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Urban Health Plan, Inc.

• Founded by Dr. Richard 
Izquierdo in 1974

• Network of FQHCs

• 10 sites: 8 in South Bronx; 1 
Corona Queens; 1 Central 
Harlem

• 10 School-based Health 
Centers

• 3 administrative sites

• 2017: 86,000 patients; close to 
400,000 visits

• Over 900 employees and 
providers

• Joint Commission accredited 

• NCQA Level 3 Recognition 
Patient Center Medical Home

Center for Healthy Aging

•The Fan Fox and Leslie R. Samuels Foundation provided 
grant support for our Center for Healthy Aging (CFHA)

•The CFHA provides comprehensive services to the frail 
elderly,  those 80 or over or any patient with a 
neurological and/or cognitive diagnosis.

CFHA Model in Brief: 
•Compassionate, comprehensive care using an 
interdisciplinary team: PCP, PA, palliative care MD, 
nurse coordinator, LPN, MAs, social worker, nurse care 
manager, case manager, pharmacist

•Proactive screenings used to identify and address risk 
factors including fall risk screening, activities of daily 
living, depression, mini cognitive, nutritional, etc.

•Team based care planning meetings for patients with 
complex needs

•Clinical quality focus   



Protocols and Policies
• As part of the Team Based Care Model within the CFHA, a clinical pharmacist provides medication 

management services in collaboration with the PCP.

Criteria for Clinical Pharmacy Services 

Inclusions:

• CFHA patients with multiple chronic diseases not meeting therapeutic goals and/or have difficulty 
with medication adherence. 

Procedures: 

• The provider will identify CFHA patients who would benefit from medication therapy 
management and refer those patients to the clinical pharmacist to be seen prior to the visit with 
the provider. 

Responsibilities:

• The provider is responsible for identifying CFHA patients that are candidates for clinical pharmacy 
services. 

• Clinical pharmacists are responsible for assessing compliance, side effects at each visit and 
documenting in the pharmacist section in the EHR.

• All disease state assessment, recommendations, monitoring, and goals are to be documented in 
the EHR.

• All notes are to be completed by the clinical pharmacist for provider review on the day of the visit 



Algorithms use for diabetes and/or HTN related care



Algorithms use for diabetes and/or HTN related care (cont.)

•Currently following ADA guidelines, in particular to deprescribe medications to reduce risk of 
hypoglycemia
•Nurses consult with clinical pharmacist if patients are in for BP follow up and patient is not at 
goal
•Nutritionist meets with pre-diabetic patients and diabetic patients not at goal
•Pharmacists assist in education of insulin administration and side effects management  



Medication Adherence Strategy

• Medication adherence is encouraged by the Clinical Pharmacist
• Clinical Pharmacists prioritize seeing the patient at point of care for 

medication review if patient is:
• Transition of care
• Initial visit (even if referred internally)
• 6 months follow up

• Care team uses motivational interviewing:
• Addressing intentional vs. non-intentional adherence
• Addressing side effects
• Addressing the social determinants of health

• Staff training:
• Education is provided by in-house clinical pharmacist

• Last year clinical pharmacist gave a presentation on deprescribing to medical staff

• Providers continuing educations are held monthly 
• Nurses education is held monthly







Population Health Management/in-between 
care considerations

Outreach and recall for patients who overdue for care and f/u

• Social worker and Case Manager are in contact with patients in 
between care 

• In case pharmacist is needed the case manager and nurse care 
manager will contact in-house clinical pharmacist for assistance via 
telephone encounter or in person if patient is at the clinic

• High risk patients are presented monthly at care planning meetings

• Meeting is attended by the entire care team:  providers, social worker, 
clinical pharmacists, nurses and medical assistants



Our Results
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Interdisciplinary Team: PCP, Pharmacist, Case 
Manager, Nutritionist, Social Worker



Ah-ha Moments
Case Study

• 77 y/o female with PMH significant for DMII, HTN, and CKD stage 3b

• Medication list
• Lantus Solostar Pen 100 units/ml solution 40 units subcutaneously before bedtime 

• Actos 15 mg tablet 1 tab(s) orally once a day (started 2/1/18)

• lisinopril 40 mg tablet 1 tab orally once a day 

• atenolol 50 mg tablet 1 tab orally once a day 

• chlorthalidone 25 mg tablet 1 tab orally once a day 

• diltiazem 180 mg/24 hours capsule, extended release 1 cap orally once a day 

• simvastatin 20 mg tablet 1 tab orally once a day (at bedtime)

• aspirin 81 mg tablet, chewable 1 tab(s) orally once a day 

• Labs:

• 9/11/2017

• HGBA1C 8.2%

• 1/31/2018: 

• HGBA1C 11.1%

• Creatinine 1.53 

• e-GFR 34



Ah-ha Moments (cont.)
• Patient returned to her country between 

September and January
• While there, she was only using 35 units of 

Lantus 
• February: Endocrinology started patient on 

Humalog KwikPen 100 units/mL solution 22 
units before breakfast; 22 units before lunch; 
22 units before dinner subcutaneously

• March: Patient returned to CFHA 
complaining of daily hypoglycemia in the 
morning

• Provider consulted clinical pharmacist

• Clinical pharmacist recommendations:
• Switch patient from Actos to Tradjenta 
• Patient to bring glucose log to clinical 

pharmacist visit in one week

• Glucose log of one week:
• 03/29- Pre-Breakfast- 160
• 03/30- Post-Lunch- 169
• 03/31- Pre-Dinner- 175
• 04/01- Bedtime- 143
• 04/02- Pre-Breakfast- 163
• 04/03- Pre-Lunch- 134
• 04/04- Pre-breakfast- 175

• Insulin adjusted:
• Lantus increased to 45 units qhs
• Breakfast dose on insulin decreased to 15 

units

• Follow up scheduled with pharmacist in 2 
weeks
• May follow up with Endocrinology:

• 5/4/18: HgbA1c: 7.7 %

• Patient denied episode of hypoglycemia



Barriers / Limitations / Challenges 

• Building trust with the patient so that they are honest and 
comfortable to express themselves

• Language and culture can be a great barrier

• Better understanding of pharmacist role: 
• Other staff commonly come to the pharmacist for patient’s refill requests

• Tasks assigned to pharmacist that can be done by other staff members

• Goal is for all members to work at the top of their license



Key Takeaways 

Recommendations:
• Avoid admonishing patients for not taking medication, try to find the reason for non-

adherence

• Determine whether ongoing treatment with high risk medications is necessary 

• Target initial and transition of care patients for medication review

Moving forward
• Continue utilizing clinical pharmacists with other members of the care team (nurse 

care manager, social worker, nutritionist, etc.) strategically focusing on vulnerable 
populations (the elderly, patients with multiple chronic conditions, etc.)  

• Develop metrics to better understand impact of clinical pharmacist on chronic illness 
control, fall risk, etc. 



Thank You

Krissia Funes, RPh, PharmD

Clinical Pharmacist 

Urban Health Plan, Inc.

(718) 589-2440

Krissia.Funes@urbanhealthplan.org


