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Our Goal 
Integrated Patient-Centered Medical Home Care 
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Create an 
educational 
infrastructure 
and transform 
clinical 
operations to 
become fully 
integrated 
Patient-Centered 
Medical Homes 
(IPCMH) 

•Ensure more effective care and
safety for all patients (IRB
approvals), especially for
underserved patients who have
more behavioral health needs.

Teach residents, faculty, and health 
professions learners to function in 
integrated teams.

Overall 
Project 
Objectives 

•Develop, implement, evaluate, and
sustain an Integrated Patient-
Centered Medical Home (IPCMH)
curriculum and practice for residents,
faculty, students, and staff.

•Develop, implement, evaluate, and
sustain the model for all clinician
providers, learners, and staff to
enhance resident and health
professions learner education.
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Evaluation 
Pieces 

 


Patient Clinical 
Outcomes and 
Sustainability 

Provider 
Experience 

Patient Clinical 
Outcomes and 
Sustainability 

 




Follow‐up  
Screenings 

PHQ‐9,  GAD‐7,  SDOH 

Office  Visits 
Frequency/Costs 

Missed/No‐Show 
Visits 

Frequency/Costs 

ED  Visits 
Frequency/Costs 

Hospitalizations 
Frequency/Costs 

PHQ‐9 = Patient Health Questionnaire, 
GAD‐7 = Generalized Anxiety Disorder, 
SDOH = Social Determinants of Health 
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Universal Screenings -
PHQ-9, GAD-7, SDOH 

Start Year 1, 3rd Quarter; sessions with 
BHP** until treatment complete;6 
months post completion 

*IP ‐ Identified  Patients
**When  an  Identified  Patient  meets 

with  Behavioral  Healthcare 
Provider  (BHP)  for  individual 

Office visits             
Frequency/Costs   

Years 1-5 
Baseline and through provision of IC*** 

***IC  (Integrated  Care)  sessions 

Missed/No-Show visits 
Frequency/Costs 

Years 1-5 
Baseline and through provision of IC 

Costs of ED Visits 
Frequency/Costs 

Years 1-5 
Baseline and through provision of IC 

Hospitalizations 
Frequency/Costs 

Years 1-5 
Baseline and through provision of IC 

Patient Clinical 
Outcomes 

and 
Sustainability 

Evaluation Timeline 

Patient 
Experience 

Clinician & Group 
Adult Survey 3.0 

(CG-CAHPS Adult 
Survey 3.0) 

Individual Patient 
Interviews 

Patient 
Advisory Council 

CAHPS Clinician & Group Survey (2015). CAHPS clinician & group survey and instructions. Retrieved from 
http://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys‐guidance/cg/about/cg_3‐0_overview.pdf 
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Patient 
Experience 

Evaluation Timeline 
Clinician and Group 
Adult Survey 3.0 (CG-
CAHPS Adult Survey 
3.0) 

Beginning in Year 2 
Biannual for IP 

Individual Patient 
Interviews 

Beginning in Year 2 
Quarterly years 2-3; 
biannual years 4-5 

Patient Advisory Group Beginning in Year 2 
Quarterly years 2-3; 
biannual years 4-5 

CAHPS Clinician & Group Survey (2015). CAHPS clinician & group survey and instructions. Retrieved from 
http://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys‐guidance/cg/about/cg_3‐0_overview.pdf 

Practice 
Experience 

Maine Health 
Access Foundation 

Site Self 
Assessment 

(MeHAF SSA) 

Provider Satisfaction 
Instrument 

Maine Health Access Foundation (2015). Instructions for completing the site self assessment (SSA) survey – 
January 2015. Accessed June 30th, 2016 at www.mehaf.org 
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Practice 
Experience 

Evaluation Timeline 
MeHAF SSA Baseline and twice yearly for all providers 

and clinical staff- Both Sites 

Provider Satisfaction Begin 3rd Quarter and Quarterly 
throughout 

Maine Health Access Foundation (2015). Instructions for completing the site self assessment (SSA) survey – 
January 2015. Accessed June 30th, 2016 at www.mehaf.org 

Evaluation 
Plan 

• Qualitative
o Patient Advisory Groups
o Individual Patient Interviews

• Quantitative
o Statistic and summary of evaluative

measures
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EPIC – Reporting Workbench, Crystal 
Data Tools Reports, Healthy Planet 

WFUBMC – Data Mart 

Commercial Software – Tableau, SPSS/SAS 
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Suggestions/ 
Challenges 

 IT Personnel – Are your friends (e.g. flowsheets) 

Raw Data – Always check random sample 

Challenge – Epic: High security clearance 

Challenge – Epic: All variables not populated 

Challenge – >1 EHR 

Challenge – Analysis cross-sectional and 
longitudinal, different enrollment dates 
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EPIC Report Writer 
Allows for Multiple 

Patient Search 
Criteria 

From Simple Patient 
Demographics 
To Searches by 

Diagnoses, 
Procedures – 

including results – 
Medications, and 

Health Maintenance 
Overdue 

Complex Patient 
Data can be 

Displayed and 
Downloaded 

EPIC Downloaded 
Excel Files are Easily 

Transported to 
SPSS/SAS for 

Statistical Analysis 
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EPIC Crystal Reports 
Are also available 

Crystal  Reports  are  not  as  restrictive  as  Work  Bench  in  terms  of  amount  of  data  reported.   Often  used  for YTD  reports 

Data Mart Reports are an Enterprise Application Maintained by ITData Mart 
Reports Are Excel Pivot Tables. 

They are refreshed in real time (almost).  They are customizable on the fly. 

Data Mart Pivot Tables 
allow you to select variables 
as filters and control the 
way the data is laid  out 
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Data Mart Reports 
Include a plethora 

of visit and 
financial 

information 

Hospital data is 
available as 

well as 
outpatient 

Data can be 
split by any 
number of 
variables* 

* For example, IC vs Non‐IC patient
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Data Mart Reports 
Can also show Individual Patient Data 

Data for 3/23/2016 - 3/22/2017 

Item Appts Patient Distinct Percent 

Age1

1-6 18 17 1.74 

7-12 39 28 2.86 

13-17 74 39 3.99 

18-65 1,741 781 79.86 

66≦ 282 115 11.76 

Sex1

Female 1,545 716 73.21 

Male 610 262 26.79 
1. Appointments = 2,155 appointments; Patient Distinct Count = 978; 1 missing = .1%

14 



  

7/25/17 

Psychological/SDOH Scores for Enrolled Patients – Most 
Recent Assessments 

Data for 3/23/2016 - 3/22/2017 
PHQ-9 GAD-7 SDOH 

N 662 659 236 

Mean 12.16 10.66 4.09 

Median 12.00 11.00 3.00 

SD 6.50 6.23 4.42 

Minimum 0 0 0 

Maximum 27 21 20 

Scores are current as of 5/3/2017 

PHQ9 Scores by Number of Therapy Sessions 

Session N Mean SD 

1 286 12.20 6.28 

2-5 269 12.48 6.64 

> 5 81 10.54 6.54 
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Data for 3/23/2016 - 3/22/2017 

Patient 
Distinct 

Percentage 

Anxiety – F41.9 206 19.51 

Anxiety and depression – F41.9, F32.9 88 8.01 

Depression – F32.9 74 4.63 

Other Depression – F32.89 67 3.68 

Stress – F43.9 43 3.49 

Generalized Anxiety Disorder – F41.1 42 3.73 

Grief Reaction – F43.20 36 1.97 

Bipolar I Disorder – F31.9 10 0.95 

343 diagnoses 

How helpful have the BH services been for your 
patients? 
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Do you think having a BH service has improved your willingness to 
recognize, assess, and treat BH problems of your patients? 

When you have included a BHP in your workflow…affected 
speed of visit? 
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Lessons  Learned 

 Identify team members – interdisciplinary 

Understand roles/responsibilities (‘buckets’) 

Schedule meetings and communicate 

Address partners HIPPA concerns 

How do you get data in? Data out? 

Shared vision* 
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