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COVID-19 Enhances The Way Generations Helps Patients!

Focus on the 6 Key Concepts for Patient Centered Medical Home and be 
creative in how they are applied to the care provided.

➢Team Based Care

Provides continuity and communicates roles and responsibilities to 
organize and train staff to work at the top of their license. 

➢Knowing and Managing your Patient 

Provides ability to capture and analyze data to drive evidence-based care 
and support services.

➢Patient Centered Access and Continuity

• Assures 24/7 access to clinical advice and appropriate care after 
hours. 

• Empanelment supports continuity of the patient and provider 
relationships that is the basis for patient centric care.



Know Your Lane



➢Care Management and Support
Identifies patient needs at the individual and population levels to effectively plan, 

manage and coordinate patient care in partnership with patients/families/caregivers. 
Emphasis is placed on supporting patients at highest risk.

➢Care Coordination and Transitions

practice systematically tracks tests, referrals and care transitions to 
achieve high quality care coordination, lower costs, improve patient 

safety and ensure effective communication with specialists and other 
providers in the medical neighborhood.

➢Performance Measurement and Quality Improvement
establishes a culture of data-driven performance improvement on clinical 

quality, efficiency and patient experience, and engages staff and 
patients/families/caregivers in quality improvement activities.  

Keeping Care Patient Centered



Keeping Care Patient Centered

➢Care Management and Support
Identifies patient needs to effectively plan, manage and coordinate patient 

care with emphasis is placed on supporting patients at highest risk.

➢Care Coordination and Transitions
Practice systematically tracks results and engages in care coordination to 
lower costs, improve patient safety and ensure effective communication.

➢Performance Measurement and Quality Improvement
Establishes a culture of data-driven performance improvement on clinical 

quality, efficiency and patient experience.  
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PCMH is Connecting the Pieces…





Only 20% of 
health status 

relates to 
those 

moments in 
the  

healthcare 
environment.
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SO… What exactly is a “Medical Home”?



Session is 10 minutes for discussion. Discuss the concepts as related to your 
own organizations. Do you practice the concepts? If not, what might be a 
way for you to bring it back to your organization?
Assign a team member to briefly share what you learned with larger group.

Team 1
Team Based Care

Team 2
Knowing and Managing your Patient

Team 3
Patient Centered Access and Continuity

Team 4
Care Management and Support

Team 5
Care Coordination and Transitions

Team 6
Performance Measurement and Quality Improvement





Engaging Patients At The Farm, Pre- COVID?

In Break Rooms

At Health Clinics



With Games and Prizes Inside 
…

… Or In the Fields and 
Greenhouses

Keeping the Audience Interested!



Connecting On Mobile Health Units



The Same Quality Care 
received in the Office



New ways to reach 
MSAW patients

COVID Reduces In-Person Contact



Communication with 
Growers & agricultural 
workers can be an 
uphill battle.



Using Practice Analytics as an Outreach Tool



Flattening the Curve!

Coordinating COVID Test  
Clinics at the Farms in 
2020. 

• 33% of our 2020 H2A 
population were 
tested before traveling 
home. 

• 74% of our overall  
agricultural worker 
population were 
tested.



March 9th 2021 we 
conducted testing at one 
of the farms for 
approximately 200 
incoming H2A workers 
and scheduled vaccines 
for those who wanted 
them. 



Getting MSAW’s 
in for COVID 
Vaccines.

In February 2021 
we vaccinated 
170 farmworkers 
during special 
vaccine clinics 
and continued to 
have special 
vaccine  clinics 
throughout  
March.

Getting Ahead of the Curve!



Trac Phones and Data 
Cards

Glucose Testing 
Supplies

Telephonic Outreach

Prescription Assistance & 
Delivery

Contactless PPE Delivery

Engaging Patients in the “New Norm”



Trac Phones and Data 
Cards

Glucose Testing 
Supplies

Enhancing Access and Care Delivery



Challenges to Managing Patients During the 
Pandemic

• In person visits are limited so Telehealth is on the rise.

• Point of Care Testing cannot occur with Telehealth visits. 

• Video connectivity and capability may be limited.

• Dental Services cannot be provided via telehealth.



In Person Vs Telehealth MSAW Visits

“No Show” rate 
decreased to less 

than 10% from a pre 
COVID rate of 18%

420 visits 631 visits

197 visits

45 visits

809 visits



Patient

Working together to 
make the pieces fit and 

close the gaps in the 
circle of care.



How Did COVID and Telehealth Affect 
Diabetes Management for Ag Workers

• Less likely to obtain glucose levels and A1c results.

• Difficulty obtaining medications.

• Limited community resources due to shutdown.

• Food insecurity forces poor diet choices.

• Isolation limits exercise options.

• Stress releases cortisol and increases blood glucose levels.



• Use Risk Stratification to 
Identify MSAW’s with 
Uncontrolled Diabetes. 

• Run reports with 
Demographics for Outreach 



Saved slide



Root Cause Analysis for Diabetes

1. What proof do I have that the cause exists?

2. What proof do I have that the cause will lead to the stated effect?

3. What proof do I have that this cause actually contributed to the 

problem I'm looking at? 

4. Is anything else needed, along with this cause, for the stated effect to 

occur? (Is it self-sufficient? Is something needed to help it along?) 

5. Can anything else, besides this cause, lead to the stated effect? (Are 

there alternative explanations that fit better? What other risks are 

there?)



SDOH Complete 14 34 41.18%
Lives Improved 12 34 35.29%

Lost to Care 7 34 20.59%
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A1c Results 3mos Post Improvement 
Project





Diabetes Care Kits

Debit Cards For COVID Relief

Trac Phones For Patients
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Thank You!

Questions?


