Children’s Healthcare Improvement Collaboration
(CHIC)

Aim of CHIC:
..to establish and evaluate a national quality system for
children’s healthcare..
Three grant categories Idaho works within:
Health Information Technology
Pediatric Patient Centered Medial Home (PCMH)
Sustainability

Patient Centered Medical Home Demonstration
The CHIC project will help create a patient-centered model of care that may improve
health outcomes focused on children with special healthcare needs.
 Two primary care (13 providers, 1 resident) and one specialty (3 providers) pediatric clinic.
 This demonstration is 2.5 years.
 Medical Home Coordinators were trained on change concepts and the pillars of the patientcentered medical home (as recommended by Qualis Health).
 Embedded coordinators into the clinics to help lead the practice transformation.
 Work plan is collaboration; clinic and the coordinator based on a self-assessment tool (PCMHCA) created by the National Committee for Quality Assurance (NCQA).
 This effort of coordinated care will provide higher quality care to patients and their families.

Patient Centered Medical Home
Quality Improvement
Quality Improvement strategies are taught statewide through a Learning
Collaborative model. Clinics gather to learn and share current practices, barriers
and best practrices. This model fosters team building and knowledge sharing.
Past, current and future topics include:
o Asthma, immunizations, mental health, autism and medical home
o Evidence based and process measures are being collected at the practice
level.
o Learning collaboratives start with an educational and team building learning
session.
•

Throughout the learning collaborative (6, 9, and 12 months in length) practices
and providers are coached on best practices and changes.

•

Continued access to a quality improvement coach to help reach stated
improvement goals.

Patient Centered Medical Home Demonstration
What’s Working?
Practice Transformation
•
•
•
•
•

Patient Registries
Team Meetings – Communication
PDSA (plan, do study, act) Cycles
Pre-Visit Calls
Care Plans and Conferences

Quality Improvement

• Met Core Measures Goal (90%)
•
•
•
•
•

Updated problem list
Concerns documented and addressed
Primary care provider documented
Well child check up to date with primary care provider
Follow up documented

PDSA Highlights
•
•
•

•
•
•
•
•
•

Provided education on medical home: new patient packets, flyers, and staff
education
Created and implemented a patient satisfaction survey
Created pathways for primary care physicians to provide a completed intake
packet at time of referral for new patients in order to provide a timely new
patient appointment
Conducting pre-visit and post-visit calls and new patient screenings
Provided outreach and information on the Medicaid systems redesign
Huddles performed daily
In-clinic education on IEP, change readiness, Head Start, and various
specialists
Care coordination services, including follow-up care plan appointments for
new diagnosis patients and existing patients
Tracking no-show patients, patients that have cancelled and have yet to
reschedule and documenting attempts to reschedule

CHIC and Public Health Partnership
Through this collaboration project goals include:
•

Introduce Patient Centered Medical Home concepts to rural communities
– Guidance to implement a provider based and patient centered model of care that will help
improve the overall quality of care given to children with special health care needs.
– Improve work flow and processes to become more efficient, and foster teamwork,
improvement and change in their practices

•

‘Housing’ a Medical Home Coordinator (MHC) within the local Public Health District
(Regions 6 & 7)
– Identify and manage patient populations, develop care plans, reduce duplication of services,
teach quality improvement strategies, provide coordinated care
– Connect families with appropriate community resources
– Provide prevention, education, data and evaluation through public health

Sustainability goals include:
–
–
–
–
–

Prevention strategies and tools for public health
PCMH transformation
Improve patients’/families’ understanding of their health care needs
Improve quality outcomes
Spread the model throughout all regions

PCMH Rural Model
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Adolescent Depression Screening Learning
Collaborative
Project Aim:
The specific aim of the Adolescent Depression Screening Learning Collaborative is to
increase early detection and initiation of treatment for adolescent depression through
the introduction of a process of universal depression screening while also increasing
provider knowledge of appropriate treatment strategies and referral.

Aims for Participating Providers:
•
•
•
•

Improve knowledge and understanding of screening tools, how to use them,
interpretation and limitations.
Improve knowledge and understanding of best practices and processes for addressing
adolescents at risk for depression.
Increase awareness and utilization of community resources.
Develop a basic understanding of QI principles and key change concepts in the health
care setting

Project Duration:
8 months
Project Participants:
• 18 sites, 46 providers, many team members (38 Pediatricians, 8 Family Physicians)
• Family Medicine Residency of Idaho – 28 residents, 4 faculty

Questions?

