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� 

Yakima Neighborhood 
Health Services 

Sunnyside 



� 

“Neighborhood Connections” 
Health Care for the Homeless 



Yakima Neighborhood Health Services 
@ 

Central Washington Comprehensive 
Mental Health 



� 

Transitional/Permanent 
Housing 



� 
Homeless Respite Care 



� 
� Dental Care 
� Pharmacy 
� Maternity Support / Home Visiting 
� Behavioral Health / Onsite & Outreach 
� Nutrition Services 
� Eligibility Assistance – Health Coverage 
� Emergency Services 
� Homeless Prevention & Rapid Rehousing  
� Disability Lifeline & HEN (Housing & Essential Needs) 

Additional YNHS 
Services 







� 
Self Sufficiency Assessment 



� 
Self Sufficiency Assessment 



� 
Self Sufficiency Assessment 



� 
Self Sufficiency Progress Report 



� 
� YNHS received NCQA PCMH Level 3 Recognition 

under the PPC-PCMH 2008 standards. 
� Current standards are PCMH 2011 
� Using NCQA’s crosswalk, activities and supporting 

documentation that YNHS used to meet the 2008 
standards have been listed under the current 2011 
standards.  The 2008 supporting documents may not 
fully meet the 2011 standards. 

� This is only a sampling of the documentation YNHS 
submitted 

PPC-PCMH 2008 to PCMH 2011 



� 
� Reviewed Evidence Based Guidelines 

� Diabetes Control and Complications Trial (DCCT) and 
United Kingdom Prospective Diabetes Study (UKPDS) 

� Also revisions based on ACCORD/ADVANCE 
� NHANES II and JNC 7 
� The National Asthma Education and Prevention 

Program: Expert Panel Report 3, Guidelines for the 
Diagnosis and Management of Asthma  

� ACP Clinical Practice Guidelines for Depression 
 

� Standardized care among providers 

Preparations: The Medical 
Director’s Perspective 



� 
� Meaningful use of EMR and Templates 
� Review 
� Use the EMR tools available 
� Measure usage by providers prior 

� Peer review process 
�  Involve the support staff (MA trigger Opening) 
 

� Start at least 3 months prior to measuring 

Preparations: The Medical 
Director’s Perspective 



� 
�  Initial review of the PCMH standards 

�  What did we already have in place 
�  What did we need to make stronger or add 

� Create a team 
�  Looked for expertise and strengths to create a diverse group 

� Assign standards to team members 
�  Matched strengths and/or expertise to the standard 

�  COO and QI Coordinator to reports and policy, Medical Director 
and Medical Team Supervisors to client records, templates and 
work flow 

�  Frequent and regular team meetings for status reports and 
problem-solving of items. 

Preparations: The QI 
Director’s Perspective 



� 
� Policies submitted for 

� Clinic Hours and Services 
� After Hours On-Call Provider Policy 
� Missed Patient Appointments 
� Telephone Triage Protocol 
� Continuity of Care 
� Patient Consultation/Referral to Outside Agencies (with 

algorithm) 
�  Scheduling Guidelines for same day appointments, no-

shows and cancellations, OB services, confidential 
appointments,  

PCMH 1A: Access During Office Hours 
PCMH 1B: After-Hours Access 



Evidence for PCMH 1A 
�  When calls come in to our clinic nurse lines 

the nurse either takes the call directly, or 
the patient leaves a voicemail message.   

�  When the nurses take the calls off the 
voicemail they first note the message on a 
carbon copy memo pad.   

�  The next step is to document the call in the 
electronic health record in what is called a 
Standard Communication.   

�  All follow-up communication around the 
original message is noted in the same 
Standard Communication and date and 
time stamped by the system.  The Standard 
Communications can be monitored for 
appropriate timeliness.   

�  A sampling of calls received between 
2/25/11 and 3/4/11 show 100% 
compliance with same-day call back. 



� 
� Practice engages in activities to 

understand and meet the cultural 
and linguistic needs of its patients 

PCMH 1F: Culturally and 
Linguistically Appropriate Services 



� 
�  Assesses racial/ethnic 

diversity of patients 
�  Assesses language needs of 

patients 

Evidence for PCMH 1F 



Evidence for PCMH 1F 

Patient education materials 
are available in both English 

and Spanish. 



� 
� Practice utilizes a team care 

approach to provide patient care 
services 

PCMH 1G: The Practice 
Team 



� 
         Physician 

 
 
 
ARNP       MA              Outreach           BH            Nursing 
 
             Providers and Medical Assistants  1:1 ratio 

Team Approach 



� 
YAKIMA NEIGHBORHOOD HEALTH SERVICES 

ACETAMINOPHEN STANDING ORDERS 
 

Nurses may call in prescriptions for acetaminophen for fever or pain control in pediatric patients older 
than two (2) months.  An assessment by phone or face to face triage must take place before 
prescribing the medication to evaluate the need for immediate medical attention.  To avoid confusion 
only one formulation will be prescribed (acetaminophen 160mg/5ml).*  The dose for acetaminophen 
is 10-15 mg/kg/dose given by mouth every 4-6 hours as needed for fever (temperature greater than 
100.5 rectally) or pain.  The following dosage guidelines may be helpful: 
 
 
WEIGHT  DOSAGE INTERVAL  ACETAMINOPHEN 160mg/5ml Dose 
>  7 lbs  4-6 hrs   1.5 ml 
>14 lbs  4-6 hrs   2.5 ml 
>21 lbs  4-6 hrs   4 ml 
>28 lbs  4-6 hrs   5 ml 
>42 lbs  4-6 hrs   7.5 ml 
>56 lbs  4-6 hrs   10 ml 
>84 lbs  4-6 hrs   15 ml 
>112 lbs  4-6 hrs   20 ml 
 
*If another formulation is requested or is deemed practical for a particular patient (suppository, 
drops or tablet), speak to a provider first. 
 
 
 

  
 

          11/8/2010   
Phillip Dove, MD, Medical Director     Date 

Evidence for PCMH 1G: 
Using Standing Orders 



� 
Yakima Neighborhood Health Services Job Title:  Patient Care Supervisor 
  
Minimum Qualifications: 
Post-secondary education or previous work experience working in a primary 
care setting where applicable skills have been demonstrated. Training and/or 
experience working with professional and paraprofessional health care 
workers;  Skill in customer service. Knowledge of grammar, spelling and 
punctuation.  Skills in data-entry.  Ability to speak clearly and concisely. Ability 
to read, understand, and follow oral and written instruction.  Convenient if 
bilingual English/Spanish, and/or ability to sign. 
  
Supervised by:  Primary Care Operations Manager 
  
Position(s) supervises:  Medical Case Manager, Referral Coordinator 
  

Evidence for PCMH 1G: Defining 
roles for clinical/nonclinical team 
members 



� 
� Practice uses a searchable electronic system and 

records data more than 50% of the time for the 
following: 

PCMH 2A: Patient 
Information 

Date of birth E-mail address 

Gender Dates of previous clinical 
visits 

Race Legal guardian/health care 
proxy 

Ethnicity Primary caregiver 

Preferred Language Advance directives 

Telephone numbers Health insurance 



� 
For March 2011 

Categories Percent complete Number containing Total 
Name 100% 655 655 
Date of Birth 100% 655 655 
Gender 100% 655 655 
Marital Status 86% 564 655 
Language Preference 100% 655 655 
Race/Ethnicity 100% 655 655 
Address 100% 655 655 
Telephone  100% 655 655 
Email 50% 329 655 
MRN (Internal ID) 100% 655 655 
SSN ( External ID) 100% 655 655 
Emergency Contact 100% 655 655 
Legal Guardian 96% 632 655 
Health Insurance Coverage 93% 611 655 

Preferred Method of Communication 46% 304 655 

Evidence for PCMH 2A 



� 
� Practice uses a searchable electronic system to record the 

following data: 
 

PCMH 2B: Clinical Data 

Problem list of active 
diagnosis 

Tobacco use status for 
patients 13 and older 

Allergies, including 
medications and reactions 

List of prescription 
medications with date of 
update 

Blood Pressure BMI percentile for pediatric 
patients Height 

Weight Length/height, weight, 
head circumference for 
patients 2 years or younger 

BMI 



� 

Evidence for PCMH 2B: screen shot of 
EHR template showing height, weight, BP 
and BMI 



Evidence for PCMH 2B (now 
requires a report rather than a chart 
review) 



� 
�  Identify what you’re already doing 

�  Immunizations, Allergies, BP, Height, Weight 
 

�  What would The Joint Commission do? 
�  Advance directives anybody? 
 

�  Identify where MU crossover can help 
�  BMIs, Tobacco Cessation, Obesity 
 

�  Review the charts 
�  Diabetics, HTN and Asthma tend to have images, labs 
�  Women have Paps 

�  Pediatric patients 
�  Babies will have head circumference….but did you choose an infant clinically 

significant disease 

Thoughts on PCMH 2B 



� 
� Practice conducts and documents 

a health assessment 

PCMH 2C: Comprehensive 
Health Assessment 



Evidence for PCMH 2C  



� 

Evidence for PCMH 2C 



� 

Evidence for PCMH 2C 



� 

Evidence for PCMH 2C 



� 

Evidence for PCMH 2C 



� Practice uses patient data and evidence-based 
guidelines to generate lists and remind patients 
about needed services: 
� 3 different preventive services 
� 3 different chronic care services 
� Patients not recently seen by the practice 
� Specific medications 

PCMH 2D: Use of Data for 
Population Management 



� 

Evidence for PCMH 2D: Call 
back list for last HbA1c measurement > 
1year, or not measured 



� 

Evidence for PCMH 2D: 
Patients on Coumadin/Warfarin 



� 



� 
� Practice implements guidelines through point 

of care reminders for patients with: 
� The first important condition 
� The second important condition 
� The third condition, related to unhealthy 

behaviors or mental health or substance 
abuse 

PCMH 3A: Implement 
Evidence-Based Guidelines 



� 
� Important to patients, providers, and reporting 

� MU, UDS, Bureau 
 

� Clinically and societally important 
 
� Cross over with Adults and Peds 
 
� Areas for Quality Improvement 

Thoughts about PCMH 3A 



� 

Evidence for PCMH 3A: 
Diabetes 



� 

Evidence for PCMH 3A: 
Hypertension  



� 

Evidence for PCMH 3A: Asthma  



� 
� Conducts pre-visit preparations 
� Collaborates with patient to develop care plan, 

including treatment goals 
� Gives patient written care plan 
� Assesses and addresses barriers to treatment goals 
� Gives patient clinical summary at relevant visits 
� Identifies patients who need more care management 

support 
� Follows up with patients who have not kept 

important appointments 

PCMH 3C: Care Management 



� 
Evidence for 3D 



� 



� 



� 



Evidence for PCMH 3C: Provider, 
Nurse and Case Manager coordinating care 



� 



� 
� Practice manages medications 

� Reviews and reconciles medications at care 
transitions 

� Provides information about new prescriptions 
� Assesses patient understanding of medications 
� Assesses patient response to medication and 

barriers to adherence 
� Documents OTC’s, herbal/supplements, with 

date of update 

PCMH 3D: Medication 
Management 



� 



� 
� Practice uses e-prescribing system with the following 

capabilities: 
1.  Generates and transmits at least 40% of prescriptions 

to pharmacies 
2.  Generates at least 75% of eligible prescriptions 
3.  Integrates with patient medical records 
4.  Performs patient-specific  checks for drug-drug and 

drug-allergy interactions 
5.  Alerts prescribers to generic alternatives 
6.  Alerts prescribers to formulary status 

PCMH 3E: Use of 
Electronic Prescribing 



Evidence for PCMH 3E 



� 

Evidence for PCMH 3E 
Alerts to drug interaction based on specific drugs, drug-disease 
interactions, and drug disease specific to patient disease 



� 

PCMH 4A: Support Self-
Care Process 

�  Self Monitoring tools 
�  Templates 

�  Support Programs 
�  Social Services, BH 

counselors, Enabling 
Services 

 

�  Written Care Plan 
�  Patient Plan 

�  Classes 
�  Diabetes Ed, Nutritionist 

�  Other Resources 
�  Special Program 

Coordinators 



Evidence for PCMH 4A 



Evidence for PCMH 4A 



Evidence for PCMH 4A 



Evidence for PCMH 4A 



� 
� Practice has documented process for and 

demonstrates 
� Tracks lab tests and flags and follows-up on 

overdue results 
� Tracks imaging test and flags and follows-up on 

overdue results 
� Flags abnormal lab results 
� Flags abnormal imaging results 
� Notifies patients of normal and abnormal lab/

imaging results 

PCMH 5A: Test Tracking 
and Follow-Up 



� 



� 



PCMH 5A: Test Tracking 
and Follow-Up 



� 
� Follows up on newborn screening 
� Electronically order and retrieve lab tests and 

results 
� Electronically order and retrieve imaging tests 

and results 
� Electronically incorporates at least 40% of lab 

results in records 
� Electronically incorporate imaging test results 

into records 

PCMH 5A continued 



Evidence for PCMH 5A 



� 



� 



� 



� 



� 
� Practice coordinates referrals: 

�  Provides specialist with reason and key information for the 
referral 

�  Tracks referral status 
�  Follows up to obtain specialist reports 
�  Has agreements with specialists documented in the record 
�  Asks patients about self-referrals and requests specialist 

reports 
�  Demonstrates electronic exchange of key clinical 

information 
�  Provides electronic summary of care for more than 50% of 

referrals 

PCMH 5B: Referral 
Tracking and Follow-Up 



� 



� 



� 
� The practice coordinates care with external entities 

and physicians for patients treated in both inpatient 
and outpatient settings. 

� Coordinates follow up and care/disease 
management services. 

PCMH 5C: Coordinate with 
Facilities and Care Transitions 



Evidence for PCMH 5C: 



� 
� Practice measures or receives the following data: 

�  3 preventive care measures 
�  3 chronic or acute care measures 
�  2 utilization measures affecting health care costs 
� Vulnerable population data 

PCMH 6A: Measure 
Performance 



Evidence for PCMH 6A 



� 
Evidence for PCMH 6A 
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� 
  

Physician 
  
  

 	
  

  
Routine Primary Care 
  
How many calendar days 
until the next available 
appointment for follow-up of 
previously identified issue/
concern? 
 	
  

  
Preventative Care 

  
How many calendar days 
until the next available 
well exam? 
  
  
 	
  

  
Urgent Care 

  
How many hours until a 
patient can be seen in your 
clinic, by any practitioner for 
an urgent problem, e.g. ear 
infection, acute injury, sprain/
strain? 
 	
  

  
Comments	
  

 	
   CALENDAR DAYS	
   CALENDAR DAYS	
   HOURS	
  

 	
  

Susana Diaz, MD	
   3  days	
   5  days	
   1  hours	
        walk-in available 	
  

Kara Prier, MD	
   6 days	
   18 days	
   ½  hours	
        walk-in available	
  

Fady Sabry, MD	
   13 days	
   21 days	
   1/2 hours	
        walk-in available	
  

Gagan Khalsa, MD	
   10 days	
   12 days	
   ½  hours	
        walk-in available	
  

Phillip Dove, MD	
         days	
         days	
         hours	
        walk-in available	
  

Evidence for PCMH 6A 

Clinic:  Yakima Neighborhood Health Services  Reported by:  gs  Date:  03/15/11 

 



PCMH 6B: Measure 
Patient/Family 

Experience 



� 
� Practice uses ongoing quality improvement process 

� Set goals and act to improve performance on: 
� 3 measures from 6A 
� 1 measure from 6B 
� 1 identified disparity in care for vulnerable 

populations 
� Involve patients in QI 

PCMH 6C: Implement 
Continuous Quality Improvement 



Evidence for PCMH 6C 



Evidence for PCMH 6C 
National Quality Forum Physician Level Measures
Diabetes 2010 Total Patients

HbA1c 
Management: 
Testing

Percentage of patients 18-75 years of 
age with diabetes who had one or 
more HbA1c test(s) during the 
measurement year 90% 580 645 per Deep Domain

HbA1c 
Management: Poor 
Control

Percentage of patients 18-75 years of 
age with diabetes whose most recent 
HbA1c level during the measurement 
year is >9.0% 21% 134 645 per Deep Domain

HbA1c Test for 
Pediatric Patients

Percentage of pediatric patients with 
diabetes with a HbA1c test in a 12 
month measurement period 10% 1 10 per Deep Domain

Blood Pressure 
Management

Percentage of patients 18-75 years of 
age with diabetes with most recent 
blood pressure less than 140/90 mm 
Hg. 91% 589 645 per Deep Domain

Lipid Profile

Percenage of patients 18 -75 years of 
age with diabetes who received at 
least one lipid profile (or ALL 
component tests) 73% 473 645 per Deep Domain

Lipid Management: 
Contol (<100 
mg/dL)

Percentage of patients 18 - 75 years 
of age with diabetes whose most 
recent LDL-C level during the 
measurement year is <100 mg/dL 40% 261 645 per Deep Domain

Hypertension

Controlling High 
Blood Pressure

Percentage of patients 18 - 85 years 
of age who had a diagnosis of 
hypertension and whose blood 
pressure was adequately controlled 
(<140/90mm/Hg) during the 
measurement year 62% 884 1437 per UDS

Prevention, 
Immunization and 
Screening

Cervical Cancer 
Screening

Percentage of women 21-64 years of 
age who received one or more Pap 
tests to screen for cervical cancer 53% 37 70 from UDS report, but age range is 24-64

Childhood 
Immunization 
Status

Percentage of children two years of 
age who had four DtaP/DT, thre IPV, 
one MMR, thre H influenza type B, 
three hepatitis B, one chicken pox 
vaccine (VAV) and four 
pneuomococcal conjugate vacccines 
by their second birthday 81% 57 70 from UDS report

Flu Shots for Older 
Adults

Percentage of patients 65 years and 
older who received an influenza 
vaccination 29% 166 579 166 from NextGen Report, 579 from UDS



� 
� Practice shares data from Element A and B 

� Individual clinician results within the 
practice 

� Practice results within the practice 
� Individual clinician or practice results to 

patients or public 

PCMH 6E: Report 
Performance 



� 

0
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Evidence for PCMH 6E 



� 

Evidence for 6E 



� 
� Practice electronically reports 

� Ambulatory clinical quality measures to CMS 
� Data to immunization registries or systems 
�  Syndromic surveillance data to public health agencies 

PCMH 6F: Report Data 
Externally 



� 

Evidence for PCMH 6F 



� 
� Advanced Directive 

� We were not capturing this 

� BMI 
�  Still had some encounters without height 

 
� Tobacco Cessation 

� Were not documenting it in reportable/extractable 
field 

Quality Improvement 
Identified 



� 
� After-Hours Access – monitoring performance on 

providing timely clinical advice by telephone and 
documenting after-hours clinic advice in patient 
records. 

� Secure electronic system for patients and families 
� Training and designating care team members in 

communication skills, particularly vulnerable 
populations. 

� Additional requirements for use of data in 
population management – preventive services and 
patients not recently seen. 

Challenges for PCMH 
2011 



� 
� Designating a third clinically important condition related to 

unhealthy behaviors, mental health, or substance abuse. 
� Establishing criteria and a systematic process for identifying 

high-risk or complex patients and then determining the 
percentage of said patients in our population 

� Medication Management documentation – provides 
information on new prescriptions, assesses (dated 
assessment) understanding of medications, assesses response 
to medication and barriers to adherence, documented annual 
update of OTC’s, herbals, etc. 

Challenges for PCMH 
2011 



� 
� Electronic exchange of clinical information and 

electronic summary of care with outside providers 
and hospitals 

� QI data stratified for vulnerable populations and 
goals established to lessen disparity 

� Electronic data reporting to CMS and public health 
agencies 

� Meaningful Use Requirements 

Challenges for PCMH 
2011 



� 
� Rhonda Hauff – COO 

�  rhonda.hauff@ynhs.org 

� Phillip Dove – Medical Director 
� phillip.dove@ynhs.org 

� Michelle Sullivan – QI Director 
� michelle.sullivan@ynhs.org 
 

Questions? 


