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Practitioners’ Essay

The Role of the Patient-Centered
Medical Home in Addressing
Hepatitis B Perinatal Transmission:

Charles B. Wang Community Health
Center’s Hep B Moms Program

Isha Weerasinghe, Nicole Bannister, Vivian Huang,
Chari Cohen, Jeffrey Caballero, and Su Wang

Abstract

Chronic hepatitis B (CHB) is a serious liver disease caused by
the hepatitis B virus (HBV). Each year, approximately twenty-five
thousand infants are born to HBV-infected mothers, and one thou-
sand newborns become infected (Barbosa et al., 2014; Ward, 2008).
To prevent HBV perinatal transmission and facilitate care manage-
ment, health centers should utilize a patient-centered medical home
model that provides coordinated, comprehensive, and culturally
appropriate services. One model is the Hep B Moms Program at
Charles B. Wang Community Health Center in New York City.

Introduction

Chronic hepatitis B (CHB) is the most common and most se-
rious viral liver infection in the world (Lok and McMahon, 2001).
Caused by the hepatitis B virus (HBV), CHB can cause a lifelong
infection that can lead to premature death from cirrhosis, liver
failure and/or primary liver cancer (hepatocellular carcinoma
[HCC]) in up to twenty-five percent of those chronically infected
at a young age (Lok and McMahon, 2001).

In the United States, it is estimated that between 1.4 and 2
million individuals are chronically infected with HBV, with fifty
percent of these infections occurring in Asian Americans and Pa-
cific Islanders (AAPIs) (Cohen et al., 2008; Gish and Gadano, 2006;
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Kowdley et al., 2012). In fact, CHB and associated liver cancer now
represent the largest health disparity for AAPIs, with high infec-
tion rates and HCC rates that are ten to thirteen times higher com-
pared to Caucasians (NCI, 2004; Asian Liver Center, 2013; Chao et
al., 2004; Mast et al., 2005).

Perinatal HBV Infection

HBYV is spread through sexual contact or direct contact with
blood and infected bodily fluids. Worldwide, most transmission
occurs perinatally or through exposure during early childhood,
leading to high rates of chronic infection (CDC, 2012; Shepard et
al., 2006). Perinatal HBV transmission is still an important infection
route in the U.S., with approximately twenty-five thousand infants
born to HBV-infected mothers and an estimated one thousand new-
borns becoming infected each year through vertical transmission
(Barbosa et al., 2014; Ward, 2008). Of those infected at birth, ninety
percent are likely to develop a chronic HBV infection, and fifteen to
twenty-five percent may die prematurely of HBV-related disease,
including HCC (Beasley et al., 1977; Margolis et al., 1995; Mast et
al., 2005). The Advisory Committee on Immunization Practices
(ACIP) and the American Congress of Obstetricians and Gynecolo-
gists (ACOG) recommend that all pregnant women in the U.S. be
screened for HBV so that infants born to infected mothers can be
protected against infection (CDC, 1988, Mast et al., 2005). The vac-
cination strategy for infants of HBV-infected mothers consists of giv-
ing them combined Hepatitis B Immune Globulin (HBIG) and HBV
vaccination within twelve hours of birth. Without this intervention,
these infants have up to a ninety percent chance of becoming in-
fected (Mast et al., 2005; Tong et al., 2011). Following the first dose
of hepatitis B vaccine (given at birth), a second and third dose are
given, with the series being completed at six months of age. Between
nine to eighteen months of age, postvaccination HBV serology tests
confirm immunity, identify infants who need a second round of
HBYV vaccination, or identify HBV-infected infants.

This HBV prevention strategy hinges on the proper identifica-
tion of infected women during pregnancy and at the delivery hos-
pital. Because HBV tests are usually done early in pregnancy by the
obstetrician, the information must be accurately relayed to the hos-
pital (through paper chart, fax, or electronically), and an appropri-
ate protocol at the hospital should be in place. Documentation also
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needs to be relayed to the pediatrician to make him or her aware
that if the infant was at risk of HBV transmission, HBIG and HBV
vaccines were received at the hospital, and the infant needs to have
post vaccination HBV serology testing done to confirm immunity.

On a national scale, the HBV perinatal prevention strategy
also includes universal HBV immunization for all infants born in
the U.S. from 1991 (ACIP, 1991). As of 2012, the administration of
the birth dose of the HBV vaccine while in the hospital (or by one
month) became a quality measure by the National Quality Forum
(NQF, 2012). The Centers for Disease Control and Prevention fund
the national Perinatal Hepatitis B Prevention Program (PHBPP),
which provides case management in all fifty states to help ensure
that infants born to high-risk mothers receive appropriate prophy-
laxis at birth, complete their vaccine series, and receive postsero-
logic testing to evaluate vaccine success. Under the PHBPP, ap-
proximately ninety-five percent of case-managed infants are not
infected with HBV because of proper prophylaxis, with seventy-
eight percent completing the vaccine series within one year of age
(Smith et al., 2012). However, current estimates indicate that about
fifty percent of infected pregnant women in the U.S. are not identi-
fied (Smith et al., 2012), meaning that half of infants born to infect-
ed mothers might not be receiving intervention to prevent them
from becoming infected. Simultaneously, gaps exist regarding the
administration of universal birth dose, with only about forty-six
percent of infants born in the U.S. receiving the recommended
birth dose by one day of age (CDC, 2009).

Some of the gaps in preventing perinatal HBV transmission
include missed identification and reporting of infected pregnant
women; loss of follow-up on pregnant women or infants; family re-
fusal to participate; and lack of hospital policy or practice regarding
HBV birth dose and postexposure prophylaxis protocols (IOM, 2010;
Smith et al., 2012). Additionally, there are a number of socioeconom-
ic, cultural, and environmental barriers that contribute to low screen-
ing and linkage to care among AAPI populations. Socioeconomic
and cultural barriers include lack of information or misinformation
about the disease; the lack of trust in one’s physician; understanding
how to navigate the U.S. health care system; language difficulties for
limited English proficient (LEP) individuals affecting health access;
limited time to coordinate visits due to work schedules; and fear of
stigmatization and discrimination by family, friends, and community
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members (Cohen et al., 2009; Hu, 2008; Ma et al., 2007, 2008; Taylor et
al., 2006; Thompson et al., 2002). Environmental barriers include lack
of insurance or being underinsured (Cohen et al., 2009; IOM, 2010;
Pollack et al., 2007). The tools are in place to prevent the vast major-
ity of perinatal HBV infections, but these gaps must be addressed in
order to eliminate mother-to-child transmission in the U.S.

The Patient-Centered Medical Home
and Chronic Care Models

The patient-centered medical home (PCMH) was developed
as a term to redefine primary care (Landon et al., 2010a; 2010b),
focusing on care that is safe, timely, effective, efficient, equitable,
patient-centered, family focused (National Partnership, 2014a),
comprehensive, coordinated, and accessible (PCPCC, 2014). The Af-
fordable Care Act (ACA) highlights the importance of primary care
and the PCMH, stressing the necessity to bolster primary care in
order to increase access to overall health care, to improve provider
accountability and the patient-provider relationship, to improve pa-
tient satisfaction, and ultimately to reduce costs (Davis. Abrams, and
Stremikis, 2011). In addition, through the Community Health Center
Fund, the ACA provides community health centers with funding for
infrastructure development, including primary health care services
(Health Resources and Services Administration, 2013). Including the
PCMH model within the primary care framework provides feder-
ally qualified health centers (FQHCs) with the optimal opportunity
to improve efficiency and reduce costs.

The goals of the PCMH include increasing communication
and efficiency, reducing duplicative efforts, and decreasing costs
to the system (Wong et al., 2012), all of which are steps toward re-
ducing health disparities (Wong et al., 2012; National Partnership,
2014b) and improving health outcomes (Kumar et al., 2010). The
National Committee for Quality Assurance (NCQA), in an effort to
accredit and evaluate PCMH development, created nine standards
by which each PCMH must adhere to in 2009, which were updated
and revised as six standards in 2014 (NCQA, 2014).!

For a PCMH site which seeks to provide adequate and effective
hepatitis B services, coordination of care must occur across all points
of health access to the mother and baby; this includes the primary
care physician or hepatitis B provider, obstetrician or midwife, deliv-
ery hospital, infant’s pediatrician, and the local health department.
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Another model of care is the Chronic Care Model (CCM). In
1996, Improving Chronic Illness Care, a national program of the
Robert Wood Johnson Foundation, developed the CCM. The pur-
pose of the CCM is to promote improved outcomes in chronic care
through integrated services, in response to evidence that showed
deficiencies in the way chronic care was structured and delivered
(including lack of guidelines, coordination, and care manage-
ment) (RWJE 2014). In a primary care system, research indicates
that large numbers of individuals with chronic illnesses have in-
adequate disease control, poor disease outcomes, and are unhappy
with their care (Wagner, 1998). The CCM was developed to address
these issues by focusing on designing and delivering planned, pro-
active, and patient-centered chronic care (Glasgow et al., 2005). Its
aims are to improve patients’ capability to be self-managers, and
includes six dimensions: organization of health care, clinical in-
formation systems, delivery system design, decision support, self-
management support, and community resources.

Both models involve making system-wide changes that en-
sure health care accessibility to patients as well as utilizing electron-
ic health records and resources to better track and follow through
with the standard of care. They also highlight the importance of an
engaged patient by recognizing barriers in language and education,
emphasizing self-management, assisting the patient with the coordi-
nation of his/her own care by increasing the attention to transitions
of care (such as post hospitalization), and making efforts toward
routine medication reconciliation.

The Hep B Moms Program at the Charles B. Wang
Community Health Center

The Charles B. Wang Community Health Center (CBWCHC)
is an FQHC that has been providing high-quality, accessible, and
culturally appropriate health and support services to medically
underserved Asian Americans in the New York metropolitan area
for more than forty years. CBWCHC was given a Level Three
PCMH designation by the NCQA in 2010. The PCMH recognition
demonstrates the Health Center’s ability and commitment to pro-
vide comprehensive and coordinated care to its patients.

CBWCHC has a long history of providing hepatitis B screen-
ing, vaccination, and care. The majority of the Health Center’s
patients are from countries that have high and intermediate HBV
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prevalence, such as China, Malaysia, Vietnam, and Taiwan. The
Health Center routinely screens all of their patients for HBV, and
since 2004, CBWCHC has cared for more than 7,200 patients with
CHB. In 2013 alone, one in eight adult CBWCHC patients was
chronically infected with HBV, and there were over 3,200 adult
CHB patients actively in care. The burden of CHB in the CBW-
CHC patient population is extremely high and disproportionate to
national estimates stating that one in twelve Asian Americans has
CHB (CDC, 2013). In addition, fifteen percent of CBWCHC’s preg-
nant patients have CHB. With the high prevalence of CHB seen in
pregnant women, preventing perinatal infection is a cornerstone in
preventing overall CHB infection in the patient population.

The Hep B Moms Program evolved from a number of obser-
vations from the care of pregnant women with CHB at the Health
Center. Although versed in the evaluation and care of adult CHB
patients, several of the internal medicine (IM) providers were not
comfortable in caring for pregnant women with CHB. Therefore,
many patients were referred to an outside specialist, but many were
lost to follow-up. Some of the cited reasons included cost, lack of
insurance, availability of specialists, unfamiliarity with the special-
ist/ office, and inconvenience. Even when the specialist evaluated
the patient, occasionally patients did not fill their prescriptions or
continue to go for follow-up monitoring visits. A case review of
five HBV-infected infants at CBWCHC identified additional gaps
in preventing HBV transmission, including failure of the delivery
hospital to properly identify the mother as HBV-infected and thus
not administering HBIG and HBV vaccines to the infant at birth,
no documented completion of the HBV vaccine series, or failure to
provide a timely post vaccination serology test.

To address these gaps in care, CBWCHC in 2010 created the
Hep B Moms Program with the aim to prevent perinatal transmis-
sion of HBV. The program ensured that infants born to infected
women received the recommended prophylactic treatment at birth
and that HBV-infected pregnant women received proper care man-
agement. The Hep B Moms Program highlights principles from
both the PCMH model and CCM by using a disease registry and
electronic medical records (EMR) to track mothers and their infants,
emphasizing patient engagement and empowerment through self-
management tools, improving access through linguistic and cultural
competency, and providing individual care coordination (Figure 1).
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Figure 1. The Chronic Care Model in Hepatitis B
Moms Program: Health System Improvements

Health System

Charles B. Wang Community Health Center’s
Hepatitis B Moms Program
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Delivery System Design

As a way to coordinate the delivery system, CBWCHC cre-
ated the Hepatitis B Collaborative Care Team consisting of the
hepatitis B program director, hepatitis B program coordinator,
hepatitis B care manager (HBCM), chief medical officer, chief of
obstetrics, a pediatrician, head nurse, head front desk manager,
and a clinical informatics analyst. The multidisciplinary care team
meets monthly to discuss the cohort of pregnant women with CHB
and their infants, reviewing clinical indicators and care manage-
ment measures (such as compliance with visits and vaccination
recommendations), any barriers to care or management identified
by any members, and potential improvements in the delivery of
care to the mothers and infants.

The HBCM works with the obstetrics team to identify all
pregnant women with CHB infection (HBV screening tests are
done at the first prenatal visit), and they are added to the Hepati-
tis B Perinatal Care Database. The HBCM provides extensive case
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management, which continues throughout the pregnancy and into
the infant’s first year (Figure 2). The care management begins with
a face-to-face counseling session with the pregnant mother. This is
usually done while she is at the Health Center for a routine pro-
vider visit so as to not require an additional appointment. During
the counseling sessions, patients are given educational materials
and strongly advised to double-check at the time of delivery that
their infants receive both injections at the hospital and to voice
their concerns if the injections not completed. If a patient feels that
she cannot communicate, often due to LEP, she is encouraged to
use the Hep B Moms Program brochures to inform the delivery
staff. In addition, all CBWCHC obstetrics patients are given and
asked to carry a “Pregnancy Passport” at all times, which docu-
ments important screening tests related to their pregnancy, such as
their HBV status. The “Pregnancy Passport” is crucial if the patient
goes into premature labor and her records have not been received
by the hospital, or if she shows up to a different hospital where her
records have not been sent.

Figure 2. Hepatitis B Moms Program Workflow

| HBV Screening atInitial Prenatal Visit |

|

HBV+ patients enrolledin Hep B Moms Program

! |

Maternal HBV Care Care Manager(CM)
« ldentify high-risk patients and offer + Providesin-person counseling
anti-viral treatment
+ Confirms patient receives HBV care and
l follows recommendations
Infant Delivery « Reviews delivery records
+ HBIG/HBV Vaccine 1
+ Confirms pediatric immunization and
l serology
Pediatric Care « Maintain CM database

« HBVvaccine2&3
+ Post-vaccine serology

After delivery, the HBCM reviews labor and delivery records
to verify that the HBIG and HBV vaccines were given. Within the
EMR, the infant’s name and medical record number are entered
into the mother’s chart so that he or she can be tracked. After the
patient delivers, the HBCM schedules her for postpartum HBV
follow-up one to two months after delivery. If the infant also has
a CBWCHC pediatrician, the HBCM documents that vaccination
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has been completed along with a postvaccination serology test.
However, because some infants are sent to China (to be cared for
by family members) at three to four months of age and often do
not return until they are of preschool age, these children often miss
the recommended six-month vaccination dose. To reconcile the in-
ability to track these children directly, the HBCM tries to obtain
the information from the mothers when they return to the Health
Center for care, although this is often challenging.

Decision Support

CBWCHC believes that they have a role to provide education
and support, and to equip physicians to deliver high-quality, clinical-
ly appropriate, coordinated care in this unique group of patients. A
protocol is now in place so that when a pregnant woman is identified
as HBV-infected during her obstetrics visit, an appointment is sched-
uled with an IM provider at CBWCHC for further HBV evaluation
rather than an outside specialist. This protocol decreases the number
of incomplete evaluations from external referrals, allows for closer
care management, and standardizes the clinical care of the chronical-
ly HBV-infected pregnant woman. As part of the Hep B Moms Pro-
gram, IM providers are trained on managing pregnant women with
CHB, identifying those at higher risk of transmitting HBV to their
infants, and learning how to effectively reduce transmission with
antivirals in the last trimester. Specialists in the field regularly come
to the Health Center to give talks on current management guidelines
and to share their experiences with caring for pregnant women with
CHB. Additionally, care management protocols are incorporated into
the EMR system through HBV tailored forms, flow sheets, batch lab
test order forms, and reminders. Physicians now routinely evaluate
CHB-infected pregnant women as they would their nonpregnant
CHB patients. The vast majority of pregnancies can be followed at
CBWCHC, but for complicated cases, or if the provider or patient
wishes, referrals to specialists are made.

Clinical Information Systems

Since 2006, CBWCHC has been using an EMR system. This
has allowed for better population health management by way of
test reminders, HBV specific flow sheets to track lab results lon-
gitudinally, and the creation of a patient registry. The pregnant
patients with CHB are registered in an additional Hepatitis B Peri-
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natal Database so that the HBCM can more closely monitor their
care. The HBCM uses the database to improve case management,
generate program statistics for monthly Hepatitis B Collaborative
Care Team meetings, identify gaps in care, and provide feedback
to the team.

Self-Management Support

Both the PCMH and CCM emphasize patient education and
engagement. The Health Center created the following four bilin-
gual education materials, which provide information on CHB and
can also be used as tools for self-care and care for their infants:

1.  “Hepatitis B Moms Roadmap” (Figure 3) details on a
timeline the CHB care the mother needs during and after
pregnancy, as well as the vaccines and tests needed for
her infant. The roadmap has checklists, a place to docu-
ment the infant’s test results, and is translated into Eng-
lish, Simplified, and Traditional Chinese;

2. “Protecting Your Baby from Hepatitis B” brochure details
the information provided in the Hepatitis B Moms Road-
map;

3. “Patient Tracker Card,” a bilingual pocket medical record
for all CHB patients, is filled out with a patient’s lab test
results at each primary care visit and also serves as an
educational tool. The patients bring this card to every
primary care visit so they can track their own CHB clini-
cal status; and

4. “Hepatitis B: Facts Everyone Needs to Know,” is given
to all patients who have CHB, household contacts of
CHB patients, or anyone interested in learning about the
topic. The brochure provides basic HBV information and
also dispels myths and stigma surrounding HBV.

In the case of perinatal HBV transmission, it is crucial for the moth-
er to be an advocate for herself and her child. The individual coun-
seling provided to the mother and the “Hepatitis B Moms Road-
map” seek to empower her to take charge of her own health, to
follow recommendations to get CHB care for herself during preg-
nancy, to be an advocate in the hospital and make sure her infant
gets HBIG and HBV vaccinations within twelve hours of birth, and
to ensure that her infant completes the vaccine series and receives
the postvaccination serology testing within the recommended
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timeframe. When the mother is an active advocate, she provides
additional oversight to an often disjointed health care system.

Health Care Organization and Community Linkages

As an organization, CBWCHC is committed to reducing
HBV disparities and associated morbidity in its patient popula-
tion. The support from the CBWCHC administration was crucial
for the formation and continuation of the Hep B Moms Program.

Additionally, strong linkages to other organizations have
been vital to the success of the Hep B Moms Program. This in-
cludes partnerships with the NYC Department of Health and Men-
tal Hygiene (NYC DOHMH) and their PHBPP, which monitors
perinatal HBV transmission prevention on a citywide level. The
Health Center has served for many years as one of the two refer-
ral sites in NYC that screens and vaccinates susceptible household
contacts of pregnant women with CHB as identified by the NYC
DOHMH. CBWCHC has also developed strong relationships with
local delivery hospitals to ensure that pregnant women with CHB
are properly identified upon admission and that their infants re-
ceive HBIG and HBV vaccines within twelve hours of birth.

To facilitate information exchange between the delivery
hospital and the pediatrician, CBWCHC began a pilot project to
provide the hospital with a sticker for the infant’s immunization
card, identifying the infant is at risk of HBV perinatal exposure,
documenting administration of HBIG, and providing a place for
the pediatrician to document the postvaccination serology results
(Figure 4). This is important information that can be lost if the la-
bor and delivery records are not received by the pediatrician. In
addition, many Chinese mothers observe a traditional postpartum
period where they do not leave the house for one month. During
this time, the father often will accompany the child to the pediatric
visit rather than the mother and may not relay the information
about the mother’s HBV status or the infant’s vaccinations to the
provider.

All of these tools have proven to be effective with CBWCHC's
patient population and are the results of trial and error. The tools,
along with the cohesive and streamlined infrastructure in place
because of the Hep B Moms program, help to ensure that HBV
patient care from mother to infant will not be overlooked. Prior to
2010, at CBWCHC there were five known HBV-infected infants.
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Figure 4. CBWCHC Created a Hepatitis B Sticker
for the Infant”s Immunization Card

w-—-—-——-""/
DATE GIVEN __’__’_,__——’H——’_"
)
SIGNATURE
DATE GIVEN I IS I
(Flu) T ‘ ;
SIGNATURE 1 M
HBIG Date Given /
Hepatitis | (at birth) Signature .
e inatal Post- Date Tested
erin Vaccination ,
L |Exposure | Test Result HBsAg (circle)| + —
| (9-18 mos) | HBsAD (circle)l + —
E Record each component of combined vaccines in all appropriate boxes

Figure 5. CBWCHC Infant Follow-Up:
Hepatitis B Vaccine (Vax) Completion and Serology

37 (24.7%) 6(7.0%)
Sent to China. Sent to China

2011-2014*

90 (35.7%) 9 (5 5%) 10 (6 7%, ) 4 (4.7%)
Transferred Out f ; Transferred Out
" HBV HBV HBV
[ Birth ]l}[ HBIG ] [ Vax #1 ])}[ Vax #2 [ Vax #3 ] Serology

N=252 161 (99.4%) 162 (100%) 149 (99.3%) 85 (98.8%) 76 Completed
3ineligible™ 17 mehg:ble"" O0HBsAg+
Sineligible™
8 Return

* January 1, 2011 —June 30, 2014. from China
** Ineligible because the infant is not yet old enough to receive the vaccine or serology test
based on ACIP recommendations (Mast et al, 2005).

Data analysis from January 1, 2011 to June 20, 2014 shows no HBV-
infected infants have been identified from CBWCHC-followed in-
fants born to mothers in the Hep B Moms program (Figure 5).

Implementing the PCMH in the Context of
Prenatal Hepatitis B Services:

Policy Discussion

The Hep B Moms Program is a best practice for coordinated
care for HBV management and can be used as a model for other
disease states. In particular, the care manager and emphasis on pa-
tient engagement may be particularly important for patients who
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face barriers to care in the form of language, education, or access
issues. These barriers can impact health care outcomes negatively.
The PCMH and CCM seek to alleviate these by improving the com-
munication and coordination of care between the patient, provid-
ers, and institutions, highlighting care management, and empha-
sizing patient self-management. Hard-to-reach, LEP populations
can greatly benefit from these health home models, as all points
of care, from prenatal care to the care of the child, are addressed.

The accurate transfer of patient information between provid-
ers in different settings is essential to ensure the continuity of care.
However, this is still an elusive goal in the current health care en-
vironment. Breaks in communication lead to duplicate tests and
missed diagnoses, which result in less efficiency, and therefore,
more opportunity for general costs to the system. Ultimately, this
compromises a patient’s quality of care. Transferring information
electronically in a streamlined fashion can help to alleviate these is-
sues, such as diagnosis errors (e.g., recording HBV-negative status
for an infant who is HBV-positive).

Thankfully, there are increased efforts to improve the ex-
change of health information and transition of care. On a federal
scale, the Health Resources and Services Administration (HRSA) in-
troduced an initiative in 2011 to encourage FQHCs to attain medical
home recognition. The Centers for Medicaid and Medicare Services
(CMS) and other insurers also started to acknowledge the positive
benefits of the medical home model in 2011, working with HRSA
and rewarding medical homes in different ways (e.g., with monthly
management fees for each Medicare beneficiary). In addition to the
PCMH, CMS’ Meaningful Use Incentive program sets the standards
for EMR use by vendors and providers to improve patient care.
Measures require successful electronic exchange between providers.
Although more improvement in the EMR system and recognition of
the nuances of how EMRs should reflect unique patient populations
are necessary, important first steps have been made.

The infrastructure created to coordinate care within the Hep
B Moms Program with databases and registries, a dedicated case
manager, self-management tools, and monthly meetings was creat-
ed to help compensate for a disjointed health care system. A seam-
less transfer of information would alleviate much legwork, and
CBWCHC would not have to teach their patients to carry around
the “Patient Passport” and “Hepatitis B Roadmap.” Although pa-
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tient engagement and care management are important as stand-
alone principles, they should not have to be used to bridge the gap
between providers.

When addressing chronic illnesses like HBV in patients who
face multiple barriers in accessing health care, with a sometimes
difficult to reach, LEP population that has multiple barriers in ac-
cessing health care, attention must be paid to the specific needs of
the target community. Similar to the Hep B Moms Program cre-
ated at the CBWCHC, the PCMH, or health home, must be built
to reflect the needs of the community in question. It must also ac-
commodate the changing demographic of the population served
by, in this case, a community health center (Wong et al., 2012). Co-
ordinated, patient-centered, and linguistically and culturally com-
petent prenatal care within a trusted facility such as a community
health center can make a difference in changing a mother’s behav-
ior, encouraging her to take charge of her health, and the health of
her baby and family (Wong et al., 2012). This is a crucial step in re-
ducing HBV prevalence rates and addressing the management of
CHB within a family comprehensively. The new NCQA standards
for the PCMH were released in 2014. The new standards attempt
to streamline the PCMH, incentivizing communication channels
between provider and patient in and outside of traditional “office
hours,” providing the patient with more accountability, and build-
ing the aspects of the patient—provider-health facility relationship
that will optimally lead to increased trust (NCQA, 2014). As hoped,
the new standards reflect a cognizance of the diversity within a pa-
tient population, paying special attention to cultural and linguistic
needs. As providers have different cultural, linguistic, and profes-
sional skills, policy changes need to happen at the state and federal
levels in order to provide support for these providers to be able to
integrate their services within the health home (Moses and Ensslin,
2014). In addition, NCQA places a focus on integrating behavior-
al health as well as more accurate and robust data collection and
monitoring in its efforts to impact future programs.

Care management of complex conditions or behavioral
health, focusing on the social determinants of health and other out-
side factors of the health system that could influence the patient,
are all mentioned within the NCQA 2014 standards. Hepatitis B is
a complex disease state that affects a number of different demo-
graphics within a health center context and can be a good candi-
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date to address within the PCMH. Perinatal HBV care highlights
the importance of information exchange and coordinated care. It
requires providers to act as the members of a relay race, where
the baton must be passed with precision without being dropped.
Health care entities must gauge their success, not only in how they
care for patients within their facility but with all of the entities
involved in a patient’s health. Health centers should apply their
unique ability to provide coordinated care to create health homes
for high-risk patients, such as those with HBV. Best practices like
CBWCHC'’s HBV CCM can be adapted within a center’s practice
setting to care for their patient population with HBV. When medi-
cal homes have the capability to help patients successfully navi-
gate health system complexities, patients can experience the true
integration of comprehensive health care.
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Notes

1. Patient-Centered Medical Home Standards developed by the
National Committee for Quality Assurance (NCQA) in 2008 and
updated in 2014:

1) Patient-Centered Access;

2) Team-Based Care;

3) Population Health Management;

4)  Care Management and Support;

5)  Care Coordination and Care Transitions;

6) Performance Measurement and Quality Improvement.
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