Statewide Navigation Call Agenda:
	Time
	Item

	 3:30 – 3:40
	Introduction
· Purpose of Call
· Attempt at connecting programs and ideas
· opportunity for learning best practices across state
· brainstorming session
· common themes
· contact information for people on call
· Review Agenda
· What are people hoping to get out of the call?
· Debra (Region 3): barriers and challenges in other areas? Are we facing the same barriers across the state?
· Selena (Region 6): 2 pt navigators hired, advice
· Ade: implementation issues, managing data, dealing with stakeholders/providers, learn from people’s experiences


	3:40 – 4:15
	Brief Sample of Navigation Programs from Around the State
· Dayna Fondell – Central Health and the Community Care Collaborative (Region 7)
· 2 programs 
· paramedic nav (CHP program in existence), expand cope, ED 2x, @ or more chronic conditions, case mgmt., home visits, for 30 days, reestablished into svc, launched DY3
· system nav program connect pt from ED to primary care, broader system level education within community, IT solutions, better communication and better tracking, implementation pending DY4
· Rosalia Guerrero – CHW Training Program of Texas School of Public Health (Region 3)
· Several navigation projects
· School of P.H. MD school, hospitals – large system
· Workforce development project – set up to meet needs of other projects based on use and need of community health workers (CHW)
· Increase communication, awareness of CHW
· Employment & continuing education for CHW hired to help meet milestones
· Training CHW to work TX (certified), increase classes, scholarships, internships in field, curriculum development
· Organizational readiness, transition into workforce and at organizations
· Emily Sundeen – Hunt Regional Medical Center (Region 1)
· County 1 hr from Dallas, not urban/rural, public hospital
· ED navigation
· EMS services for county – partnered with them AMR
· Eligibility -  if visited the ER >3x in year and are medicaid or self-pay
· Modeled after Care Continuity Model
· ID pt (registration screening –PCP and Payer source)
· 11am – 11pm in the hospital, RN and social worker team– they provide resources, education, make appointments, transportation, means of paying for Rx (Walmart)
· Limited Rx to non-narcotics and no benzodiazepines 
· Targeted ‘Super users’, top 20 per quarter – evaluated for paramedic program, visit 3x wk at home, evaluation at wkly team conferences, given education materials
· They are concerned about their category 3’s because many people lost their insurance coverage due to changes with the ACA. The ED usage has increased within their community.
· Among their targeted patients, the Navigation services have shown a 40% decrease in ED usage– measured by ED visits in prior yr before navigation services compared to yr of nav service. 
· Charisse from Region asked how they are measuring this, and what system they are using. Emily stated they are looking at individual pts utilizing the T system HER to access and run the data.
· One question they have is about the efficacy and possibility of using Medical screenings at the hospital to weed out non-emergent patients, however they are the public county hospital therefore they are concerned about what message that would send to patients, especially those who do not know where else to go. Hard to balance.
· Suzie Van - the Rural & Community Health Institute at the Texas A&M Health Science Center (Region 17)
· ED diversion, 1 local hospital, discussions with 2 other hospitals
· Screen uninsured, low income, Medicaid, chronic condition users of ED --- inclusion factors – live here, non PCP.
· Navigation services are provided by calls.
· Team is composed of 1 RN, 3 CHW
· They have found they are decreasing ED utilization – by individual, yr prior vs yr after joining
· Barriers to their program are: 
· Medicaid structure – there are no incentives to seek appropriate care, use ED as 24/7 available. Suzie shared an example that they had one patient who they got a same day appointment for, but he didn’t want to wait 5 hours, so he went to the ED. Another barrier is getting referrals to acute care settings (like urgent care), can only get during regular office hrs
· They are also facing issues of a lack of social service resources, lack infustructure (no transportation)
· Disparities with ins vs nonins by local providers – They have found that patients without insurance are often not treated as well by clinic staff
· Lessons Learned – “it takes a village,” it is not just a healthcare problem, but also social issues. They majority of their interventions are social. They have found that advocate and community activists are needed, awareness by community of problem, need by-in and data to back your cause, build strong relationships 
· Also, increase in communication and coordination
· Kate Clark - UT Southwestern Medical Center (Region 9)
· 2 hosp, 452 beds, 35,0000 ED visits annual
· New facility opening 12/5/2014 – increase capacity, expect increase #’s
· Providing ED navigation
· 2 goals: freq ED visits & non PCP ED visitors
· Program in DY3 targeted the most at-risk 31 pts (50-75 ED visits on avg) 
· They created a longitudinal care plan for each 31 pts – personalized 
· EHR didn’t have the functionality – had to build add-on (on Epic)
· Streamline care, avoid repeat studies
· Decreased length of stay, and decreased ED visits
· 5 pt care navigators – in person consultations and post d/c phone encounters
· Oncology, sickle cell, chronic neurology conditions
· ACSC – work extensively to get PCP and/or develop relationships, pt navigators kept in contact with pts (avg9-17 contacts)
· 14 of 31 no longer in most freq ED visitors – drop by 44%
· Lessons learned – some pts just won’t show to appointment, non-compliant with Rx, nutrition. They have found a need to partner with other agencies - create relationship with crisis program, fire department, 3rd party medication mgmt. company that does home visits, home meals, transportation svc.
· Challenges – data capture, documentation, critical lack of community resources, esp psych svc with habitually non-compliant, underestimated social needs of pts coming to ED (compassion, shelter, care, socialization)
· Finding social needs like attention, resources, etc were pressing issues for patients
· Progress – expanding their focus from 31 to 45 pts, increase pt interactions with nonPCP
· 84% ACSC pt are 1x visitors 
· Focus in DY4 cat 3 are ACSC
· Charisse Huey, LMSW Texas Health Southwest (Region 9)
· Medicaid and unfunded high ED utilization
· Screen 1366 pt DY3, increase awareness of community resources, healthcare homes, look at re-admits of all Dx
· Needs assessment, education, scheduling appointments, f/u calls 7 &14 days post ED visit
· Outcomes: flag identifier on EHR, id repeaters
· 2114 DY3 over goal, about 30% have established a healthcare home
· Challenges – limited Medicaid providers, availability resources for unfunded pts, low out-patient provider accountability
· Finding PCPs are referring patients back to ED instead of seeing them in the clinic
· ID targeted pop, use flagging system, comprehensive needs assess, coaching pts as manager of health vs just providing resources, try to achieve buy-in of pt, active listening, incorporate rapport, build relationships, schedule appointments, reminders about appointments, increases compliance
· QI: risk assessment tool, how to measure progress
· Increase knowledge of motivational speaking
· ID fallouts
· New DY4 strengthen project, understanding and accountability, enrollment mrktplace, social worker interns to help
· Kathy Srokosoz – Texas Health Presbyterian Hospital Denton (Region 9)
· 255 hosp, 130,000 ED visits
· 2 rn educators – referral from emergency as well as admission and ED referrals
· Pt as individual over time, face to face visit best impact here, intensive f/u within 30 days of ED visit
· Assessments start with safety/basic needs/transportation, pt won’t support medical care when worried about safety/basic needs – remove barriers
· Health literacy screening, clinical needs, education, med access, social needs
· Incentivize pts – bus passes given out, negotiated for reduced price, give bus pass if agree to come to next face to face visit, take meal package on each visit
· Key supplies: glucometer and testing supplies, find resources for future
· Individualized program
· Not non-compliant just not able to f/u, accomplish goals based on circumstances
· Support, education
· Nurse driven from clinical vs office visit
· Developed a clinic --- caring clinic – to fill the gap in getting into medical home and this place provides assistance, mid-level, etc, Rx refills, open at night
· Local providers focus on rescue plans based on what is going on with pt (red-yellow-green)
· Local community coalition – chf, dm – local, specific plan
· Outcomes decrease encounters, consistent access to resources, access to specialty svc

	4:15 – 4:25 
	Discussion
· Questions for Presenting Navigation Programs
· Questions from Call participants
· Dayna: It sounds like the common barriers faced across state are – access to community resources, insurance status changes and meeting milestones, PCP support for pt access, sometimes the ED is easier to access that PCP…Asked if there are any solutions?
· Participant responses: 
· Develop rapport with PCP --- educate, discuss outcomes, get buy-in
· Access to resources --- support CHW by having a networking meeting to share resources, support each other, share answers, find gaps and go back to organizations and advocate for CHW to close gap
· Participant question: How to get patients engaged in the program?
· Responses:
· Strategies to get buy-in from pt to get appointments and work with navigators – 7 and 14 day f/u calls helped to engage pts, extra support for pt & gain trust of pt and educate and explain topics, health, resources & approach and make initial contact with pt
· Case mgmt. thru CHW – orientation program for CHW, CM via CHP (attended CHW TX version) & CHW education – TX has certified but not standardized program – working with state to create common framework/core – will be made available after xmas – use internally for CHW  (response from Rosalia Guerrero) 

	4:25 – 4:30
	Closing
· Dayna 
· Thanked everyone for being present on the call
· We will send out a follow up survey to collect everyone’s information to create a master contact list
· Also will ask about platforms for ongoing conversation



Contact Information:
Kate B. Clark, CPHIMS (Region 9)
Assistant Director, Delivery System Improvement
UT Southwestern Medical Center
kate.clark@utsouthwestern.edu

Rosalia Guerrero-Luera
Program Manager
Texas Public Health Training Center
Community Health Worker Training Program University of Texas School of Public Health
Rosalia.Guerrero@uth.tmc.edu

Emily Sundeen 
Hunt Regional Medical Center
esundeen@huntregional.org

Suzie Van
van@tamhsc.edu
Rural & Community Health Institute at the Texas A&M Health Science Center 
Brazos Valley Care Coordination Program (BVCCP)

Kathy Srokosz, MS, RN
KathySrokosz@texashealth.org
Texas Health Presbyterian Hospital Denton

Charisse Huey, LMSW
CharisseHuey@texashealth.org
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