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Objectives

• 1-Gain a better understanding of the term 
Patient Centered Medical Home (PCMH) and 
Accreditation Association for Ambulatory 
Health Care (AAAHC)

• 2- Discover ways to help routine screening 
particularly  HIV and Hep C

• 3- Become more familiar with Indian Health 
Service



The Elko Service Unit is part of the Phoenix Area IHS and is located in northeastern Nevada. Our service 
unit covers a large geographic area (orange area in above map) and primarily provides care to members 
of the Te-Moak Tribe of  Western Shoshone. The number of patients registered at the Elko Service Unit  
represents three reservations--Duckwater, Ely, and Goshute; and four colonies--Battle Mountain, Elko, 

South Fork and Wells.
Number of registered patients: 8,603

Active user population including all communities: 2,420

A Federal IHS Facility located in Elko, Nevada



Western Shoshone Indians are the descendants of an ancient 
widespread people whose name "Newe” means  “The People.”

At the beginning of the 20th century, there was a single Western 
Shoshone reservation located in Duck Valley along the Nevada-
Idaho border. The four Nevada colonies that united to form the 
Te-Moak Tribe of Western Shoshone are the Elko Colony, the 
Battle Mountain Colony, the South Fork Colony, and the Wells 
Colony. Most of the patients who receive their care at the 
Southern Bands Health Center come from one of these four 
colonies.



Payor sources for our patients

• 29% Medicaid
• 13% Medicare
• 31% private insurance
• 44% uninsured



• AAAHC/PCMH accredited family practice clinic offering direct medical, dental, 
mental health and substance abuse services 

• Clinic hours are 7 a.m. to 6 p.m. Monday through Thursday and 8 a.m. to 5 p.m. 
on Fridays 

• Three full-time primary care providers (1 physician, 2 physician assistants)
• One full-time Public Health Nurse offering preventative services and health 

education in the community
• Four clinic RNs
• Diabetes Nurse Specialist offering services in the clinic and community
• Certified Medical Assistant/Telehealth Coordinator, two health technicians, one 

phlebotomist
• Dentist and dental assistant 
• Full-time pharmacy with three pharmacists, one pharmacy tech and an 

automated 24 hr refill line
• On-site referred care services with three Purchased Referred Care (PRC) staff
• Registration Clerk, Scheduling Clerk, Patient Benefits Coordinator
• Three HIM staff
• CLIA-waived lab 
• Visiting specialties include audiology, hematology, and rheumatology 
• Telehealth services including diabetic retinopathy screening, psychiatry, HIV 

counseling and rheumatology 
• 24/7 Nurse Advice/Health Education line
• Successful incorporation of Electronic Health Records, including the use of Vista 

imaging, reminders, patient goal setting and tracking, individualized templates 



Our Partners in 
Healthcare
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AAAHC Chapter 25: 
PCMH Standards Highlights

• Provider/Patient Relationship (empanelment, communication, 
prevention/self-management activities-- healthy lifestyle, end 
of life care, evidence-based patient education)

• Quality of Care —physician-directed team, performance 
measures for clinical studies, Quality Improvement including 
studies specifically measuring compliance with the Medical 
Home standards

• Empanelment/Access (Patient enrollment process into the 
Medical Home)

• Continuity of Care – consults, referrals follow-up, clinical 
record entry, majority of visits to identified provider/team 

• Comprehensiveness of Care—Full breadth of care provided or 
coordinated (including health education, behavioral health, 
etc.), external resources known and utilized appropriately with 
documented follow-up 



AAAHC Standard: Medical Home Commitment should be 
reflected in the organization’s governance and administrative 

structure (cont.)
Operational changes d/t feedback from patients/community:

-Extended clinic hours
-Automated Telephone Services
-Redesign of clinic flow
-24/7 Nurse Hotline



AAAHC Standard: “Electronic data management is 
continually assessed for facilitating PCMH standards.”

Tools we use to meet this requirement:
• GPRA measures (monthly, not quarterly, review is 

conducted at our facility)
• iCare (use in huddles, outlier reports, community 

alerts, and population management)
• Referral tracking
• EHR (Reminders, SM activity tracking, Health 

Screening documentation, electronic patient
education, e-prescribing, patient graphs, 
electronic lab results)



AAAHC Standard: Provider/Patient Relationship
“The patient can identify his/her physician and patient care team members.” 

• Empanelment. Must be patient’s choice—not assigned



AAAHC Standard: Continuity of Care 

Empanelment is the key to Continuity of Care with the Primary Care 
Provider. 

While Care Team access is fairly easy for us to accomplish (being small, we have only 
one Care Team), Continuity of Care with the PCP is a challenge! 

Continuity of Care with PCP issues:
• Not all providers available every day (schedule/leave)
• Follow up appointments may not be available with provider who requested follow 

up on the day the patient wishes to come in
• Same-day appointment slots may not be available with patient’s PCP for acute 

issues



AAAHC Standard: Continuity of Care—Ways to help ensure:
� Team huddles every morning to ensure follow up of 

previous care for patients on the schedule that day 
(in-house and outside referral results present, outside 
records obtained if needed, lab results, x-ray results, 
etc. are present) and to improve the flow and 
efficiency of clinic operations for that day. Good 
overall communication process for Care Team 
members!

� After-hour encounters are documented in the clinical 
record (ER records, 24/7 Nurse Hotline outcome 
documentation, life-flight records, etc.)

� Missed appointment follow-up. Provider directed—
call from provider/nurse if necessary, letter if routine 
appt. missed (i.e. routine physicals)

� Critical result follow up documented—critical lab 
values, etc. Must have a process in place for Critical 
Value follow-up, including After-hour notification.

� Transition of Care procedure including Medication 
Reconciliation



“AAAHC Medical Home accreditation is a 
symbol of prestige that you can be truly 
proud of; a mark of excellence honoring 
the fact that you adopt best practices and 
comply with nationally recognized 
Standards of care. For your patients, it 
provides comforting reassurance that they 
will receive high-quality care when they 
need it.”



How does Medical Home affect the HIV/ 
Hep C screening and follow up?
-EHR reminder system increases awareness of many screenings 
that are due, including HIV and Hep C
-GPRA and icare tracking of measures
-empanelment assures follow up and ownership of screening 
results
-standing orders allow tests to be added on to routine labs by lab 
techs
-referral tracking increases awareness of follow up and plan
-habits change to notify PCM of any visits with other provider



GPRA- Government Performance and Results Act of 1993
Our report card to congress
Affects funding and focus on it monthly/ quarterly



Recommendations for  HIV  
screening

HIV- CDC/ USPSTF recommend screening 13/15- 64 
yo 1 time lifetime routine- not based on risk factors-
we started this in 2013 and is currently tracked GPRA 
measure
Goal to identify 15-25% of people who have HIV and 
are not aware of it
This can prevent spread and link to increasingly 
effective treatment- this allows HIV to be another 
disease that can be chronically managed
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FY2019 57.9% 813 of 1332 tested
FY2018 53.9% 720 of 1336 tested
FY2017 49.7% 680 of 1368 tested

HIV screening 2017-2019



Recommendations for Hepatitis C 
screening

-2012 CDC recommended screening all people born1945-1965 due to risks 
associated with exposures before identification of the non A, non B hepatitis 
in the blood supply
This is still not a GPRA measure for us, but we did start doing this 2014 

2020 the recommendation changed to all people over 18 years old- our 
reminder system will take a while to catch up and then will start to add to all 
labs

Great options for treatment that are key in curing this important cause liver 
failure
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Summary

-Indian Health Service well suited for Patient Centered 
Medical Home

-Medical Home ideal for population screenings and follow up

-HIV screening crucial to prevent continued spread of HIV and 
allow for chronic disease management

-Hepatitis C screening is expanding and also important due to 
improvemetns in treatment and cure


