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POPULATION
• Temple University Hospital serves the North Philadelphia community
• Average life expectancy of men is 67 and women is 75, compared to 

76 and 81, the life expectancy of men and women who live in center 
city Philadelphia. 

• Social determinants of health (SDOH) have been shown to be 
independent predictors for poorer health outcomes.1-3

• SDOH can be addressed through the involvement of community health 
workers (CHW) who are trained community members that provide 
patients with social support and assist in the navigation and 
coordination of care
• CHW showed promising results in decreasing hospitalization 

rates and average lengths of stay for patients with chronic 
illnesses.4-7 

OBJECTIVES
• Create a program for multi-visit patients (MVP) that supports the 

specific needs of this population
• Implement a pilot CHW-centered transitional clinic that identifies and 

addresses SDOH needs for our patient population through 
longitudinal CHW involvement in care coordination

• Demonstrate impact on emergency department visits and hospital 
readmissions after participation

TEAM STRATEGY
• MVP clinic was opened February 2020, 

initially as a CHF pilot then expanded to 
all cause readmissions

• Remained payor agnostic
• Patients identified by clinicians during 

admission
• All patients who enter the program are 

attempted to be screened for SDOH 
needs

• If no SDOH identified patients were still 
offered transportation to and from clinic 
appointments, parcels of fresh food, 
health education, and access to social 
work services at clinic visits

PROGRAM OUTCOMES: 

LESSONS & CONCLUSIONS
• Data based conclusions:

• Innovative model led to decreased inpatient and ED visit 
utilization, sustained over a year
• Increased outpatient engagement leads to better disease 
management outcomes for patients: patients have received life 
vests, bridged to bariatric surgery, placement of advanced 
cardiac device placements such as mitral clip, and multiple 
patients have a recovered ejection fraction and no longer 
require AICD/lifevest consideration

• Limitations in data: 
• Difficult to discern patients with multiple visits vs patients 
with singular admissions
• Impact of CHW’s has many qualitative outcomes difficult to 
map

• Lessons learned & key take aways: 
• In a high risk patient population traditional clinic models are 
unable to support the needs of MVP patients: meet the patient 
where they are
• MVP program is not a substitute for longitudinal primary 
care, meant to supplement and support care plans for patients
• Multi-faceted team is needed for equitable care delivery and 
sustainable decreases in readmissions and improved patient 
engagement
•Build data based dashboards with meaningful and quantifiable 
data to leverage for program needs
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• Total patients enrolled: 383 (2/27/2020-3/31/2022), 
73% had a full SDOH assessment prior to clinic visit

• 90-day pre and post enrollment all-cause emergency 
department visits, readmissions, and clinic show rates 
were tracked and noted in the graphs by average 
patient visits

• 12.9% patient identified transportation as a barrier, but 
37.9% utilized the car service when offered; concluded 
that SDOH needs are unreported by patients

• Expanded from 2 days a week to 5 days a week staffed by a 
hospitalist physician and expanded CHW services

• New programs and partnership with health system initiatives 
around quality incentive programs, chronic care management 
and transitions of care programs within TUHS

• Creating formal communication and formal hand off processes 
to primary care physicians

• Educational initiatives to shift culture to embed uniformity in 
transitions of care within our inpatient clinicians
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Abstract

Cart Smart – Rethinking Crash Cart Preparedness

Crash carts have been proven to be pivotal to improving
code event outcomes. It has been estimated that at least
300,000 cases of in-hospital cardiac arrest occurred in the
USA between 2013 and 2018 and that every minute
without medical intervention survival falls 10-15%.
In 2010, the Pennsylvania Patient Safety Authority
reported 56 cases of outdated or missing medications
and/or missing or malfunctioning equipment when crash
carts were used in emergency situations. Further, the Joint
Commission hospital accreditation service released a
bulletin in 2017 emphasizing the importance of crash cart
preparedness.
Checklists are proven effective and in use in crash cart
preparedness. However, when done on paper the
extensive inventories and high volume of daily reviews
still leave room for errors and require manual audits.
At the Hospital, we had a rate of issues discovered during
codes of ~25%, in spite of a robust paper process.

Approach: 
Consistent, Cohesive, Comprehensive

Results

• Immediate reduction in cart readiness issues
• Significant reduction in cart restock time
• Daily cart readiness digest eliminates need for manual

audit of paper logs
• Early warning of upcoming item expirations
• Detailed administrative metrics
• Full campus-wide visibility of cart status from

anywhere at any time
• Use of manufacturer barcodes gives complete

confidence in individual item readiness

Objectives
Reduce code cart readiness errors by designing a process
that would directly integrate the three aspects of cart
readiness – restocking, daily checklist review,
administrative audits – leveraging manufacturer barcodes
and standardized inventory to streamline restocking
process.

Replacing existing paper processes with online interfaces in an integrated suite of applications that 
leverage results from each component to simplify usage and reporting



QI Initiative to Address Inequities in Breastfeeding Initiation Rates in 
the Newborn Nursery: Work in Progress 
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How We Started

Our Objectives
Global aim: Understand the root causes of breastfeeding disparities in West Philadelphia

Goal: Increase breastfeeding initiation rates for Black patients in the Newborn Nursery from 80% to 85%

Next Steps 
• Identified key stakeholders, including 

community partners
• Brainstormed as a group to identify key 

drivers 
• Identified sources of funding to support 

community partner participation
• Racial and reproductive justice workshop 

served as the foundation for our work 

Key Areas of Focus

Pregnancy
Breastfeeding Intention Themes

• Family and friend encouragement and 
support 

• Nonjudgmental guidance from providers 
• Personal decision-making (benefits, desire, 

cost)

Mixed or Formula Intention Themes
• Negative family and friend experiences 
• Provider pressure to breastfeed
• Personal decision-making (no desire, 

misconceptions, work, poor latch)

Postpartum
Facilitators to Continuing Breastfeeding 

Themes
• Continued lactation support
• Support from family and friends
• Human milk benefits

Barriers to Continuing Breastfeeding Themes
• Frustration and loneliness 
• Return to work 
• Feeling of not providing enough for baby
• Lack of provider support
• Pain 
• Convenience of formula
• Less pressure with formula

Labor and 
Delivery

Nursing/Lactation support 
themes 

•Help with latching
•No pressure
•Responsive and informative 
lactation and nursing staff

Emerging Themes From Interviews
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Run Chart: 
Breastfeeding Initiation Rate in Newborn Nursery 

By Race and Month

Black Median
Black
White Median
White

• Learn about the diversity of lived 
experience and center Black patients

• Critical review of hospital policy 
implementation to identify racism/bias

• Review of hospital/practice marketing 
material

• Communication tools: implement a 
trauma informed care approach 

• Department-wide trauma-informed care 
training 

• Individualized breastfeeding action plan

“What’s Going On?” 
Racism and Infant Feeding 

Choice Workshop

This work was financially supported by the National Association of County and City Health Officials (NACCHO), Children’s Hospital of Philadelphia Division of 
Neonatology, the University of Pennsylvania Department of OB/GYN, and Hospital of the University of Pennsylvania Department of Women’s Health Nursing 



FAC led family involvement during sign off is 
key to improving family satisfaction

Surprises and Challenges 
• Creating and implementing EBP protocols to 

maintain consistency of care between providers 
and nurses was a challenge as some felt it took 
away from physician and nursing assessment 
skills resulting in "cookie-cutter care”.

• Nursing staff embraced FCC and encouraged 
family involvement in care and decisions. This 
can be difficult due to the physical space of the 
ICN (one large room) and limited privacy for 
families.

• Hand-offs became even more integral in 
maintaining consistency of care with physicians 
changing every 24 hours and nurses changing 
every 12 hours. Now done at the beside with 
on-coming and off-going physicians, nurse and 
family.

• Inconsistencies of care was very upsetting for 
families

• Establishing apnea management guidelines 
helped significantly in providing consistent care.

We Would Appreciate your Help With
• Encouraging and maintaining parent participation in 

the Family Advisory Council.
• Suggestions to achieve our outcome metrics.
• Finding what works best for families to participate:  

Live vs Zoom meetings, Time of Day, Day of Week, 
etc.

Team Acknowledgements:
Christina Seif, RN (ICN Staff Nurse)
Danielle Malat, RN (ICN Staff Nurse)
Kim Hand BSN (ICN Staff Nurse)
Pauline Canelli, RN (Manager)
Sue Minio, RN (Director)
Marlene Rosenblum, RN (Parent Education Coordinator)
Janice McPhelin, IBCLC (Lactation Consultant)
Meegan Snyder (ICN graduate parent and Director: 
Preemie Mentor Program at Graham’s Foundation)
Terri Thompson (ICN triplet graduate parent)
Amy Spadafore (ICN graduate parent)

Solving Communication Gaps Utilizing a Family Advisory Council (FAC) in Neonatal 
Intensive Care: An Ongoing Continuing Improvement Model
Shehla Siddiqui, MD (SSiddiqui@dh.org), Kathy Donahue, MSN, John Chuo, MD, MS, 
Gita Jani MDRationale

•Our family centered survey identified 
communication gaps in providing consistent 
information which led to the establishment of a 
Family Advisory Council.  The need to focus on 
communication during sign off was identified as 
the main reason for family dissatisfaction.  For 
example, inconsistent apnea management was 
identified as a major source of family frustration

GLOBAL AIM:  Critical  
transitions of care for every
newborn will meet the      
Institute of Medicine 

STEEEPS criteria:  Safe, Timely, Efficient, 
Effective, Equitable, Patient and Family 
Centered, and Socially Responsible

2 SMART Aim
1. 90% of survey responses will be agree/strongly 

agree for “sign off helped me understand plan of 
care” by July 2022.

2. 75% of survey responses will be agree/strongly 
agree for “apnea management education received” 
by July 2022.

Family 
centered care

Driver Diagram

Primary drivers

2 Smart Aims 
(see above)

Process metric

# of surveys complete / # of NICU 
discharges/month*100

Interventions

Family Council 
partnership
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boards
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Reducing race-based disparities in inpatient access to subspecialty pulmonary care:
A retrospective cohort study
Anna Winston, MD, MPH,1 Caitlin B. Clancy, MD,1,2 Janae K. Heath, MD, MSCE,1 Jessica T. Lee, MD, MSHP,1,3,4 Rachel Kohn, MD, MSCE1,3,4

1Department of Medicine, Hospital of the University of Pennsylvania, 2Department of Medicine, Corporal Michael J. Crescenz VA Medical Center, 3Leonard Davis Institute of Health Economics, Perelman School of Medicine at the 
University of Pennsylvania, and 4Palliative and Advanced Illness Research (PAIR) Center, Department of Medicine, Perelman School of Medicine at the University of Pennsylvania, Philadelphia, PA

Results
• 2,406 patients admitted with pulmonary DRGs

• 42% admitted to pulmonary service

Disparities in admissions and outcomes

• 34% Black patients admitted to pulmonary service vs 58% 
to general medicine services

• More pre-established outpatient pulmonologists for those 
admitted to pulmonary service (84% vs 0.8%)

• Black race associated with decreased rate of pulmonary 
service admission (RR 0.35, 95% CI 0.29-0.42, p<0.001)

• Pulmonary service admission associated with increased 
rates of 1- and 3-month pulmonary clinic follow-up

Root cause analysis
• Prior establishment with an affiliated pulmonologist was a 

major driver of admission to the pulmonary service, 
despite the absence of a policy to this effect

Intervention
• Implemented changes to admitting policy documents, 

including clarification of criteria for pulmonary service 
admission

• Preliminary data demonstrate a 34% absolute increase and 
>300% relative increase in percentage of patients admitted 
to pulmonary service without an established with an 
outpatient pulmonologist

Discussion
• Black race associated with decreased likelihood of 

pulmonary service admission, despite associations with 
improved clinical outcomes

• Inequitable access to outpatient pulmonary care may be 
propagated, therefore creating hospitalization inequities

• Future work needed to understand root cause of 
disparities to promote health equity, re-evaluate these 
analyses after intervention implementation, and evaluate 
disparities among other service lines and across hospitals 
and health systems

Background
• Health equity is an essential domain of healthcare quality

• Structural racism is associated with access to cardiology 
services and worse quality of patient care

• Patients with pulmonary diseases and specialized care 
needs may be subject to similar structural racism in 
specialty access

Objectives
1) Assess the association of race with admission to 

pulmonary vs general medicine services 

2) Assess the association of race and admission to 
pulmonary service with patient-centered outcomes

Methods
• Retrospective cohort study of patients admitted with 

pulmonary diagnosis-related groups (DRGs) to pulmonary 
vs general medicine services at a quaternary academic 
hospital 4/2017-2/2020

• Exposures

1) Race (Black vs white)
2) Race, pulmonary service admission, interaction 

between race and pulmonary service admission
• Outcomes

1) Pulmonary service admission
2) Discharge destination, pulmonary clinic follow-up, 

hospital readmissions
• Analysis

1) Logistic regression
2) Logistic and multinomial regression

• Covariates
1) Age, gender, language, year, quarter, DRG
2) Same as Aim 1, plus insurance type, Elixhauser 

comorbidity index, predicted mortality, median 
income by zip code, established with health system 
outpatient pulmonary clinic, weekend admission, 
ICU stay

Study contact: Anna.Winston@pennmedicine.upenn.edu

Black race was associated with a 65% decreased 
rate of pulmonary service admission. 

A major driver of admission to pulmonary service was prior 
establishment with an affiliated outpatient pulmonologist, 

despite the absence of a policy to this effect for this specialty.

Take picture using 
QR Code to 
download poster.

Results & Root cause

Initiative: revise admission guidelines 

Variable All patients Patients without outpatient pulmonologist

RR (95% CI) p-value RR (95% CI) p-value
Race

White (reference)
Black

---
0.35 (0.29-0.42)

---
<0.001

---
0.57 (0.40-0.81)

---
0.002

Table 1. Adjusted associations of race with pulmonary service admission

Diagnosis-based 
admission criteria

Medicine Service

Pulmonary 
Service

Pulmonary Care 
Needs

Medicine Service

Outpatient
pulmonologist

Yes

No
Complex

Straightforward

Yes

No

Pulmonary 
Service

Current State

Revised State

Impact

Preliminary data demonstrate a 34% absolute increase and >300% 
relative increase in percentage of patients admitted to pulmonary 
service without an established with an outpatient pulmonologist.



A Targeted Discharge Planning Process for High-Risk 
Readmissions: Improving Health Equity

Eunice Park-Clinton, DNP, MSN, MBE, RN
Hospital of the University of Pennsylvania, Philadelphia, PA

PURPOSE & AIMS

WHAT WE LEARNED
A discharge planning process tailored for the targeted high-risk readmission patients increased patients’ health knowledge, skills, and willingness for 
self-care and decreased 30-day hospital readmissions. 

• To determine if using a 25-item checklist for targeted 
high-risk readmissions increases patients' health 
knowledge, skills, and willingness for self-care and 
decreases their 30-day hospital readmissions

Study Aims: 
• To reduce 30-day hospital readmissions 
• To improve patients’ health knowledge, skills, & 

willingness for self-care management 

BACKGROUND
• Racial/ethnic minorities with socioeconomic 

disadvantages are vulnerable to 30-day hospital 
readmissions, widening the health disparity gap

• Having a higher propensity to live with many chronic 
diseases and a lower treatment compliance rate 
increases readmission vulnerability

• Seventy-five percent of patients the hospital serves 
come from from 16 ZIP codes. Majority patients come 
from 5 ZIP codes include 43-89% Blacks & 30-44%of 
the population living below the Federal Poverty Level

METHODS

Aim 2- Patients’ health 
knowledge, skills, & 
willingness for self-
care were improved 
after receiving 
interventions (Paired 
t-test for survey 
scores t(22)=2.67, 
p=.014; Wilcoxon 
Signed Rank test for 
survey levels, p=.01)

CONCLUSIONS

• A targeted discharge planning process offered an intervention to patients vulnerable to readmissions
• Accurate evaluation of how patients and caregivers manage self-health was essential to tailor their discharge need
• Tailored discharge process improved patients’ health knowledge, skills, & willingness for self-care 
• The checklist was statistically and clinically effective in decreasing 30-day hospital readmissions of 

vulnerable patient populations 

SURVEY & INTERVENTION

• Design: Casual comparative/ Pre-Post intervention 
study design

• Population & Setting: Medicare & General Medicine Unit 
patients discharged home from an inner-city hospital in 
Mid Atlantic region, USA

• Intervention: Administered pre survey, intervention, & post 
survey 30 days after discharge to after-intervention group 

• Analysis: Fishers Exact test for readmissions; Paired t-test  
to compare mean of pre & post survey scores; Wilcoxon 
Signed Rank test to compare mean of pre & post survey 
levels

RESULTS

Aim 1- Readmission 
was decreased from 11 
(19%) to 1 (4%)
After intervention 
Fisher’s Exact test 
p=.038

• Before-Intervention Group n=58 (5/1/21-8/31/21)-usual care

• After-Intervention Group n=39 (8/1/21-11/30/21)-Thirty patients 
& their caregivers received the intervention after completing 
the pre-Patient Activation Measure (PAM-10) survey 
questionnaires. Thirty days after home discharge, 23 patients 
from this group completed post-survey questionnaires. 

References: Census Reporter  https://censusreporter.org/profiles; Hibbard et al., 2004; Hu et al., 2014; Khau
et al., 2020; Lewsey & Breathett, 2021; Lloren et al., 2019; Rodriguez et al., 2017

https://censusreporter.org/profiles




Addressing Food Insecurity in Our Communities  

Improving Food Insecurity Screening in the Emergency Department  

Background 

In 2019, more than 1.35 million Pennsylvanians had barriers to ac-

cessing food. In 2020, due to the COVID-19 pandemic, these num-

bers grew to 1.77 million. Prior to institutionalizing our food insecu-

rity goals, screening patients for social needs was occurring, but at 

a low rate. ED staff screened approximately 43% of emergency de-

partment patients for food insecurity prior to January 2022. Even 

from these early numbers, the organization approximated that by 

improving screening rates. most campus EDs would encounter ap-

proximately 1-2 food insecure patients per day, plus one campus 

with as much as five (5) food insecure patients per day.  The emer-

gency departments made it a goal to improve screening rates to 

85% of all ED patients, acknowledging that it may not be appropri-

ate to screen every patient, depending on their emergency situa-

tion.    

 

 

Goals 

Leveraging the reach of the Emergency Departments, MLH aimed 

to systematically identify and address food insecurity needs in our 

communities by:   

1.Improving systematic screening of patients for risk of food inse-

curity using a validated tool (the 2-question Hunger Vital Signs).   

2.Offering resources to address immediate and longer-term food 

insecurity needs.   

 

 

Methods 

The following interventions helped achieve improvement: 

1.Scripting was developed to help make nursing staff more com-

fortable having conversations regarding food insecurity risks with 

patients.   

2.The screening questions were made required documentation in 

the EMR for the ED encounter. While required documentation did 

not make the screening questions a “hard stop,” it did create a 

visual cue to the nursing staff to help them remember to ask the 

screening questions. It also streamlined the EPIC workflow to 

document the screening question responses in EPIC reducing a 

workflow that used to take several clicks to navigate the EMR 

pages, to a single click.   

 

3.Food insecurity resources were 

made available to ED staff so they 

could provide patients with support if 

they screened at-risk for food insecuri-

ty. These resources were two options. 

The emergency departments were 

stocked with shelf stable food bags to 

address patients’ immediate food ac-

cess needs. The EMR was also loaded 

with food insecurity resources, like lo-

cal food pantries, that staff can add to 

the patients discharge paperwork.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.A Best Practice Advisory (BPA) was implemented. Once a patient 

screens at-risk for food insecurity, a reminder pop-up-window will con-

tinuously nudge the nurse to offer a food insecurity resource (food bag 

and/or community organization) to the patient.    

5.A team of social care providers (social work, Community Health Worker, 

and others) conduct post-discharge telephone outreach to patients to 

follow up on whether resources offered during their visit were helpful 

and assess for additional SDOH needs.  

Outcomes 
Screening rates across the health system were improved from 43% to approximately 

85%. Figure 1 includes run charts that show the daily screening rates for each campus 

both before and after the implementation of required documentation, denoted by the red 

dotted line. Visually, it appears that every campus experienced a notable increase. Hy-

pothesis testing also confirmed that the increases were statistically significant. Appendix 

E shows that the increases were statistically significant. Four months post implementa-

tion, 530 patients were identified as at-risk for food insecurity (simple annualization 

equals 1,612 patients this year). 

 

Figure 1: Run Charts of Daily Screening Rates for 4 MLH hospitals 

Lessons Learned 
• Our process can apply to any program that aims to address any social determinants of 

health, not just food insecurity.  

• Obtain senior leadership buy in, up front  

• Assemble an interdisciplinary team that includes all of the stakeholders in the process. 

• Subordinate new processes to uncontrollable constraints (embed new tasks into exist-

ing nursing workflow)  

• Leverage process improvement tools and resources (DMADV/DMAIC, A3, Gemba 

walks, process maps, data driven control plan) 

• Ensure warm handoff to localized process owners 

Shonalie Roberts, MHA, ARM, LSSGB; Joseph Macdonald, CSSBB, MBA; Eileen E. Jaskuta MSHA, BSN, RN; Joanna Dixon, MSN, RN, NPD-BC, CEN 

Main Line Health 



Inpatient and Ambulatory Care Collaboration to Decrease Readmissions of Patients with  

Congestive Heart Failure 

 ≤   

Abstract 

Goal 

Baseline Assessment 

Interventions 

Results/Improvement 

Initiative Innovation 

Improving Health Equity  

Engaging Patients/Families 

Congestive heart failure (CHF) accounted for the Organization’s highest 30-day readmis-
sion rate during Quality Year April 1, 2020 – March 31, 2021.  The Organization’s Clinical 
Environment Workgroups (CEWs) in collaboration with Ambulatory Care Management and 
Home Care partnered to improve quality of care of CHF patients in the acute, sub-acute 
and emergency department settings.   
 
The Organization’s novel CEW structure facilitates interdisciplinary team members to  
organize and design standardized care processes that treat patients across the continuum 
of health care, optimize efficiency, and mitigate risk through communication and engage-
ment. Specifically, with regard to CHF, the Inpatient (IP) CEW redesigned its CHF Inpatient  
Protocol and Order Set according to updated, evidence-based practice. The aforemen-
tioned project led to another innovative pilot at one campus where Hospitalist Advanced 
Practice Providers (APP) conducted Telemedicine visits with patients who transitioned from 
inpatient care  to home.  As a result of these replicable efforts, the organization exceeded 
its goal to decrease CHF readmissions between April 2021-December 2021.  Building upon 
these improvements, the Emergency Department (ED) CEW decided to partner with Home 
Care to schedule in-home visits for patients who transition from the ED to home.  
 
In summary, transitional health care that is collaborative across inpatient and ambulatory 
health care settings, can lead to significant reductions in readmission rates of CHF  
patients.  

Increase quality of care to CHF patients by decreasing the organization’s CHF readmission 
rate of 22% (QY 2020 average) to meet or exceed its target of ≤19%.  A precursor to the 
above goal was to facilitate and build data reports/dashboard through the EPIC EMR 
(electronic medical record) to determine opportunities for improvement. 

 Improvement to Protocol/Order Set use from an average of 68% to an average of 85% 
(Appendix “C”), surpassing target of 80%. 

 
 Organization readmission rate decreased to an average of 17% exceeding target of 19% 

(Appendix “D”). 
 
 Notable improvement in CHF readmissions translates to improved quality of care to ex-

ceed expectations of a vulnerable patient population. 

 CHF readmission rate above target at an average of 22%, (Appendix “A”). 
 
 EPIC Order Set data report realized the Organization’s average utilization rate was 68%,

(Appendix“B”), well below the Organization’s target of 80%. 
 
 The Emergency Department (ED) Clinical Environment Workgroup (CEW) thereafter 

evaluated EPIC data that showed a %% discrepancy between CHF and non-CHF pa-
tients who returned to the ED within 30 days between January 2020 and August 2021. 

 The CHF Protocol and Order Set were streamlined and updated  
 The IP CEW  developed an EPIC CHF Dashboard to monitor readmissions rates, special-

ty consults including palliative care, and identification of whether patients had assigned 
primary care providers for follow-up.  

 The EPIC Order Set Utilization Report was used to monitor ongoing compliance 
  A Hospital to Home pilot was then initiated at one campus to determine if APP telemedi-

cine visits with patients discharged from hospital to home would increase the quality of 
transitional care interventions.  

 The ED CEW thereafter identified an opportunity to decrease or eliminate return of pa-
tients to the Organization’s EDs (originally discharged to home from an ED within 30 
days). 

 CEW structure provided space for new ideas, and drives improvement across the Organi-
zation, with a continuous focus on innovation, learning and optimization. 

 
 Hospital to Home Telemedicine recommendation provided by frontline providers in 

the CEW, and piloted at one campus.  Results were superior patient satisfaction. 
Quality interventions during the pilot included improvements to facilitate affordable 
medications, orders for lab work, physician care follow-up and management of socio-
economic needs. 

 Also set in motion was ED CEW collaboration to partner with Home Care to de-
crease CHF patients returning to the ED. 

CEW team members include analysts who segment data by demographic factors of zip 
code, race, gender, age and insurance payer (Medicare/Medicaid) to determine disparities 
in care for improvement opportunities.  The interventions described focused upon patients 
age ≥ 65 from the Medicare and Medicaid population.  Pursuant to this data being devel-
oped, disparities in palliative care consults for CHF patients according to race was identi-
fied.  A new pilot project is underway to investigate root causes and address the disparity. 

The CEWs frequently review and action plan around HCAHPS and Press Ganey data to 
determine voice of the customer requirements.  Patients and families were specifically en-
gaged through surveys conducted around the Hospital to Home Telemedicine pilot.  Pa-
tients indicated that the collaborative care of the APP and Ambulatory Care Management 
was Very Good (75%) or Good (25%), n=60.  Additionally, 55% strongly agreed and 45% 
agreed they knew the next steps for their medical care follow-up.    

Steps for Successful Replication 

 Develop a systems structure similar to the CEW model that provides space for clinical 
disciplines to collaborate across care settings.    

 
 Partner with technology, analytics and performance improvement professionals to devel-

op Epic data for Readmissions,  Protocol/Order Utilization, Return to the ED, Disparities 
in Care  

 
 Evaluate data for improvement opportunities   
 
 Update protocols/order sets according to evidence based practice and providers’ require-

ments  
 
 Encourage collaborative care across inpatient/ambulatory settings to generate innovative 

ideas and intelligent risk taking (Hospital to Home Telemedicine)  
 
 Share information broadly to inspire iteration or new improvements (ED/Home Care Col-

laboration, Palliative Care Disparities)   

Leadership Commitment 

The Organization’s Executive and CEW Leaders support team members in improvement 
activities by removing barriers to change and prioritizing resources to CEWs across the Or-
ganization. Leaders encourage CEWs to incorporate inpatient and ambulatory collaboration 
projects.  Recently, the Hospital to Home Telemedicine pilot was approved by leadership to 
expand and was provided the additional resources to implement a design that was tested 
and verified.    

TEAM MEMBERS: Deborah Gondek, DO, Philip Montemuro, MD, Phil Hatfield, DNP,  
Sheila Parrish, CRNP, Luz Mojica, PM/PI, Jackie Sharp, PI Engineer 



Addressing Colorectal Cancer Screening Disparities in Resident-

Delivered Primary Care Through Proactive Panel Management
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• Investigate causes for disparities in CRC 

screening between patients receiving 

primary care from attending versus 

resident physicians

• Implement a novel interdisciplinary quality 

improvement (QI) intervention to improve 

CRC screening in resident patient panels

• Interdisciplinary panel management 

protocol 

• Guide residents on proactive outreach for 

CRC screening based on patient risk 

stratification

• Interdisciplinary implementation of 

outreach plan

• Colorectal cancer (CRC) is the 2nd leading 

cause of cancer death in the US despite 

multiple modalities for CRC screening.1

• Disparities in CRC screening are prevalent 

in academic primary care clinics.2

• Non-office based interventions are essential 

for increasing CRC screening rates.3

• Few interventions exist for residents to 

decrease the disparity in CRC screening 

rates in their patient panels compared to 

attending patient panels

Objective

Innovation

Results 

Acknowledgements

Discussion

References

Background

Intervention
Next Steps

Todd Barton, MD

Edward S. Cooper and PIMUC Clinic Staff, Clinic Leads, and Educational Leads

Corie Rhodes, MD, Patrick Sayre, MD, Lauren Mechanic, MD, Abbie McGee, CRNP, Jennifer 

Kraft, CRNP

Quality Improvement Resident Cohorts A & B

• Interdisciplinary panel management 

interventions can significantly 

increase the CRC screening rate for 

patients receiving primary care from 

residents

• A multipronged outreach approach 

may be more successful in improving 

CRC screening rates

• Televisits are resource intensive but 

resulted in little CRC completion

• Expansion to 3rd academic practice

• Assess sustainability in non-

academic practice model

• Assess long-term impact on CRC 

screening - FIT vs. Colonoscopy 

selection 

• Expand to new USPSTF guidelines 

• Assess rate of lapsed CRC screening 

after positive FIT screening

Baseline Data
• 15% lower CRC screening in resident vs. attending panels (62% vs. 77%)

• Resident patient panels with higher complexity and higher Medicaid population

Clinic A

Resident Panel

Clinic A

Attending 

Panel

Clinic B

Resident Panel

Clinic B

Attending 

Panel

Total Patients 4372 6780 4115 7378

High Risk 177 134 149 271

% High Risk 4% 2% 4% 4%

% Medicaid 22% 6% 25% 13%

CRC Screen Eligible 1783 4310 1612 3874

% CRC Eligible Black 70% 27% 78% 59%

● Two academic primary care practices

● Resident-led panel management 

intervention

● Proactive review of lapsed CRC lists

● Interdisciplinary outreach:

○ Scheduled telemedicine visit

○ Mailed fecal immunochemical test (FIT)

○ CRC-focused outreach prior to 

scheduled visit

○ Referral to a CRC navigator program

1. National Cancer Institute. Cancer stat facts: colorectal cancer. https://seer.cancer.gov

/statfacts/html/colorect.html. Accessed March 29, 2022.

2. Essien et al. J Gen Intern Med. 2019 Jul;34(7):1184-1191. doi: 10.1007/s11606-019-

04960-5. Epub 2019 Apr 8. PMID: 30963439; PMCID: PMC6614525.

3. Dougherty, M. K., Brenner, A. T., Crockett, S. D., Gupta, S., Wheeler, S. B., Coker-

Schwimmer, M., Cubillos, L., Malo, T., & Reuland, D. S. (2018). Evaluation of

Interventions Intended to Increase Colorectal Cancer Screening Rates in the United

States: A Systematic Review and Meta-analysis. JAMA internal medicine, 178(12),

1645–1658. https://doi.org/10.1001/jamainternmed.2018.4637

Clinic B

Attending/NP Panel

Resident Panel

Panel Management 

Implementation

Outcomes to Date

Clinic A

Attending/NP Panel

Resident Panel

Panel Management 

Implementation

CRC Screening Population Outreach

Clinic C Attg  Clinic C Res  Clinic A Attg  Clinic A Res  Clinic B Attg  Clinic B Res
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