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MISSION

High quality cancer
care for all through
evidence-based
patient navigation

Cancer

;’ American
<
Society’

Five-Year AIM
VISION (2021-2026)

NNRT is a collaboration that advances
patient navigation efforts to eliminate
barriers for quality care, reduce
disparities in health

outcomes and foster ongoing

health equity across the

cancer continuum.

https://navigationroundtable.org/

To support the creation of a
sustainable model for
oncology patient navigation
to achieve health equity
across the continuum of
cancer care.
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Colorado Cancer
Screening Program

Partner with local, state, and national clinical and community partners to
iImplement evidence-based interventions and population-based research in
cancer prevention and control in order to promote health equity.

Facilitate training and technical assistance for healthcare teams to
implement cancer prevention and control initiatives aimed at reducing
barriers and increasing access to care.

Convene partners at the local, regional, and national levels with a shared
interest in cancer prevention and control to align efforts for increased reach
and effectiveness.



Purpose of CCSP PN Sustainability
Planning

Evidence base for patient navigation (PN) is well established.

Grant support for patient navigation is diminishing as its evidence base
continues to build. Payer reimbursement is on its way.

mportant for clinics to consider how to build capacity and make the
business case for maintaining patient navigation practices for cancer
orevention, chronic care, and other evidence-based clinical practices.

CCSP is providing dedicated support to clinic systems in efforts to sustain
PN practices within their setting and exploring strengths and opportunities
for improvement
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Sustainability...More Than a Word and More than
Money....
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Partnership with
Washington University

CCSP piloted the Program Sustainability Assessment Tool (PSAT) with subset of CCSP
clinics
Received feedback that the tool didn’t entirely capture the landscape of clinical setting
and navigation work
Support from Wash U team to adapt tool

At this time Wash U was also piloting clinical tool - Clinical Sustainability Assessment
Tool (CSAT)

Continued support with implementation including technical assistance, facilitation, etc.

Wash U piloting shortened versions of the PSAT and CSAT; guidance and analysis
support for CCSP’s pilot of a shortened PNSAT
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Adapting the Wash U Sustainability

Domains

Wash U PSAT

Environmental
Support

( Funding Stability
Partnerships
Organizational
Capacity
Program Evaluation

Program Adaptation

( Communication

Strategic Planning

Supportive internal and
external climate for the
program

Establishing consistent
financial base for program

Cultivating connections
between program and
stakeholders

Internal support and
resources to effectively
manage program

Assessing program to inform
planning and document
results

Adapting program to ensure
ongoing effectiveness

Strategic communication
with stakeholders and public
about program

Using processes to guide
program’s directions, goals,
strategies

CSAT Domains

Engaged Staff &

Leadership

Engaged
Stakeholders

Monitoring &

Evaluation

Planning &
Implementation

Outcomes &
Effectiveness

Workflow
Integration

Organizational
Context &
Capacity

Wash U CSAT (Pilot version)

Having supportive frontline
staff & management
within the organization

Having external support
and engagement for the
practice

Assessing the practice to
inform planning &
document results

Using processes that guide
the direction, goals &
strategies of the practice

Understanding &
measuring practice
outcomes and impact

Designing the practice to
fit into existing practices &
technologies

Having the internal
support and resources
needed to effectively
manage the practice

American NATIONAL
% Soncer NAVIGATION

CCSP PNSAT

Engaged Staff &
Leadership

Organizational

Context & Capacity

Funding Stability

Engaged Community

Communication,
Planning, &
Implementation
Workflow
Integration

Monitoring &
Evaluation

Outcomes &
Effectiveness

Having frontline staff &
management within the
organization who are
supportive of the PN practice
The PN practice has the
internal support & resources
needed to effectively navigate
patients/clients

The PN practice has
established a consistent
financial base

The PN practice has external
support & engagement
(beyond the clinical navigation
team)

Using processes that guide the
direction, goals, & strategies
of the PN practice

Designing the PN practice to
fit into existing processes,
policies, & technologies
Assessing the PN practice to
inform planning & document
results

Understanding & measuring
practice outcomes and impact
of the practice



Patient Navigation Sustainability bgsteen | (uiginon
Assessment Tool (PNSAT

606

PNSAT Domains Definition

Engaged Staff & Leadership Having frontline staff & management within the
organization who are supportive of the PN
practice

Organizational Context & The PN practice has the internal support &
Capacity resources needed to effectively navigate

Workflow Menitoring patients/clients

Integration & Evaluation
Funding Stability The PN practice has established a consistent

$ financial base
(@0 0 O Engaged Community The PN practice has external support &
engagement (beyond the clinical navigation
Communication, Planning, Engaged Staff team)
& Implementation & Leadership
Communication, Planning, & Using processes that guide the direction, goals, &
%‘gﬁi’{};ﬁif; Implementation strategies of the PN practice

£

Workflow Integration Designing the PN practice to fit into existing
processes, policies, & technologies

it

Organizational Monitoring & Evaluation Assessing the PN practice to inform planning &

Engaged
Community

Context & Capacity document results

Outcomes & Effectiveness Understanding & measuring practice outcomes
and impact of the practice

Funding
Stability

Staples E5 and Dwyer AL (2023). Patient Navigation Sustainability Assessment Toaol - Short Version, Colorado School of Public Health and University of Colorado Cancer Center, Aurora, CO.



Navigation Capacity
Building Initiative
Grants
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CCSP Sustainability
Planning Process

3-5+ individuals from a variety of roles and perspectives, the sustainability planning team, each complete
the PNSAT from their individual perspective.

Individual score reports are emailed to respondents (if completed online) or can be calculated manually.
Your team may choose to additionally calculate the overall average scores of the sustainability team for
use in discussion.

Develop and implement sustainability action plan:
Meet with sustainability team to discuss results, including strengths and areas for improvement
ldentify 1-2 PNSAT domains that are feasible to address in a time-bound sustainability action plan

Develop sustainability action plan, including SMART goal, steps, timeline, resources needed, partners
to engage

Implement the sustainability plan, and re-evaluate sustainability capacity with the PNSAT at least
annually

15
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nanges in Sustainability Capacity — CCSP ez
INICS

C
C

Engaged Comm.,
Staff & Org. Context Funding Engaged Planning, Workflow Monitoring&  Outcomes &
Overall Leadership & Capacity  Stability Community Implementation Integration Eval Effectiveness
AVG. TOTALS
Round #1 FY19-20 5.2 5.5 54 4.9 54 51 53 5.0 53
AVG. TOTALS
Round #2: EY21 54 5.8 5.6 5.1 5.5 5.2 5.6 53 54
Change +0.2 +0.3 +0.2 +0.2 +0.1 +0.1 +0.3 +0.3 +0.1
Domains addressed in sustainability plans: Do you feel that your clinic’s capacity to sustain patient navigation for
* Workflow Integration (10) preventive cancer screenings has improved since the start of your clinic’s
« Communication, Planning and Implementation (9) participation in CCSP during the current grant cycle (2018-present)?
* Funding Stability (5) * Yes to a great extent - 32.0% (n=8)
* Monitoring and Evaluation (4) * Yes, a moderate amount - 48.0% (n=12)
* Outcomes and Effectiveness (3) * Yes, a little bit - 12.0% (n=3)
* Organizational Context & Capacity (1) * Not sure - 8.0% (n=2)

Dwyer AJ, Staples ES, Harty NM, LeGrice KE, Pray SLH, Risendal BC. What makes for successful patient navigation implementation in cancer prevention and screening programs using an evaluation and
sustainability framework. Cancer. 2022;128 Suppl 13:2636-2648. d0i:10.1002/cncr.34058 16
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ips for Successful Sustainability Planning

Identify a sustainability planning team that includes people who can bring
about change - champions, leadership, admin

There are no right or wrong answers - Do your best to answer PNSAT
questions from your perspective even if not an ‘expert’ on all domains

Focus on what you can change - sustainability planning is an iterative
orocess beyond scores alone

mportance of working together - maintain regular team communication
and follow-up

Align sustainability planning with larger organization goals and initiatives

Monitor progress and reassess - anticipate challenges, capacity building
doesn’t happen overnight
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CCSP Sustainability
Planning Process s e

Strategies for
Payment and Sustainability

* An iterative process

» Paying for Patient Navigation
Sustainability Toolkit

» CCSP Sustainability Capacity Building
Case Studies

» Piloting and adaptation of Washington
University sustainability assessment
tools and sustainability planning process

* Implementation of sustainability
planning process with each clinic system
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Resources

CCSP PNSAT website: https://sites.google.com/view/pnsat

Take the PNSAT and create a sustainability action plan

2022 article in Cancer on CCSP navigation implementation and
sustainability planning: Read the article.

Dwyer AJ, Staples ES, Harty NM, LeGrice KE, Pray SLH, Risendal BC. What makes for
successful patient navigation implementation in cancer prevention and screening

programs using an evaluation and sustainability framework. Cancer. 2022;128 Suppl
13:2636-2648. doi:10.1002/cncr.34058.

CCSP website: implementation resources for cancer screening navigation and EBIs:
https://sites.google.com/view/colorado-cancer-screening-prog/

19


https://sites.google.com/view/pnsat
https://acsjournals.onlinelibrary.wiley.com/doi/full/10.1002/cncr.34058
https://sites.google.com/view/colorado-cancer-screening-prog/
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Implementing evidence-
based interventions through
the lens of quality
improvement



Please download and install the Slido f~

slido app on all computers you use ‘“‘

What is your current role?

@ Start presenting to display the poll results on this slide.



Build support: System Leadership Meeting

Project Timeline
Deliverables

L N ) SC Communities Unite to Increase CRC Screening TP « Calendar - SCOTTLA4@MAILBOX.SC.EDU

. Busy 3 Mark as Private N\ Reply > Forward 2= Options

(' This appointment occurs in the past. Invitees
e . Organizer
SC Communities Unite to Increase CRC
99 . SCOTT, LISA
Screening TP Required
8 Accepted
(© Tuesday, October 13, 2020 from 12:00 PM to 1:00 PM Pamela Marple
Required
1 hour
hpost@Irmcenter.com
Required
[©) Microsoft Teams Meeting LEWIS, TRACIE
Required
AUGHTRY, JENELL
Required
THIBAULT, ANNIE
Q2 None ¥ Required
Kim Hale
Meeting Details Required
Beth Graham
Required
Please forward to any additional project team members that you would like ° cmeginley@lrmcenter.com
to attend. Required
Agenda Items: 1 Not Responded
YR1 timeline updates Cindy Causey
Documentation of FIT results in EHR Required
CRC Champions

Join Microsoft Teams Meeting

Learn more about Teams | Meeting options

m Cancel Meeting

Action Items Due by Submit to

Select project team members to attend LC Boot

Camp Lisa Scott
e 1+ representative from each clinic 11/13/2020 Scottlad@mailbox.sc.edu
e 2+ Ql Team/Leadership representatives

Identify clinic CRC Champion Lisa Scott
* 1 per participating clinic site 11/13/2020 | Scottlad@mailbox.sc.edu
e 1 per organization level

Schedule Jan-March Interactive TA

January: 1/4/2021-1/15/2021 .

February: 1/22/2021-2/16/2021 Lisa Scott

Is there a clinic-level CRCS Current State Process 11/13/2020 | Scottla4@mailbox.sc.edu

Map?

March: 2/19/2021-3/13/2021

Submit completed assessments:
e Readiness Assessment Online via Qualtrics
e Capacity Assessment 12/8/2020
e COVID-19 Assessment

Scheduling Interactive TA for January 2021 — March 2021
January Date Range: 1/4/2021-1/15/2021. Focus: AIM Statement and QI Action Plan

Required staff attendance: Project lead, identified clinic lead and health system’s
leadership (CMO, COO, QI director)

February Date Range: 1/22/2021-2/16/2021*. Focus: Current State Process Map
Only needed if there is NOT a clinic-level CRCS Current State Process Map

Required staff attendance: All key staff involved in current CRC screening process. This
could include but not limited to: front desk, referral specialists, CNA/MA, charge nurses,
providers, lab representatives, office manager, caseworkers, Ql and billing staff.

March Date Range: 2/19/2021-3/13/2021. Focus: Root Cause/Gap Analysis

Required staff attendance: Staff representation from each department,
including patient/Health System Board member (include staff attending clinic/health
system QI meetings).




Trust the Process: Start with an AlM Statement

AIM Statement Worksheet

Clinic Name

What is our specific
numerical goal?

What is the target
population?

Purpose: An AIM statement clearly defines a specific plan to
improve a targeted quality improvement measure (Clinic CRC
screening rate) and guide your work by defining what success
will look like for your clinic.

Target clinic staff: Project lead, identified clinic lead and health
system’s leadership (CMO, COO, Ql director)

Where will do it?

What is the time period to
achieve this AlM?

lanuary 1, 2023 - December 31, 2023

Little River Medical
Center aims to improve

Why is it important to do it
now?

Combine the above into a
single AIM statement.

HE = Little River Medical
| A Center aims to improve
colorectal cancer
2020 USD screening rates from our
§ panmctie baseline of 47%
Azara): 43% (2021Q4) to 50% over
I ' the next 12 months with a
Ny stretch goal of 60% by
'y 12/31/2022.

stretch goal of 60% by
12/31/2022




Please download and install the Slido f~

slido app on all computers you use ‘“‘

Please fill in the survey

@ Start presenting to display the poll results on this slide.



Sticky Note Exercise

Purpose: Validate clinic’s current state process map for specific UDS Provider MA
Measure. Using a sticky note exercise in LucidChart, document a

patient encounter and identify clinic staff responsible for each step.

These sticky notes will be converted into swim lanes to show process

flow between clinic staff.

Required Staff Attendance: All key staff involved in current CRC screening

process. Front
This could include but not limited to: front desk, referral specialists, ]
CNA/MA, charge nurses, providers, lab representatives, office Desk Patient Lab

manager, caseworkers, Ql and billing staff.

If possible, have someone not involved in the process
facilitate the discussion and documentation Referral

Each staff person gets a different color sticky

Only 1 step per sticky note

Alert words/phrases: | think, I’'m pretty sure, maybe,
probably

Nurse/Interpreter Dept




Sticky Note E '
Personal Task List during a colorectal cancer screening patient encounter

Staff Name
Staff Title

Responsibilities/Tasks/Interactions
you personally touch during a
patient encounter including
colorectal cancer screening.

List 1 task per line

Scope of Current State Process Map

» Start of Process: Identification of patient

» End of Process: Test completion and
results in EMR

Interactive TA Session: Current State Process Map

Target clinic staff: All key staff involved in current CRC screening process.
This could include but not limited to: front desk, referral specialists, CNA/MA, charge nurses,
providers, lab representatives, office manager, caseworkers, Ql and billing staff.

Interactive TA Pre-work

Process Colorectal cancer screening patient encounter.
o When are patients identified for colorectal cancer screening? (This will be
the start of the process and could start prior to patient arrival at clinic)
o Isthere an alert/reminder for the patient to schedule appointment?
o ldentified during daily huddle?
. o ldentified at check-in?
Validate o ldentify Staff responsible for ordering CRC screening test.
current o Identify if, when, and how CRC screening is discussed with the patient. (this
process for could be multiple staff)
colorectal o Identify if education is included pertaining to CRC screening referral and
cancer screening completion.
. o When patient leaves the clinic:
SCreening: = |dentify follow-up communication to ensure screening is complete
y p g p
e I|dentify if EMR alert is utilized
Use these e FIT: patient reminder (calls/alerts/text) -who's responsible
dialogue and how many attempts
questions to e Colonoscopy: what instructions do they leave clinic with
help guide e Cologuard: what instructions do they leave clinic with
you in = |dentify if process includes follow up on positive screening results.
identifying Do patients leave with understanding of possibility of next steps?
Who provides this information?
your = At any time during visit is the patient educated on what next steps
personal would be if there is a cancer diagnosis? Who provides this
tasksin a information?
CRCS patient o Identify how results are acquired and who enters results into EMR
encounter (Colonoscopy, FIT, Cologuard)

o ldentify how CRC screening test results are disseminated to patients.
= By Phone: who makes the call
= By letter: who mails the letter
= EMR alert: what data is entered to trigger alert and who is
responsible for data entry.




Sticky Note Exercise

Look at the number of sticky notes under

each staff position.

This can visually identify where balance in
the process may need to be adjusted.
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Places order in
EMR for
colonoscopy;
goes to
Referrals or
Nurse

If nurse needed to
order
colonoscopy; will
send Nurse case
file or personally
speak with Nurse

Provider

review/Use
the visit
work

Reviews
personal/family
hx; past couple

months any
symptoms/issues

Colanoscopy
typlically offered
first; FIT offered

by request is

eligible

Provider
physically talks
to Nurse to give
patient FIT with
instructions

Places order in
EMR for
colonoscopy;
goes to
Referrals or
Nurse

If nurse needed to
order
calonascopy; will
send Nurse case
fle or personally
speak with Nurse

Put order
in EMR
for FIT

Provider reviews
FIT+ results and
provides next steps
ta Nurse to
communicate with
patient; places
order for FU colo

Reviews results of
Cola and provides
next step to Nurse
if additonal FU or
communication is
needed with
patient

Colorectal cancer
screening patient encounter..

MA

Review
quality
measure 1
day before
appt

Pre-visit
worksheet;
mark CRCS

in needed

Ask
previous
screening
hx (45-75)

Reviewing the
chart ta ensure
informationfreports;
verify patient
huttamily hx correct
in chart

Review staft
bucket in
EMR to
indentify FITs
not returned

Follows up with
patients that
don't return FIT
(3daystol
week); verify
standard

Eastover Family Practice

Lab

Reviews staff
bucket for FITs
not returned;
not contacting
patient

Alert MA or
Nurse to
contact pt if
FIT not
returned

Process FIT,
enterfaced with
Lab Corp;
results are
automalic to
chart

FIT+ go to the
FU bucket;
alert the
Provider or
Nurse

Front i
Desk Patient
recieves FIT; Returns
checks for
name/DOB; FIT :tO
takes to Lab clinic
Mails FIT
to
LabCorp

Nurse/Interpreter

Provides FIT
with
instructions
to patient

Instruct patient to
return to clinic to
be processed;
envelope
addressed to
Lab Corp

For FIT+: calls
patient with
results and

schedules FU

colo

Wil call patient to
provide results of

AT
(postive/negative)

Follows up to
ensure colo dane
and report
recieved; vill
assist if needed to
be rescheduled

Referral
Dept

schedule
colonoscopy
and calls patient
with appt (verify
who calls pt)




Current State Process Map (Swim Lane)

Places order in
EMR for

Eastover Family Practice

CU'UHUSCDpy: C Cancer ing Patient
goes to &
Referrals or

Provider

Nurse

———

MA

If nurse needed to

order
colonoscopy; will
send Nurse case
file or personally

Lab

speak with Nurse

Front desk

Provider places order
in EMR for

colonoscopy; goes to
referrals or nurse if - pe—l
STAT: will send nurse
case file or personally
speak with nurse

Nurse/inter




Next Step: Root Cause Analysis (Fish Bone

Diagram)

Purpose: To determine the cause(s) of identified
problem(s) that impact the CRC screening process to
determine area(s) of improvement(s) at the clinic level. It
can be considered root only if the final negative effect is
prevented for good after the cause is removed. A fish

bone diagram exercise will be facilitated in LucidChart.

Required Staff Attendance: Staff representation from
each department, including patient/Health System
Board member (include staff attending clinic/health
system QI meetings).

! Cause

Process Measurement

Resources

Environment Education




Fish Bone Diagram - Finding the gaps

Manpower

TEAM Approach

Process Measurement

\ Response ofpatent \ AP ety

Monday's

Sub-cause one

Focus on UDS
measures
huddles on

FITs not returned to ensure quality
measures pulled

Compliance

Staff to follow-up

FU on Colo with patient for FIT

referrals
Patient calls for refil; bring patient into office for

Azara align with Athena

=

Sub-cause one

===

-

Sub-cause one No longer getting gaps report
pulling from azara

\/>\

PCC trained in
Azara

/ Sub-cause one

/ Office designed to comfortable Sub-cause one

Provide resources to patient for screening

asking to wear
trust ‘masks
inviting and seating 6ft apart
comfortable

Extremes Sub-cause one

Patient need to bring Too hot, too
proper paper work most patients cold-not coming
walk to clinic
‘Scheduling for specalty care (GI) Patient still fear coming to office Clinic open to clinic education

Travel to Columbia Gasiro
(20-30mins trave)

Resources

P
covip 2-3 months; Lxmonth)

alsoTear Older population
vaccination

Environment Education

Process Med

Response of Patient

FITs not returned
Compliance

Staff to follow-up

FU on Colo with patient for FIT

referrals

Patient calls for refill; bring patient into office for
visit




From Current State to Future State

Represents adjustments
in process after PDSA




Integrating Patient Navigators
into Existing Colorectal Cancer
Screening Clinical Workflows



Role of Patient Navigators in Colorectal Cancer Screening

Pre-Screening

« Patient education (screening options, importance of timely screening)
* Scheduling assistance

* Barrier reduction/addressing concerns

During Screening

 Reminders

* Coordination during transition of care (clinic to gastroenterology)
Post-Screening

* Ensuring follow-up on results, and coordinating next steps

* Patient support

American
< Cancer
i Society
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Implementation of Evidence-Based Interventions for Colorectal
Cancer Screening

CCSP Process

1. Sticky Note Exercise
Workflow - Emphasis on where the Navigator fits

Gap Analysis/Fishbone Diagram

AIM Statement and EBI Selection

Quality Improvement Action Plan/PDSA Cycle
EBI Action Plan

o W



Visually Collaborate with LucidChart

AnMed Health Williamston Family Medicine 17
E E View Insert Arrange Share H °
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File Edit Select ew Insert
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o
g
2 2

3] Import Data

AIM Statement  CRCS Rate 2021 CRCS Rate 2022 CRCS Rate 2023  Stool Test Return

Work “live” in a document
Document each step

* Each step gets a tab
Share with project team

members
* Give rights to edit or
view
Templates (charts, fishbone)
Customizable
Easy drag and drop flow
chart shapes




Sticky Note Exercise

Provider

Informs PT
due for
screening

Submits
order for
CRC
screening

Updated
throughout case
by chat/calllin
person, or EHR
notification - (all
stays in pt chart)

Informed of
CRC screening
results by
MA/Case
Manager, EHR

MA/Case
Manager
(Navigator)

Clinical MAs
pull AZARA
report of
screenings due
each morning

If standing
order -
informs PT
due for
screening

Educates PT on
screening
procedures,
understanding prep
(follow up with prep
before appointment
by phone) transport,

Recieves order
from provider
and makes
contact with pt
by phone

Nurse

Provides
support to
MA on pt
education

Assists with
spanish
speaking pt
education

Acts as
backup for
MA

Develops CRC
screening
policies/trains
and onboards
staff

Lab

Receives
order for
FIT - gives
kit to pt

Collects and

processes Kit

when
returned

Patient

If standing
order - MA
informs pt
due for
screening

PT can contact
Gl office by
phone to make
appointment

Receive
test

Admin

Provides
info
packets to
pts

Helps pull info/pt
reports from
Gl/hospital EHR -
updates MA/Case
Managers in person,
or EHR orders
management

Scanning
information
into charts

Assists with
tracking pts -
orders placed
vs completed
and updates MA

Medical
Records
Dpt.

Receives fax
reports and
push to colon
health fax folder
(to admin/MA
case mahagers)

Scans other
reports that
don't come
through
electronically
into EHR

American
< Cancer
i Society

S

Ql

Department

Sends crystal
reports to
MA/Case

Managers about
what pts are due
for screening

Holds monthly
meeting on
compliance CRC
screening rates,
determines QI
projects

Oversees
AZARA
reports and
validation
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Integrating Patient Navigat

Standing

lon

Sends Crystal report to
MA/Case Manager about
what PTs are eligible for

screening

Orders

Clinical MA pulls
AZARA report to
identify if PTs eligible for
standing orders

If physical records are
sent, scans into EHR

If reports are faxed, push
to "Colon Health" fax
folder for Admin and

MA/Case Manager

American
<» Cancer
7 Society’

Provider informs PT they MAICase Manager informs i
- EBI Opportunity:
are eligible for CRC PT they are due for CRC pmempnpemmat:rs
screening during visit screening
MA/Case Manager educates . .
> Nurse maintains contact with .
4 CDE L) (e p—— Gl to track PT Enters Gl/Hospital results
typesiprocedures, I Follows up with PT and Gl by y . into PT chart
5 prep (follow phone to ensure appointment is appointment/screening Ly “
Nurse provides support to MA up with prep before scheduled - also can check GI completion
on PT education (if additional = _ _ _ __ __ . »| appointment by phone) records to track appointments L}
info is needed or PT is Spanish transport, etc. '
speaking) [ [
Cememnn '
A\l Assists with pulling
o reportsirecords from
Colonoscopy MAJCase Manager notifies PT contacts Gl by S
PT through mail and phone to make G'"““?ﬂ"““‘ “:" LEs
| submits order to GI appointment oyt A e
BT Manager in person or EHR
Provider submits order Orders Managarment
for CRC screening
PT receives and returns
Cologaurd kit to
N _ Cologuard Col rd, test
SR PT Picks up FIT kit from MAICase manager mc:s:g:z = ’e’;ul -
ketsimaterials to PTs =~~~ Lt orscrity 4
pac Cologaurd faxed back to Pueblo,
results scanned into
EHR
Informed of CRC
PT returns FIT kit to Processes FIT kit, screening results by
———————»| Checks EHR for test results MAICase Manager or
updates chart with results i
tab Enters screening Nurse in person and
results into EHI_1 and through EHR
updates provider .
'
'
Negative ¥
Positive . )
PT navigated into
Ci

PT told to screen
again next year (FIT)

or in three years
(Cologuard)

Provider calls PT to
discuss results and next
steps
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Integrating Patient Navigation

START

Printout of PVP with gaps listed is
given to provider by MA ahead of
visit.

Provider talks with pt about
different CRC screening options
and place order/referral in ECW.

Pt navigator will call patient (and
the Gl office as neccessary) at
least monthly to confirm if the
procedure has been scheduled by
Gl office. During these calls the
PN will also assist with prep and
address any barriers the patient
has (hotel, transportation/gas
card needs, etc).

Following colonoscopy, results
are faxed or added to ECW for
provider to review

1

If negative, provider sends phone
message to MA to notify patient of
results.

If positve, provider will call patient
and discuss options for next steps.
and refer to treatment

Idea: add annual patient
reminders to patients due for
screening (phone, message,

letter, etc.)

—

Facility will call patient to
schedule colonoscopy. They will
also set up an in person or
telephone consult to go over the
procedure and prep.

For patients that are
non-compliant after 3 phone calls,
patient navigator will offer to

colonoscopy process

Pt Navigator sends the
colonoscopy referral to Grand

Junction Gl, Delta Hospital, or
Montrose.

Patient will also speak with
Patient Navigator in-person or
over phone regarding
colonoscopies, including the
referral process, any barriers the ‘

MA does the education on FIT

FIT kit to patient.

patient has, and the prep process.

FIT process

Call pt every 2 weeks as reminder
to complete and of kit expiration.

discuss other screening options
and will add in “telephone
‘encounter” and the outcome to
the chart.

test and Cologuard. MA provides

Cologuard process

MA /RN assign FIT order/referral
to themselves; Patient navigator
assigns Colguard/colonoscopy
orders to herself

e |

Pt Navigator processes order to
Exact Sciences for Cologuard.
Patient receives the Cologuard by
mail a few days after referral is
placed.

MA / RN/Patient Navigator
monitor Lab Jellybean for results. s
Check 1x per week.

NO
FIT Results returned?

3 attempts are made by phone

Timestamp order with notes to
keep track of every outreach
attempt. Many tests are not

J

returned so the tracking log is

and then a letter is sent.

<

B
t
A
vital. Patient retums FIT kit to Front
Desk and they give itto the MA.

Nursing Supervisor runs report
every 3 months to track number
of kits ordered and number
resulted. A recurring Outlook
Calendar alert is used for the
reminder.

LabCorp runs sample from FIT
tests. Pick up daily. They upload
the results into EHR. Timeframe

for results is unknown.

About 3-5 days for FIT
results?

Results from Cologuard and the
FIT are i added to

Cologuard Results returned?

EEIN

ECW. They are assigned to the
ordering provider to review.

After provider gets results, phone
message is sent to MA to notify
patient of results if negative.

Provider or MA calls patient to
alert them of results. Provider will
always call if the stool test comes

back positive and the patient
needs a referral for a diagnostic
colonoscopy.

J

negative stool test

positive stool test: see
colonoscopy process

NO
—_—

PN/MAs have developed a
Cologuard tracking spreadsheet
and procedure to track completion
of Cologuard kits - monitored
weekly.

)

PN call pt every 2 weeks as
reminder to complete and of kit
expiration. 3 attempts are made
by phone and then a letter is sent.
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Outcomes of Integrating Patient Navigators into Clinical ooy
Workflows
Benefits

* Inclusion of Navigators frees up time for Providers to focus on direct patient care

* Navigators may lead to fewer missed appointments and procedures, improving use of resources
Navigation services can lead to improved bowel prep for colonoscopy

*  Success of Navigators can secure stronger relationships with endoscopy/specialty services/providers,
leading to improved communication and patient outcomes

Challenges

* Lack of dedicated funding and current limited reimbursement models
* Unclear/inconsistent role boundaries

* Training and standardization

e Sustainability

Dwyer AJ, Staples ES, Harty NM, LeGrice KE, Pray SLH, Risendal BC. What makes for successful patient navigation implementation in cancer prevention and screening programs
using an evaluation and sustainability framework. Cancer. 2022;128 Suppl 13:2636-2648. d0i:10.1002/cncr.34058
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