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l. High Performing Model Programs

The following programs have been identified as High Performing Models by the National
Colorectal Cancer Roundtable (NCCRT), based on their demonstrated success in delivering
colorectal cancer (CRC) screening and follow up care to uninsured, underinsured and low-
income adults in their respective communities.

Cancer Coalition of
South Georgia

New Hampshire
Colorectal Cancer
Screening Program

Operation Access

Volunteers in
Medicine (in
collaboration with
Project Access)

LOCATION

South Georgia (32
county service area)

New Hampshire
(statewide)

San Francisco/
Bay Area (six county
service area)

Hamilton County,
N

PROGRAM SUMMARY

Provides free
screening for CRC
and other types of
cancer for the
uninsured

Provides free
screening
colonoscopies to
low-income
uninsured and
underinsured
through a CDC grant

Provides free
access to diagnostic
colonoscopies and
other surgical care
for low-income
uninsured people,
particularly
undocumented
immigrants

VIM is a medical
home clinic for low-
income residents of
Hamilton County.
Project Access
provides access to
advanced hospital
procedures.

PARTICIPATING
HOSPITALS AND
CLINICIANS

3 hospitals, 3
outpatient and
hospital-based
endoscopy centers,
9 gastro-
enterologists

14 community
health centers;
12 endoscopy
centers; 10
hospitals

10 hospitals; 4
endoscopy centers;
50
gastroenterologists

5 hospitals; 700+
volunteer
physicians

NUMBER oF CRC
PATIENTS SERVED
ANNUALLY

More than 500 free
colonoscopies
annually

350-400 free
colonoscopies
annually

More than 200 free
Gl procedures
annually

Not available

NCCRT Guide to High Performing Models



Some of the programs profiled in this guide have a broad health care focus, delivering care
that extends well beyond CRC, while others have a more narrow focus, delivering only cancer
screening in general or CRC screening in particular. When possible, discussion of their
activities throughout this guide will attempt to focus on efforts and resources specific to CRC
screening. However, readers should note that the scope and scale of these model programs
vary considerably.

This guide is organized around the following tasks and potential barriers that new community
coalitions may face in developing a program to improve access to colorectal cancer
screening:

= StartUp

= Recruiting Health Partners and Providers
= Management, Roles and Responsibilities
= Coordination of Patient Care

= Resources and Funding

In each section, readers will find a discussion of how model programs have addressed
barriers and achieved success, as well as specific examples of model programs “in action.”

It is important to note that these programs each had different objectives and different
resources at their disposal. As such, some of this material may not be as relevant to all
readers. At the same time, lessons and learning from previous efforts can be applied or
adapted to other situations. In addition, the programs highlighted in this document were
“trailblazers” in this area, so new programs may be able to expedite their program by
learning from their experiences.

An Appendix appears at the end of the guide, which provides examples of forms, logic models,
flow charts, and other materials that further illustrate how the model programs have
executed the principles described in this guide.
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Il. Common Features of High Performing
Models

The models discussed in this Guide have many of the following features in common, which program
administrators say contribute significantly to their success.

1. Strong Physician Leadership. Physician champions are essential for recruiting other providers.
Physician leaders are the best resource for communicating with potential volunteers and
hospitals to make the case for how long-term costs and medical problems can be avoided by an
effective screening program. Further, these physician leaders are often from a neutral entity or
organization (not the CHC), which may help with peer to peer recruitment and negotiation.

2. Focus on Care Coordination. Patient navigators help ensure that patients are well prepared
for their screening. This not only helps make the best use of funds and donated services, but
good show rates and good prep elevates the reputation of the program, making continued
recruitment and provider participation easier to secure.

3. Effective Use of Data. From data to describe and quantify the need in the community to
documentation of outputs and outcomes, model programs use data effectively to document their
success and engage potential partners, volunteers, and funders.

4. Clarity of Expectations and Fair Division of Labor. Navigators and volunteer providers
asked to accept low or no cost patients often form the core of these model programs. Other
providers are being reimbursed, but are not used to accepting underserved patients from
community health centers. For all these audiences, it is critical to be very clear about what they
are being asked to do. For navigators, detailed care coordination manuals that prescribe contact
points help ensure that patients are well prepared for their procedures. For providers, it may
mean asking for a weekly or monthly commitment or defining a finite number of cases they will
see. Demonstrating that volume is finite and shared amongst several partners is extremely
important.

5. Standardization for Efficiency. Model programs run efficiently, making maximum use of
volunteers’ time and limited funds. One key way of achieving this is by standardizing things like
referral forms, patient information forms, and communications.
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Iil. Start Up

“If you want to run fast, run alone. If you want to run far, run together.”

Starting from an Informal Network

Model programs often begin with one or more
physician champions that take the initiative to solve
a problem they have personally observed in their
community. What takes them to the next level of
success, though, is their ability to develop and
sustain a collaboration of providers across the
continuum of care. Model programs tell us that for
them, this initiative began with an informal network
of providers who were already comfortable working
together. These providers may have already been
volunteering their time, or wanted to, but needed a
structure and organizing body to systematize their
individual efforts. Typically, they were not directly
affiliated with the community health centers they
were trying to help, but rather with a “neutral”
organizing body, such as cancer coalition, Centers
for Disese Control grantee or non-profit.

In some cases, the initial network included more
than just health care providers, but also community
leaders, the faith community, and other local
“visionaries” who had the personal drive and
connections to make the program a reality.

In many cases, programs were able to secure
volunteer support from a network of providers who
were already familiar with each other and working
together on referrals for insured patients. Then, once
an endoscopist made a commitment to provide free
colonoscopy services, he or she could approach
referral partners and ask pathologists, surgeons, or
other specialists along the continuum to lend their
support too. Asking peers to donate a limited
number of services to match those provided by the
endoscopist proved to be a successful strategy.
Successful application for grant support is another
successful strategy.

—African Proverb

In Action: Start Up

Cancer Coalition of South Georgja

Began as a collaborative effort by area
cancer centers, businesses, religious
organizations, academic and community
groups.

Volunteers in Medicine

Began as a faith-based initiative through a
local Baptist Church. Start up was
supported by other local churches,
foundations and individuals.

Work groups and the executive
management committee met weekly for
two years before the clinic opened their
doors. Their efforts secured in-kind
services and equipment from x-ray
equipment to exam tables and even an
endoscope.

Individual task forces focused on different
aspects of the start up process, including
budget, treatment algorithms, fundraising,
physical plant, and clinical care.

NHCRCSP

Initiated under a CDC grant, but was built
on a foundation of experience and
partnerships with the Department of Health
and the pre-existing Comprehensive
Cancer Coalition.
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Physician Champions

Some of the model programs profiled in this

guide began by getting one or more
gastroenterologists committed to the program in its
earliest stages. He or she then acted as a physician
champion for the program, serving as a recruiter,
spokesperson administrator, and fundraiser. All
model programs emphasize the importance of this
type of physician leadership at all stages of
development.

Characteristics of effective physician champions for
this type of program include: strong connections
with other physicians and hospitals, having other
community ties (not necessarily clinical, but in the
faith or business communities), being articulate and
passionate about the benefits of a CRC screening
program for the uninsured, and having the ability to
devote time to promoting the cause on a regular
basis over an extended period of time as the
program establishes itself.

“This has got to be driven by physician

leaders in the community. The sell is

easy if it comes from them.”
—Volunteers in Medicine

The importance of an enthusiastic physician champion
who is willing and able to “sell” the program cannot be
overstated. New programs should recognize that it is
often not easy for physicians to “cold call” their peers
and ask for their volunteer support. As a result, a
physician champion with the right personality is a
critical resource for coalition building. At the same time,
developing a selling story for all members of the
executive leadership team and volunteer providers will
help everyone make the case, open doors, and garner
support.

Model programs also note that the environment for
“charity care” is in a state of change with the
implementation of the Affordable Care Act and the
expansion of Medicaid in many states. These

In Action: Physician Champions

Operation Access

Operation Access was founded in 1993 by
two surgeons and a hospital administrator.
They sought to develop a solution to the
surgical needs of the uninsured population
in the Bay Area and provide opportunities
for physicians who wanted to volunteer in
their own community. Operation Access
has expanded to include gastroenterology
and other diagnostic services in addition to
surgery, and partners with a network of
1400 volunteers, 41 hospitals and
ambulatory care centers, and 80 clinics.

“We had to negotiate with the
pathologists, basically saying, the Gl
guys are doing it. If they donate their
services, will you be willing to donate
your services? If you’ve got an
endoscopist who’s being very
generous in setting the standard, then
it’s a lot easier to move the stuff
behind him.”

—Cancer Coalition of South Georgia
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changes are impacting the extent to which
individuals and organizations are willing to support
indigent care programs. Model programs say that
physician champions are in the best position to know
the limitations of the ACA and fluently address
arguments that the law has already addressed the
needs of the uninsured.

Commitments and Expectations

Model programs tell us that getting an early
commitment from a member of the local GI community
(for example, a single gastroenterologist or a larger Gl
group) helped them set the stage for recruiting other
key participants along the continuum of care. In other
words, if they have a Gl group on board, it is easier to
approach other specialists such as pathologists or
surgeons to also contribute their services.

Although informal relationships are often where
physician commitments are begun, some model
programs do recommend documenting provider
agreements in a simple written agreement so that
expectations are clear from the beginning and no
misunderstandings arise. (See Appendix for one
example of a provider participation plan.)

Planning and Structure

As the program gets started, some model programs
emphasize the importance of managing the

planning process so that a schedule is adhered to

and the program can demonstrate constant forward
progress toward clearly defined goals. This type of
process ensures that everyone in the coalition feels that
their contribution is leading to something meaningful.
Given that some model programs report a long start up
period—up to two years—before they saw their first patient,
preliminary goals are important to maintaining partners’
enthusiasm and commitment. During this planning and
start-up period, the models programs report significant
activity establishing their management structure,
developing processes and work groups, fundraising and
recruiting partners.

In Action: Flexible Commitments

Operation Access

Operation Access allows participants to
choose from two different volunteer models.
A Saturday model allows an entire surgical
team (surgeon/specialist, anesthesia,
nurses, tech) to volunteer on one day,
seeing multiple patients in a row. A
weekday/integrated model allows
specialists to see a single patient at a time
during their normally scheduled OR times.

“Try to produce tangible results
fast...if it’s not leading to something
that is worth the time that people are
devoting to show up to the meetings
and to participate in the process,
people stop showing up.”
—Operation Access
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During the planning process, it is important to do the
necessary homework to document and demonstrate
the needs of the community, including baseline
screening rates, the number of uninsured, and
demographic characteristics of the target audience.
This not only helps secure partners, but establishes
a baseline against which future outcomes can be
compared to demonstrate the program’s success.

Products emerging from the start up and planning
process may include the following, depending on the
scope and scale of the envisioned program:

= Staffing and recruitment plans

= Budget and list of possible funding sources

= Definitions of roles and responsibilities for key
staff

= Board of directors by-laws

= Flow charts to define the care delivery process

= Logic models

o O

In Action: Documenting the Need

Volunteers in Medicine

In order to document the needs in their
community, program managers looked at
community data from a range of resources
including the Better Business Bureau, the
Chamber of Commerce, and the Kaiser
Family Foundation. This information helped
them describe their audience to funders
and volunteers and identify key service
gaps. Data from local hospitals on the
number of uninsured patients seeking care
in their emergency rooms for primary care
issues and referral and screening practices
at free clinics rounded out the picture.

Patients
~— —

Clinics
* Medical home
« Various clinic types:
FQHC, county-run,
free, mobile, etc.
« Basic H&P/labs
* FIT screening

Operation Access
* Eligibility screening
« Referral to specialist
*Case management
« Interpretive services
« Volunteer and hospital recruitment and management
* Surgery session coordination

Surgeon &
Specialist Volunteers
« Consult/pre-op visit
« Order ancillary tests
as needed
« Surgery or Procedure
« Routine post-op visits

Hospitals,
Surgery Centers
& Endoscopy Centers
* ORs, Gl suites, supplies
* Lab and pharmacy support
«Verification of licensure
« Credentialing
* Liability insurance

Other
Clinical Volunteers
*Anesthesiology
*Pathology
*Radiology
*Nurses, techs
*Physical therapy

p
€

Donated Service
* Ambulatory surgery
« Diagnostic procedure
« Specialist consultation

Figure 1: Operation Access “How We Work” Model
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IV. Recruiting Health Partners and

Providers

Strategies for Recruitment

All model programs indicate that peer to peer
recruiting is the most successful method of
recruiting new partners—including individual
providers, hospitals and health systems. This
approach is important because according to one
program manager, it is nearly impossible for anyone
other than a physician to even get a meeting with a
specialist to discuss involvement in a new program.
Additionally, programs say that successful peer
recruiting builds on itself; word will spread if one
specialist gets involved and likes what he or she
sees.

“The approach that is utilized is
peer-to-peer when possible, to try
to engage gastroenterologists or
other physicians to approach their
peers.”

—Operation Access

Making the Business Case to Hospitals

Model programs each describe a consistent
approach to securing participation from hospital or
health system participation in their programs. They
say that a physician champion needs to meet with a
senior decision-maker at the hospital and make the
case that it is in the hospital’s best interest to
manage and prevent CRC cases before they show
up in their emergency rooms.

An important element of any hospital
recruitment strategy is to have the right people
talking to the right people. Approaching the CEO
or CFO of a health system is said to be less
fruitful if these top level executives do not have
a clinical background. Instead, starting with a

In Action: Partner Recruiting

Operation Access

Peer to peer recruiting is a successful
recruitment strategy, but it works best
when based on success. People will want
to talk about and recruit their peers to a
program if it is well managed and has
strong potential for success.

Project Access

Individual primary care physicians are
asked to provide services to at least 10
Project Access patients per year.

Specialists are asked to provide services to
5 Project Access patients per year.

Cancer Coalition of South Georgia

Their hospital recruitment strategy includes
positioning community benefit as a sound
business strategy, and as much an
indicator of success as admissions,
financial statements, quality care
indicators, or revenue.

NCCRT Guide to High Performing Models
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medical director who understands the clinical

case for screening and can present and

translate it as a business issue for the hospital

is said to be more successful. Model programs

say it is often more difficult to get a commitment from
hospital staff who make decisions about indigent care
programs and how those resources are spent, given
that the financial case is not as clear cut to them.

““A doctor can often be the person that
gets the CEO to buy in...[by saying]
we’re a community based hospital;
these are people we’re going to have
to serve anyway, and that it’s the right
thing to do. But also, that it’s a good
investment. So it has to be a doctor
who knows how to speak both
languages, the human side and the
financial side.”

—Cancer Coalition of South Georgia

Model programs recommend doing the homework
necessary to develop a clear and customized

“selling strategy” before approaching a hospital or
health system. Examples include researching the
backgrounds of the hospital’s executive leadership
and board members to so that someone can be
identified who is likely to be an internal champion

for the underserved in their community. They suggest
preparing clear data for the needs of the targeted
community, so that program managers can make a
clear and structured “ask” rather than requesting an
open-ended commitment. The argument for prevention
versus treatment should be clearly developed and
backed up with data.

Another important strategy for securing non-profit
hospital participation is to appeal to their community
benefit requirements. When approaching potential
hospital partners, model programs have outlined exactly
how participation can help satisfy these requirements.

In Action: Addressing Liability Barriers

Volunteers in Medicine & Project Access

= |n Tennessee, VIM found that some retired
physicians wanted to volunteer for the
program and give back to their community.
However, a key barrier to their participation
was the fact that they could not practice
without a medical license and liability
coverage. To address this, VIM and Project
Access worked through the state
legislature to facilitate the creation of a
volunteer medical license for physicians
whose sole practice is rendering
professional services without
compensation in a free health clinic. They
also helped establish an option for liability
coverage for retired physicians. At only
$100/year, volunteers are willing to pay for
their own coverage.

“We found a strong champion for this
was our oncologists...you get an
advanced, a stage four cancer that
starts bleeding, having pain, they’re
going to show up in your emergency
room. You’re going to get them
anyway. So they found this a way of
kind of down staging their disease.”
—Cancer Coalition of South Georgia

NCCRT Guide to High Performing Models
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Additionally, hospitals that are Commission on
Cancer Hospital Certified must have a health
disparity plan, which a CRC screening program
can help deliver.

Addressing Provider Concerns about Patient
Volume

Model programs vary in the extent to which they
request that volunteering physicians commit to a
particular number of patients. Some ask for whatever
a provider can accommodate, while others ask for a
minimum commitment (such as one per month).

An important barrier to recruiting volunteer providers
is the misconception that if they agree to participate,
they will be overwhelmed with cases. One strategy for
addressing this concern is to recruit a broad coalition
of providers and clearly communicate how cases will
be equitably distributed. Having a larger number of
stakeholders means no one provider or hospital has
to bear an unnecessary burden.

Another important strategy to address concerns about
patient volume is to “do the math” for the targeted
community to demonstrate that the level of
commitment needed is not as large as they may think.
This can be done using publicly available census and
insurance data, emergency room data provided by
local hospitals, and the known prevalence of
colorectal cancer.

Based on the population of uninsured adults between
50 and 64, model programs are able to tell providers
approximately how many uninsured patients

there are, how many are likely to need CRC

screening, and how many colorectal cancer cases are
likely in a given year. Depending on the number of
endoscopists available, the program can then calculate
the number of cases each volunteer would need to
accept, or adjust the screening strategy if too few
providers are available by using fecal immunochemical
testing (FIT) as the primary screening strategy and using
colonoscopy for follow up of positive results. These
types of calculations are also valuable for
demonstrating to hospitals that the level of
commitment required to provide follow up care

In Action: Calculating Patient Volume

Cancer Coalition of South Georgia

Negotiation with potential partners focuses
on a limited, finite ‘ask’ that is based on
calculations of the maximum number of
uninsured patients that may be seen
through the program for a given population.

The coalition asks endoscopists what they
are willing to contribute, ranging from one
case a week to one a month. Program
managers have determined that once case
per month is the minimum number that an
provider should commit to in order to
remain active in the program.

Operation Access

Volunteers at Operation Access average six
cases per year, but do not have to commit
to a minimum number of patients.
Volunteers themselves determine how
many patients they want to see, how often,
and on what schedule. They also have the
freedom to turn down any case.

“I don’t think physicians are afraid to
donate their time, but | think they
want to have control over that, and |
think many are fearful that floodgates
will open.”

—Volunteers in Medicine

NCCRT Guide to High Performing Models
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for cancers detected is extremely small,

especially if colonoscopy is the primary screening .

method being used. “If they see that your program is
successful and they realize it’s no big

Itis |mportant.to com.munloate to. providers that their deal to throw in one patient a Week,

level of commitment is under their control and that

the program will carefully manage referrals to assure for example...then that adds uptoa

that no one is asked to do more than they can handle.  very substantial commitment...we

For larger programs in urban areas and those with have to demonstrate that it’s not going

many volunteers, it may be important to present tob bia deal for th t qoing t

volunteers with a written plan for equitable case obea '_g ea_ or them, not going to

distribution. affect their business adversely.”

—Operation Access

TOP 10 REASONS PHYSICIANS PARTICIPATE IN PROJECT ACCESS

1. Project Access allows you and your group to efficiently manage and track the charity
care that you have always provided.

2. Project Access allows you to define the amount of charity care that you are able and
willing to provide.

3. Project Access creates a whole network of providers and healthcare services that are
automatically available to you and your Project Access charity patients.

4. Project Access screens potential charity care patients before they are referred to you,
verifying that they meet financial, residential, and healthcare need criteria.

5. Project Access charity care patients are eligible for services for a specific period of
time and only as long as the criteria are met.

6. Project Access tracks the dollar value of the charity care that you provide so that your
efforts can be appropriately recognized by our community and used as a powerful tool
to advance issues of importance to providers.

7. Project Access allows for an equitable distribution of services by physicians, hospitals,
and other providers when attending to the needs of the underserved in our
community.

8. Project Access prevents any single physician, physician group, hospital or other
provider from being asked to provide more than a fair share of charity care.

9. Project Access creates an infrastructure which allows for our entire community,
business, city and county governments, media, educational institutions, each to
support the provision of charity healthcare services.

10. It’s the right thing to do!

NCCRT Guide to High Performing Models 13



OPERATION ACCESS VOLUNTEER RECRUITMENT STRATEGIES

Compose a letter signed by a distinguished colleague to send out to other providers in
the community. Peer to peer recruitment can be more effective than hearing from a
unknown person or organization.

Publicize volunteer opportunities on program website, in newsletters, in staff lounges,
hospital publications, and online (e.g. Craig’s List, Idealist)

Cultivate relationships with key people who can help spread the word about volunteer
opportunities (e.g. hospital PR and community benefit staff, gatekeepers/office staff,

support staff for current volunteers)

medical missions, free clinics)
= Attend employee/volunteer fairs at hospitals
= Make presentations at staff meetings

= Approach providers who are involved in other volunteer projects (e.g. international

= Send unsolicited patient referrals (“this patient needs your help”)
= Cold call prospects and drop off information packets

Volunteer Engagement and Recognition

Having a volunteer recognition plan is an important
way of thanking providers who donate their time and
facilities and encouraging ongoing participation. While
some model programs have more elaborate volunteer
recognition efforts than others, the effort to engage
and recognize participants on a regular basis is what
is most important.

Model programs use both formal and informal means
of recognizing volunteers, ranging from informal
lunches or dessert parties to gifts and awards. Other
means of recognizing volunteers can be low-cost or no
cost, such as publishing stories about volunteer
providers in a program newsletter or website (see
Appendix), or pitching stories that feature a particular
volunteer to local news outlets.

In Action: Volunteer Recognition

Volunteers in Medicine & Project Access

Project Access hosts an annual picnic to
thank volunteers and the local baseball
team donates an evening at the park. The
organization takes out a full page ad in the
newspaper and buys billboards to tell the
community about the work of their
volunteers.

VIM also hosts an annual luncheon for lay
volunteers, an annual dinner for provider
volunteers, and a fund-raising banquet that
highlights selected patient success stories.

Cancer Coalition of South Georgia

The Coalition hosts two appreciation days a
year for volunteer doctors and their staff,
where a luncheon or desserts are provided.

NCCRT Guide to High Performing Models
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THE OPERATION ACCESS MODEL APPROACH TO

VOLUNTEER RECOGNITION

= Volunteer awards given out annually. Winners receive a letter thanking them for their
service, and a copy is sent to their supervisor, physician manager or hospital
administration. Small gifts may be given at the volunteer celebration, and winners are
featured in a year-end newsletter and on the website. Posters, plaques or certificates
for hospitals when they reach a milestone (e.g. 5 years). Recognition (letter, plaque)
for volunteers when they reach a milestone. Volunteers may also receive certificates
from local elected officials or be nominated for community service awards.

=  QGifts such as t-shirts and other program-branded materials.

= Recognition in newsletters, annual reports, videos, blogs, brochures, and hospital
communications. Recognition immediately after surgery sessions.

= PR featuring stories and photos of volunteers.
= Events such as volunteer celebrations, happy hours, lunches or picnics.

= Correspondence, such as thank you cards after a procedure, patient comments,
recommendation letters, birthday cards, or holiday letters.

= Food provided at surgery sessions
= Personal thank you from OA staff and/or patients

Yolunteer Spotlight

2013 Spirit Award Recipient - Jung On Ahn, RN, Kaiser Permanente Medical Center,
Seouth San Francisce

Jung ©On has heen volunteering with G4 as an OR nurse from the inception of the program at
Kaiser Permanente South San Francisco in 1998, Back in Korea, Jung On ahways
volunteered through her church, but when she came to the United States, she had difficulty
finding a way to give back until she found Cperation Access a perfect fit. "It was effortless to
get involved with QA (it) was so convenient; it was right under my nose "

(San Mateo) Jung On's work with our patients is infused with her good will. "O4 is part of my [ife. We get
aur life, health and blessings from the lord. There has got to be a way to give back and
share. | have received a lotin my life and | am sa grateful for the ability to volunteer.”

NCCRT Guide to High Performing Models
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V. Management, Roles and

Responsibilities

Staffing

Each model program operates with a core of paid
managers, administrators and clinical staff in
addition to volunteer providers, board members,
and other uncompensated partners. The number
of paid staff needed to run a successful program
ranges from just four FTEs to 13.5 FTEs.

Depending on the size of the population being
served, key staff needed to manage these
programs may include:

=  Program director

= Medical director

= Patient navigators

= Data managers

= (Clinical secretaries

=  Development/fundraising staff

= Communications/marketing staff

Additionally, a board of directors that includes
representation from all stakeholders—volunteer
specialists, hospitals, primary care physicians,
funders, and community organizations—is an
important resource.

Responsibilities

A key responsibility of program leadership staff is
to initiate and maintain strong relationships with
providers. Because so much of recruitment and
engagement comes down to personal relationships,
these same relationships are needed to keep

those commitments going over the long run.

Program managers and paid staff perform a broad
range of activities to administer their programs,
interact with partners, and document outcomes.

In Action: Management Resources

NHCRCSP

= Operates on five FTE staff, including a
medical director, program director, grant
administrators, data manager, clinical
secretary and patient navigators.

= Meetings are held weekly to cover program
management, quarterly for budget issues.

= A dynamic database tool was developed
that combines elements of an EHR with
billing and patient communication tools.
The database tracks all patient
demographics, records of calls received,
enrollment information, procedure records,
and bills received/paid on each patient’s
behalf.

Cancer Coalition of South Georgia

= Has one full-time manager navigator and
3.5 FTE navigators.

=  Work groups are kept small and tightly
focused so they are easier to schedule and
sessions are more productive.

Volunteers in Medicine & Project Access

= VIM has five FTEs including a clinic
director, front-desk staff, volunteer
coordinator, nurse, dispensary tech and
medical personnel trainer.

=  Project Access operates on four FTES,
including a director, full-time care
coordinators, an administrator, and a
fundraiser.

NCCRT Guide to High Performing Models
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While the following list is not intended to be
exhaustive, it summarizes many of the core
activities that paid program staff perform on a
regular basis.

= |dentify and screen patients

= Establish policies and procedures

= Raise funds and report back to funding agencies
= Publicize the program

= Recruit volunteers

= Develop agreements or contracts with primary
care providers, hospitals, endoscopy sites, etc.

= Provide ongoing management of partnerships,
including recognition of volunteers, and partner
communication

= Manage referrals
= Coordinate care and address patient barriers

= Evaluate and document outputs and outcomes

Given that each model program operates with a
minimal number of paid staff, they have been able
to achieve greater efficiency in administration by
standardizing many documents and protocols.
Standardizing practices in the following areas not
only helps program staff make the most of their
time, but also helps volunteer providers spend less
time on addressing or interpreting administrative
needs and more on direct patient care:

= referral forms

= volunteer management plan

= case management guidelines

= prep instructions

= presentations about the program

= volunteer recruitment packets and applications

= volunteer communications (e.g. welcome letter,
commitment form, thank you/follow-up letters)

= templates for hospital community benefit
reports

In Action: Communication with
Partners

Volunteers in Medicine & Project Access

On a monthly basis, representatives from
free clinics, FQHCs, VIM, Project Access,
and local hospitals meet to discuss and
coordinate their efforts. This level of
coordination was a new and highly
beneficial model for Chattanooga providers
who were previously providing
uncoordinated and unmeasured levels of
free care to the uninsured.

Cancer Coalition of South Georgia

Hospital partners receive written reports
every three months describing the number
of patients navigated and screened at their
hospitals. Referring primary care providers
get monthly reports describing numbers of
referrals, screenings, abnormal results and
cancers. The report can be used to
examine referral patterns and ensure
prompts are delivered to patients who are
due for them.

NHCRCSP

NHCRCSP created standardized forms for
medical and patient history, referrals, and
colonoscopy results. This ensures that
providers’ time is used efficiently and that
everyone involved knows exactly what to
expect when they are seeing a patient
referred through the program.

The NHCRCSP created a provider
education piece that was featured in the
Healthy Insights newsletter. The program
summarizes important facts about
screening recommendations and sets
population goals for New Hampshire. (See
http://cancer.dartmouth.edu/gi_pancreati
¢/documents/healthy_insights_mar2011.p
df)
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Revisiting Organizational Goals

At the launch of a new program, it is assumed that a
mission statement with clear goals and objectives
will be established. However, model programs also
revisit these goals on a regular basis and reflect on
the continuing success of the program from a longer
term perspective. In some cases, they have found it
necessary or beneficial to adjust their goals based
on new information, changes in the community, or
funding needs.

Program managers are also encouraged to take

time to think about their program wants to be

known and viewed in the community. For

example, one of the goals of Project Access is to
operate seamlessly with local providers. As the
proram has matured, they are viewed just like any
other payor, and patients referred through the
program do not receive differentiated treatment. If all
program staff and volunteers are reminded of these
types of organizational values, the program’s “brand”
can be more consistently reflected in every
interaction with patients, providers, funders,

and the broader community.

Communication Among Partners

Model programs report that it is important to have a
broad coalition in order to maximize reach and engage
a diverse group of providers. At the same time, large,
diverse groups require more management and
coordinated communications.

Once volunteers are committed, regular, structured
communication helps ensure that everyone is aware of
their responsibilities and has adequate notice of key
dates. Commitments should be planned in advance and
predictable if possible. For example, when Operation
Access plans volunteer-staffed surgery sessions at
hospitals, they try to do so a year in advance in order to
ensure adequate time to recruit volunteer support staff.

Some programs established focused work groups that
met frequently (weekly) during their start up phase and
less often (monthly) as the program became more
established. Work groups may focus on a particular
need, such as fundraising, clinical issues, or expanding

In Action: Goals and Objectives

Operation Access

Operation Access has adopted the CRC goal
of 80% screening by 2018, reflecting the
NCCRT’s national movement to raise the bar
for CRC screening. This type of goal is
motivating and easy to remember for
everyone involved.

“We’re known as being responsible,

intelligent, professional, and

physician or volunteer led.”
—Operation Access

“Programs that want to try to set up
some sort of infrastructure to deliver
this kind of program should
understand that the people who are
designing it and running it need to be
in very close touch with each other on
a regular basis. In order to pool the
knowledge and the skills, you can’t
just meet three, four times a year.”
—NHCRCSP
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services to a new region. Other model programs have
a small, core management group that meets weekly
and addresses all aspects of program management.

Measuring and Demonstrating Results

Each model program regularly measures both outputs
and outcomes in order to demonstrate their value to
stakeholders and the broader community. Both types
of data need to be collected because they carry
meaning to different stakeholders. Data that may be
regularly collected include outputs describing
activities and volume, such as the amount of funds
raised, number of active volunteers, volunteer service
hours, value of volunteer services, number of referrals
given, patients served or colonoscopies conducted.

Short-term and long-term outcomes focus more on
clinical results and population impact, including
cancer detection, risk reduction, decreased mortality,
reduction in disparities, reduced costs for care, or
improved quality of life. Data that documents the
number of precancerous polyps removed is often
particularly meaningful to physicians, hospitals and
health systems who are donating their time and
facilities, as it clearly demonstrates the impact of
screening programs. Some model programs also
conduct regular evaluations to measure satisfaction
with the program.

“One of the key successes | think for
both models is the leaders realized
before either opened their doors that
tracking the amount of care given,
tracking everything, was going to be
fundamental. And it has helped inform
every grant application we’ve ever
made since then.”

—Volunteers in Medicine

In Action: Demonstrating Results

Operation Access

= QOperation Access surveys patients to
measure satisfaction, impact of donated
procedures on their quality of life, health,
and whether they made lifestyle changes
as a result of the care they received.
Patients are also given the opportunity to
provide suggestions for improvement (see
Appendix for survey instrument).

=  Volunteers and clinics are also surveyed to
measure intent to volunteer in the future,
satisfaction with their experience, and
willingness to recruit others to volunteer.

= Data is provided to participating hospitals
that documents program activities and
establishes annual goals.

Cancer Coalition of South Georgia

=  Selected patients who have benefited from
the program have volunteered to be
spokespeople for the program. They have
been highlighted in newsletters, given
media interviews and come to board
meetings to put a personal face on the
good that the program does in the
community. Focusing on individual benefits
helps to combat prejudices about the
uninsured.

= Recognizing that their audience was very
time-pressed when it comes to reviewing
reports, the Coalition changed from
delivering a detailed, glossy annual report
to an abbreviated version of less than 10
pages, and found that partners were more
apt to read and actually absorb the
information in it. (Link to annual reports:
http://www.sgacancer.org/about_us/organ
ization.html)
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The results of surveys and data collection efforts are
often described in newsletters or annual reports
sent to donors, volunteers, and other partners. In
some cases, programs collect and report extensive
amounts of data in response to the interests of their
supporters. Other programs focus on limited, high
impact numbers.

2013 Key data concerning the care area of the clinic:

In Action: Reporting Program Data

Volunteers in Medicine

= |n reporting their impact on the community,
VIM breaks down the cost per patient visit
($77.47), value delivered per patient visit
($404 at clinic rates or $1,618 at ER rates)
and rate of return on contributions (for every
$1 donated, the return was $5.22 at clinic
rates or $20.88 at ER rates).

Category 2012 2013
Patient visits 5,944 5,561
X-rays 333 264
Dental Services $8,756 $4,950
Optometry Services ~ $17,100 $15,750
Medical Services provided, X-Ray $530.893 $634,384
Laboratory Services $222 469 $215,011
Clinic Dispensary $65,538 $63,547
PAP meds (90day supply) $1,577,356 $1,314,640
Total Medical Care Delivered (clinic rates) $2,422,112 ~ $2,248,282 |
Total Medical Care Delivered (ER rates) $9,688,448 $8.993,128
Total Expenditures $446,465 $430,793
Available Counseling Hours* 258.5 195.4
Mammograms Taken - Memorial’s Breast Center* 232 199
Referrals - Project Access* 389 292
Total Volunteer Service Hours* 14,318 14,573
Est. Value of Donated Volunteer Hours* o $731,792 $803,981

* Value is not included in Medical Care Delivered

Figure 2: Volunteers in Medicine 2012-2013 Clinic Impact

VIM Staff = 5 FTEs
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Highlighting outcomes for m@wdgal patlents In Action: Highlighting Patient
through case studies or testimonials is another

Outcomes
way that model programs communicate about
their results in a very accessible, personal way. Volunteers in Medicine
Putting a “face” on the beneficiaries of free = VIM created a seven minute You Tube video
screening programs is particularly effective at featuring testimonials from patients about
combating stereotypes that some harbor about the help that they have received from the
the types of people that lack insurance and need program. The video also describes the
free care. financial impact of VIM. (see

http://youtu.be/zAffMRBHWpS8)

“Putting a personal story and a face to the people that we’re serving [is
important]...when they hear their actual stories, then they seem to care.”
—Cancer Coalition of South Georgia

STORIES of HOPE

LARRY - Larry Green came to terms with what seemed like his fate.
Before learning about the Community Cancer Screening Program of the
Cancer Coalition of South Georgia, Larry believed he would eventually
succumb to colorectal cancer. My baby brother died from colon cancer, my
daddy died from colon cancer ...

| knew one day, | was going to die from colon cancer.
Much like many South Georgians, Larry was underinsured and could not
afford the care he needed. However, the future of his family tree changed
forever when Health Navigator Charles Greene told Larry about the
program. Larry was able to receive a colonoscopy during which
pre-cancerous polyps were removed and now Larry lives each day without
the fear of dying from cancer. Not only that, but he now tells his family to
get screened like he did. D n .
Thanks to the Cancer Coalition,

Larry’s family tree is stronger than ever.

*Larry’s story was the inspiration for the Tree Infographic
inside, demonstrating how crucial it is for one to understand
family history and to take preventative action.
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VIi. Coordination of
Patient Care

Some model programs attribute a large part of
their success to their ability to make the CRC
screening process as easy as possible for
physicians and hospitals that are volunteering
their time, or who are participating through a
reimbursement model. In essence, they have
been able to achieve their goal of making
“charity cases” no less desirable than insured
cases. A large part of this is due to attention
paid to effective patient navigation.

Patient navigators may also be called Program
Coordinators, Program Specialists, Assistants, or
Managers, but they all perform key care
coordination activities that model programs say
are essential to ensuring good prep and good
show rates. Navigators help patients overcome
issues that are commonly identified as key
barriers to CRC screening, and are particularly
common among low-income and minority
targets that are over-represented among
uninsured populations:

= Fear of screening

= Lack of primary care/medical home
= Embarrassment about the procedure
=  Complicated prep

= Lack of transportation

Navigation in model programs is typically done
by phone, and programs operate with as few as
1.5 FTE patient navigators or as many as 6.0.
Navigators often place a prescribed number of
calls at key points in the process. During each
call, navigators may spend as much as 20
minutes with the patient, providing education
and responding to individual barriers that the
patient may present.

In Action: Patient Navigation

NHCRCSP

= 1.5 FTE patient navigators working
centrally serve patients throughout the
state to coordinate approximately 350
colonoscopies a year. They are currently at
~1500 colonoscopies with zero no-shows
and <2% inadequate prep.

= Navigators use an internally developed
policy manual that prescribes at least six
key contact points for each patient.

= (Created a prep video available on YouTube
http://www.youtube.com/watch?v=xd1NO
WOcd5A and written instructions in 22
languages.

= Navigators have immediate access to
medical expertise to answer patient
questions and address barriers.

Cancer Coalition of South Georgia

= Uses 4.5 FTE navigators working out of 9
CHCs to serve patients in 30 counties.
Each navigator is responsible for working
with patients from 2-3 clinic sites.

= Navigators are from the communities being
served, are familiar with the neighborhoods
that patients are coming from, and often
even have the same acquaintances. This
familiarity helps generate patient trust and
greater willingness to follow through with
the navigator’s instructions.

= Navigators review patient charts at the
clinics and create prompts in electronic
medical records to remind providers about
the need for a screening referral.

= Navigators call on patients regularly once a
procedure is scheduled to provide
culturally appropriate navigation.

Operation Access

= Translation is provided for all patient
communications and almost all program
staff members are bilingual.

NCCRT Guide to High Performing Models

22


http://www.youtube.com/watch?v=xd1N0WOcd5A
http://www.youtube.com/watch?v=xd1N0WOcd5A

“Most of our patients have limited
health literacy...so we knew that we
had to be very diligent about this
educational process. And because of
that, our patients are cleaner, we
understand from some of the Gl
specialists, than some of the people
with insurance. And it’s because of
these reminder calls.”

—Cancer Coalition of South Georgia

Patient Preparation

A common complaint of volunteer endoscopists is
when they have set aside time to volunteer their
services and the patient does not show up or is poorly
prepped. Screening programs have to work hard to
overcome perceptual prejudices in low-income
uninsured populations that they are not going to show
up or take the prep seriously.

Efforts to address these issues have paid off for the
four model programs in this guide. No show and poor
prep rates in these programs are reported to be much
lower than for a typical insured population. Model
programs report no show or late cancellation rates of
0% to 4% and poor prep rates that are typically less
than 5%. They say that tracking this type of
information is important to demonstrate to
new/potential partners that patients in the program
will be prepared and represent a good investment of
their volunteer time.

Model programs pay special attention to
standardizing patient navigation, developing
guidelines, models, or training materials that
prescribe how patients will be navigated. They
also often use a simple, standardized referral
form and guidelines that describe criteria for
acceptable referrals and patient qualification
information (see Appendix for sample patient
qualification and enrollment materials).

IN ACTION: Training and Managing
Navigators

NHCRCSP

Patient navigators must make a minimum
of six calls to patients over the course of
their involvement with the program.

A detailed policy manual prescribes when
calls are made and what topics are covered
during each call. Navigators can provide
more education or support, but no less than
what is described in the manual.

“Providers in community health
centers really have even less time than
other providers to go over all the
details that you would want a patient
to know in order to make sure they’re
willing to have the test and will be
well prepared...and navigation makes
up that gap, which can be a gaping
hole that allows a lot of screening to
fall through the cracks.”

—NHCRCSP
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Examples of standardized or model materials provided
to patient navigators to ensure consistency include:

IN ACTION: Patient Navigation Contact

= Patient qualification questions

= Phone scripts

= Correspondence (content and frequency)
= Reminders

= Education (re: diet, prep)

When navigators can be relied upon to take care of
all the details around scheduling, education, bowel
prep, etc., all the provider has to do is show up and -
perform the procedure, making it more likely that
they will continue their involvement with the
screening program over the long term.

Hiring and Managing Effective Navigators

Model programs emphasize that navigators that are
working with the type of populations typically

targeted by free screening programs have to have

the right personality to overcome the unique

barriers of low-income uninsured populations. Some -
even say they look to hire navigators with =
personality traits that they have found to be

effective at establishing trust and rapport with

patients and ensuring effective communication,

including:

= Persistence

=  Flexibility

= Assertiveness

=  Friendliness

= Expertise with CRC screening

= Understanding of public health goals

= Personal roots in the local community .

Well Care

A common barrier to screening for low-income and
uninsured populations is the lack of a medical
home. All four model programs receive referrals
from patients at community health centers,
including free clinics and federally qualified health
centers (FQHCs), ensuring that they will have
access to ongoing care. In the case of Volunteers

Points

Operation Access

First call: eligibility and intake (up to 20
minutes)

Second call: confirmation of appointment
and location

Third call: explanation of prep process

Fourth call: reminder 2-3 days prior to
appointment

Cancer Coalition of South Georgia

First call: once a primary care doctor gives
medical clearance, the patient is handed
off to a navigator. The first call is an
interview to verify eligibility, gather medical
history, provide an overview of what to
expect from the procedure and understand
potential barriers that the patient may face.

Second call: confirmation of appointment.

Third call: after a packet of information is
mailed to the patient and he/she has
picked up the bowel prep, the navigator
calls and spends 20-30 minutes on prep
education. The navigator asks the patient
to take everything out of the bag and walks
through the prep procedure step by step,
followed by having the patient explain the
steps back to them.

Fourth call: two days before the procedure,
patients are reminded to start their special
diet and the navigator once again goes
over the prep instructions .

Final call: patient satisfaction/check in call
after the procedure is completed.
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in Medicine and NHCRCSP, one of the programs’

core goals is to provide patients with a medical

home. Patients who have access to primary care
providers are able to have a medical clearance

before their procedure, as well as follow up care. This
service is paid for through the NHCRCSP and is part of
the required referral process for colonoscopy. This helps
to eliminate the need for the endoscopist to see the
patient before the procedure.

“[The navigators] find out what their
Issues are, and often it’s just fear of
the unknown. So they describe the

procedure, try to alleviate some of
Transportation Barriers

Model programs do not typically provide or pay for their fears, and tell them that they’re

transportation to and from colonoscopies. In an going to stick with them through the
emergency though, all say that funds can be allocated process.”

to make sure a patient can get to and from their
appointment. Additionally, navigators may make use of
Medicaid transportation or provide gas money for a
friend or neighbor to drive a patient that has no other
means of getting to their procedure.

—Cancer Coalition of South Georgia

For a new program just starting up, it may be IN ACT'QN: Addressing High Needs
important to plan for transportation assistance. For Populations

example, anticipating that fact that many low-
income patients may not have their own
transportation, though, Volunteers in Medicine
purposefully selected a clinic site that is on a bus

Cancer Coalition of South Georgja

= Culturally competent navigation is critical
to serving populations that are low-income,
poorly educated, and have limited health

route. literacy. In one Georgia county served by
the Coalition, nearly 29% of the population
lives below the poverty line. Another county
Language and Cultural Barriers served has the highest cancer incidence in
Culturally competent and multi-lingual care Georgia. Some of these patients live in
coordination is an essential component of model rural areas where transportation is a
programs that serve diverse audiences. The most challenge and some may not have running
successful navigators speak the language of their water or bathroom facilities. Local

navigators are able to empathize with
these and other barriers, identify solutions,
and help patients develop greater trust and
familiarity with the local health care
system.

patients, both literally and figuratively.

Model programs say that it can be important to
recruit navigators who come from the community
being served. Navigators are going to be spending a
significant amount of time on the phone with
. . . NHCRCSP
patients, educating them and helping them address . .
fears and other barriers. A good, culturally " The NHCRCSP uses translation services
competent navigator will form a bond with the (language line) and has prep instructions in
. . 20 languages to overcome barriers of
patient that will help encourage them to overcome

| barri . . h t d patient language and to assist diverse patients,
per-sona. arriers, improving show rates and patien some of whom are homeless.
satisfaction.
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Follow Up Support

Navigators may also serve as a resource to
patients once their procedure is done. In some
cases, they are responsible for entering
information into a patient’s electronic medical
record about follow up screening intervals.

Navigators may also provide administrative
support to patients, such as dealing with bills
that they may receive in error from providers or
facilities that agreed to provide their services at
no cost. These types of billing errors may seem
like a minor issue to providers, but to a low-
income patient who was promised a no-cost
procedure, receiving a large medical bill that
they cannot pay for can be an extremely scary
experience.
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VIl. Resources and Funding

Paying for the Full Continuum of Care
Potential costs for CRC screening may include a
wide range of services and facilities starting with a
primary care visit and continuing on to include
navigation services, prep, transportation,
endoscopy services, facility fees, anesthesiology,
surgery, pathology, diagnosis, surgery, and
chemotherapy if a cancer is found. Some programs
are able to secure volunteer participation across
this entire continuum of care. Others obtain
volunteer participation from some providers, but
reimburse others at Medicare or Medicaid rates.

For example, a program may have endoscopists
that volunteer their time, but must pay for
pathology or facility fees. If this is the case,
participating providers typically agree to Medicaid
level reimbursement rates and the program raises
funds pay for these services. The NHCRCSP is
unique among the four models in that all
participating providers are reimbursed at Medicaid
rates, through their CDC grant funding.

Though not all model programs provide estimated
costs per patient, the costs to provide colonoscopy
services (including prep and navigation) is not high,
reported to range from $300 to $2000 depending
on the area of the country and the patient, with
most falling below $1000 each.

Raising Funds

Model programs receive funding from a variety of
local, state, federal and private sources,
including the following:

= Federal grants

= State or county funding

= CDC

= |ndividual donors

= Businesses

= Hospital/health system foundations

= Corporate foundations

= Churches and other faith-based organizations

In Action: Costs and Funding Sources

Operation Access

Provider services are donated, and two
thirds of the program funding to support
care coordination comes from hospital and
health conversion foundations, a reflection
of the high value they place on the
program.

Cancer Coalition of South Georgia

Annual program costs total roughly
$200,000 (including CRC, breast and
cervical screening). Partners contribute an
additional $300,000 in in-kind
contributions to the CRC screening
program.

Pathology is one part of the continuum of
care that is partially paid (at $100 per
case) and partially covered by a pre-
existing hospital relationship.

NHCRCSP

Pays for colonoscopy, pathology,
anesthesiology when needed, prep, and
PCP visit at Medicare reimbursement rates
through a CDC grant program. Costs per
patient may be around $1000, ranging
higher for more complex procedures.

“The main thing is to look for a broad
portfolio of funding so that if you lose
one funding source, you still have
others to fill the gaps.”

—Cancer Coalition of South Georgia
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REVENUE
$1,270,222

EXPENSES [~
$1,328,811 - Programs

71%

Figure 3: 2013 Financial Summary for the Cancer Coalition of South Georgia
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Figure 4: 2013 Financial Summary for Operation Access
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Some programs receive a significant portion of their
funding from hospitals and health systems that
recognize that funding screening programs will
positively impact their bottom line through cost
avoidance. However, they still stress the importance of
having a diversified funding base, so that they do not
rely too heavily on a small number of funders. Rather,
efforts should be ongoing to seek out new sources of
funding, as existing sources may need to reduce their
level of support due to unforeseen circumstances

Most programs conduct large annual fundraisers to

generate donations, boost awareness and celebrate
successes with donors and volunteers. Fundraisers

include traditional events such as banquets or

golf outings.

Funds raised through all development efforts are
necessary to pay for services, facilities and staff costs
that are not or cannot be donated including:

= Translation

= Patient navigation
= Transportation

= Prep

=  Primary care visits
= Facility fees

“The reason hospitals are willing to
do this...is [they are] going to pay for
free cancer care anyway when
unscreened, low income uninsured
people show up at their facility with
cancer. The more you screen
underserved people and prevent
cancer from occurring, the lower your
costs over time.”

—NHCRCSP

In Action: Fundraising for CRC

Cancer Coalition of South Georgia

When making the case to potential donors
that CRC screening is worth funding, the
Coalition emphasizes that significant
disparities exist in CRC deaths and that an
effective screening program can eliminate
these disparities. No one deserves to die
from colorectal cancer because they could
not afford to be screened.

Operation Access

Operation Access supplements its budget
with donations from corporations and
individuals. They emphasize that the
funding mix is and should be dynamic, as
they respond to changes in the community
and economy, and identify new sources of
support.
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VII. Appendix

The following samples are provided as examples of standardized materials, protocols, and
reports that model programs have used.

Recruiting Health Partners and Providers
= Physician Recruitment Letter (Operation Access)
=  Provider Participation Plan (Project Access)

Management, Roles and Responsibilitiees
= Logic Model (Operation Access)
= Colonoscopy Pilot Clinical Process Map (Operation Access)

= HealthScope Magazine Feature Article on Project Access (provider recognition and patient

success stories)
= Patient and Volunteer Outcomes Report (Operation Access)
=  Simplified Program Impact Report (Cancer Coalition of South Georgia)

Care Coordination

= Referral Forms (NHCRCSP, Project Access, Operation Access)
= Patient Application (Volunteers in Medicine)

= Patient PCP Referral Form (NHCRCSP)

= Patient Satisfaction Survey (Operation Access)

= Patient Recruitment Card (Cancer Coalition of South Georgia)
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RECRUITING HEALTH
PARTNERS AND PROVIDERS
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OPERATION ACCESS SAMPLE PHYSICIAN RECRUITMENT LETTER

Joe Jones, MD
123 Main St.
San Francisco, CA

Dear Dr.

If you have ever considered donating your time and skills to people who really need your help,
but traveling abroad isn't feasible, volunteering with Operation Access is an opportunity to
make a difference in the lives of others - right here at home.

Over the past six months, we have seen an increased demand for [specialty name] services,
and your participation with OA would make a significant difference in our ability to respond to
the community need. The most typical procedures for which we received referrals are: [list
procedures if relevant]. [Name of hospital] has partnered with OA since [year], and
would support your efforts by donating use of the OR, staff and supplies. Currently,
[number] of your colleagues volunteer with us, and | encourage you to speak with Dr.

or Dr. to learn more.

Volunteering with Operation Access is easy:
o All prospective patients are referred to OA by community clinic physicians
¢ You determine how many patients you will see and how frequently you will see them
¢ You schedule OA patients during the week at your convenience
¢ OA staff works closely with your office staff and manages every patient to assure that
they keep their appointments and are properly prepared.

“I have struggled for years (with) balanc(ing) the need for specialty services like Gl for folks
without the means to pay with the needs of running an office. There is no perfect solution, but
Operation Access makes it fairer and easier. The decisions are made by the primary doctor...
All of the referrals that | have received have been appropriate. It is a nice way of sharing my
skills with a group of patients that truly needs them." Richard Auld, MD

Volunteering with Operation Access is rewarding:

"Thank you for the pro-bono surgery that you provided for me through Operation Access and
which | could never have come close to affording on my own. You freed me from a
debilitating and worsening condition that was seriously impacting my life and for which |
couldn't get help anywhere else. | admire you greatly Dr. Kidd, for offering pro-bono services
to people who can't afford to get medical help. There aren't many doctors who will do that."
From patient Lindsay W to her OA physician volunteer

Please contact me if you would like to further discuss this opportunity. . [OR: | will follow
up with you in about a week to discuss this opportunity.] |look forward to your positive
response.

Best regards,
Program Manager/Specialist

phone number
e-mail address

NCCRT Guide to High Performing Models 32



2013 Provider Participation Plan

SRRJECT

) Please mail or fax back to us: P.O. Box 973, Johnson City, TN 37605; 423 232 6707
ACCESS —

*Dnly one form is necessary for a whole group. Please detail your current providers, specialties, and individual participation levels
on page Z. Please notify us when any provider joins or leaves your office so we can update our records accordingly.

Practice Name: (please print)

Practice Address: (please print)
Street City State Zip

Main Phone Main Fax Main Email

Main Contact: Preferred Method of Contact: __ Ph _ Fx _ Email

Practice Administrator: Phone

Billing Contact: Phone

In 2013, T Will Participate in the following manner:

Primary Care Practice/Group
As an Individual Practitioner, providing services to 10 approved Project Access patients through my office.

Specialty Care Practice/Group
As an Individual Practitioner, providing services to 5 approved Project Access patients through my office.
As a Group Member of 2-3 Providers, providing services to 10 approved Project Access patients through
our office.

___of4-5 Provaders, providing services to 20 approved Project Access patients through our office.
__ of 6-7 Providers. providing services to 30 approved Project Access patients through our office.
_ of 8-9 Providers. providing services to 40 approved Project Access patients through our office.
_of 10+ Providers, providing services to 30 approved Project Access patients through our office.

Other as defined here

Person Completing Form: Title:

Signature: Date:

Please Note: Diagnestics AND Initial Specialty Care Appointments MUST be set-up/scheduled by our office.
This is the way we keep track of donated services and resource limitations.
All Diagnostics and Initial Specialty Care Appointments have Authorization Cedes. Please do not schedule without one.

Please contact us if you have questions or wish for someone to come speak to your group about Project Access.
Thank you for helping our community in need.

12
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Project Access
Providers’ List and Office Specifications

PROVIDER'S SPECIALTY(IES) INDIVIDUAL CREDENTIALS LICENSENO. W/
NAME SubSPECIALTIES PARTICIPATION EXPIRATION DATE
LEVEL
John Smith Internal Medicine 5 M.D. 23001 12/01/2014
Specifications

eDiagnoses: Are there certain diagnoses or conditions you wish to see? Any which you prefer not to see?

eScheduling: How would you like us to schedule with your office?

Do you have a specific internal form yvou would like completed?
Do vou want to review records before accepting a patient?

[if so, please provide]

eResidency. Do you have any residential restrictions other than by county [our policy is to send Sullivan Co
patients to Sullivan Co providers and Washington Co patients to Washington Co providers]?

eHospital: At which Hospital(s)/Facility(ies) do you have privileges?

'Bl]]l[lg: How do you track the care donated/written off by your office? How do you prefer to communicate
that with us? How often?
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MANAGEMENT,
ROLES AND RESPONSIBILITIES
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Operation Access (OA) in the San Francisco Bay Area / Logic Model: Plan and Intended Results for 2013

GOAL: To sustain a high level of donated surgical and specialty services that responds to the level of referral demand by region & medical specialty,
while implementing technology and system changes to increase efficiency & impact.

Rationale H Assumptions |"

Inputs

— OA Network —

Activities

—

Outputs i

Qutcomes (

Impact

Continued public
health budget cuts
and economic
recession have left
many without
health coverage

Demand for
outpatient surgical
and specialty
procedures among
low-income,
uninsured
residents has
increased sharply
in some counties

Community clinics
that serve this
population provide
mainly primary
care services

Historically,
Operation Access
has increased
capacity in
response to
increased demand

Medical professionals
in the San Francisco
Bay Area are willing
to volunteer locally

Hospitals and clinics
see value in OA’s
facilitation of donated
services

Access to care and
ensuring access to
specialty care for
underserved
populations will
remain a priority for
many funders

The intent of national
health care reform
and the expansion of
Medi-Cal programs is
to improve access to
care; however there
is a segment of the
population for whom
there will be a
continued need for
donated services

OA Program
Managers, Program
Coordinators, and
Program Assistants

Other OA staff

OA Board, Advisory
Gouncll, Strategy
and Program
Committee

Sustained funding
from foundations,
corporations,
individuals, and
earned income

Community partners
(clinic consortia,
coalitions & others)

OA database and
case management
systems

GCommunications &
marketing

Stakeholder surveys

Hospitals &
medical centers

Cultivate strong hospital
relationships and recruit the
participation of new medical
centers

Research feasibility of
expanding geographic
scope of services

Collaborate re: Community
Benefit & PR opportunities

Provide 1700-1800 donated
services (that are safe,
efficient, effective, patient-
centered, timely & equitable)

Plan & execute 45-52 surgery
sessions, Gl and eye clinics

Increase volume of services
through integrated models

Coordinate a high volume of
charity care, with a ROI

Services are safe, efficient,
effective, patient-centered,
timely & equitable

QA services are an integral
part of the community benefit
plans of participating
hospitals

Participating medical centers
are recognized for the charity
care provided through OA

(return on investment) of 13:1

Medical Cultivate strong volunteer
champions
volunteers
Utilize, retain & recognize
current volunieers
Recruit targeted volunteers
Research feasibility of
expanding scope of
medical services
Referring Strengthen relationships
community with clinics and community
clinics and their pariners (visits,
vl nearel communication)
uninsured Pursue technology and
patients system imq::vemems 1o
streamline health

information exchange

Adhere to well defined
eligibility guidelines

Provide culturally
competent & efficient case
management

Maintain or expand OA's
network of over 1,200 active
medical volunteers

Increase OA service capacity
where needed to match

75% of active volunteers
participate at least once a year

90% volunteer satisfaction

75% volunteer retention rate

geographic and medical
specialty referral demand

Execute targeted volunteer
recognition awards and events

Maintain = 85% overall
eligibility rate for patients
referred to OA

Maintain = 95% patient
compliance rate

Provide prompt service by
securing the first specialist
appointment within 60-90 days
of referral (median), and the
procedure within 90-120 days
of referral (median)

Increased clinic awareness of
appropriate referral process &
sustained referral volume
90% clinic satisfaction

90% patient satisfaction

90% of patients report
improved health, quality of life
and ability to work

Increased awareness of OA in

An integrated,
regional specialty
care network that
improves care
coordination and
adds value to the
local safety net

A strengthened
culture of medical
volunteerism and
community benefit in
partnership with local
hospitals and medical
professionals

Increased access to
quality surgical &
specialty care for at
risk populations,
specifically low-income
uninsured patients

Avoidance

of some medical
emergencies and
reduced need for
maore expensive
interventions

the community & better
understanding of community
needs by OA
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La Clinica —
Operation Access —
JMH -

John Muir Health — June 2014

Operation Access Colonoscopy Pilot — Clinical Process

La Clinica identifies patients based on
Eligibility Criteria

Demographic (per Operation Access contract):

* Uninsured and demonstrated inability to quality

for health insurance

» Gross income not exceeding 250% FPL

* Total savings, including all back accounts,
CDs, retirement plans, trust funds, etc., does
not exceed: 1 person in household up to
$5,000 +$780 per additional household
member

s Resident of Central or East Contra Costa
County

s | C Concord as Medical Home (pilot)

Clinical:
Diagnostic Colonoscopy Critenia (at least ONE of
the following):
e FOBT+orFIT+
* Unexplained blood in stool (not from
hemarrhoids)
Unexplained change in bowel habits
Unexplained weight loss/gain
Iron deficiency anemia
Personal history of adenomatous polyps or
CRC
* Istdegree relative with CRC
» NO routine screenings through OA

Additional criteria (in order to not require pre-appt.)

* No heart attack less than 6 months ago

No mechanical heart valve

No defibrillatar

No dialysis

No sleep apnea on CPAP with BMI greater

than 45

* No patients on Coumadin or lovenox (bridge
therapy okay)

s No patients unable to walk up one flight of
stairs

« No recent diagnosis of diverticulitis requiring
antibiotics

* No age greater than 80

Referred to
Operation
Access

Verifies eligibility
criteria
Schedules
appointment with
surgery
scheduler
Verifies H&P
within 30 days of
procedure
Verifies labs if on
bridge therapy
Reviews prep at
appointment
scheduling,
reminder letter,
and reminder call
Provides patient
navigation
throughout
Informed
consent in

packet

Back up
surgeon
available for
rare

complications
(e.g. bowel

perforation)

A

Procedure
Preparation

Procedure prep
education,
including
colonoscopy kit
H&P 30 days
prior to
procedure

If on bridge
therapy,
coagulation labs
within 24 hours
of procedure

Procedure
performed at
JMMC
Concord

« OA holds
agreements
for donated
anesthesiolo
ay,

Results
OA manages
the
communication
of results to
PCP and Dr.
Pike via fax
and phone call

Issue
Discovered
Communicated

to patient by

PCP in

consultation
with Dr. Pike
and OA

i

i

Outcome:
Biopsy and
pathology

needed

No Issue
Communicated
to patient by
e

Outcome:
Polyp removal

I

Cased
Closed

Referral
LC initiates
PRUCOL
process and
makes timely
referral to
CCHS for
specialty care

Outcome

» commnicated

hospitalist
and
pathology

* Interpreter
services
provided by
JMH

e 2" Informed
Consent

Outcome:
Inconclusive

by PCP via OA

Outcome

» commnicated

by PCP via OA

Cased
Closed

Cased
Closed

Outcome:
Unable to
perform
procedure bl/c
patient not

prepped

Referred back to OA for re-
scheduling and patient

education
OA monitors patient completion.
Endoscopy staff flags these patients

for OA

Page 1
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HEALTHSCOPE MAGAZINE ARTICLE ON PROJECT ACCESS

Health Heroes | PROJECT ACCESS

PROJECT ACCESS| Health Heroes

{1 1) Pally Ryan, Mamicrial Norfi Shore and Westside Heith Caners; Sraron Stewart Voluriears 11 Medicha; Fammy Burke, Chattan0oga-Hamiton Courty Health Department;
WA M3k, Dodson Avenue and Soulfside Comimunity Healih Ganters; Rae Young Bond, Criattancoga- Hamision County Meckcal Society and Mercal Foundation of Chatianonga

P o _] ect A CCesSsS ...

Community Partnerships for Compassionate Care

hile affordable health care has become a major political issue in just the last few years, Project Ac-

cess has been helping low-income patients in Chattanooga find the care they need since 2004. Co-
ordinated by the Medical Foundation of Chattanooga in partnership with the Chattanooga-Har
Medical Society, Project Access isn't a health insurance program. Rather, it's a network of doctors, hos \
medical schools, community clinics, and the Hamilton County Health Department that works to provide access
to specialty care for patients with medical needs or conditions that require treatment.

ilton County

o | Available on HealthScopeMag.com &

The program is specfically designed for those who have
fallen between the cracks: people with low-income jobs who
carmot afford health coverage, but make too much to qualify
for programs like TennCare. Since its inception, Project Ac-
cess has donated owver $112 million in health care to umin-
sured Hamilton County residents, and ower 700 volunteer
physicians currently participate.

The Life-changing impact of Project Access can be best un-
derstood through the woices of its patients. Here are three
remarkable patient stories.

Ron Holland

Atter losing his job and health insurance, Ron was admit-
ted to the Vohmnteers in Medicine medical clinic. A prelim-
nary X-ray revealed a suspicious area in his chest, and he
was diagnosed with lung cancer shortly after Understand-
ing Fon's need for a spedalist in the midst of finandal hard-
chip, his doctors referred him to Project Access for surgery:
In 2007, he underwent a lung resection performed by Dr.
Fob Headnck and a round of chemotherapy. By 2008, he was
disease-free. But his complications were not over. Ron was
working at a new job when bad news struck agam. In Jamus-
ary of 2013, Dr Colleen Schamatt, a wolunteer gastroenterolo-
gist with Volunteers in Medicine, discovered a developing
issue that once more required spedalist care and refermed
Fon back to Froject Accesz. After 2 CT =zcan discovered signs
of esophageal cancer, volunteer surgeons Dr Headrick and
Dr. Charles A Fortera performed an operation to reconstruct
hi= esophagus and save his larym. Today, Ron is healthy, re-
covering, stll gainfully employed, and thankful for all the

—_—T

Project Access By the Numbers (April 2004-Nocember 2013

13,897

L
J 1 . I Retum
of Iinvestment

Each $1 spent to ma

v -
$]. 12 Million
Total value of donated health
care provided to uninsured
Hamitton County residents
through Project Access

the program resu
of donated can

' ]
38 8,670
x O Better Health People who did not qualify
Former patients who rated for the program but were
their health status as good, refarred to ather appropri-
very good or excellent com- ate communi
pared to 29% before care and p

Volunteer physicians currently participating

=

24D
Average number of
jpatients enrolled in

Peaple screened to
determine eligibility

received me

0

DO
)

No Limitaticns
Fewer l"h_\rsn:al on Daily Work
Restricions §

ormer PA patients
who said they now
have little to no

restrictions on ac-
tivities compared to
26% prior to care

" Available on HealthScopeMagcom |1
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Health Heroes | PROJECT ACCESS

support he recetved from the individuals
of the Project Access program.

Donna Hassell
than her own health. In the last five years,
zhe has also taken care of her 2&-year-old
san who suffered paraly=ic from the waist
down after a 2008 motorcycle accident.
In August of 2012, Donna began to ex-
penience her own health concems when
zhe developed pancreatitis. She went to
her prmary care physiaan, Dr Jimmy
Davis of Memorial’s North Shore Health
Center, who recognized her condition re-
quired more attention from a GI spedal-
ist. S0 Donma, In dire condition (she had
dropped from 110 pounds to 67 pounds)
was referred to Project Access, where she
Louis Lambiase that che needed a feeding
tube inserted to save her life. Reluctantly,
Donna agreed. Today, Donna =il has the
feeding tube in place, but she has not used
it for six weeks. Her weight has returmed
t0 97 pounds, and she has been able to ob-

w2 | Available on HealthScopeMagcom

stll in recovery, Donna is ovemjoyed.
“There are so many angels m Chattanoo-
ga, [just don't kmow where to begin " She
hopes to have the feeding tube removed
completely before 2014.

Roy

In 2012, Rey began to experence 2 loss
of vision and hypertension and was re-
formed to Project Access by the Dodson
Avermie Commurity Health Center After
a T scan revealed that he had a pihatary
Michael Gallagher of Chattanooga Neu-
rosurgery and Spine deemed it was
mecessary to perform surgery m onder o

remove the benign tumor
pressing against his optic
nerve. The adenoma 1s
now gone, and Roy's eye
zight and blood prezzure
Partnerships
with Clinics

Ome aspect that makes
Project Access distinctive
is itz extensive metwork
of doctors, hospitals, and
makes it mission possible.
T think it's unique that so
many phyzidans—so many
specialist=—have been will-
ing to give their time at
no charge to patients that
wouldn't have any other
Tecourse except emergency
room management,” says
Dr. Fnmy Davis, 2 physi-
aan at Memorial North
Shore Health Center.

But how doesz Propct Accesz work
with the dinics, exactly? Project Access
medical director De. Walter Puckett ex-
plains that the program acts as a “mid-
dleman” of sorts. "If a patient needs
specialty care, Project Access facilitates
the arrangements to provide that care for
that particular patient, who is uninsured
and below 1307 of the poverty level,” he
zay=. “For example, if the patientnesd= a
heart tranzfer or nesds their gallbladder
taken out, Project Access faclitates the
process for that patient” While Proect
Arcess is not mtended for primary care,
it does provide resources and help to pa-
Bent: needing a prmary care home.

There are not many cities like Chattanooga where the medical
society is able to pull the hospitals and physicians together
and make it work. That's really exceptional There are just not many

programs like it in the country.”

- D Robert Bowers

“There are not many ates ke Chat-
tanooga where the medical socety is
dans together and make it work”
says Dir Fobert Bowers, a retired doc-
tor who worked previcusly with Proj-
ect Acress as chainman and volunteer
phyzician. “That's meally exceptional
1t In thes country:”

The Future of
Project Access

Despate recent health care reforms,
Project Access volunteers zay the
program will still be necessary and
will continue to provide care for
those in need. “Jince Termessee has
not expanded Medicaid, our poor-
est abizens—those under 100% of
the federal poverty level—will not
be elighble for fmanmal assstance to
purchase health insurance,” says Rae
Young Bond, exacutive director of the
Chattanooga-Hamilton County Med-
of Chattanooga. “For many of our pa-
tients, health insurance wall 4l be &-
nanaally out of reach. Project Access
will still be needed for the foreseeable
future

Project Access calls itelf a “com-
‘munity health partnership,” and this
couldn't be more true. It's about far
sources to support those in medical
need; it's about creating a cohesive

of medical and
E

mstitutions that have a patient's best
Interest Inmind.

Davis nails it on the head. "Project
Access complements the mission of
compassion, the heart and soul of
medicine.” [4

HE[ ]

IVE

TY

TENNESSEE BOFF

CHATTANOOGA

www.UTC.edu/Nursing

# Available on HealthScopeMag.com | sa
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HAMILTON COURNTY

=

=O])

ACCESS

A COMMUNITY HEALTH PARTNERSHIP

Project Access - Sharing the Gift of Healing in 2013

Enne 2004, ph)saclans hospitals, health centers, and ather panners have donated their
riy 9,715 of our uni hi have b d, health

hashem restored, and many people have been able to continue working and supporting

their families because their health crisis was averted.

These wonderful partners have donated more than §112 million of health care services

through Project Access. The program has also directed more than 8,200 individwals to

‘other community resources.

Ry e

ide direct care to
our patients, and to the generous individuals and companies who have supported Project
Access program operations.

PARTICIPATING CARDIOVASCULAR Lyredsay Frankankerg, DO
SPONSORING 2013 SPONSORS PO sy trbarbs
ORGANIZATION Advanced Footcare MAIEREVE W, Christian Allan, WD Kaxin Hanry, MD
Chattanooga-Hamilton eimin ek IMMUNOLOGY Allar ftchicy, Jr, MD Esizn Ingalls, MD
County Medical Saciety BASF Corpamtion Neystyna Alimurka, MDD oed o 0O
and Medical Foundation of Dr.& M Steve Betiis e & ¥ B D, Welizen Korr, MD
Chattanoaga mucenr;r“usxnl_ué_[h.eu cf Ternesses p ‘Halks, MD Eric Conn, MO John Marshall, MD
d munity Trust i Fatrick McDougal, MO
1217 East Third Street m.&ummnimd Llnda'K‘.im ME m:‘np:'mm Waltar Maier, MD!
Chattanooga, TN 37404 Brody. Todd Lavin, MD Androw Fowlot, MD Minton, MD
423-626-0268 (Project Access) Mk e e D Loa ey 0D Gear MD et
% Chattancaga Allergy Ciriic Raschal, D0 Jokin Golineg, 11, MD Fuin Patel, MO
423-622-2872 (Medical Society Chattancaga Bane B ot Paszall Walker, MD Graham, MO Jonathan Rainschrridit, MD
E Foundation ﬂmarad“:ﬂtz‘ Fabert Yaungse, MD Caved Grver, MD g&mm
| Alfance Jokn Hamptil, MO
Chattancoga Medical Group | Frark Adkins, MD Iamaz Homack, MD Larmy Stona, M0
PARTICIPATING HOSPITALS Ma nt Assccistion Jeffray Balsar, MD' is Hocd, MD Fionakd Tomgpkins, MD
Erlanger Health System i i e B Verita Barscdy, MD Rabert Huang, MD Vit
Stophan WD Arthr Koet, MO
Kindred Hospital Calfin Cherry, MO Nosd Barror, Ir, MD C_ Sam Lactioed, MD Jaffary Vissar, MO
: Cahutta Sanking Dvict Bartlots, MD Ordiraj Lisy, MD Jobe Vo Klae, MD
Memarial Health Care System Cansultartsin Fain Maregement Masiyrs Baar, MD Lova, MD
Parkridge Health System {005 Business Products & nteriars Garald Brockee, MO L Kandrick Miils, MD Jobn Watson, MO
e 3 = Tania Cow, WD e — ) Stogshen Manrag, MD Haathar Whizlcy, MD
Siskin Hospital for Physical CWC Office Supy Cory Carpentor, Mischal Mustas, MD! sty
Rehabifitation Dale &l:érunn: Calin Clantar, MD i Mo ENDOCRINDLOGY
Dialysis Clinic, Inc. Pridfip Davis, am dallarich, Guorge McLsan,
BARTICIPATING De. & Mrs. Fatrick Dilwarth 1. Mior Epps, MD 3 Patal, MO EAMILY PRACTICE
HEALTH CENTERS Diversified Companies Mark Gruwoll, MO Waltar Puckstt, MI} Adams, MO
- Erlanger Heath System Diavid Hal, MD Pranam Puri, MD Dara Andraasci, MD
Erianger Southside and Dodson F5G Bank o, D0 Theodora Kally Amicld, MDY
Avenue Commimnity Health Canters ?fm&)ﬂk WT:ETEID ?'Md Salarne, . Baan, MD
© : aken Medical Group Foiual rogg Shandss, Eloan ]
Memarial North Share Brian Johran, Timathy Tabart, MO mumnmm
Health Centers Hende'snr\, Hutcherson & McCufiough mmﬂg Mark Thel, MD Thoemas Cabla, MD
; InView Graphics g Saleuk Tombed, DO
HamlllnﬂCfamE.-le.aIIhCecm Dr.Charfes and Krssy Joels Mamﬂ Lisa Limphay, MO Elizabath Closs, MO
Volunteers in Medicine Dr. Woody and Camie Kannedy ,5“,""*"‘“*””‘. D William Waran, MD David Connar, DO
Homeless Health Care Center et emkh Jack McClarty, MD Handh ok, M) Paul Dassow. MIx
Landrmwer and lsquar of Chattanoaga Sl Mekallr Jeshua Wiliz, MD Mary Diuffy, MD
Chattanooga CARES (Chris & Tracie Lesar WMQMD Kinsman Wright, MO John Ellis, MD
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Cherokee Health System I Al i i Wi . Robin Cscar, MD Shaurta Loranzc: fivers, MO Goicing, WD
NAL Nichals, Il Hargsh Patal, MD Fichard Moora, MO Leska Grffin,
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y i riridge System Tharmas Patarson,
Alliznce Physical Therapy Pepsi beverage Compiany Jason Poalr, MD! ;mﬁ;m David fankareon, DO
Beltone Hearing Aid Center Gaality Machines Prabws Potluri, MD Caray Noasa, MD Jaffray Jump, MD
. James & Rssociates Babby Fay, MD Ly McGaa, MD!
Chattanooga Homeless Coalition i Seal Consultants 3 i mMD DEMTAL i Jr_-n;aaﬂ“;‘wu:lﬂu
d I H Jemw Hoach, Miach Oempsa,
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Kevin & Nita Shumaker igu resan,
Eye Surgery Center of Chattanooga  Sclid Rock Live 2 Linte M Picin, L) Richolas Salt, MDY
49 Somd oo Brian Sapherd, MO DERMATOLOGY Naina Sharmz, MO
Haman's Diriving Schoal 5 ‘Surgical Acts Sisko, MO Prat Anchaws, NP bichaol herd, MO
LabCorp of America Southside Creative Group Gary Smith, MD Samesel Barkes, MD Edll Moora Smith, MD
Mission Surgery Center Sunmy 023 .ﬂnhur'fmfc:lf"’gln mﬁd’m ::I::ﬁ':‘]lb:? MD
unny Tty
Dchs Center for Matropalitan Surnrst Bank o [l A1 Rty I i
! Matthaw Raynolds, ENP
5hl|_i5 TupFEg’l?tn o Chissstoph fotted, MM Mark Tusa, MDY Wictoria Hight, NP
Regional Health Council TH Department of Health G"‘“’""“‘, D EMERGENCY IEIIICIIE Louisa Jankins, FNF
Rehab South niversity Surgical Asscciates mm.ucrm‘g Jonathan Afien, M GASTROENTEROLOGY
: Alvaro Vaile, MD ; Faul Hing, MD Sumast Bhwshan, MD
The Transformation Center WDEF-Kews 12 Jackic Milar Ranald Burchivait, MD ! .
; Dr. &Mrs Ben Wiy BREAST SURGERY Diahrn Chamgion, MO David Collins, MD
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Urban League of Greater D Jacksan & Ml Yium Ahvaro Valla, MD Hayas, MD Diastin Griffin, MD
(Chattanooga Dr. fim and Barbara Zeliner Laura Witharspoon, MD Iamas Craal, MD Deanakd Hetzsl, MD
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Mo IST - Kaith Haltan, MD ONCDLOGY, SURGICAL
Ardan Kahioon, MO Anthony Aird, MD Jarmas, MD Tl John Bcksl, MD Eric Elis, MD
Stave Kasslar, DO Hadgu Akborat, Matakia Johrsan, MD i i John Fortncy, MD
Fichard Krausa, MO David Avaraz, MD Falic Jalkry, MO Betsy Washburn, MO Imelcs Budata, MO Stiphar Goider, MO
1 Scott Marton, MD Darin Andreesou, MD aslla jurgers, MD ALMOLOGY Terance Casey, MD Erank Kimssy, MD
Paik, Anthoy Avitabila, DO Victor Kalad, MO oy Arams, MD Lari Emarson, MDD R
Wijay Patal, MD Shhai Ayoub, MD John Laramers, MD Iahr Bonrer, MO Charlas Evans, MD rn)
MD Y Bail, DO Thundra Love, MD Patrick Bawars, MO Eugana Fong, MO Mt Yo ot M)
witz, ML) i Bolinars, i %umm Annz Hardmar, Radiation Oncology
Callean Schmitt, MD Fita Oaxton, MD (Gary Malakol, MD Sam [T Richard Hesslar, MD Jaffory Gefter, MO
Alan Shikoi, MO Chris Coager, MO i Friadi Moan Hong. M RADIOLDGY
Laurie-Arin Swaby, MO alila Corni D [:] Charlas Kirtry, MD Crystal Jeekins, MDD Jobn Bisasa, MO
Munford Yates, MD David do Lelceanza, MD Mmmpmda Hasry Lawranca, MO Kaplan, Karriath Brinn, MD
Lambiasa, MO 7 foger Diaversa, MDY Cheisting Parker, MO Ira Leng, MO Gary Lanharn, MD p -
Homchard fambaran MD Taakir Diiwon, MO ‘Wiaktor Parkburst, MO Hizabath Mabry, MD Laramars, MDY nmmxmun
CE David Dodson, MD Michacl Prostko, MD Donris Matzkin, Wayna Lerrington, MDD R
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1 Edward McKinnay, MDD Deborah Dufficld, MD Eugana Ryzn, MD Fatarscn, MO Ozrbiandler, M Petes Furicchia, MD
Fiabert MO Jarnes Durharm, Wayra: Ghon Fomecanca, MD Phalip Pollock, MD Kart Hutscn, MD
GENERAL SURGERY Acarn Fall, MDD Wilkarn Srrizh, MD Michalta Robison, MD Lo Practor, MD Pradoag lacoh, MO
Calaman Amald, MD Travis Flock, M . MD Meily Seal, MD: Haather Fiatz, MD John Johrston, MD
Charics Brica, MO Cristina Florss, MD Lim (] Stewen Thomas, Kacei Saito, MD Kiltan Kingsman, MO
William Cockarbam, MDD Radian Floraz, MD A Harwy Wilizms, MDY Y, RETINA . MD ight, MO
ssph Cofor, MD Marina Grigorian, MO Michaal Wood, MD i o, D B MD i Kyla, MO
Eanjarmin Diart, M) rd Guzso, MO INTERVENTIONAL Randhall Funderburk, MO 1. oz Slomsmar, MD Michal Lacoenibe, MD
Weslay Glas, MO F-Lse Hormilton, MO RADIDLOGY Bt Gorwin, MD David Spanca, MO Lo Laflcn, WD)
Charlces Jocts, MD Ackianna H MD  Sliso Haviar, Jahr Stanc, MD Lyre: Swasingser, MO &
5. Clark Kannedy, Sram Hicks, MD Juastin Caivart, MD e
Wialtar Roza, MD e iy Jamas Layd, MD
Wiliarr: Rows, MO Hriston Jouis, MD D ifer, OO e Fichard Lynn, MD
GENERAL SURGERY - Jos Johru, MD vttt ity Dayton Rhodss, 00 i el b
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SAMPLE PATIENT AND VOLUNTEER OUTCOMES REPORT (OPERATION ACCESS ANNUAL REPORT)

Patient survey results

0A makes a difference in patients’ lives.
The respondents to post-procedure surveys
indicate that:

9 6% of patients were “very” or “extremely” satisfied

with their overall experience with OA

For patients who had surgical procedures:

98%
98%
95%
94%

88%

reported improved quality of life
reported improved health
reported improved ability to work

reported improved mobility

of patients having diagnostic and/or non-surgical
procedures reported that they made a lifestyle
change as a result of the care they received

Volunteer survey results

Volunteers like working with OA. The
respondents to our annual volunteer survey
indicate that:

95% believe that their volunteer commitment is a
“good fit” or they want to do more

94% probably or definitely will be volunteering with OA
in one year

94% are “very"” or” extremely” satisfied with their
overall experience with OA

52% already do or are interested in recruiting others to
volunteer with OA

0A Supports Personal Philanthropy

85% see volunteering with OA as an opportunity to
help others in the community

75% volunteer with OA because volunteering is part of
their value system
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SIMPLIFIED PROGRAM IMPACT REPORT

ANNUAL GROWTH and Cancer Centers
FRUITS OF OUR LABOR y

Harvested January 2012 - June 20

Planted in 2002
and Dedicated to Fighting
the High Cancer Rates in
South Georgia

m

Your Local Expert and Community
Resource for Cancer Services,
Education, Research and Outreach.

100% of Funds and Programs Serve
Residents of 32 Local Counties

We Meet All 33 National Standards
for Nonprofit Excellence

ROOTED with more than 200 COMMUNITY PARTNERS
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CARE COORDINATION
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423.232.6700 (P)
0) =@l 2013 Referral Request Form 423.232.6707 (F)

D :
Ac CESS www.ProjectAccessEastTn.org

*This form MUST be accompanied by supportive documentation which is relevant to and demanstrates the need for services being requested.
Please indicate which of the following are being supplied with this Referral __Medical Records __ Office Notes __ Diagnostics/Lab Results

Part A: Provider Submitting Referral

Provider: Office Name:
Contact Person: Phone: Fax:
Email: Preferred method of Contact: _ Ph  Fx  Email

Part B: Patient Demographics

Patient Name: Sex:  Male  Female
Patient’s Social Security #: - - Age:  Date of Birth:

Phone (Home #): (Mobile #): (Other#)

Address: City: State: TN
County: Zip: Date the patient was first seen in office:

For Part C and Part D Below. use 1.2. or 3 to Rate Level of Urgency: 1 Priority 2 Assoonas Possible 3 Standard Practice

If requesting a Diagnostic | complete > Part C: Diagnostic Procedure Requested This Form is used as an Order

Diagnostic/Test: _ with contrast, __without contrast, _w/ & w/o contrast Urgency:
Diagnosis: ICD 9/10 Code(s):
Diagnostic/Test: _ with contrast. __ without contrast. _ w/ & w/o contrast Urgency:
Diagnosis: ICD 9/10 Code(s):

For Hospital Diagnostics, Wash Co Residents will be scheduled at JCMC; Sull Co Residents at HVMC or BRMC

If the Patient needs Specialty Care | Complete > Part D: Specialty Requested
"4

Patients are assigned to Specialists on a rotating basis. Please do not request a specific provider.

Specialty Area Requested: Diagnosis: Urgency:
Specialty Area Requested: Diagnosis: Urgency:
Specialty Area Requested: Diagnosis: Urgency:

Specialists previously involved in the Patient’s care:

Please Note: Diagnostics AND Initial Specialty Care Appointments MUST be set-up/scheduled by our office.
This is how we track the services donated to us each year and prioritize urgency.
All Diagnostics and Initial Specialty Care Appointments have Authorization Codes. Please do not schedule without one.

Authorized Signature: Date:
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Operation"Access

Patient Referral Form

Fax: 415.733.0019 Ph: 415.733.0052
115 Sansome St., Ste. 1205, San Francisco, CA 94104

Email: info@operationaccess.org Web: www.operationaccess.org

Operation Access office use:

Patient Name:
Address:
City/State/Zip:

[ Check if Homeless and provide Case Manager info
Best phone #:( )
Other phone #:( )

Emergency Contact:

Contact phone #: ( )

Language: Ethnicity:
English Speaker in household? [JYes [INo
Date of birth: / / Sex: M F

Please fill out completely and fax

Attach Relevant Clinical Information (check off what is included):
Progress Notes (if relevant)

Most Recent H&P/Medical History

Imaging Results

Labs

Pathology Report

Surgical Reports

Other

oOoooooo

Procedure(s) Requested:

Clinic Contact Info

Referring Clinic:

Primary care home (if different):

Diagnosis / Symptoms / Relevant Treatment or Hospitalizations:

Referring Provider:

Ph:( ) E-mail:

Clinic Contact/Case Manager:

Ph:( )
Fax:( )

E-mail:

Referral Date:

Eligibility Guidelines

Patients may be referred for non-emergency, outpatient &
elective procedures. Available services depend on availability of
velunteer doctors.

In order to qualify, a patient must:

-,

++ Not have health insurance or Worker's Comp. coverage.

% Be currently ineligible for any publicly sponsored insurance
including Medi-Cal, Medicare, or Healthy Families.

% Earn less than 250% of the Federal Poverty Level: $28,725
for individual, $58,875 for family of four.

< Not require ongoing care by specialist for successful
recovery (referring clinic maintains responsibility for care
after procedure and final appointment).

Visual Acuity (for eye referrals):

Check if a biopsy is being requested: [

If a malignancy is detected: the patient will be referred back to you
(the medical home) for coordination of follow-up care.

0A4's scope of service s limited to the diagnostic procedure.

Body Mass Index:

Mental lliness? Treated? [dYes [INo

Current Medications:

Anticoagulants?: LlYes [INo

Allergies:

If yes: Controlled? [JYes [JNo

Co-Morbidities (circle all existing or past conditions):

Diabetes:

Heart Disease stroke Hypertension  Lung Disease

Kidney Disease Diabetes Cancer Family History of Cancer

Active Substance Abuse History of Substance Abuse

Other
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VOLUNTEERS IN MEDICINE PATIENT APPLICATION

@
WVI
Volunteers in Medicine Chattanooga

5705 Marlin Road, Suite 1400, Building 5900
Chattanocoga, TN 37411
Phone (423) 855-8220 Fax (423) 855-8230

Volunteers in Medicine Chattanooga provides medical care for
Hamilton County Residents who are uninsured, can prove
residency in Hamilton County for a minimum of 90 days, and who
meet certain financial guidelines. Income is based on total
household income, not on individual income.

‘We require the following documentation to be considered for
acceptance as a patient. Any adult living in your household also
must provide this information. Documentation of Social Security
benefits for any minor child in the household must be provided.

o
Q

Photo ID drivers license

Piece of mail 90 days old addressed to you at your current
home address. The mail should be a utility bill, rent receipt,
bank statement. No “junk mail” is a

Copy of 2013 tax return. If you did not file, bring verification
of non-filing which is on line at www.irs.gov.

If self employed, provide Schedule C along with your tax
return.

Last 4 paycheck stubs of all working adults in your
household.

Documentation of alimony/child support you are paying or
rece .

Documentation of food stamps you are receiving.
Documentation of retirement benefits/pension benefits.
Bring verification from www.ssa.gov (for social security
benefits)

If you were dropped from TennCare within the past 12
months, provide your TennCare drop letter.

If employed, letter from employer stating that you do not
receive healthcare coverage/benefits through them.

Ifyou have no income, provide explanation of how you are
meeling your living expenses. If someone is helping you with
expenses we must have a letter from that person statmg what
they are providing and their relationship to you.

Complete the attached forms and return with the above

documentation on this date:

April, 2013/Rev June 2013/Rev Jan 2014
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PATIENT INFORMATION
NAME:
HOME
ADDRESS;

Street City State Zip
HOW LONG HAVE YOU LIVED AT THIS ADDRESS:

HOME PHONE: CELL PHONE:

DATE OF BIRTH: SOCIAL SECURTTY #:

EMPLOYER NAME:
EMPLOYER ADDRESS:
Street City State Zip

EMPLOYER PHONE;:
LENGTH OF EMPLOYMENT:
MONTHLY INCOME:
YEARLY INCOME;:

SPOUSE INFORMATION

NAME:
SOCIAL SECURITY #:
EMPLOYER NAME:
EMPLOYER ADDRESS:
Street City State Zip

MONTHLY INCOME:
YEARLY INCOME:

HOUSEHOLD INFORMATION
LIST ALL PERSONS IN HOUSEHOLD
NAME DATE OF BIRTH RELATIONSHIP

MISCELLANEOUS HOUSEHOLD INCOME
UNEMPLOYMENT BENEFITS PER WEEK:

FOOD STAMPS PER MONTH:
ALIMONY/CHILD SUPPORT PER MONTH:
PATD: RECEIVED:

SOCIAL SECURITY/DISABILITY BENEFITS PER MONTH:
WORKERS COMPENSATION PER MONTH:
PENSION INCOME PER MONTH:
CHECKING ACCOUNT BALANCE:

SAVINGS ACCOUNT BAILANCE:
April 2013/Rev June 1, 13/Rev June 14, 2013
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PATIENT MEDICAL INFORMATION

NAME:

WHERE HAVE YOU BEEN RECEIVING MEDICAL CARE
PRIOR TO CONTACTING VOLUNTEERS IN MEDICINE:
CLINICS: Memorial Northshore Health Center
Memorial Westside Health Center
Erlanger Hospital Clinics
Dodson Avenue Health Center
Southside Health Center
Homeless Health Center
Cherokee Health Systems
Fortwood
Joe Johnson Mental Health Center
Mental Health Cooperative
Other/Please List Below

EMERGENCY ROOMS:

DO YOU HAVE TENNESSEE COVER RX DRUG PLAN:
YES NO

LIST ALL OF YOUR CURRENT MEDICATIONS AND WHO
PRESCRIBED THEM:

DO YOU HAVE A MEDICAL HISTORY OF:
HEPATITIS: YES NO
HIV/AIDS: YES NO

I affirm that I have answered all questions honestly and
completely. I affirm that the documentation that I am
providing is honest and complete. I understand that by
submitting fraudulent or incomplete information my
application will be denied. I understand that if in the future
fraudulent or incomplete information is discovered in my
application I may be inactivated as a patient.

Signed: ' Date:
April 2013/Rev. May 2013/Rev.6-14-12/Rev. 10-"13/Rev. 11-13
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//;ﬁ- Dartmouth-Hitchcock

New Hampshire Colorectal Cancer Screening Program (NHCRCSP)
Client Enroliment Information

What is the New Hampshire Colorectal Cancer Screening Program (NHCRCSP)?

Dartmouth-Hitchcock in collaboration with the New Hampshire Department of Health and Human Services (NHDHHS) has
developed the New Hampshire Colorectal Cancer Screening Pragram (NHCRCSP), a statewide effort to increase colorectal
cancer screening for NH residents.

Who is funding the NHCRCSP?

The NHCRCSP is funded from the Centers for Disease Control (CDC) with in-kind donations from Dartmouth-Hitchcock,
Dartmouth-Hitchcock’s Norris Cotton Cancer Center, NHDHHS, and others. In order to carry out the program there are
eligibility guidelines, both clinical and financial. Not everyone who completes the forms will be eligible.

If I am enrolled into the NHCRCSP what services will | receive?
As a client of NHCRCSP, you have access to free education on colorectal cancer screening, a free colonoscopy screening
test and free patient navigation services to assist you with obtaining the test and the preparation for the test.

What services are not covered by the NHCRCSP?

If enrolled in the program, your free colonoscopy can find polyps or cancer. If your colonoscopy finds polyps they may be
removed during the procedure. If cancer is found and further treatment or testing is needed, the NHCRCSP cannot pay for
these services but will provide you with a timely and appropriate referral to obtain these services.

Who is eligible for the colonoscopy screening services of the NHCRCSP?
You must meet all of the following criteria to be eligible for the screening program:

= Men and women who are 50-64 years of age.

= Average Risk for colon cancer — People who have symptoms suggestive of gastrointestinal disease, inflammataory
bowel disease (Crohn’s Disease or Ulcerative Colitis), or evidence of genetic syndromes associated with colorectal
cancer cannot be enrolled in the program.

#=  |ndividuals with a personal or family history of colorectal cancer or polyps will be considered.

= Uninsured or underinsured. Underinsured is defined as having at least a $1,000 deductible, co pay or co insurance.

= Eligible individuals will be at or below 250% of federal income guidelines. Both uninsured and underinsured must
meet these income guidelines

* Reside in New Hampshire.

* Be medically cleared by a primary care provider/physician for a colonoscopy (the program will assist you in doing this
if needed).

February 2014- INTERNET
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Appendix E
Enrollment Packet

How do I register in the NHCRCSFP?
You must complete an enroliment form each time you would like to be screened, and follow the "Next steps" mentioned below.

Next steps to enroll in the NHCRCSP:

m|

m|

m|

Read the Colorectal Cancer Screening brochure
Complete both sides (front and back) of Form A (the registration form).

Read and sign the Ferm B, the consent for participation in the NHCRCSP. Plan to send a copy of this document to
NHCRCSP and keep one for your own file.

FPlease read and complete the Form C, the authorization for the use / disclosure of protected health information, by
placing the name of your family doctor where indicated. Plan to send a copy of this document to NHCRCSP and keep
one for your own file.

Mail your complete package (forms A, B and C) ta:
Dartmouth-Hitchcock Medical Center
NHCRCSP
One Medical Center Drive
Lebanon, NH 03756 - 0001

Your completed forms will be reviewed by NHCRCSP staff, who will only contact you at this point in the process if they
have further questions.

Your doctor will then contacted to ensure that it is safe and appropnate for you to have a colonoscopy. If you don't have
a primary care physician or have not seen a PCP in the last year, you will be assisted by the NHCRCSP staff in
scheduling a visit. The visit will be paid by the NHCRCSP.

If you are accepted into the program, the NHCRCSP staff will notify you of your registration by mail.

After enrollment, a NHCRCSP colonoscopy site will contact you to schedule the procedure.

If you need more registration forms for other people in your home or for friends or family members who meet the
eligibility guidelines, please call the NHCRCSP Office at (603) 653-3702.

2014 Current Federal Poverty Income Level Guidelines

In January of each year, the federal government releases the Federal Poverty Income Guidelines. To be eligible for the New Hampshire
Colorectal Cancer Screening Program your income (before taxes are deducted) must fall at or below 250% of this guideline. The
numbers listed below are 250% of the guideline income levels. A pregnant woman counts as two for the purpose of this calculation.

2014 Current 250% Federal

Poverty Guidelines

Family Size 250% Gross Yearly 250% Gross Monthly Income
Income

1 $29,175 $2,431

2 $39,325 $3,277

3 $49 475 $4.123

4 $59,625 $4,969

5 $69,775 $5,815

6 $79,925 $6,660

7 $90,075 $7,506

8 $100,225 $8,352

Febrary 2014- INTERNET

£ Dartmouth-Hitcheock
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Dartmouth-Hitchcock Medical Center
WHCR.CSP - Colbum Hill

//f’g.- Dartmouth-Hitchcock e bt Cont e

Lebanon, NH 03756-0001
(603) 633-3702
Fax (603) 727-7708

Dear Potential Client,

Thank you for your interest in colorectal cancer screening. Dartmouth-Hitchcock in collaboration with the
New Hampshire Department of Health and Human Services (NHDHHS) has implemented the New
Hampshire Colorectal Cancer Screening Program (NHCRCSP), a statewide effort to increase colorectal
cancer (CRC) screening for NH residents. The program will also provide a limited number of free
colonoscopies to men and women who are New Hampshire residents and who meet financial and clinical
eligibility for the screening program.

Enclosed is information about the early detection of cancer, Client Enroliment Information, an NHCRCSP
Enrollment Form, a Consent For Participation in the NHCRCSP Form, an Authonzation for
Use/Disclosure of Protected Health Information Form, and a business reply envelope. Please follow the
instructions contained in the Client Enroliment Information “Next Steps” section to be considered for the
free colonoscopy part of the program.

If you have any questions please call us at (603) 653-3702. Again thank you for your interest in the
program.

Sincerely,

NHCRCSP

Enclosures:

Brochure

NHCRCSF Client Enrollment Information

FORM A, NHCRCSP Enroliment Form

FORM B, Consent For Participation in the NHCRCSP Form (2)

FORM C, Authorization for Use/Disclosure of Protected Health Information Form (2)
Business Reply Envelope

10-3-10
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Form A — Enrollment Form
New Hampshire Colorectal Cancer Screening Program (NHCRCSP)

TO BE COMPLETED BY PATIENT — PLEASE PRINT AND COMPLETE BOTH SIDES

Name:
(Last) (First) (MI) (Maiden)
Date of Birth (Month/Day/Year): __ /  / Gender: L] male L Female
Address: County of Residence:
City: State: Zip: Phone: | 1 -
Other Phone Number: | ] - Email Address:

Can we use this email address to contact you? Uves O no  preferred Contact Time?

Mailing Address (if different):

City: State: Zip:
NAME OF PERSON IN THE EVENT WE ARE UNABLE TO REACH YOU
Mame: Relationship to You:

Phone Number: | )

DEMOGRAPHIC INFORMATION

Do you have any needs or disabilities of which we should be aware? 0 o U Yes, Check all that apply

O Hearing Impairment U Speech Impairment U Need help making appointments U Handicap Access
0 Learning Disability O Need help filling out forms U Other, specify:
Race (Check all that apply): [] White [ Black [ Asian [J Pacific Islander [] American Indian or Alaskan
O Unknown

Are you of Hispanic origin? [] Yes 1 MNo

Primary Language: [ ] English [] Spanish [] Chinese [] Korean [] Other, specify:
Is an interpreter needed? [] Yes [] No

How much is your yearly, household gross income? $
Mumber of people (including yourself) who are supported by this income:

Education (highest level): [] Mo High School [[] Some High School [] High School Graduate or equivalent

[ some college or higher [] Don’t Know [] Prefer not to answer

Marital Status: [[] Married [] Never Married [] Diverced [] Widowed [] Separated [] Living with someone
Do you have health insurance? [] Yes [] Mo, if no, are you eligible for Medicaid? [] Yes [] No

If you have health insurance, please tell us what kind: [] Medicare: [] Part A [] Part B[] Medicaid

[] Private Insurance (such as Anthem or Blue Cross) If private, name:
If you have insurance, what is the total amount of your deductible for a colonoscopy? &

FAMILY HEALTH PROVIDER/DOCTOR

Do you have a primary care provider or family doctor? [] No [] Yes, if yes, please complete the following:

Mame of Provider: MName of office or practice:

Phone Number: | ) - Fax: [ ) -

Address:

City: State: Month/vear of lastwisit: _ f

NHCRCSP, DHMC, One Medical Center Drive, Lebanen, NH 03756 Phone (603) 653-3702 Fax [603)727-773%8 wwnw. cancer.dartmouth.edu/NHCRCSP
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CANCER SCREENING HISTORY

Have you had any of the following colorectal cancer screening tests?
Fecal Occult Blood Test (FOBT) or Fecal Immunochemical Test (FIT) in the PAST YEAR?
[0 Mo [ Yes, if yes was your test: [] Positive or [] Negative
Colonoscopy? [] Mo [] Yes, if yes, please tell us the year of your last test and name of facility where test was done.
Year: Facility:
Were there polyps? [] No [] Don'tKnow [] Yes
If yes, wera you told that any of the polyps were “precancerous”? [] No [] Don't Know [] Yes
Sigmoidoscopy in the last five years? L no U Yes, if yes, please tell us the year of your last test and name of facility
where test was done. Yearn Facility:

CANCER HISTORY

Have you ever had colon or rectal cancer? [] Mo [] Yes

Have you ever had other types of cancers? [] No [] Yes, if Yes, type of cancer?
Have any family members had colorectal cancer? [] No [] Don't Kmow [] Yes
If yes, please list relationship to you and age at diagnosis of the colorectal cancer.

Relationship: Age at Diagnosis:
Relationship: Age at Diagnosis:
Relationship: Age at Diagnosis:

Have any family members had colorectal polyps? [(JNo [JDon't Know []Yes, list relationship to you and age found
Relationship: Age Found:

Have any family members had other types of cancer? Uno  Upon't know D‘r‘es, if yes, type of cancer(s)?

HAVE YOU EVER HAD OR BEEN TOLD YOU HAVE ANY OF THE FOLLOWING?

Inflammatory Bowel Disease (IBD) (Crohn’s Disease or Ulcerative Colitis) [O¥es [No [JDon't Know
Familial Adenomatous Polyposis (FAP) [Oyes [Mo [JDon't Know
Hereditary Non Polyposis Colorectal Cancer (HNPCC) [Oyes [Mo [JDon't Know
SIGMIFICANT bleeding from your rectum or bloody stools? Oyes [Mo
RECENT MEW diarrhea or constipation lasting more than 2 weeks? [(¥es [No
Unexplained weight loss of more than 10% of your body weight? Uves Do

MEDICAL HISTORY
Weight (Pounds):

Do you take any blood thinners such as Coumadin or Plavix? [(Jves [No

Do you have any bleeding disorders (difficulty getting your blood to clot)? [ves [No

Are you taking daily prescription pain medications? [¥es [No

Do you use daily supplemental oxygen or a C-Pap Machine? [Jyes [No

Are you aware of any problems with sedation or anesthesia? [Tyes [No

Do you have any allergies to medications or latex? (Oves [CNo
If yes, please tell us what your allergies are:

Do you have a pacemaker or defibrillator device? [O¥es [No

Are you a diabetic? [Jves [No

If yes, do you take any medications for this? [¥es [INo

Would you consider yourself in good health? [yes [MNo
If no, please list your medical problems:

Are you a current smoker? [T¥es [[IMNo

How did you hear about the program? []Brochure/Poster CImailing (Specify)

[Healthcare Professional (Specify) [Friends / Family

[] Tv / Radio / Newspaper (Specify name): [] other [Specify):

NHCRCSP, DHMC, One Medical Center Drive, Lebanon, NH 03756 Phone (603) 653-3702 Fax (603)727-7798 wnanw. cancer.dartmouth.edu/NHCRCSP
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SAMPLE PATIENT SATISFACTION SURVEY

Operation
Bridging the Healthcare Gap

Dear «FirstName»,

BOARD OF DIRECTORS

You recently received medical care through Operation Access and we
Paul Hofmann, DrPH L. i .
Board Chal hope that your health is improving. We are always working to make
Hofmann Healthcare Group

sure that every patient has the best experience possible, and to do

Steven Webster, MD, FACS that we need your help'

Board Vice Chair
General Surgeon, Retired
The Permanente Medical Group

Gregg Sass -Please tell us about your experience with Operation Access by filling
Board Treasurer

Health Care Finance Executive, Retired out this short questionnaire and sending it back in the pre-stamped
Walter Kopp envelope provided with the survey.

Board Secretary
President and CEO
Medical Management Services

Your opinion is important! We will use what you tell us in
Angela Chang, JD

Former Enforcement Attorney

U.S. Securities & Exchange Commission

combination with the information that we get from other patients to

Susan F. Dean, RN, MBA continue helping many more people like yourself.

Consultant

Doug Grey, MD, FACS
Vascular Surgeon, Retired
The Permanente Medical Group

We will not share your name or contact information with

anyone.
Jonah Frohlich, MPH . . , . .
e Dentor It is Operation Access’ ongoing policy to protect your
Manatt Health Solutions

privacy
Alvaro Fuentes i i
Executive Director and personal information.

Community Clinic Consortium
Contra Costa & Solano Counties

Devin Gensch .
Associate General Counsel Thank you for yOUI’ tlme,

Blue Shield of California

Alden Harken, MD
Chair, UCSF - East Bay Dept. of Surgery «anarycaseMgr»

Alameda Health System

Melissa Murphy

Consultant/ Grant Writer

Faye Potts
President
Alliance for Healthcare Consulting

Benjamin Aune, MA, MAR
President & CEO
Operation Access

NCCRT Guide to High Performing Models 54



OperationAccess

Bridging the Healthcare Gap

This survey pertains to your experience with «DrSurgeon» at «Hospital_Name» and

Operation Access.
Please answer all questions thoroughly. Your responses are important to us.

1. How satisfied are you with the service of the Operation Access Staff?

L] Extremely satisfied

[ very satisfied

[] Somewhat satisfied
[] Somewhat dissatisfied
[ Very dissatisfied

L] Extremely dissatisfied

2. How satisfied are you with the service you received from «DrSurgeon» in the appointment on

«ApptDate»?

L] Extremely satisfied

[ very satisfied

[] Somewhat satisfied
[] Somewnhat dissatisfied
[ Very dissatisfied

L Extremely dissatisfied

3. | feel | benefited from my appointment with «DrSurgeons.

[dyes [INo

4. The appointment made me feel better informed about the condition for which | was referred.

Clyes [INo

5. Because of the appointment, | am doing something different now to improve my health.

Clyes [No

6. How satisfied are you with your overall experience with Operation Access?

L] Extremely satisfied

L] Very satisfied

[] Somewnhat satisfied
[] Somewhat dissatisfied
[ very dissatisfied

L] Extremely dissatisfied
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Patient ID:«PatientintakelD», «County», «Hospital», «DrSurgeon»

Do you have any suggestions for how we can improve our services? Do you have anything
else you would like to share with Operation Access?

Do you authorize Operation Access to share your comments and name with its stakeholders
and/or the media? Sign below if yes.

[l Comments ok, no name

[1 Comments and name ok

[J Consent not given

| give my authorization and consent for my comments and name to be disclosed in marketing
materials and communications with volunteers, donors, the press, and other contacts of the
organization.

| further acknowledge that | have no right of approval, no claim to compensation, and no legal claim
against Operation Access (including, without limitation, claims based upon invasion of privacy,
defamation, or right of publicity) arising out of any use of my statements.

| have read and | understand this Authorization and Consent and sign it of my own free will.

Signature: Date:
Printed Name:
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Fighting Cancer ... Right Here. Right Now.

C_ONTHOR

of SOUTH GEORGIA
Community Cancer Screening Program ™

What is Colorectal Cancer?
Colorectal cancer is cancer that occurs in the colon
or rectum. The colon is the large intestine or large
bowel. The rectum is the passageway that connects
the colon to the anus.

Who Develops Colorectal Cancer?

* Both men and women can develop
colorectal cancer.

+ It is most often found in people 50 years and older.
+ The chance of cancer increases as you get older.
Colorectal cancer is the 3rd most commonly
diagnosed cancer in Georgia and the 2nd leading
cause of cancer death for both men and women -
but it doesn’t have to be that way.
If men and women 50 years and older had regular
check-ups, at least 60% of these deaths would
not occur.
S0 if you are 50 or older, start getting your
colorectal cancer check-ups now.

What Kinds of Check-Ups Are There?
There are different ways to get checked. One way
involves using a home-based stool sample kit.
Another test is called a colonoscopy. Your doctor will
tell you which test is best for you.

Colon Polyp

What is a Colonoscopy?
A colonoscopy is a test in which the doctor uses a
long, thin, flexible, lighted tube to check for polyps or

cancer in the rectum and colon.
During the test, the doctor can find and remove most
polyps and some cancers.

Are You At Higher Risk?
Anyone can develop colorectal cancer. However, there are
some things that may increase your chances. Having one or
more of the factors listed below does not mean that you will
definitely develop colorectal cancer.
- Having a personal or family history of colorectal cancer
or polyps
- Being 50 years and older
- Being African American or Jewish of Eastern
European descent
- Having Type 2 diabetes
- Not getting regular exercise
- Being very overweight
: Smoking for many years
- Drinking alcohol heavily (men: more than 2 drinks a day and
women: more than 1 drink a day)
- Having inflammatory bowel disease, including ulcerative
colitis and Crohn’s disease
- Having certain inherited family health issues

People at high risk for colorectal cancer may need to get
tested earlier or more often than other people. Talk with your
doctor about your cancer tests.

Remember:
Colorectal cancer can start without
any symptoms!

Screening Saves Lives
If you’re 50 years or older, getting a colorectal
cancer screening test could save your life.

Here's How:

- Colorectal cancer usually starts from polyps in the colon or
rectum. A polyp is a growth that shouldn’t be there.

- Over time, some polyps can turn into cancer.

- Screening tests can find polyps so they can be removed
before they turn into cancer.

- Screening tests can also find colorectal cancer early. When it
is found early, there is a good chance that it can be cured.

The Bottom Line
If you're 50 years or older, talk with your doctor about getting
checked for colorectal cancer. Also, be sure to ask your doctor
whether you need any other cancer tests.

Early Detection is Your Best Protection!

For mare information about the
Community Cancer Screening Program™
call 229-312-1700

For more information on colorectal cancer screening
visit www.cdc.gov/screenforlife
or call 1-800-CDC-INFO (1-800-232-4636)

Cancer Coalition of South Georgia, Inc.
Main Office: 2332 Lake Park Drive - Albany, GA 31707
229-312-1700 - www.sgacancer.org
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