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INITIATIVES COMPLETED TO DATE 
RELATED TO POPULATION HEALTH 
MANAGEMENT 
--Asa Oxner, MD  
• We mailed 1,300 mammogram

reminders to patients age 50-75
who were seen in clinic
between January and March
of this year who DID NOT HAVE
a mammogram report in the
imaging section or scanned
image in the chart within the
past 1 year.

• We also sent 147 letters to
diabetic patients whose last
A1c in the system was greater
than 9%.  The letters reminded
them about any services that
were needed based on review
of their chart, such as
prescription for aspirin 81 mg
daily, a podiatry exam, and a
dilated ophthalmology exam.

• We have started daily huddles.
Each Medical Assistant (MA)
prepares a “preventive
medicine checklist” for

individual patients on the 
schedule the following day.  
They review the patient’s chart 
and note whether the patient is 
due for any of 4 preventive 
measures: Prevnar vaccine, 
mammogram screening, 
colonoscopy screening, and 
pap smear.  MAs are given 
written instructions based on 
the evidence-based guidelines 
for each measure and they 
have ongoing training about 
the EMR, teamwork, and 
huddle efficiency twice per 
month.  MAs have been 
instructed to use standing 
orders for ordering and 
administering Prevnar as well  
as ordering the req for 
mammogram and 
colonoscopy as needed.

FEEDBACK SO FAR… 

• Huddles have been very
successful in General Internal
Medicine, where we have a set
schedule of MA-provider pairs.
We find it is most effective
when the providers have a
verbal huddle (5 minutes or
less) before the clinic session

where they plan shared 
documentation and workflow 
for the clinic based on the MA’s 
checklist and the providers’ 
knowledge of the patients.  
This also helps prepare for 
procedures with the MA.  

• The MAs are very positive about
this experience because it
reinforces that they are very
essential members of the care
team.  Their checklist may be
expanded to include other
standing orders such as A1c,
INR, and EKG.

AN UPDATE TO THE USF HEALTH TEAM BEHIND THE PATIENT CENTERED MEDICAL HOME EFFORT 

PCMH MATTERS

NEXT STEPS… 

We plan to re-run the 

data to see what effect 

these mailings and 

huddles may have had to 

improve preventive 

medicine measures.  

Quality Improvement: 

Plan-Do-Study-Act cycles 

are ongoing in order to 

refine our processes and 

improve the flow so that 

these actions become 

automatic, efficient, and 

provide the highest value 

for work invested.  

We are piloting text 

message reminders for 

patients regarding 

appointments, overdue 

labs, or imaging..

The PCMH initiative at USF Health is a collaborative effort of the Dept of Family Medicine; the Division of 
General Internal Medicine; Peds; Med Peds; and the Byrd Alzheimer's Institute. 
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INITIATIVES COMPLETED TO DATE 
RELATED TO SELF-MANAGEMENT 
SUPPORT  
--Asa Oxner, MD  
• A PCMH flyer was created

and will be mailed out with
all new patient packets. The
flyer explains how PCMH
benefits patients and
provides contact information
for the practice during and
after hours.

• Several of our commonly
used documents have been
translated into Spanish,
including the new patient
history questionnaire,
procedure consent forms,
portal enrolment flyers, and
the PCMH flyer.

• Via telephone calls, team
members reached out to the
same 147 poorly-controlled
diabetics (A1c > 9%) and
reviewed a diabetes care
plan with them that included
their recent labs, their
medication regimen now,
their diabetes-related goals,
barriers to achieving these
goals, and their
understanding of their
medications and the
complications of diabetes.
Each patient is then mailed a
copy so that they have a
record of all their evidence-
based diabetes care on one
paper along with their
personal goals.  A copy is
also being scanned into the
EMR for reference between
visits.

INITIATIVES RELATED TO ACCESS TO CARE  
 --Asa Oxner, MD  
• Family Medicine plans to

expand access by offering
extended hours.

• Patients with diabetes seen by
Family Medicine or General
Internal Medicine may soon
have an opportunity for group
visits on Friday afternoons which
will be resourced by a diabetic
educator, our own
endocrinologist Dr Jacovino,
and the Internal Medicine
residents.

• General Internal Medicine is
considering ways to expand
access, including extending
hours.  Our first effort will be to
initiate telephone visits
between patients and
providers.  Patients newly
started on meds for dementia
will have a pre-arranged follow-
up telephone visit with their
provider 1 week later.  Staff will
schedule this follow-up call
during the first 15 minutes of
their clinic visit.  Similarly,
patients started on a new HTN
med will have a pre-arranged

telephone follow-up with their 
provider within 1 month. 

• A new policy of double-
booking and taking all walk-ins
has helped to reduce the wait
time for appointments.  We are
still far from the goal for PCMH
certified centers, which is 0
days wait time.

NEXT STEPS… 

• We are giving consideration
to a re-designed business
card to include a care team
instead of cards for each
individual provider.

• We will strive to get much
higher enrolment in the Epic
patient portal and to strongly
encourage nearly 100% of
patients to request their med
refills through the portal. This is
a MUCH safer way to refill
with less risk of errors. We will
also encourage patients to
use the portal for referral
requests, questions they may
have for their provider, and
to schedule appointments.
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