it. 

 Avoid philosophy of “We’ll collect it next time.”
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CHC Best Practice Spotlight

 Your Colleagues Showcase Success on Colorectal Cancer 
Screening

- PrairieStar- Mona Broomfield
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Defining Success

 What makes your process/program a success?

- It involves everyone in the clinic as well as behind the screen. 
This includes the nurse who rooms the patient, the Provider 
who discusses the importance, Medical Records that look for 
outside records and even the Business Office that assists with 
payment plans if needed. Like everything, “It takes a team”.
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What helped?

 What is a change in your process/program that has had 
the most effective on the rate of screening?

- Option for using FOBT home kits when financially not feasible to complete a 
colonoscopy.

- Placing mailing labels and postage on the kits before handing them out.
- The nurse “checks out” a kit to the patient and lets them know she expects it in a 

week. She lets them know she will be calling if she does not get the kit. Postcards 
developed to mail on day 14 by nurse if the kit still has not returned.

- Each Provider and Nurse is assigned a Quality Measure to champion. They must 
work with their Peers on strategies and barriers then report on their measure at 
each month at their respective meetings.

- A monthly Dashboard with all measures and all team percentages.
- Keeping the measure/goal in full view at all times using different visual elements.
- Having the patient sign an ROI while in the room to get tests done elsewhere.
- Healthy competition!!! Each team has amazing strategies used for their quality 

measures.
- Team prizes for goals met, best of the month, etc..
- Weekly list given to Providers & Nurses stating what patients are on their 

schedule this week that need a screening…”The Poo List”.
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What didn’t work?

 Conversely, what are some changes made along the way 
that were ineffective or detrimental to your screening 
rate?

- Option for using FOBT home kits when financially not feasible to 
complete a colonoscopy.

- Currently determining out return rate for kits sent out with 
postage. They cost $2.75 and now going up to $3.00. We would 
like to see a return on our investment. Will be discussing with 
the Postmaster if we can develop Prepaid Postage labels to 
place on the kits then we will only be charged for what actually 
is returned.



18

How do you measure?

 Monthly numbers are presented at the monthly Provider 
meeting as well as the Nursing meeting. The dashboard 
shows all team Quality Measures bring on the competitive 
spirit.
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Weekly Awareness Posters

To Boldly Go 
Where No 

Scope Has Gone 
Before!

Jim, it won’t be as bad 
as the extraterrestrial 
humanoid warrior 
species, the Klingons!

That’s illogical 
Bones. One 

cannot compare 
a colonoscopy 
to a Klingon.

Beam me out 
of here Scotty!
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Weekly Awareness Posters

Hey Dude, be 

righteous and 

schedule your 

screening 

colonoscopy! Let 

the music move 

you!

(Instead of  the 

Mag-citrate, yumm)
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Weekly Awareness Posters

I’d rather walk the plank than to get me booty scoped 

but I’m a smart one. Yo Ho Ho mateys, time to call me 

doc, Jolly Rodgers!
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Weekly Awareness Posters

Do whatever it takes to get your screening 
colonoscopy. If you have to have your 

mummy take you, then just do it!
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Weekly Awareness Posters

Keep mail couriers busy by returning your 
screening colorectal cancer iFOBT kit!
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Team Fun

The “Poo Duck Mascot”

Staff take pictures of Poo Duck all over the world and post pictures.
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Team Fun

Polymer Clay Poo & Tissue 

getting ready to be earrings! 

Prizes!

The POO List
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PDSA Planning preparation
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PDSA Plan

• What is the plan?

– Engage in a PDSA cycle for the next 2 months.

– Re-visit results of PDSA cycle at beginning of next 
Connections Quality Forum.
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Common Barriers

Internal Barriers

• Leadership- Translating ideas to leadership buy-in

• Workflow- process to record results as structured data

• Cost of Staff for chasing and recording results (manual)- who?

• Need for Outreach- staffing for colon screening outreach- who?

• Access to service- is transportation an issue for colonoscopy or returning FIT?

• Orders- lack of standing orders

• Lack of education for providers, staff, patients (guideline changes and test info)

• Missed opportunity at point of care /  intake

External Barriers

• Data Gap- Results returned from outside providers not consistent
– Is GI consult needed to arrange test? 

– How is order for FIT or Colonoscopy tracked?

– Inconsistency on return of results of colonoscopy.

• Patient Preference
– Need for patient education with cultural sensitivity

• Cost – Patient responsibility or Medicaid Payment limitations
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Common PDSA Interventions

• Workflow Re-Design and Training
– Process for retrieving from external organization

– Process for documenting in the EHR (which can be captured in DRVS)

– Process for documenting exclusions (test not needed)

• Add Colon Screen to Pre-visit Planning activities (enable alert)

• Standing Orders for FIT or GI/Colonoscopy by support team 

• Financial Vouchers to remove $$ barrier

• Outreach to Patients
– Proactive use of DRVS Adult Primary Care Registries to identify list

– Send letters, make calls, portal, distribute to teams, etc.

• Schedule a preventative care clinic for FIT/Flu/Pap or a health fair

• Patient education 
– Health Literacy and instructions on taking the test (prep and or procedure)

– Cultural, ethnic, religious, fear barriers
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Discussion

• Concerns about continued challenges?

– What will block your success and how can we work 
around it?
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Breakout Work on Colorectal Cancer 
Screening Measure
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PDSA Planning Forms

• Be sure to involve all levels of the organization for 
success

• QI must play a critical role in planning and 
execution of HCCN work, this quality work should 
be strongly linked with the health center’s goals.
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S.M.A.R.T Quality Goals

• Specific (clear, concise, tangible)S

• Measureable (patients, %, cost, 
etc.) M

• Actionable (you can define the 
steps, and they can be done)A

• Realistic (likelihood of success is 
greater than 50%)R

• Timed (there is an associated 
deadline)T
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QI Goals

1. Review the Colorectal Cancer Screening Goals 

2. S.M.A.R.T characteristics of the goals - check 
each goal against the criteria

• Center baseline #s to be filled out - these should 
come from UDS 2016 Colorectal Cancer 
Screening Measure

– Even if a center’s numbers are above the Connections 
Goal, they need to set goals higher than their current 
performance. Individual center improvement is what 
will enable Connections to meet the Connections goal 
collectively.

34
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Sample PDSA Planning

Colorectal Cancer Screening - patients aged 50-75 with a medical visit in 2017 with one or more appropriate 

screenings (FOBT, including FIT in 2017; flexible sigmoidoscopy in 2017 or the four years prior; 

OR colonoscopy in 2017 or the nine years prior).

2016 UDS Baseline Actual Goal

Health Center: 31.8% Connections: 28.2% Health Center: 37.2% Connections: 28% Health Center: 40% Connections: 40%

Cycle 1 Health Center Intervention 1
Description of 

Intervention

Ensure accurate data entry for externally completed screenings- FIT/FOBTs and Colonoscopies. Evaluate workflow and re-

train based on new standard.

Risk #1 May not currently have enough staff allocated for audits (to see if standard is being followed).

Mitigation #1 Get buy-in from leadership to utilize a certain amount of clinical staff time to do observation audits, use DRVS or other data 

to carefully track, and identify additional training needs.

Risk #2 Patients may not be willing to sign HIPAA release form for Health Center to receive results from external providers.

Mitigation #2 Re-educate Health Center staff on successful approaches to this conversation with patients. Identify someone else who can 

help (manager, etc.).
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Share Your Plans with Peers

 Report Back

- What Intervention(s) are you planning to try and why?

- What barriers do you anticipate?

- How will you mitigate them?
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Tools In DRVS to Improve Colorectal Cancer Screening

• Visit Planning Report
• Dashboard
• Scorecard
• Measure Analyzer
• Registries
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Visit Planning
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Dashboard
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KAMU Measure Dashboard
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Scorecard
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Measure Analyzer
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Provider Comparison
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Patient Details
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Registries

Registry- Primary Care Adult 
Female and Primary Care 
Adult Male

- Includes breast, colon and 
Colorectal cancer screening 
related data all in one 
registry- by gender.
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Registries for Outreach
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Next Steps

• Review your PDSA plan with 
rest of team at the health 
center, finalize.

• Fill out form with your plan and 
hand in to Terri Kennedy by 
February 2nd.

• Plan for review of numbers at 
beginning of next Connections 
Quality Forum Meeting.


