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11 UNCPN practices and 2 UNCFP practices 

 
 

Results: 
The PCIC monitors performance and helps practices improve on the following 7 measures. 

Data is pulled from Business Objects. 

 Breast Cancer Screening 

 Colorectal Cancer Screening 

 Pneumococcal Vaccination – High-Risk Patients 

 Pneumococcal Vaccination – Age 65+ Patients 

 Diabetes – Statin Use 

 Diabetes – Aspirin Use 

 Depression Screening 

 

As of May 2015, we are currently meeting the FY15 goal for 4 of our 7 measures. 

  

We have improved Pneumococcal Vaccination 65+ rates from 65% to 76% over the past 

10 months. 

 
Definition: Percentage of patients age 65 or older who received a pneumococcal vaccine 

Aim: 
The PCIC is a collaborative effort between 2 UNCFP practices 

and 11 UNCPN practices to improve: breast and colorectal cancer 

screening rates; depression screening rates; pneumonia vaccination 

rates; and diabetes statin/aspirin use rates. In FY15 we set targets 

to improve each measure by 5%. We believe that working as a 

PCIC will advance our current projects more quickly, meet 

organizational improvement targets, and spread effective strategies 

to the participating primary care practices.  

 

Key Improvement Steps: 

 Share monthly dashboard with practice-level performance 

data. 

 Identify and train a Quality Improvement Leader in each 

practice to provide accountability and support for quality 

improvement initiatives. 

 Send quality coaches to practices to assist with implementation 

of quality improvement projects. 

 Develop “toolkits” of standard work and best practices for 

each measure based on research and current processes at 

UNCPN clinics. Disseminate toolkits and assist practices with 

implementing new processes. 

 Provide population health support (including Epic Tip Sheets, 

BPA summary documents, and recorded training sessions) to 

practices.  
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Outcomes and Future Directions: 

 Met FY15 composite score goal; met 4 of 7 individual 

measure FY15 goals. 

 Adding 3 new measures in FY16:  

o Falls Risk Assessment 

o Diabetes: HbA1c Control <8% 

o Cervical Cancer Screening 

 Adding 5 new test measures in FY16: 

o Breast Cancer Screening: Shared Decision Making 

o Depression Screening Management 

o Empanelment 

o Diabetes: Nephropathy Assessment 

o Diabetes: Blood Pressure Control <140/90 

 Adding 16 new practices in FY16. 

 Recently piloted the first PCIC toolkit (best practices to 

improve breast cancer screening) in several clinics. Working 

to develop toolkits for other measures.  

 Working to identify physician champions to support the 

utilization of PCIC’s best practice toolkits in clinics.  

 Working to create a standardized model that defines 

collaborative participation and processes for practices to 

follow. 

 

Results 
We have improved Depression Screening rates from 9% to 26% in the past 4 months. 

. 
Definition: Percentage of patients, 18 years and older, screened for depression within the last year 
 

 


