
STATE OF TENNESSEE

PCMH: Evidenced Based Care
10/16/18

Presented by: Rick Walker, Coach Lead, PCMH CCE 



2

Rick Walker
Coach Lead for the state of 

Tennessee PCMH/THL 
Initiative



3

11:00 ɀ11:45 am

Evidence Based Care

11:45am ɀ12:00pm

Facilitated Discussion

ςBest Practices, Challenges and Novel Ideas
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Chat box during the presentation:

ü Send to the Host

Å BEST PRACTICES

Å CHALLENGES 

Å NOVEL IDEAS

Å QUESTIONS 

CCWNC (Host)
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TodayɅs Concepts: 

KM : Knowing and Managing Your Patients

CC: Care Coordination and Care Transitions
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KM11 (core): Identifies and addresses population -level needs based on the 

diversity of the practice and the community. Demonstrate at least 2:

A. Target population health management on disparities in care 

B. Address health literacy of the practice

C. Educate practice staff in cultural competence

KM12 (core): Proactively and routinely identifies populations of patients 

and reminds them, or their families/caregivers, about needed services

(practice must report at least 3 categories)

A. Preventative care services

B. Immunizations

C. Chronic or acute care services

D. Patients not recently seen by the practice
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KM20 (core):  Implements clinical decision support following evidence -
based guidelines of care of ( Practice must demonstrate at least 4 criteria):

A. Mental Health condition
B. Substance use disorder
C. A chronic medical condition
D. An acute condition
E. A condition related to unhealthy behaviors
F. Well child or adult care
G. Overuse/appropriateness issues

CC3 (2 credits): Uses clinical protocols to determine when imaging and lab 
tests are necessary.  www.choosingwisely.org

CC5 (2 credits): Uses clinical protocols to determine when a referral to a 
specialist is necessary.

http://www.choosingwisely.org/
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A. Target Population Health Management (PHM) 

on disparities in care

B. Educates practice staff on  health literacy

C. Educates practice staff in cultural competence

KM11 (1 Credit): Identifies and addresses 
population -level needs based on the diversity of 
the practice and the community (demonstrate at 
least 2)
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How Counties Rank for Health Outcomes
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Healthiest 
TN County

Least 
Healthy TN 

County

AI/AN Asian/P
I

Black Hispani
c

White

Premature Death(years 
lost/100,000)

3,800 14,400 3,700 3,400 11,200 4,000 8,800

Poor or Fair Health(%) 12% 23% 32% N/A 21% 18% 18%

Poor Physical Health 
Days(avg)

3.5 5.4 N/A N/A 4.2 3.5 4.3

Poor Mental Health 
Days(avg)

3.8 5.3 N/A N/A 4.7 3.8 4.3

Low Birthweight(%) 6% 10% 8% 8% 14% 7% 8%
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Location
Data 
Type

2009 2010 2013 2014 2015 2016

Memphis
Number 15,000 11,000 13,000 10,000 12,000 9,000

Percent 8% 7% 8% 6% 8% 5%

Nashville
-
Davidson

Number 8,000 9,000 9,000 11,000 6,000 8,000

Percent 6% 7% 7% 8% 5% 6%

Children without health insurance
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ÅSocial Needs Screening 
Toolkit

www.healthleadsusa.org

ÅPRAPARE

www.nachc.org

Addressing Social Determinants

http://www.healthleadsusa.org/
http://www.nachc.org/
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Å Health literacy is our problem, not the patients

Å Avoid Making Assumptions About Language Preferences or Literacy 
Level

Å Plain, non-medical language: Use common words when speaking to 
patients

Å Slow down: Speak clearly and at a moderate pace.

Å Teach-back: Confirm patients understand what they need to know and 
do by

Å asking them to teach back directions.

Å Improve written communication

Å Improve self-management and empowerment

Å Improve supportive systems
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What is Health Literacy?

Å Health literacy is defined as the degree to which individuals have the 
capacity to obtain, process and understand basic health information 
and services needed to make appropriate health decisions

Å Why must we assess?

Å And how do you assess Health Literacy?

1. Institute of Medicine: Ten Attributes of Health Literate Health Care 
Organizations

2. Agency for Healthcare Research & Quality: Health Literacy Universal 
Precautions Toolkit

3. Alliance for Health Reform Toolkit
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A patient with health literacy skills will be able to: 

1. Communicate health problems to their providers and understand 
health information 

2. Read prescription bottles and understand treatment regimens 

3. Read and understand warning labels to recognize potentially life -
threatening complications from medications 

4. Implement self -care strategies and manage their health at home 

5. Read and understand health insurance forms, informed consent, and 
public assistance applications 
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Teach -back

1. Ensuring agreement and understanding about the 
care plan is essential to achieving adherence

2. ɈWe donɅt always do a great job of explaining our 
care plan.  Can you tell me in your words how you 
understand the plan?ɉ

3. Some evidence that use of teach -back is associated 
with better diabetes control



19



20

Here is an example of what we have 

seen some practices add to the bottom 

of their goal setting sheet.



21



22

Å Cultural competence is the ability to understand, communicate 
with and effectively interact with people across cultures 

Å Cultural competence encompasses: 

Being aware of one's own world view

Developing positive attitudes toward cultural differences

gaining knowledge of different cultural practices and world views
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Å IHI, AAP, AAFP, AHRQ

Å MCOs

Å Other health care training schools, resources, etc.

Å The library is a great resource to learn about your particular 
community and the various cultures that abide
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A. Preventative Care Services 

B. Immunizations 

C. Chronic or acute care services (Report/List and Outreach 

materials or *KM 13)

D. Patients not recently seen by the practice 

Å *KM 13: Elective criteria - Using evidence -based care guidelines, the 

practice demonstrates excellence in benchmarked/performance -

based recognition program (This is the NCQA HSRP or DRP 

recognition program)

KM12 (core): Proactively and routinely identifies populations of 

patients and reminds them, or their families/caregivers about 

needed services (practice must report at least 3 categories )



25



26



27



28



29

(Practice must demonstrate at least 4 criteria)

A. Mental Health

B. Substance Use Disorder

C. A Chronic Medical Condition

D. An Acute Condition

E. A condition related to unhealthy behaviors

F. Well Child or Adult Care

G. Overuse/appropriateness issues

KM 20 (core) Implements Clinical Decision support following 

Evidence -Based guidelines for care of:
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Å Clinical decision support 
(CDS):

Technologies that assist 
physicians at the point of 
care using evidence -based 
guidelines in making timely 
and informed decisions in 
providing care, such as 
computerized alerts, 
condition -specific order 
sets, documentation 
templates, and diagnostic 
support.
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Å 2 years ago 6 year old Jimmy was diagnosed with asthma. He is now 8 
and arrived for his routine well child visit.

Å The nurse arrives, gathers information and updates patientɅs chart. 

Å Provider arrives and is presented with a template of tasks to be 
completed during a 8 -year well child exam.

Å Computer notifies the provider that the discharge summary from a 
recent ER visit is available for review.

Å Mom reports that a recent health insurance change with an increased 
copay is making it hard for them to afford JimmyɅs medication.

Å Between visits, the EHR sends a reminder by patient portal to JimmyɅs 
mom to schedule him for a flu shot. 
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American Society for Clinical Pathology Example:

- Testing Adult patients w/Diabetes and/or hypertension for CKD

Å DonɅt request just a serum creatinine to test adult patients with diabetes 
and/or hypertension for Chronic Kidney Disease (CKD); use the Kidney 
Profile (serum Creatinine with eGFRand urinary albumin -creatinine 
ratio.)

Å Use the National Kidney Foundation (NKF) updated evidence -based
Kidney Profile test to evaluate patients for CKD with the following 
common tests to more effectively assess kidney function.

Å ɈSpotɉ urine for albumin-creatinine ratio (ACR) to detect albuminuria

Å Serum creatinine to estimate glomerular filtration rate (GFR) using the 
CKD EPI equation
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