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BECOMING A MEDICAL HOME 

Primary Health Care, Inc. is a team of caring professionals providing healthcare  

and supportive services for people in Central Iowa to improve their quality of life.   
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PRIMARY HEALTH CARE 

 

  

•Four medical clinics (3 in Des Moines, 1 in 
Marshalltown) 

•Pediatrics, OB/GYN, internal medicine, family 
practice, HIV, dental, mental health, supportive 
services, pharmacy 

•25,000 patients, 90K+ visits 
–¼ homeless 

–51% uninsured 

–50% minority (Polk County=19.3%) 

–Refugee influx 

 



WHAT WE ARE DOING 
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•EMR implementation   

•Accountable Care Organization 

•Construction 

•Building/replacing workforce 

•Reporting requirements of  

     FQHC 

•Audits, audits, audits! 

•ICD-10 

•Numerous projects and small grants 
And now you want us to do WHAT?!? 
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PROCESS 
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PROCESS 
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•NCQA factors are numerous and overwhelming 

•Visual representation 

•Divided levels of house among senior leaders with 
oversight and clinic directors as responsible person 

•Divided must pass  

    elements among  

    each of our clinics to  

    transform, and would  

    share among all sites 



HIGH RISK PATIENTS 
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PERCEPTION:  CASE STUDY 1 
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BMI= 42 
BP=160/70 
A1c= 6.3 

How would you rate your overall health?  
(Options:  Excellent, Good, Fair, Poor, Horrible 
 
“Excellent” 



PERCEPTION:  CASE STUDY 2 
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How would you rate your overall health?  
(Options:  Excellent, Good, Fair, Poor, Horrible 
 
“Fair” 

BMI= 45 
BP=128/90 
Hospitalizations= 10 



QUANTITATIVE PICTURE OF WHERE HIGH RISK PATIENTS ARE AT 
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WHY TRY ANOTHER MODEL 
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ENROLLMENT PROCESS 
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• Care coordinators identifies 
potential patients 

• Explains program to patients 
• Provider verifies Dx and 

severity 
• Scanned to billing 
• Follow up in registry 
• Our philosophy:  active 

patient consent and 
understanding most 
important part of process 

• Start small to avoid patient 
shift 
 



CHALLENGES AND SOLUTIONS 
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BARRIER SOLUTIONS 

Filling out PTAT 1. PDSA on process 
2. Education for Care Coordinators and 

providers 
3. Billing process to send questionable 

PTATs to QD and MD 
 

Patients being enrolled elsewhere Only enroll our most regular patients 

Patients changing insurance status QA process for FR and FSW 

Billing issues Work in progress 
1. Questions to IME 
2. Internal audit process using registry 
3. Use tools on IMPA 



OUTCOMES 
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•Dramatic increase in process measures 

–Foot screening 

–Labs being done 

–Hospitalization follow up 

•Some movement in clinical outcomes 

•Job satisfaction of Nurse Care Managers 

•Relief of care teams 

•Joy and empowerment of patients 

 

 



PATIENT SUCCESS STORY 
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October 2012 
My first case study was a 59 year old male who has 

obesity, hypertension and several other diagnoses. 
Case Manager has worked with pt for past three 
months specifically on making healthy lifestyle 
changes through healthy choices of food and 
healthy ways to increase activity.  Pt has dropped 
13 pounds in the three month time period where 
the previous three month period showed weight 
gain.  During the second months visit patient 
brought wife (55 y.o.) and she asked if she could 
be on the program too.  She was eligible for the 
program and we signed her up as well to work on 
the healthy lifestyle changes.  Specifically with her 
we have been working on how to prepare healthy 
foods and are in the process of building a recipe 
file of healthy cooking to assist her in the efforts.  
In order to accomplish this, both patients kept a 
food diary of what they had been eating so that 
nurse care manager could determine their likes 
and then nurse care manager has assisted them in 
finding foods that they love cooked in a healthier 
way.  Pt #2 has had a 4 pound decrease in weight 
in the last month.  Both of their new goals this 
month is to incorporate walking and some weight 
training for toning (improvised by utilizing soup 
cans first and as they advance, we will move them 
up to a higher weight can)  our treatment goals 
are to assist both of these patients to lose weight 
through inexpensive, healthy lifestyle changes that 
they can adapt to their everyday lives.  Both 
stopped by this week just to say hi and are looking 
great, moving better, their eyes are brighter and 
they have more color in their face.  J 

 

November 2012 
 My patient is a 55 year old female with multiple chronic conditions. Her 
qualifying medical home conditions are obesity, diabetes II, mental illness 
and tobacco usage. The patient was first introduced to the medical home 
program in July. I visited with her for the first time in November.  
The patient’s care manager visit consisted of discussing weight loss 
management, diabetic education and mental health treatment goals. The 
patient has started physical therapy and is excited about her weight loss 
with physical therapy alone. She has lost four pounds in the last two 
weeks.  The patient was advised about the Mercy Wellness Center 
program.  The physician was able to write a note for the patient to attend. 
She will start the wellness center in two weeks when her physical therapy 
is complete. 
Since the patient has been more active with exercising she has started to 
have episodes of hypoglycemia.  The patient had her diabetic medications 
adjusted during her office visit to correspond with these episodes. The 
patient was given information about symptoms of hypo and 
hyperglycemia. She was advised that if she is unsure if she is hypo or 
hyperglycemic to check her blood sugar since symptoms can often be the 
same.   
The patient has recently been started on a new medication for her mental 
health condition.  The patient reports that this is working very well for her. 
She reports not having an episode of depression since starting this 
medication over a month ago.  The patient was also given a note from her 
physician stating that it is ok for her to have a pet companion.  The patient 
agrees that this would be beneficial to her mental health.  All parties 
agree.  
Future treatment goals for the patient consist of continuing with her 
weight loss. The patient was given a calorie counting book and was 
showed how to make healthier food choices.  The patient will also 
consider smoking cessation.  Patient is currently smoking less than half a 
pack per day but at this time she is not ready to quit.  
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THANK YOU! 
 

 
 

Chris Espersen 
cespersen@phcinc.net  
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