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would you briefly describe the patient centered medical home model?
LEO- The patient medical home model is not a new concept and has been used in other areas of care.  It was used for childcare and prevention and has evolved in the national healthcare reform.  It should be looked into as a holistic view.  Relate to outreach such as healthcare coverage, transportation services, and access to covered medication.  As it becomes more formal, tracking and whether the person has made it to the reform is becoming more apparent.
KATHERINE- It has been around for the quality assurance and patient centered health home.  You have to meet certain criteria, care coordination, tracking in managing chronic conditions.  The important part is the tracking that’s required.  We had to make sure we were following our systems for test taking, prescribing, etc.  One of the questions has been, ‘Why is it so popular?” We need something more efficient and outreach plays a role in this.  Try to make sure the patients get the right medication, have no allergies.  Cost, patient safety and better coordination is what makes it more popular.
KELLY-The patient in the middle (shown in the picture) links to all the medical providers circling the person.  The key concept to medical homes is instances like how the Doctor is the head of the ship and makes decisions.  Now our ship has a majority of illnesses relating to lifestyle conditions like diabetes.  We can’t manage with just one doctor doing the work and the patient medical home model portrays how everyone in the ship contributes.  This is the heart of what the medical home is and how everyone is a factor, aside from the doctor.
poll 1
1. Where is your Health center in the process of becoming recognized as a PCMH?
Results: 
0% A. My organization is unaware of the PCMH
22% B. My org is becoming recognized as a PCMH
18% C. My org is in the process of applying
13% D. My org is recognized
9% E. This question is not applicable to my organization
HOW IS YOUR ORGANIZATION ADDRESSING THE PRINCIPLES OF PATIENT CENTERED MEDICAL HOME MODEL?
KATHY – One of the things we need to do is gather experience form patients and how they experience healthcare.  Actually want to do what they tell us they want.  We started a tracking record that tracks prescribing, management.  We had to track by paper which was cumbersome.  Now that it is an electronic tracking that documents.  We had to communicate with the patients about what they should expect and use of the electronic record.  We had to assure that their trust wouldn’t be violated by government agencies.  These were things we had to do to establish ourselves as a medical home.

KELLY-We had 4 clinical sites and are in the same building as the county.  We have mental health development, immunizations, etc, all in the same buildings.  We had to go through the same steps as Kathy.  We have a connection and if we don’t provide them in our house; we work hard and it consists of an MA, greeter, patients, and panels (assigned to a patient care team).  One of the things we did in an organization level was the program of development that used a team that worked in the home as well as out in the community.  Originally the people in the billing umbrella now are able to go outside.  We are not part of a state wide collaborative for helping the status of patients.  We still expect more to be done in order to have all pieces in place.
LEO-The others are ahead of us.  Last fall we had a conversation about it in our team and saw that we could forward and get certification.  They are talking about the standards, core areas, different levels that need to be met and are targeting for level one.  We are aiming for, for example, if a pharmacist does not have access, we would bring them to the medical home.  We had various medical professionals attend this training and talked about how everyone contributes to patient care.  For example, what these specific roles they do, but we don’t know if the patient makes it.  We do have multiple sites that have different functions.
HOW DOES OUTREACH FIT INTO THE PCMH MODEL?
KELLY– I saw how outreach is really on a continuum.  If you look into the center and outside into the community, some of our community health workers work in both or either one.  In the slide with clinical CHWS and Pt. Centered Medical Homes, they can do various fields like stress management, tobacco cessation, mental health services, etc.  They are capable of contributing by taking blood pressure, charting, and relationship building, as long as they are trained.  Coordination of care, interpretation, brokers, advocate for themselves.  Regardless of what community you’re in, I think outreach is an essential part of a PCMH.
LEO-Sometimes I could get in the bandwagon and see the perception that all outreach members do is make a display in the community.  I see them as the glue that holds everything together.  Often times, the provider team doesn’t get the whole picture that the patient doesn’t have transportation, benefits, etc.  What we need to focus on is the outcomes and working with the patients and addressing the outcome needs, whether managing diabetes and various roles in healthcare.  I am looking into making this have a successful outcome in families.
KATHY-Health home and medical home are linked to safety and a place you can be cared for various issues like mental or physical healthcare.  This is a place you can go to and I’m connected here for security and outreach.  Like what Kelly said, if they go to a place with no bathroom or would need to share with someone else.  It’s hard to put this in paper and this makes communication easier.  The patient could be living in a place with domestic violence, etc.  When you think of coordination and outreach, one of the big roles they play is teaching them how to access medical records and move a lot.  Even if they are just poor, it is critical for them to access it or bring it with them.  The outreach whole could teach them how to do so.
WHY IS IT IMPORTANT THAT OUTREACH PROGRAMS UNDERSTAND THE PCMH IF IT IS WHAT WE HAVE BEEN DOING ALL ALONG?
LEO-There are several perspectives and one of them is that we’ve talked about the key components that outreach staff bring to the healthcare delivery system.  Those efforts are not recognized since not essential to key, such as today’s budget environment, in our sister clinics, it’s a disencouragement to take action since this person bring contribution to today’s healthcare.  Outreach people fill in certain gaps like if a referral was made.  The other component is patient education and our outreach staff has developed this and learned how to engage with staff.  Even we have the equipment; we still need the behind the scenes work.  Outreach folks are experts in advocating in organization or patients.  A lot of these components are included in there.  They are going to get some kind of funding for that organization.  But for programs it is important to come to the table and how you can bring solutions to bringing that model of care.
KATHY-For the first time the department of labor has made community workers as an occupation.  We need to keep sending this loud message to Hersa, etc.  Without them, we really cannot fulfill these.  Another part of this is getting data measurable results.  If we can get simple low data showing how hypertension control helps workers; we may already have that data.  We need to make sure our voices are loud and clear and that they do valuable work with outcomes that work for the best.
KELLY-I encourage everyone to learn about the issues by googling it, increasing your comfort level on how these are used.  If we are not part of that discussion, we are going to miss out.  The only way we are going to make it is to learn the lingo, talk it to it with health admins, clinics, government, and everyone we are in contact with. 
LEO-In our organization we partner medical use and meaningful use? …if you achieve one, you achieve the other one.  There is more funding in reimbursement opportunities included with it.

WHAT are the Barriers for Pcmh?
KATHY-We have been doing some of these things all along.  We felt that the financial benefit would increase payments.  There would be recognition and some groups may not benefit and not get insurance.  Where we can get payment where people can get insurance is leaned towards.  If you are certified, you are more likely to get grants.  We also talked about strategy for staff clients; they also like the access to PCMH and if we provide staff with the new system and know it will be more work.  We are committed to better patient care and people are more favored to the medical care.  It is critical knowing that we are becoming patients in medical home and call outreach staff, other medical professionals, making sure we have the right information.  We included people front line in making sure we are on the top.  If we had to pay for getting records, it was a onetime cost to make us more efficient.  There were barriers we had to work on and needed to assured we had systems that needed patients to authorize before releasing anything.
KELLY-Developing team approach and concept, having to come from doctor as the captain of ship to the rest of the workers as the leaders, we are doing better as we share more stories.  As we introduced our health navigators as part of the team, then it would be more as a whole.  Like what Kathy mentioned we needed the credential, etc.  We made sure they had training which also went through barriers.  Turning the ship from going one way was the biggest barrier.
LEO-We are earlier on in the process they are and seeing the challenge of people doing business a certain way.  We needed a system with doing better in coordinating the care.  The coaching was needed in the communication process.  It’s not about our patient; it’s a common patient we all shared.  We need to look at it as a continuum.  Being professionals, they don’t have the formal degree but the training.  When it comes to communication, they feel it is not their place.  I would like national recognition for these people due to needing credibility needed for their titles and circumstances around it.

poll 2
1. Have you identified something yet that you may be able to use in your work?
Results: 
A. Yes – 49%
B. No – 10%
C. No answer 16/39
wHAT RECOMMENDATION DO YOU HAVE FOR OUTREACH PROGRAM AND/OR CHC’s INTERESTED IN ADOPTING PCMH MODEL?
KELLY-A lot of national work is being done right now.  Would need to connect with state primary care association and they provide a lot of care, resources, etc.  For outreach workers interested in partnering with home healthcare, find some champions of it and share stories of how outreach has helped your patients.  Build relationships with people who may help you achieve that.  Providers are often influenced by data.  Anything you can do that tells your story or shows your results of your healthcare home.  Help show how outreach can bring to PCMH.  
LEO-One thing I would like to add is coaching the community health workers, empower them to be more visible in their environment.  There are more people losing coverage.  If you work with someone with diabetes, work with different resources like pharmacists, doctors, admins, etc and showcase these results.  Document how you made this happened like picture stories and many other ways to show it.  Work with your families and integrate yourself more with this model.  Empower your outreach workers to be in the forth front.  Be proactive and talk to as many resources as possible. 
KATHY-When an outreach person is looking into a PCMH.  The arc website and lots of other resources are helpful.  Need to let leader know what this is going to cost and what the value is. Need to find another sister health center with the same program and talk to them about how they got there.  Work with other practices as well which helps us know the process.
Share examples of how you compiled data at your community health center and how they connected to clinical outcomes?
KATHY-We did look at what activities were done like what impacted the high sugar, etc.  We marked how many participated in the walk in club we had.  
LEO-We served a large migrant population.  For the pre-natal care, we started collecting data and started getting individuals involved in health clinics.  75% of moms in their first trimester were registering.  This is a good sign for our community health centers could help.
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