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Agenda

Agenda
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• Brief the governance council on UDS clinical measures

• Hear from PH primary care physicians on strategies they use to improve patient health

• Learn how HCHN contractors approach clinical quality improvement

• Share 2025 UDS clinical measure numbers:
• Clinical Measures

• High Blood Pressure (Hypertension)
• Diabetes
• Appendix – remaining clinical measures



Compliance Purpose

Compliance Purpose
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• GC responsibility is to make sure we are complying with 
HRSA needs assessment and board authority 
requirements

• This includes reviewing UDS/330h grant patient and 
service data

https://bphc.hrsa.gov/compliance/compliance-manual/chapter19
https://bphc.hrsa.gov/compliance/compliance-manual/chapter19


UDS Overview

UDS Overview
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• patient demographics

• services provided (visits)
• clinical processes and health outcomes

• staffing, costs, and revenues

• What is a visit?
• Encounters between a patient and a licensed or credentialed 

provider who exercises independent professional judgment in 
providing services that are: documented, individual, in-person 
or virtual, at an approved site

• Clients with at least one visit (as defined above) in the calendar 
year

• Service categories, or types of services, are based on the 
providers credential or license:

• Medical

• Dental
• Mental Health

• Substance Use

• Enabling – case management, outreach

• Other (Nutrition)

The Uniform Data System (UDS) is a standard data set that is reported annually by each Health Center 
Program (including 330h) to the Health Resources and Services Administration (HRSA). Our report 
includes patients and visits at our main and occasional sites.

• Core information includes: • What is a patient?



Clinical Measures Overview

Clinical Measures Overview
• UDS Clinical Measures are used to:

• evaluate and improve health-center performance
• ensure compliance with legislative mandates
• identify trends in health centers’ impact on expanding access, addressing health disparities, improving quality, and 

reducing health care costs.

• All health centers report on the same 20 clinical measures
• Hypertension and diabetes presented by race and ethnicity
• All measures in the appendix
• 2 new substance use disorder (SUD) treatment measures in 2025: 1) initiating treatment and 2) engagement in ongoing 

treatment

• Clinical measures primarily consider patients with medical visits (one dental measure).
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• Most clinical measurements are based on ability to 
follow up with people, requiring more than one visit or 
ability to reach patients via text, phone, etc. About 
1/3 of HCHN medical patients only have one visit 
annually.

• Each measure has specific inclusion or exclusion 
criteria, based on age, sex assigned at birth, prior 
diagnoses, pregnancy, palliative and/or hospice care. 
Definitions may slightly change year to year to align 
with national standards.

•  Exclusion and exception criteria are difficult to 
consistently diagnose and chart, particularly in 
outreach and field-based settings.

• Essentially all clinical measures likely have 
higher performance associated with increased 
housing stability.

Clinical Measures Performance Considerations

Clinical Measures Performance 
Considerations

June 2026



Virtual Question and Answer with Primary Care Physicians 
from Downtown and Eastgate Public Health Centers

June 2026

What is working to improve patient health?
What else do your teams and patient’s need?



Dr. Christopher Yee, Lead Provider, Adult Medicine -
Eastgate Public Health Center 

Public Health Start: 2018

My "Why":

• Belief that King County has the resources and the will to support 
everyone on their path to thriving.

• The privilege of training new doctors to care for vulnerable 
populations, shaping the future of medicine

June 2026



Improvement Strategies at Eastgate Primary Care
Strategic Partnerships: Collaborating with Virginia Mason and Seattle Children’s to 
connect patients to specialty care and imaging through charity care programs.

Maximizing Access: Using "Open Access" (appointments within 24 hours), text/call 
reminders, and converting no-shows into telehealth visits.

Proactive Outreach: Systematically identifying and reaching out to high-risk patients 
who miss preventative screenings or need chronic disease management (e.g., blood 
pressure, diabetes).

Building a Trusted Environment: Utilizing in-person Spanish interpreters, trauma-
informed training, and anti-bias awareness to create a safe space for those who have 
had difficult healthcare experiences.
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Successes and Key Learnings - Eastgate
Optimizing Clinic Capacity: "No-shows" limit care for others. By proactively 
managing our schedule, we expanded access without needing extra staff:
• Adult Medicine: No-show rates dropped from 28% to 15%.
• Pediatrics: Unused slots dropped from 33% (July 2025) to 10% (Feb 2026).

Whole-Team Care: Expanding access beyond traditional doctor visits by utilizing 
our entire team:
• RN visits (insulin starts, nutrition coaching, blood pressure follow-ups).
• Integrated Behavioral Health and Sexual/Reproductive Health visits.
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Challenges and Resource Needs
Communication Gaps: The challenge of "phone tag”. We need to leverage 
MyChart and expand two-way text communication.
Medication Equity: Affordable access to standard-of-care medications (like GLP-
1s for diabetic patients).

Critical Service Needs:
• Resources to directly address Social Determinants of Health (SDOH).
• Expanded pediatric mental health services.
• Community Health Workers who are already trusted in the community to 

conduct outreach.
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Supporting Patients Experiencing Homelessness
Lowering Barriers: 

Building trust is the essential first step to providing care.

Meeting Patients Where They Are: 
Expanding our ability to provide care directly at their locations.

Valuing Lived Experience: 
Hiring more outreach staff and Community Health Workers who have     
personally experienced housing instability.

Community Collaboration: 
Deepening partnerships with established, trusted organizations (e.g., 
Plymouth Housing, Porchlight Shelter, Bellevue Homelessness Outreach).
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Dr. Caitlin Enright, Lead Provider, Family Medicine 

Downtown Public  Health Center 

Public Health Start: 2010 

My "Why“:

• The patients and staff. It is a privilege to both work with our clients 
and gain their trust and a privilege to work with such dedicated staff 
at every level.
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Improvement Strategies at Downtown Primary Care

Colorectal cancer screening 
Encourage patients to collect their sample in clinic if they would like.  
Work to help find resources for people to do colonoscopy (ex. HMC’s Respite can help 
people stay for the prep and also help with transport) 

Diabetes  
Our amazing pharmacy has worked to get new medications on formulary – so that we 
are able to offer patients medications to better control diabetes.  
We are sensitive to what recommendations we make so as not to offer advice that 
people cannot follow because of their situation.
Follow-up with patients each time we see them to investigate what the barriers could 
be. 
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Successes and Key Learnings 

Offering GLP1 medications has helped some of our patients have better diabetes 
control.  

Key learnings include:
• meeting people where there are is incredibly important 
• making a place that they will return to because they feel safe so that we can 

continue to work towards a goal. 
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Challenges and Resource Needs

We still need more help with social services, like having a Community Health 
Worker (CHW) that can help people find places for resources.

Many patients need more help with scheduling or logistics than the team can 
always provide. 
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Supporting Patients Experiencing Homelessness

The healthcare system as a whole does not always serve people very well.  

Appointments do not allow a lot of time -- time is often very short to do enough 
education or investigating how a person feels about the testing we are offering.  

We benefit from the ability to see people back and that is what is most valuable. We 
still have to work within limitations that can make it hard to deliver care to people who 
might need more time or help.
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Discussion Time with Caitlin and Chris
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List of UDS Clinical Measures

List of UDS Clinical Measures

* Reported in UDS by race and ethnicity. All other measures analyzed internally by race and ethnicity.

June 2026

Screening and Preventive Care Maternal Care and 
Children’s Health Disease Management Substance Use 

Disorder
• Cervical Cancer Screening

• Breast Cancer Screening

• Body Mass Index (BMI) 
Screening and Follow-Up Plan

• Tobacco Use: Screening and 
Cessation Intervention

• Colorectal Cancer Screening

• HIV Screening

• Screening for Depression and 
Follow-Up Plan

• Early Entry into Prenatal 
Care

• Childhood Immunization 
Status

• Weight Assessment and 
Counseling for Nutrition and 
Physical Activity for 
Children/Adolescents

• Dental Sealants for Children 
between 6-9 Years

• Low Birth Weight*

• Statin Therapy for the Prevention and 
Treatment of Cardiovascular Disease

• Ischemic Vascular Disease (IVD): Use 
of Aspirin or Another Antiplatelet

• HIV Linkage to Care

• Depression Remission at Twelve 
Months

• Controlling High Blood Pressure 
(Hypertension)*

• Diabetes: Hemoglobin A1c (HbA1c) 
Poor Control (> 9 percent)*

• Treatment 
Initiation

• Engagement 
in Ongoing 
Treatment



�Contractor Clinical Quality Measures Management and Evaluation Approach

Contractor Clinical Quality Measures
Management and Evaluation Approach
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• Each contracted program has a performance measurement and evaluation (PME) plan that is updated annually and 
sets metrics that align with program, network, and funder goals

• HCHN contractors submit data quarterly to HCHN, including clinical quality data
• Data and progress towards PME goals are reported back on a quarterly basis with opportunity for HCHN, program 

staff, and providers to review

• In 2025, HCHN contracting and data teams reviewed how each contracted medical program helps clients receive 
services in alignment with clinical quality measure standards, identifying:

• Whether programs provide services directly or via referrals
• Location or program model-based barriers to providing services
• Data collection or reporting limitations



�Contractor Clinical Quality Measures 2026 Work in Progress

Contractor Clinical Quality Measures
2026 Work in Progress
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• In 2026, HCHN contracting and data teams are introducing or re-introducing additional clinical measure evaluation into the annual PME
• Current state:

• Completed PME plans for 2026 for most programs, pending a few funder specific updates needed
• Plans include 1+ clinical quality measure of particular interest for each program for 2026 and 2027

• Ongoing work and next steps:
• Develop meetings or workgroups around program model (ex. Shelter Nursing) and/or measure(s) of interest (ex. Depression Screening)
• Increase frequency for clinical measure data sharing back with programs
• Explore opportunities for increased data sharing across systems and reduce contractor reporting burden, including leveraging Epic tools and King 

County’s Integrated Data Hub

• Important considerations:
• Programs that are a part of other CHCs or larger medical systems have been and continue to review clinical quality performance internally
• Documentation of clinical quality services performed is necessary for funder reporting
• Additional considerations on slide 6 regarding the "fit" of some performance measures to our client population



�Contractor Clinical Quality Measures 2026 Selected Measures of Interest

Contractor Clinical Quality Measures
2026 Selected Measures of Interest
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Diabetes: Hemoglobin A1c 
(HbA1c) Poor Control (> 9 

percent)

Controlling High Blood 
Pressure (Hypertension)

Screening for Depression 
and Follow-Up Plan

Substance Use Disorder 
Treatment

• Fixed primary care clinics

• Housing health outreach 
team (HHOT)

• Fixed primary care clinics 

• Shelter nursing

• Outreach

• Youth clinics

• Fixed primary care clinics 

• Housing health outreach 
team (HHOT)

• Shelter nursing

• Youth clinics

• All measures are expected to be reported by all programs unless clients meet measure exclusions or exceptions. The measures 
here are those indicated by each program with particular clinical importance for the program model and interest in performance 
monitoring and improvement for 2026-2027.



Additional UDS Resources and Changes

Additional UDS Resources and Changes

Two new measures related to substance use disorder 
treatment introduced in 2025

Uniform Data System (UDS) Training and 
Technical Assistance | Bureau of Primary 
Health Care

Health Center Program Uniform Data
System (UDS) Data

2026 Proposed UDS Updates

June 2026
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Appendix:
UDS Clinical Measures

Hypertension
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HighBlood Pressure (Hypertension)

High Blood Pressure (Hypertension)

• Patients 18-85 by the end of the year
• Had a diagnosis of essential hypertension before 

or within the first 6 months of the year

• Numerator (patients who ‘met’ the criteria):
• Blood pressure at the most recent visit was 

controlled, or less than 140/90 mmHg

Measure Criteria
• Denominator (patients to include): • Exclusions and exceptions:

• ESRD, dialysis, or renal transplant within the 
year

• Pregnant during any part of the year
• Hospice during any part of the year
• Palliative care during any part of the year
• 66+ and living long term in a nursing home
• 66-80 with an indication of frailty and have 1 

inpatient visit, 2 outpatient visits, or taking 
dementia medications

• 81+ with an indication of frailty
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HighBlood Pressure (Hypertension)
by Race  Ethnicity

High Blood Pressure (Hypertension)
by Race & Ethnicity
2025 Patients 18-85+ 

with hypertension
Blood pressure

controlled % Met

Asian 43 23 53.5%

Native Hawaiian and Pacific Islander 9 8 88.9%

Black/African American 316 169 53.5%

American Indian and Alaska Native 28 16 57.1%

White 456 284 62.3%

More than one race 19 8 42.1%

Unreported race and ethnicity 16 7 43.8%

Hispanic, Latino/a, or Spanish Origin* 139 91 65.5%

Total 944 547 57.9%

No significant 
changes by race 
and ethnicity in the 
last few years.

Communities to 
prioritize outreach 
& engagement 
efforts:
• Clients with 

uncontrolled 
hypertension

• Clients living on 
the street

*of any race
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HighBlood Pressure (Hypertension)
UDS Results 2018-2025

High Blood Pressure (Hypertension)
UDS Results 2018-2025
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Appendix:
UDS Clinical Measures

Diabetes
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Diabetes

Diabetes
Measure Criteria
• Denominator (patients to include):

• Patients 18-75 by the end of the year
• Had an active diagnosis of diabetes

• Numerator (patients who ‘met’ the criteria):
• Hemoglobin A1c (HbA1c) at the most recent visit 

was greater than 9.0 percent, or
• No HbA1c measurement in the whole year

Diabetes is a negative, or inverse, measure. This 
means a lower percent is better = less uncontrolled 
diabetes, and a higher percent is worse = 
more uncontrolled diabetes

• Exclusions and exceptions:
• Hospice during any part of the year
• Palliative care during any part of the year
• 66+ and living long term in a nursing home
• 66-80 with an indication of frailty and have 1 

inpatient visit, 2 outpatient visits, or taking 
dementia medications
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Diabetes
UDS Results 2018-2025

Diabetes
UDS Results 2018-2025

What is a negative measure?
• For most measures, higher % = better, more 

patients are meeting the measure
• For diabetes, lower % = better  fewer 

patients with uncontrolled diabetes and 
more patients with controlled diabetes
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Diabetes
by Race  Ethnicity

Diabetes
by Race & Ethnicity

*of any race

2025 Patients 18-75 
with diabetes

HbA1c 
uncontrolled % Met

Asian 45 24 53.3%

Native Hawaiian and Pacific Islander 15 6 40.0%

Black/African American 221 81 36.7%

American Indian and Alaska Native 27 12 44.4%

White 373 151 40.5%

More than one race 6 2 33.3%

Unreported race and ethnicity 20 9 45.0%

Hispanic, Latino/a, or Spanish Origin* 140 56 40.0%

Total 771 307 39.8%

No significant changes by race 
and ethnicity in the last few 
years.

Communities to prioritize 
outreach & engagement 
efforts:
• Clients without an A1c 

measurement in the year
• Clients with uncontrolled 

diabetes (A1c over 9%)
• Clients living on the street

What is a negative measure?
• For most measures, higher % = better, more 

patients are meeting the measure
• For diabetes, lower % = better  fewer 

patients with uncontrolled diabetes and 
more patients with controlled diabetes
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Appendix:
UDS Clinical Measures

Screening and Preventive Care 
Measures
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Screening and Preventive Care
Cervical Cancer Screening

Screening and Preventive Care
Cervical Cancer Screening
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Screening and Preventive Care
Breast Cancer Screening

Screening and Preventive Care
Breast Cancer Screening

June 2026



Screening and Preventive Care
Body Mass Index (BMI) Screeningand Follow-Up Plan

Screening and Preventive Care
Body Mass Index (BMI) Screening and 
Follow-Up Plan
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Screening and Preventive Care
Tobacco Use: ScreeningandCessation Intervention

Screening and Preventive Care
Tobacco Use: Screening and Cessation 
Intervention
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Screening and Preventive Care
Colorectal Cancer Screening

Screening and Preventive Care
Colorectal Cancer Screening
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Screening and Preventive Care
HIV Screening

Screening and Preventive Care
HIV Screening
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Screening and Preventive Care
Screeningfor Depression andFollow-Up Plan

Screening and Preventive Care
Screening for Depression and Follow-
Up Plan
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Appendix:
UDS Clinical Measures

Maternal Care and Children’s 
Health

June 
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Maternal Care and Children’s Health
Early Entry into Prenatal Care

Maternal Care and Children’s Health
Early Entry into Prenatal Care
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Maternal Care and Children’s Health
Childhood Immunization Status

Maternal Care and Children’s Health
Childhood Immunization Status
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Maternal Care and Children’s Health
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

Maternal Care and Children’s Health
Weight Assessment and Counseling for Nutrition 
and Physical Activity for Children/Adolescents
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Maternal Care and Children’s Health
Dental Sealants for Children between 6-9 Years

Maternal Care and Children’s Health
Dental Sealants for Children between 6-
9 Years
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Maternal Care and Children’s Health
Low Birth Weight

What is a negative measure?
• For most measures, higher % = better
• For low birth weight, lower % = better  

fewer babies born with a low birth weight, 
and more babies born weighing more than 
2,500 grams
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UDS Clinical Measures

Disease Management
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Disease Management
StatinTherapy for the Prevention and Treatment of Cardiovascular Disease

Disease Management
Statin Therapy for the Prevention and 
Treatment of Cardiovascular Disease
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Disease Management
Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet

Disease Management
Ischemic Vascular Disease (IVD): Use of 
Aspirin or Another Antiplatelet
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Disease Management
HIV Linkage toCare

Disease Management
HIV Linkage to Care
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Disease Management
Depression Remissionat Twelve Months

Disease Management
Depression Remission at Twelve Months
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Appendix:
UDS Clinical Measures

Substance Use 
Disorder (New 2026)
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Substance Use Disorder
Treatment Initiation

Substance Use Disorder
Treatment Initiation
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Substance Use Disorder
Ongoing Treatment Engagement

Substance Use Disorder
Ongoing Treatment Engagement

June 2026


	Slide Number 1
	Agenda
	Compliance Purpose
	UDS Overview
	Clinical Measures Overview
	Clinical Measures Performance Considerations
	�  Virtual Question and Answer with Primary Care Physicians �        from Downtown and Eastgate Public Health Centers�
	Dr. Christopher Yee, Lead Provider, Adult Medicine -Eastgate Public Health Center �Public Health Start: 2018 
	 Improvement Strategies at Eastgate Primary Care
	  Successes and Key Learnings - Eastgate
	  Challenges and Resource Needs
	 Supporting Patients Experiencing Homelessness
	Dr. Caitlin Enright, Lead Provider, Family Medicine Downtown Public  Health Center �Public Health Start: 2010 
	 Improvement Strategies at Downtown Primary Care
	 Successes and Key Learnings 
	 Challenges and Resource Needs
	 Supporting Patients Experiencing Homelessness
	 Discussion Time with Caitlin and Chris
	List of UDS Clinical Measures
	Contractor Clinical Quality Measures�Management and Evaluation Approach
	Contractor Clinical Quality Measures�2026 Work in Progress
	Contractor Clinical Quality Measures�2026 Selected Measures of Interest
	Additional UDS Resources and Changes
	Slide Number 24
	High	Blood Pressure (Hypertension)
	High	Blood Pressure (Hypertension)
by Race & Ethnicity
	High	Blood Pressure (Hypertension)
UDS Results 2018-2025
	Slide Number 28
	Diabetes
	Diabetes
UDS Results 2018-2025
	Diabetes
by Race & Ethnicity
	Slide Number 32
	Screening and Preventive Care
Cervical Cancer Screening
	Screening and Preventive Care
Breast Cancer Screening
	Screening and Preventive Care
Body Mass Index (BMI) Screening	and Follow-Up Plan
	Screening and Preventive Care
Tobacco Use: Screening	and	Cessation Intervention
	Screening and Preventive Care
Colorectal Cancer Screening
	Screening and Preventive Care
HIV Screening
	Screening and Preventive Care
Screening	for Depression and	Follow-Up Plan
	Slide Number 40
	Maternal Care and Children’s Health
Early Entry into Prenatal Care
	Maternal Care and Children’s Health
Childhood Immunization Status
	Maternal Care and Children’s Health
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
	Maternal Care and Children’s Health
Dental Sealants for Children between 6-9 Years
	Slide Number 45
	Slide Number 46
	Disease Management
Statin	Therapy for the Prevention and Treatment of Cardiovascular Disease
	Disease Management
Ischemic Vascular Disease (IVD): Use of Aspirin or Another Antiplatelet
	Disease Management
HIV Linkage to	Care
	Disease Management
Depression Remission	at Twelve Months
	Slide Number 51
	Substance Use Disorder
Treatment Initiation
	Substance Use Disorder
Ongoing Treatment Engagement

