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Outline for today
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Organizational Readiness

Quality, Data Tracking, Reports

Patient

Patient Engagement

Site Focus
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Who we are: 
FQHC (Public entity funded 2004) 

6 Primary Care clinics
Corvallis (2), Alsea, Monroe, 
Lebanon, Sweet Home

Additional Services
Family Planning
School-based Health Centers (2)
Pharmacy
Behavioral Health
Oral Health Services

Target populations
Latino/Hispanic
Veterans & Seniors
Complex health needs 



Organizational Readiness

Health Center Director: Sherlyn Dahl



Core Team
– Providers 
– Medical Assistants
– Schedulers

Additional Members
– Panel Manager
– RN Care Coordinator
– Behaviorist
– Clinical Navigator
– Clinical Pharmacist
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Expand care team  



Care team infrastructure



Expanded evening hours
Alternative methods for access

– Promote MyChart for communication & accessing 
results

– Use Care Team members for care coordination, 
follow-up, and alternative visits

Follow-up after ED & hospitalization
– Designated appointments after discharge
– Messaging regarding calling PCP first
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Patient-focused access 



Data & Reporting
– Documenting results & reporting trends is critical 
– Added staff to develop & generate reports 

Quality Improvement
– Developed QI tools
– Added QI Coordinator
– Strengthened staff engagement in QI
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Invest in infrastructure 



Impact of APM participation
Detached payment from a provider visit/schedule
Increased reliance on team

– Added FTE to fully staff teams
Supported exploring alternative methods for access such 
as;

– Team member visits
– Use of Navigators
– Group visits

Created financial ‘predictability’ with PMPM
Financial resources for innovation  
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Quality Improvement
Data Tracking & Reports

Data Analyst:  Kathy Simonson
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Technical Assistance Guide
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Standards
1. Access to care                
2. Accountability
3. Comprehensive whole person care
4. Continuity
5. Coordination and Integration
6. Person and Family Centered Care



Tiers and Measures
There are 33 measures

Each assigned a point value which is used to 
determine PCPCH Tier Level
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11 Must-Pass criteria 
required for PCPCH 
recognition 

Tierdetermination
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5 STAR
11 of 13 specified 
measures required to 
meet 5 STAR (Tier 5) 
status



Documentation
Each clinic must attest for PCPCH separately 

*Not at organization level

Documentation supporting the score for each 
measure must be specific, per site
• Report
• Chart review
• Sample survey
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Quality Improvement process
To become a PCPCH, may require: 
• New processes
• Staff training
• New reporting
• Quality Improvement

Particularly to reach 5 STAR (Tier 5) status
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Patient Engagement

Patient Engagement & Communications 
Coordinator:  Christine Mosbaugh
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Recruitment
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6-8 patients, caregivers

Representative of patient 
population

Able to speak about their 
experiences



Clinic staff role
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Varied by location

• Health Navigator
• Medical Assistant
• Client Services 

Representatives

Shared responsibility



Site Visitor Conversations

PCPCH site visitor facilitated
– 45 minutes
– No staff present

Experience of care (similar to CAHPS)
– Access
– Continuity
– Whole-person care
– Communication
– Coordination
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End of day debrief
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Transparent

Preliminary feedback

Know level 

Wait for follow-up



Report back to clinic
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“The staff treat us like people, not just another number.” 

“They don’t judge me and my family, they just care for me.”

“The best care I have received in my life has been here.”

“The clinic is understanding- even billing conversations are compassionate here.”

“They are always making referrals as there are limitations to small clinics. They’ve 
got that process dialed in.”

“They help me understand my disease.”

“He goes above and beyond for his patients. Out of all the patients he sees, he 
makes me feel so special.”
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Site reports
Access to care: “Health care team, be there 
when we need you”

Accountability: “Take responsibility for 
making sure we receive the best possible 
health care”

Comprehensive whole person care: “Provide 
or help us get the health care, information, 
and services we need”

Continuity: “Be our partner over time in 
caring for us”

Coordination and Integration: “Help us 
navigate the health care system to get the 
care we need in a safe and timely way”

Person and Family Centered Care: 
“Recognize that we are the most important 
part of the care team - and that we are 
ultimately responsible for our overall health 
and wellness”



Site Focus

Site Manager: Carol Oldshield
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Primary Care Homes
“Patient-centered primary care is care that is 
relationship-based with an orientation toward 
the whole person, and that includes partnering
with patients and their families to understand 
and respect each patient's unique needs, 
culture, values, and preferences. 

Care that is patient-centered also supports 
patients in learning to manage, organize, and 
participate in their own care at the level the 
patient chooses." 

– Agency for Healthcare Research and Quality (AHRQ)
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Comprehensive
Patient and Family 
Centered
Coordinated
Continuous
Accessible
Accountable

Standards
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Site manager responsibilities
• Monitor provider templates for same 

day access
• Review Panel Manager reports
• Quality metrics spreadsheets
• Track your team’s ongoing QI projects 

(PDSA documentation)
• After hours phone message/ service
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Preparing for the site visit

• Create notebooks using PCPCH 
guidelines

• Create a site visit agenda
• Prepare your team for site visit
• Invite patients to meet with PCPCH 

program staff 
• Snacks/beverages for patient panel
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Site visit schedule
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It takes a village
• Health Information Manager- compliance 
• Business analyst- data site specialist
• Quality Improvement manager
• RN Care Coordinator
• Provider
• Medical Assistant
• Health Navigator/ Community Health Worker
• Site Manager
• Engagement and Communications 

Coordinator
• Deputy Director of Clinical Operations
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A tale of two clinics

• Strong cohesive team 
consistent providers

• Excellent knowledge 
of patients 

• Good documentation
• On site pharmacist
• Strong patient 

engagement
• Home visits

• No regular provider 
(using locums) for more 
than 1 year

• Staff has knowledge of 
patients, locum 
providers do not

• Poor, vague and varied 
documentation

• No on-site pharmacist
• Very little patient 

engagement

5 STAR/Tier 5 clinic Tier 3 clinic



Five STAR Status 
• East Linn 
• Monroe*
• Lincoln*
• Benton

Tier 3 Status**
• Sweet Home
• Alsea

**An opportunity to become 
Tier 4 and reapply for Five 
STAR Status in 6-12 months

Results…

*First 5 STAR School Based 
Health Centers in Oregon
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What questions do you have for us? 
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