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Health Plan Progress

Last year’s Health Plan addressed needs in the following areas: Diabetes care, Chronic Pain care, poly-pharmacy and e-prescribing,  and adolescent health screening.  Progress in these areas is here summarized.   

Diabetes System of Care (registry, spread).  The diabetes registry (CDEMS) was put in place at the CCHS main site  and currently there are 265 diabetic patients included.  The registry produces monthly reports of the status of the group of patients regarding the diabetic measures.  The registry was not implemented at the other four sites since the EMR, which is currently (October – November) being implemented site by site, includes a diabetes registry.  The EMR’s registry includes diabetic measures at the point-of-service with flags for past due services and both detail and summary reports.  There are currently 75 diabetic patients in the EMR diabetes registry at the one site where the patients are entered.  Note that there are about 1,200 diabetics receiving care in the CCHS system.  

In preparation of the HRSA Performance Review and Plan review, conducted in October 2007, two audits were completed:  1) review  of 50 records of random diabetic patients at each site focusing on HbA1c values; and 2) an obesity focused audit including a review of 50 random records of whether the BMI was recorded and counseling provided.  The diabetes audit results are below.   

Diabetic Audit Results for HRSA Performance Review and Plan 

(50 random records per clinic)
	Measures
	Cabin Creek
	Riverside
	Sissonville
	Clendenin

	Average HbA1c
	7.2
	7.2
	7.3
	7.6

	# Pts with HbA1c <7.0
	26
	25
	25
	20

	% Pts with HbA1c <7.0
	52%
	50%
	50%
	40%


The obesity-related audit reviewed whether the BMI was recorded and whether, if the BMI was greater than 25, counseling was provided.  At one site 24% had a BMI and at all other sites the audit revealed close to 0% had a BMI.  

The goals for the next year include for diabetics, getting the average HbA1c to 7.1 and the percent of diabetics with HbA1c below 7.0 to 65% at all sites.    
Chronic Pain System of Care (develop and implement).  The chronic pain system-of-care (SOC) has been completed by the Chronic Pain Workgroup and is being implemented and refined at one site (Clendenin Health Center).  The SOC includes the following key components:  initial and at least annual completion of a comprehensive Pain Evaluation (5 validated data collection instruments);  Completion of a Pain Plan of Action that addresses drug and non-drug treatments including possible physical therapy and behavioral health interventions;  agreeing to CCHS chronic pain policy; random screens, pill counts and Board of Pharmacy reviews; patient education; visit templates and a flow sheet.  

The goal for the next year is to implement the Chronic Pain SOC at all sites for all patients and to complete the Initial/Annual Evaluation on 80% of all chronic pain patients.  

Poly-pharmacy (Face-to-Face and MTMS service).   To date CCHS has not developed a system to regularly review patients with high numbers of prescription medicines, however, a pharmacy student did complete an audit of  random patients with poly pharmacy for drug interactions.  In the past year, CCHS has further developed its clinical teaching partnership with the WVU School of Pharmacy and with the additional pharmacy students serving clinical preceptorships, the intent is to use these students to carry out polypharmacy reviews at all sites – the reviews are conducted for compliance and potential adverse interactions.   This will be done in coordination with the implementation of the EMR and transfer of prescription medicine data from paper to the EMR.  

E-Prescribing.  E-prescribing was implemented for some providers at the main clinic site.  The clinic used the commercially available program, SigmaPoint. The program has increased efficiency although there have been some problems associated with pharmacies receiving the e-prescriptions.  In the future, all e-prescribing will be done through the EMR.  Note that the EMR is currently being enhanced to include a complete e-prescribing capability.   

Adolescent Risk Screening (school).  Adolescent risk screening has been fully implemented at the Riverside School Based Health Center (SBHC).  In the past school year 312 students completed the one-page health risk survey (a streamlined GAPS) out of a total of 794 students enrolled with the SBHC.  The results are entered into the Clinical Fusion database.  Selected findings from the self-reported survey:  8% contemplated suicide, 25% report often feeling depressed; 41% had sexual intercourse, 19% smoke and 14% report drinking alcohol regularly.  The risk screening has been very useful in discovering serious health risks and causing interventions by the medical and/or mental health providers. The goal for the next year is for 50% of the enrolled students to complete a health risk survey in the current school year ending June 2008.

Emergency Care (not in plan).  Although not in the plan, a need was identified to clarify the emergency medical capabilities that are needed at all sites.  A Workgroup was organized which developed a list of emergency medical problems that CCHS should be capable of responding to and the related equipment, supplies and training needed.  Equipment and supplies have been ordered, training is being planned and the complete policy shall be completed over the next two months and presented to the board for review and approval.  

Health Plan for 2008-2009

The Health Plan for 2008-2009 includes goals and objectives that address five (5) principle areas of need.   (Note that the needs addressed in the business plan necessarily relate to, and facilitate, the clinical program of the health plan.  For example, staff education, adequate equipment and facilities, patient care processes and organizational relationships all are necessary for quality health services.)   The principle needs that are specific to the health plan include. 

· Need for Systems-of-Care (SOC) for chronic conditions.  Such systems often include a determination of the clinical objectives and measures; the processes for case finding or recruitment, patient assessment and treatment, patient monitoring and recall (i.e. registries); planned and/or group visits; provider decision support; standing orders and allocation of roles to team members; patient self-care support and motivational enhancement;  and integrative service agreements with other community resources.      

· Need for systems facilitating Preventive Care.  Preventive care systems always include establishing the preventive evidence-based objectives;  and processes for patient recruitment (perhaps using the media as well as by direct patient contact in the health centers), patient risk screening, patient education,  patient tracking and recall.  

· Need for Integrated Mental Health Care.  The very high rates of mental health problems and behavior-related risks that patients bring into community health centers means that quality care requires that mental health providers work along side of primary care providers and collaborate on such care.  

· Need for School-Based Health Services.  School-based health services constitute an evidence-based intervention to address serious and common child and adolescent health risks, chronic and acute care needs and to improve school performance. “Healthy Students and Better Students” (WV First Lady, Gayle Manchin).

· Need for Integrated  Health Professions Education.  The organizations ability to improve clinical services is enhanced by continuous interaction with health professions students who are involved in direct clinical care, improvement-related practice research and projects and initiatives to improve services or promote community health.  CCHS is the lead agency for the regional AHEC (federal) and RHEP (state) programs.  

· Need for Electronic Health Records.  It is widely understood by healthcare quality leaders and policy makers that quality health services requires electronic health records.  EHRs greatly facilitate communication among providers, organize key patient information for easier access and use, allow for integrating guidelines and patient registries, and reduce searching and lost information.   

Note that for many of the health plan initiatives CCHS will involve health professions students in key action steps.  Students may assist with early assessments of barriers to care including interviewing patients; in assisting providers in delivering the care and monitoring the service provided and recalling patients needing services.  

	Problem/Needs Statement: Need for Systems-of-Care (SOC) for chronic conditions.  Such systems often include a determination of the clinical objectives and measures; the processes for case finding or recruitment, patient assessment and treatment, patient monitoring and recall (i.e. registries); planned and/or group visits; provider decision support; standing orders and allocation of roles to team members; patient self-care support and motivational enhancement;  and integrative service agreements with other community resources.      



	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	1. a. Implement the Diabetes SOC which was developed by the CCHS HDC Team and meet the HDC clinical goals for the selected measures 

b. Increase the percent of the 1,200diabetics entered in the computer diabetes registry from 265 to 1,000

c. Use the diabetic registry to recall patients who are out of compliance with key diabetic measures.  Involve students.
	With the EMR implementation in each site, utilize the built-in Diabetes Registry – transfer DM data from paper record into EMR.
	As the EMR is implemented in the sites and as diabetic patients are seen their diabetes related data is entered into the EMR’s registry 
	Registry reports of diabetics with data.  
	Management Team 
	

	
	Provide training to providers and nurses/MAs in the diabetes measures,  standing orders and patient communication.  
	Training completed and staff demonstrate understanding and competency in diabetes system of care (SOC). 
	Use staff meetings at each health center to review diabetes care processes and problem solve.  
	Diabetes Improvement

Workgroup. 
	

	
	Run registry reports of the status of diabetic patients regarding the clinical measures.  
	Quarterly reports run and process of patient contact implemented. 
	Diabetes Care Status Report summaries with compliance rates 
	Diabetes Improvement Workgroup.  

Overseen by Quality Committee.  
	

	2. a.  Implement a system of care (SOC) for non-malignant Chronic Pain at all sites.  
	Provide training and ongoing support to providers and MAs at all sites in the pain SOC. 
	All clinical staff understand the basic components of the 
	Reviews at staff meetings. 
	Chronic Pain Workgroup
	Note that the Chronic Pain system of care has been developed in the past year by a Chronic Pain Workgroup including a range of assessment tools, vis and an extensive policy statement.  

	b. Complete the Pain Evaluation/Assessment with all chronic pain patients at all sites and provide basic education in pain mngt for all pain patients. 
	Prepare Pain Packets with forms and pat. ed materials and distribute to all sites. 

Prepare pain templates for EMR
	Tools and supplies are in place to facilitate chronic pain visits.
	Procedure code entered into billing system for Pain Evaluation (no charge attached) and this allows counting the numbers of annual pain evaluations completed.  
	Chronic Pain Workgroup
	Note that the Chronic Pain Workgroup includes clinical staff from all 4 health centers.  Meets monthly. 

	c.  Develop access to ancillary services and alternative therapies for chronic pain patients – including BH, PT
	Explore contractual relationships PT providers. 

Increase mental health providers at 2 sites. 
	All pain patients needing PT or mental health services receive the services without travel or financial barriers. 
	Completed agreements 
	Chronic Pain Workgroup
	Note that CCHS has contracted for on-site physical therapy services at one site and will attempt to expand that arrangement.


	Need for systems facilitating Preventive Care.  Preventive care systems always include establishing the preventive evidence-based objectives;  and processes for patient recruitment (perhaps using the media as well as by direct patient contact in the health centers), patient risk screening, patient education,  patient tracking and recall.  



	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	Improve the rate of women receiving PAP smears in accord with guidelines. Achieve a rate that exceeds national CHC average.
	Provide additional training for all staff in the process for Family Planning and BCCSP services.  

Promote services with patients – cut financial barriers. 
	Staff understand the processes of care for well women care including eligibility for public programs,  program forms and requirements; how to use well woman templates.    
	Tallies of services per quarter per site from the billing system.  

Note that the billing system will be used to recall patients who need preventive services.  


	Preventive Care Workgroup.  

AHEC director 

QI Committee
	Women’s Health Workgroup will be formed as part of this initiative.  

Health profession students will assist in educating patients and community about the need for well woman care. 

	Improve the rate  of children and adolescents receiving timely well child care and adolescent risk assessments.  
	Provide staff training in well child process and HealthCheck guidelines.  

Train in recording visit results in the EMR.  

Recall children needing care
	Staff understand the principles and methods of well child care and use them.  

EMR is used effectively for well child recording.  

Parents respond to notification WC care.
	Trial patients will serve to detect any deficiencies in the well-child care process.  

EMR generated notes are reviewed by the QI committee.
	Preventive Care Workgroup. 

AHEC Director 

QI  Committee
	As above, students will be involved in monitoring and recall of patients for 

	Implement improved child development screening and follow-up for children aged 15 to 30 months.  Use APA endorsed parent self-administered screening tool.  
	-- Provide training for staff in use of the tool.

-- Identify all relevant treatment resources

-- Implement the improved screening tool at all 4 sites.
	--Competent provider staff and support staff in issuing and interpreting the screening tool.  

--Children receive needed development support 
	-- Log of  child development screening generated from billing database.  

-- Referrals for developmental support are monitored for service success.  
	Pediatrician

Prevention Committee

QI Committee
	CCHS will participate with a group of other WV practices in a collaborative trial of this validated tool for discovering and following up on developmental delays. 


	Need for Integrated Mental Health and Medical Care.  The very high rates of mental health problems and behavior-related risks that patients bring into community health centers means that quality care requires that mental health providers work along side of primary care providers and collaborate on such care.  



	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	Expand Integrated Mental Health Care from ½ day per week at  two sites to 2 ½ days per week. 
	Recruit and hire another clinical social worker (MSW) to split between 2 sites.   
	Well oriented social worker is on the job.
	Interviews with primary care staff to determine effectiveness of the new social worker.  
	CEO / COO

Current MSW staff. 
	

	Maintain quality productive regular psychiatric services at least bi-weekly at all sites.   
	Develop a monthly BH  performance report

Develop BH templates for new EMR.  
	Report produced and reviewed by staff.  

BH Templates in use.  
	Reports 
	CEO

Behavioral Health Team
	Report could address, for example, number of patient services  by Dx category.   Number of screens completed.  Number of “hot hand-offs” from PC to BH. 

	All clinical staff understand & observe the basic principles and methods of  Integrated Care: i.e.

--  Connect with BH at time of PC visit. 

--  brief  visits, brief problem-focused care

--  Ongoing PCP-MHP collaboration on MH problems. 


	Lead discussion of integrated care at clinical provider meetings.  

Conduct “lunch and learns” on the topic.  


	PC providers make appropriate use of MH providers and MH providers are available to PC providers when they are needed and impact patients outcomes and provider satisfaction. 
	Provider feedback by survey. 
	Behavioral Health Team

Medical Director 
	Note that we have significant exposure to the current thinking in the movement to integrate BH and PC;  i.e.  two CCHS MSWs attended a teleconference  course on integrated primary care and have implemented the systems at two centers.  In addition, the staff have presented descriptions of the model at state-wide meetings.  


	Need for School-Based Health Services.  School-based health services constitute an evidence-based intervention to address serious and common child and adolescent health risks, chronic and acute care needs and to improve school performance. “Healthy Students and Better Students” (WV First Lady, Gayle Manchin).



	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	Implement School based services at a middle school in the service area with a high rate of low income students. 

Provide services about 2 days per week.  
	Complete application for scope change for school based services at East Bank MS. 
	Scope change approved. 
	Paper work complete
	CEO,

Consultant 
	Note that the staff that currently operates the SBHC at Riverside will also provide services here with additional staff hired to assist.  

	
	Remodel classroom into modest health center with space for part-time primary care and MH provider
	Space is well organized and pleasant for students’ health care.  Appropriate equipment including computers with internet access on site.  
	Staff review 
	School health coordinator 
	

	
	Obtain parental consents and initiate services.  
	In coordination with school leadership and nurse inform parents of the services and high numbers of enroll their children in the program.  
	Numbers enrolled
	School Health Coordinator 
	

	Explore the provision of SBHC services at other high schools and middle schools in communities with our clinics.   
	Complete short feasibility study.  Consider the interest of the school leaders; student health problems; space   
	Determination of whether it is feasible to consider school based health services at area schools –. 
	Feasibility study considering  financial, facility, and attitudes of school leadership.  
	School health coordinator

CEO
	


	Need for Integrated  Health Professions Education.  The organizations ability to improve clinical services is enhanced by continuous interaction with health professions students who are involved in direct clinical care, improvement-related practice research and projects and initiatives to improve services or promote community health.  CCHS is the lead agency for the regional AHEC (federal) and RHEP (state) programs.  Education in skills needed to achieve quality health care should be carried out with staff members of participating clinics.  

	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	Provide regular education for rotating students and selected staff in the quality improvement process. 
	Involve students in QI projects including school health, system improvement for chronic care and preventive care.  

--Provide readings and lead discussions. 
	Students and staff understand the basic principles and methods in implementing health system changes.  
	Student Reports of experience.  

Feedback from providers and staff. 
	AHEC Director 

Clinic Coordinators 
	Projects are undertaken by interdisciplinary teams of students with staff involvement.  

	Provide education for students and staff in effective communication with colleagues and patients. 
	Conduct regular monthly workshops in communication skills drawing on  Healing Voices Project and Motivational Interviewing.  
	Students and participating staff understand the basic principles of effective communication and can use them in daily work. 
	Role playing with feedback and written exercises. 


	AHEC Director 

COO
	Note that the Institute for HealthCare Communication has published material and teaching guides that are useful here.  

Healing Voices is a project developed by a local CHC for training nurses and MAs in patient and staff communication skills.  

	Have students work with ongoing CCHS clinical improvement projects to gain appreciation for systems of care.  
	Students are involved in Well child and well woman care, diabetes care, chronic pain care, and geriatric care.
	Students staff appreciate the basic components of system of care and how to apply the principles to any at-risk population.  
	Staff evaluation of student experience, reports done by students and staff to QI Committee.  
	AHEC Director 

Medical Director 
	


	Need for Electronic Health Records.  It is widely understood by healthcare quality leaders and policy makers that quality health services requires electronic health records.  EHRs greatly facilitate communication among providers, organize key patient information for easier access and use, allow for integrating guidelines and patient registries, and reduce searching and lost information.   



	Goals/Objectives
	Key Action Steps
	Progress/Expected Outcome
	Data , Evaluation and Measurement
	Person/Area Responsible
	Comments

	Implement the EMR for all patients all 4 clinic sites over the first 6 months of the year.  


	Obtain computers and ancillary equipment for the clinical areas of these sites.  
	Needed equipment is in place and working 
	Trial runs by staff. 
	COO
	The EMR is Health-e-WV a web based program supported by Wheeling Jesuit University with federal grant funding. 

	
	Provide staff training and involve staff in reviewing the work flow changes, creating custom templates.  

Conduct trial runs.  
	Staff are comfortable with the new system.  MAs can enter and update clinical summary information.

Providers can create notes. 

All staff can communicate re patients on the system.  
	Trial runs with observing trainers. 
	COO 

EMR Provider Champion
	Trainers will be provided by Wheeling Jesuit.  

Note that the EMR system has been installed at one of the 4 health centers and the use of the system is being phased in.   

	
	Work with vendor in enhancing the program to better interface with lab, manage referrals and orders and expand the number of patient registries for selected problems. 
	Reference lab results are automatically entered. 

A complete order tracking system in incorporated in the system.  

Registries are available for chronic pain and  adolescent health risks in addition to diabetes and coumadin
	Users experience reports 
	Health-e-WV staff 

EMR Provider Champion

CEO 
	The system has an effective registries for managing populations of diabetic patients and coumadin patients.  The good work already completed could be built upon to do manage other patient sub-populations such as chronic pain and general geriatrics.  


Cabin Creek Health Systems   UDS 031820     2008-2009 Business Plan Update

Business Plan Progress

See below a description of the progress related to the four principle needs that were listed in the last year’s 2006-07 Business Plan. 

I. 06-07 Business Need:  Address staff training needs, competencies and professional development and job satisfaction.

Promoting Effective Communication- training and support:  Effectively communicating to patients regarding behavior changes related to health risks is a staff competency that cuts across much of the preventive and chronic disease work done at the health center.  Motivational Interviewing is an evidence based set principles and methods that improve the chance that patients will decide to make useful changes.   CCHS conducted 2-day workshops in Motivational Interviewing (or “Motivational Enhancement”) for 80% of the provider and medical assistant staff.  In addition, there were follow-up meetings to discuss the experience of the staff in actually trying to use the skills.  Effective patient communication is useful for both clinical and business performance.  The skills can improve patient satisfaction and help the organization meet clinical goals which are important to payers.  WV Medicaid, for example, is implementing a program that calls on PCPs to set behavior goals with patients and their level of compliance may determine eligibility for enhanced benefits.   There will be continued work with the staff to promote the use of MI in the next year. 

60% of the CCHS clinical support staff attended a two-session workshop on Effective Communication with Staff and Patients.  The workshops were developed by a team at local CHC, the New River Health Association, and were designed to provide the skills needed for clinical support staff to manage difficult communications with medical staff, fellow support staff and patients.  The training involves didactic education, role playing with reflections and reading.  The evaluation of the program by outside experts validates the effectiveness of the training in actually improving communication skills.    

Electronic Medical Records Implementation:  The implementation of the federally funded and web-based EMR, titled “Health-e-WV”, was begun in September at one site and will be rolled out to the other three sites over the next four months.  The implementation process involves a phase-in with a subset of patients each session whose records are completed electronically. The goal is to give providers continual practice with the system and to build up the number of patients seen as skills increase.  In addition, by implementing for some patients each day the staff are better able to transfer necessary data from the paper record to the EMR before the provider visit.  Note that due to the stipulations related to the Federal funding the EMR license  is free to WV CHCs and Free Clinics as is the training and support and server hosting.  When Federal funding lapses the participating health centers will jointly support the common web server, which is currently located at the National Technology Transfer Center of Wheeling Jesuit U.  CCHS received County funding for much of the computer hardware.  

Staff Competency and Skill Training/Staff Pay Scales:  Pay scales have been reviewed and revised for all support staff.  The pay scales provide additional consistency and fairness and allow for recognition of performance as well as experience at CCHS and in previous related jobs.  

Success in the use of new electronic records technology and in implementing improved clinical processes will, in large measure, depend on having support staff with appropriate knowledge, skills and attitudes.   The implementation of the EMR, the development of new systems-of-care for diabetes and chronic pain, revised emergency care policies and more extensive mental health integration will require that the clinical support staff have a new and broader range of competencies.  CCHS staff have begun defining the knowledge and skills needed, and the curriculum and educational methods to best convey the material.  When there is overlap between the education needs of  students and of staff members, the health center will coordinate staff educational activities with the AHEC/RHEP clinical education programs conducted as part of the community rotations of health professions students.  Potential areas of overlap include communication skills with patients and colleagues, use of electronic clinical information systems, principles and methods of clinical process evaluation and improvement,  the use of clinical quality measures,  principles and methods of integrating mental health and primary care.   

II. 06-07 Business Need:  Maintain and Improve Access and Productivity and comprehensive services   

Open Access Scheduling:  Open Access scheduling refers to when almost all patients are offered same day or patient determined appointments for any services.  The advantage of the system is greatly reduced no-shows, a simplification of the scheduling process with much less need for “triage” decisions, and increased patient satisfaction and improved compliance with preventive and chronic disease care measures.  Open access requires that daily patient demand be matched with clinical care capacity.  It further requires that the clinical processes are efficient with appropriate delegation.  At the time of this proposal, all the health centers are offering same day appointments for urgent care needs and are able to schedule almost all patients within 3 days of the request for care.  At the Riverside school-based center a true open access system is in place with almost all patient requests for care honored on the same day.  However, at the other sites, there is significant work remaining to open up patient schedules to assure 24 hours provider availability,  to spread understanding of the open access principles and practice, and to maximize efficiency of the clinical processes.    

Expand school-based health enrollment:  The enrollment in the Riverside School-Based Health Center  serving 1,400 students at Riverside High School has increased from below 50% to almost 70% of the student body.  This is the result of an improved enrollment process and improved open access for both mental health and medical care.  Utilization of the center has also increased by 150% to over 3,000 annual encounters.  Note that the Riverside Health Center also serves the community and the number of community encounters was over 3,700 annual encounters.  

CCHS has been invited to provide school-based health services at a local middle school with 400 students. Plans are proceeding to remodel space, establish the service plan, and obtain the necessary HRSA change-in-scope.  This would be an opportunity to provide preventive and curative health and mental health services to a very high risk school.   

CAP Maintained/Improved:  The Community Access Program (CAP) is a program to assure access to key health services initiated by CCHS and a network of other health centers and hospitals in the region in 2001.  It is a coordinated single entry system by which the uninsured enroll at the health centers, are given a membership card, and have access to sliding fee discounts at the health center and outpatient and inpatient care at the tertiary teaching hospital.  This program has greatly improved the efficiency of care at the health centers and significantly increased the equity of care for the uninsured. 

Mental Health expanded:  Mental health counseling services (provided by clinical social workers) have been expanded at CCHS from three days per week to four at the main health and two days a week to five at Riverside Health Center.  Recruitment is underway for another FTE clinical social worker who would split their time between the two new health centers where there is currently one-half day per week of mental health coverage by a psychologist.  

In September 2007, contract on-site psychiatric services were initiated at each site, on a semi-weekly basis.  This will address  increased need for management of psychotropic medicines and more complicated mental health problems.   
III. 06-07 Business Need:  Assure that revenues exceed costs and maintain adequate working capital.  

Control costs and cost per visit.  The UDS data indicates that Cabin Creek has significantly lowered both its administrative cost rate and its cost per medical visit.  Its current costs are significantly below the FQHC cap.  This was the result of controlling costs and increasing productivity.  

Maintain effective billing process.  The overall collection rates are higher, at 65%, than the state and national average of 61%.  The center is currently in the process of adding to its billing staff to provide additional help for re-billing and managing past due accounts.      

Expand working capital:   The organization generated a surplus in cash income over accrued expenditures and working capital has been maintained within the HRSA standards as reported in UDS.      

IV. 06-07 Business Need:  Implement Electronic Medical Records (EMR) and Make Technology improvements.

A web-based EMR was initiated in September 2007 at one site and the implementation will proceed at the other sites over the next six months.  The implementation has been successful due to attention to process re-design work and training.  The EMR implementation had been delayed due to delays in obtaining the interface with the Medical Manager billing system.  The implementation will proceed at all sites during November through January 2008.  

Business Plan for 2008-2009

The Business Plan goals and objectives address five (5) principle needs of the organization which allow the organization succeed and excel at meeting the health needs of the people in its communities, especially the most vulnerable.  These are all areas where there has been progress in the past year and where there is significant work to complete in the years ahead.  

· Staff Education and Support .  Need to have a competent, caring and involved staff who are continually learning and growing professionally and who work effectively with colleagues and participate in program and service improvement.  Need to continually be vigilant for quality people to join the staff.     

· Patient Access and Productivity.  Need to have processes and capacity to assure that patients receive personal care when they want or need it.  Need to have processes that efficiently handle the flow of tasks associated with quality patient care. 

· Facilities and Service Array.  Need to provide the services that address the important health problems and health care deficits among people at all life cycle stages in the communities served.  Need to have the equipment and facilities that facilitate effective and efficient services.  

· Organizational  Relationships.  Need to have effective working relationships with other outside health and human service organizations, with Foundations and public agencies, with educational institutions, and with trade and professional organizations for the purpose of successfully coordinating care with other services , stealing ideas for care improvement and obtaining resources to meet the health needs of the community.      

· Management and Governance.  Need to have management processes in place that encourage staff initiative, creativity and problem solving to improve care systems and that promote appreciation for progress and accomplishments as well as current challenges.  The processes include regular communication with staff and board through newsletters, performance reports, listserves, etc, management team and departmental/clinic meetings, and individual meetings for performance evaluation and addressing current problems and projects.   

	I. Problem/Need:  Staff Education and Support .  Need to have a competent, caring and engaged staff who are continually learning and growing professionally, who work effectively with colleagues and participate in program and service improvement.  Need to attract and retain dedicated and talented people to the staff.    

	Goals/Objectives
	Key Action Steps
	Evaluation and Measurement
	Responsible Person(s)
	Comments

	Provide education for clinical support staff to facilitate expanded role with EMR and new systems of care. 
	Further refine the educational objectives and methods. 


	Curricula. 
	COO / AHEC/RHEP Director / Med Director
	Objectives relate to systems of care for chronic care, EMR, preventive care. 

	
	Conduct educational sessions
	Session reports
	above
	Use existing meeting time and special sessions. 

	
	Define method of evaluation and rewards for meeting objectives
	Evaluation documents 
	above
	Staff meeting higher skill levels are rewarded. 

	Provide follow-up educational support in communication. 
	Conduct follow-up short workshops in Motivational Interviewing 


	Session notes and staff comments
	AHEC Director /CEO / Outside trainer
	

	
	Conduct follow-up Healthy Voices sessions for support staff.  
	above
	COO / Outside Trainer 
	

	Seize chances for staff to network and learn at  conferences, collaborations and workshops.
	Offer chance to participate in collaborative improvement projects 


	Reports from educational events and collaborations
	CEO / AHEC Director 
	Also seize opportunities for staff to present at conferences and workshops.  

	
	At least one third of staff attend outside conference or workshops
	above
	above
	

	Provide staff education in QI principles and methods for Primary Care
	Organize workshops for health profession students (AHEC/RHEP) and staff members.  
	Student evaluations
	AHEC Director / CEO
	Key PC Quality concepts: 

Evidence-based measures; 

Communication/relationships; 

Patient Access;

Systems of Care.


	II. Problem/Need:  Patient Access and Productivity.  Need to have processes and capacity to assure that patients receive personal care when they want or need it.  Need to have processes that efficiently handle the flow of tasks associated with quality patient care. 



	Goals/Objectives
	Key Action Steps
	Evaluation and Measurement
	Responsible Person(s)
	Comments

	Clinical capacity matches need/demand / 
	Monitor patient demand for care against capacity in the form of clinical staff and facilities.  
	Regular checks of patient demand 
	COO 
	Demand can be measured by number of internal and external requests for service in a period of time. Capacity is expected productivity. 

	Where possible open access scheduling is observed.
	
	
	
	

	Increase use of preventive care among women and children  
	Implement standing orders and guide support staff in how to encourage use of preventive services. 


	Measure numbers of preventive services per month per site. 
	COO / Clinic Coordinators 
	This objective links with the training provided to support staff and providers in preventive care processes. 

	
	Implement recall system for women and children needing preventive services
	Notices sent and calls received. 
	COO / Data Manager
	Regular preventive service performance data to be reported to staff monthly. 


	III. Problem/Need:  Facilities and Service Array.  Need to provide the services that address the important health problems and health care deficits among people at all life cycle stages in the communities served.  Need to have the equipment and facilities that facilitate effective and efficient services.  

	Goals/Objectives
	Key Action Steps
	Evaluation and Measurement
	Responsible Person(s)
	Comments

	Meet facilities improvement needs at principle site -Dawes
	Plan and Implement Pharmacy expansion. 

Repair external siding 

Expand parking 
	Job Completion.
	CEO
	Much of the funding for improvements has been approved by the County Commission.

	Assure adequate computers and related equipment for all sites EMR.
	Review equipment performance for data entry, EMR use,  document scanning and printing.  
	Staff feedback.  Efficiency measures. 
	COO
	Although much of this work will be completed in current year, attention to hardware to promote efficient use of the EMR will be required.  

	Add colposcopy equipment to improve access to care for abnormal PAP smears.  
	Obtain equipment and initiate services.  
	Colposcopy  service counts.  
	COO / CEO 
	Two physicians will have experience and training to carry out colposcopies. 

	Develop long range plans for facilities for the Clendenin and Sissonville leased sites.  
	Initiate search for alternative space.  

Explore capital acquisition strategies.  
	Space/facility plans 
	COO / Consultant
	


	IV. Problem/Need:  Organizational  Relationships.  Need to have effective working relationships with other outside health and human service organizations, with Foundations and public agencies, with educational institutions, and with trade and professional organizations for the purpose of successfully coordinating care with other services , stealing ideas for care improvement and obtaining resources to meet the health needs of the community.      



	Goals/Objectives
	Key Action Steps
	Evaluation and Measurement
	Responsible Person(s)
	Comments

	Implement the regional AHEC such that students and staff acquire  understandings and skills to allow success in rural PC  
	Design educational experiences, projects and curricula integrated with the clinical experience in rural primary care. 
	Curricula 
	AHEC Director 
	CCHS was approved as lead agency for the regional AHEC  in Sept. 2007. 

	
	Implement the educational experiences and projects. 


	Patient satisfaction.
	AHEC Director 
	

	Participate in PIH Network joint improvement project. 
	Participate in designing the program to improve child preventive care.  


	Preventive care measures report.
	COO/Prevention Workgroup
	PIHN is the Partners in Health Network of regional health centers, rural hospitals and a tertiary hospital.

	
	Start initiatives to improve coordination of hospital and PC.   
	Assessment of new referral process 
	COO/ Medical Director /
	


	V.  Problem/Need:  Management and Governance.  Need to have management processes in place that encourage staff initiative, creativity and problem solving to improve care systems and that promote appreciation for progress and accomplishments as well as current challenges.  The processes include regular communication with staff and board through newsletters, performance reports, listserves, etc, management team and departmental/clinic meetings, and individual meetings for performance evaluation and addressing current problems and projects.   

	Goals/Objectives
	Key Action Steps
	Evaluation and Measurement
	Responsible Person(s)
	Comments

	Maintain Quality Committee to oversee Clinical QI projects  and Peer Review 
	Hold regular monthly QI Committee meetings with membership from providers at all health centers, board members, CEO and COO.   
	Minutes including reports from the various quality projects and audits. 
	Medical Director and CEO
	The QI  Committee has been regularly active in stimulating QI projects and reviewing process.  

	
	Review and Revise the peer review audit process in light of clinical objectives and EMR implementation. 
	
	
	

	Clinical Improvement Workgroups
	Monthly Workgroup meetings:  chronic pain, diabetes, mental health, prevention, EMR. 
	Agenda and Minutes
	Workgroup Leaders
	Improving healthcare systems requires committed and engaged staff teams.  

	Maintain Regular Staff Meetings at all health centers 
	Meeting to be held bi-monthly.  Keep minutes and agendas. 
	Agendas and Minutes 
	COO 
	

	Maintain Management Team Meetings 
	Meeting at least bi-monthly.  Operations review and planning; staffing 
	Agenda and minutes. 
	CEO
	Senior Management team includes CEO, COO, MD, AHEC Dir, Pharmacy Dir. Finance Dir. 

	Maintain Provider Staff Meetings 
	Meetings semi-monthly.  For review of performance and progress on key elements of the plan, address operational questions. 
	Agenda and minutes 
	Medical Director 
	

	AHEC/RHEP Advisory Board M
	Semi-Monthly meeting with the Community Advisory Group review activity against plans.  Develop projects.  
	Agenda and minutes.  
	AHEC/RHEP Director and Clinical Director
	The Advisory Board includes health care advocates, academics,  providers, policy makers.

	School-Based Health Center Student Advisory Board
	Monthly Meetings to plan health projects for students.  
	Agenda and minutes 
	School Health Director; AHEC/RHEP Director
	


