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Objectives for this Session
• List examples of applying PCMH standards to 
improve patient outcomes  

• Define the three types of outcomes data and their 
uses in a PCMH

• Describe examples of EHR data which improve 
team based care and clinical outcomes 



Clinica Family Health Services

2013
42,000 Patients
206,000 Ambulatory visits
5 Clinical sites



Clinica Family Health Services
• 50% uninsured
• 40% Medicaid until 1/1/14
• 56% < Poverty
• 98% < 200% of Poverty
• 44% 18 and under
• 26% women ages 20-44
• 1700 deliveries in 2012
• 60% prefer to speak in a 

language other than English



Clinica Family Health Services
•46 Physical Health Providers 
•14 Behavioral Health Providers
•8 Dental Providers 
•Clinic in the Homeless Shelter                                

Mental Health Center 
•2 Full Pharmacies, 2 Pharmacy 

Outlets, 2 Schools of Pharmacy
•Total Staff over 400
•Admit to 2 community hospitals
•Community-wide EHR in the iPN



Clinical Family Health Services Model
• Co-located team based care

• Primary medical care

• Primary dental care

• Integrated behavioral health care

• Integrated clinical pharmacy services

• Integrated nutrition services



Clinica Family Health Services 
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Drivers for Change in 1998

Diabetes outcomes not 
good enough

System of care was 
broken

Joined the pilot IHI 
Chronic Disease 
Collaborative 1998



Population Based Health-Chronic Care Model

Improved Outcomes



Science of Improvement



Sequential and Shared Learning
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Change Management-Start Small!
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NCQA PCMH 2014 Standards
1. Enhance Access and 

Continuity
2. Identify and Manage 

Patient Populations
3. Plan and Manage Care
4. Provide Self-Care 

Support and Community
Resources

5. Track and Coordinate 
Care

6. Measure and Improve 
Performance

 

1. Patient-Centered Access
Team-Based Care
Population Health 
Management
Care Management and 
Support
Care Coordination and 
Care Transitions
Performance 
Measurement and Quality 
Improvement

2.
3.

4.

5.

6.





Six Must Pass Elements 2014

1. PCMH 1, Element A: Patient-Centered Appointment Access.

2. PCMH 2, Element D: The Practice Team.

3. PCMH 3, Element D: Use Data for Population Management.

4. PCMH 4, Element B: Care Planning and Self-Care Support.

5. PCMH 5, Element B: Referral Tracking and Follow-Up.

6. PCMH 6, Element D: Implement Continuous Quality Improvement.



Outcomes
• Research outcomes

• Statistical structure for studies
• IRB, research institutions

• Accountability outcomes
• Benchmark comparisons
• Defined numerators and denominators

• Performance improvement outcomes
• Decision support
• Population based registry functions
• Appropriate fine focus adjustment
• Adding continuum data 



Data for Performance Improvement
UDS Antithrombotic Therapy

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13

Patients aged 18 and older with a visit in the reporting year with a diagnosis 
of IVD or AMI,CABG, or PTCA procedure with aspirin or another 
antithrombotic therapy



Meaningful Data for Meaningful Change
Pecos Red - Average HbA1C
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Data for the Team



Use the data: Panel Report



Using Panels to Improve Access and Outcomes
TRIMESTER AT ENTRY FOR PRENATAL CARE
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Outreach:
-Elementary schools
-High schools
-Churches
-Homeless shelters
-Coin-operated laundries
-Pawn shops
-Door to door 



6100 patients with something due/30 days/13 pods=
15 patients a day/3 team members=5 patients/day



Missed Opportunities
Population Based Outreach by Patient

• Mature outreach 
tools

• Great top of the 
license process

• Decision support

• Team based 
process

http://upload.wikimedia.org/wikipedia/commons/d/d1/Grand_Canyon.jpg.jpg
http://upload.wikimedia.org/wikipedia/commons/d/d1/Grand_Canyon.jpg.jpg


Match the Population Outreach Work with 
Patient Level Decision Support Tools

• Patient in clinic
• Huddle, match care at the visit to the 
outreach

• Standing orders 
• Providers can focus on the patient's agenda 
and building their relationship



Inreach Decision Support (CarePlanner)
• Medication reconciliation
• Integration of health services

• Behavioral Health
• Dental
• Clinical Pharmacy Services

• Partner with the patient around the health 
care plan
• Patient engagement
• Aligning patient and care team goals 



Outreach and CarePlanner

Medication Misuse



Clinica Lessons Learned
• Create the will…is what you are doing working?
• Put the patients first
• Find ways to add the patient’s voice

• On teams
• Scan comment
• Media
• Have them lead on topics for groups



Clinica Lessons Learned
• Start small but start!
• Optimize the team
• Hold on to the good, out with the bad
• Use the QI tools that work

• Chronic Care Model, 
• The IHI Model for improvement 
• Sequential learning with PDSAs 
• Small, rapid test cycles followed by spread



Clinica Lessons Learned

• Make improvement a system characteristic
• Make safety an explicit system characteristic
• Free up staff to innovate & “spin the fly wheel” 
• Measure data over time

• You don’t need a double blinded RCT or a dash 
board program to get better

• You are never done
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