Care Coordination in LA’s Community Clinics and Health Centers

Attachment A


Care Coordination in LA County

According to the Federal Health Resources Services Agency, care coordination is defined as “those services that promote the effective and efficient organization and utilization of resources to assure access to necessary comprehensive services.”
 The objectives of care coordination are to improve patient outcomes, to contain costs, to facilitate access for high-risk populations and to promote coordination of social support and medical services across different organizations and providers.
 Comprehensive care coordination enables people with special health care needs, especially those with chronic conditions, to navigate through complex care systems. A relatively new trend, care coordination can include brokering for social support and medical services, breaking down boundaries between systems of care, assisting families with transportation and telephones—in short, whatever it takes to keep patients at home and healthy. 

The following document outlines just some of the current care coordination activities at community clinics in LA County. This is not an exhaustive listing of all of activities underway. 
	Name 
	Description
	Impact/Goal

	Kaiser Permanente Specialty Care Collaboratives
	Kaiser Permanente provided $3 million in planning grants to develop strategies and solutions to address specialty care access. In LA County, the following groups lead the regional planning:

· Long Beach - The Children's Clinic

· Westside/South Bay - COPE Health Solutions

· San Gabriel Valley - East Valley Community Health Center

· Mid-City/East Los Angeles - LAC + USC Healthcare Network

· South Los Angeles - St. John's Well Child & Family Center

· San Fernando Valley - Valley Care Community Consortia

These regional coalitions include a number of community clinics among other hospital and county partners. funds each coalition with $150,000 for planning and also provides the opportunity for multi-year grants for implementation of systems designed to improve access to specialty care. Kaiser Permanente will also provide training, expertise and technical assistance to clinics that play a vital role as providers of last resort to those who lack access to many basic healthcare services.
	· identify barriers to specialty care access and demand; 

· establish solutions to increase specialty care access and demand; 

· distribute knowledge about barriers and solutions; and 

· create an advocacy strategy for needed change. 

	Regional Specialty Care Initiatives: Southside Coalition, SPA 3 Health Planning Group, SPA 2 Coalition of Safety Net Access Providers (C-SNAP)
	Southside Coalition: In 2007, the Southside Coalition opened a Podiatry Clinic to support chronic disease management for diabetic patients. Since its opening at St. John’s Well Child & Family Center, the half-day Podiatry Clinic has provided over 1,000 visits. All Southside Coalition clinic primary care doctors can log into and receive the specialty notes for a patient within one day of their podiatry appointment.

SPA 3 Health Planning Group: providers from all systems meet monthly to coordinate and plan specialty care services for colonoscopies, and telemedicine for retinopathy and dermatology


C-SNAP: Providers in SPA 2 work together to improve access to specialty care services and reduce the demand for specialty care services for the uninsured.
	Increased access to specialty services, improved coordination and information-sharing between primary care and specialist providers to improve patient care and care coordination.

	Integrated Behavioral health into Primary Care
	A number of LA County’s community clinics promote close collaboration between primary care and behavioral health care staff by locating mental health service providers within the primary care clinics. Clinics utilize several classes of mental health professionals, including licensed clinical social workers (LCSWs) and marriage and family therapists (MFTs), as providers or consultants. These providers utilize universal screening tools such as the PHQ-9 and engage in case management and direct service coordination, which often assists in addressing chronic medical conditions such as diabetes. Primary care clinics also collaborate with mental health agencies in cases where additional services are required. 
	· improved mental health status toward a wellness goal, 
· improved physical health status, 
· decreased utilization or need for high-cost crisis care 
· increased utilization of planned care through the clinic as medical home. 
· better coordination of care and better provider communication. 

	NEVHC Referral Tracking
	NEVHC clinical staff track referrals, both internal and external, to ensure appointment is made, that the patient completes the referral, and that NEVHC referring providers receive consultative notes.
	Ensures continuity of care, tracking of internal referrals and external specialty care.

	Camino de Salud
	The Camino de Salud Network links primary and specialty care to patients in their local neighborhoods.  Patients with risk factors such as a lack of health insurance and/or have a chronic illness are assigned to both a clinic near their home and to a specially trained care manager who helps the patient to navigate the healthcare system and assures that referrals for care and social services are successfully obtained.  All patients are managed through a web-based software system  which serves as both a care management system for use by the providers and as a "cyberfile" health record for access by the patients. 
This project began in February of 2004, with a pilot completed in 2005 and full implementation phased in from late 2005 to early 2006. Participating clinics include Saban Free Clinic, JWCH, Clinica Msr. Oscar Romero, Venice Family Clinic, QueensCare Family Clinics, American Indian Healing Center, El Proyecto del Barrio, AltaMed Health Services, LA Christian Health Centers, and Cleaver Family Wellness Clinic.
	By educating providers and consumers on how to appropriately access and utilize the healthcare system, improved health can be achieved for patients while avoiding unnecessary costs due to over-utilization of the emergency department and inpatient areas.
Goals 

1. Improve the overall health and well-being of LAC+USC Healthcare Network Service Area patients and maximize availability of medical center resources for appropriate patient care needs. 

2. Decrease unnecessary/inappropriate utilization of high-cost and intensive ED and inpatient services at LAC+USC Medical Center. 

3. Improve communication and coordination of services between LAC+USC Medical Center and local non-profit primary care clinics. 

	Skid Row Hospitalist Program: 


	This Medical Management Program is for frequent users, primarily homeless patients using the ER at LAC+USC Medical Center. This project involves moving patients from the hospital ER to medical homes in Skid Row, and working with the hospital to access patients receiving care at JWCH Institute, Los Angeles Christian Health Center, and Union Rescue Mission.
	· Decreased inappropriate utilization of ER by frequent users through the creation of medical homes.

· Improved access to specialty care for residents of skid row. 

	Arroyo Vista High Procedures for High Acuity Patients
	Arroyo Vista provides care for high acuity level patients that would otherwise be referred to the ER in order to relieve the burden on local emergency rooms. Arroyo Vista also coordinates with local hospitals and urgent care centers to ensure that notes, diagnoses and prescriptions, and other information follows the patient from the clinic to the ER and back to the clinic. If a physician determines that a patient requires ER care, Arroyo Vista coordinates with local hospital ERs, sending progress notes, diagnoses and referral forms with the patient/paramedic. Arroyo Vista also follows up with the ER at the time of referral and following ER/Hospital discharge.
When patients present for minor conditions including high blood sugar or high blood pressure, the clinic is able to treat “hold and observe” until, in the physician’s clinical judgment, the patient can be discharged with follow-up, case management and education. A patient may be on “hold and observe” for 2-3 hours versus instead of seeking treatment in the ER.
	Improved coordination of services between hospitals and clinics, reduced utilization of the ER. 

	Tarzana Treatment Center Hospital Coordination
	Tarzana Treatment Center has received several grants enabling them to position healthcare coordinators in two different local emergency rooms (Northridge Hospital and Olive View ER). Tarzana’s healthcare coordinators send frequent users to Tarzana or another community clinic if it is closer to the patients’ home.
	Reduces inappropriate usage of ERs, promotes primary care and the medical home model. 

	NEVHC ER Utilization Committee
Utilization Review Committee
	At NEVHC, a committee examines ER utilization rate, diagnoses and ways to decrease ER visits.

This committee is composed of our Director of Marketing and Managed Care, managed care referral staff, and the Director of Utilization Management of our IPA. To ensure access to specialty care is appropriate and timely.
	Provides improved continuity of care, and reduces emergency room costs

Improve access to specialty care and provide continuity of care

	Pasadena Healthcare Consortium / Urgent Care Partnership
	The Pasadena Healthcare Consortium 24 hour Nurse Advice line diverts inappropriate emergency room traffic back to primary care at providers such as the Community Health Alliance of Pasadena (CHAP).

CHAP also works with Huntington Medical Foundation, Pasadena Public Health Department, city of Pasadena, and Huntington Hospital to reduce utilization through a new Urgent Care Center.
	Promotes the use of a medical home, and reduces inappropriate emergency room utilization. 

	Advanced Access
	L.A. Care Health Plan, in collaboration with CCALAC, hosts an Advanced Access Learning Collaborative for safety net providers. L.A. Care has hosted previous Advanced Access learning collaboratives that have engaged 24 primary care clinics. Eleven community clinics are participating in Advanced Access 2008.  

 The program consists of:

· Introductory phone conference calls to explain the program and answer questions 

· Four group learning sessions 

· Action "homework" periods between learning sessions 

· Monthly team phone conference calls 

· Communication through an Internet-based listserv 

· Monthly data and narrative progress reports followed by feedback from the consultant 

Each clinic assembles a team responsible for taking the knowledge from the learning sessions back to the practice setting to implement the necessary changes. 
	Advanced Access is a set of proven, tested principles designed to reduce patient wait times for and at appointments. Through the application of Advanced Access principles, clinics achieve:

· A reduction in patient wait times for appointments and at appointments 

· A reduction in patient backlogs and no shows 

· Improved continuity of care for patients 

· Improved efficiency 

· Improved clinical care 

· Increased patient, provider and staff satisfaction 



	Same Day Appointments, Walk-ins & Extended Hours
	Many clinics throughout the county now offer same day appointments, walk-in appointments, and extended hours. Westside Family Health Center has same-day appointments and accepts walk-ins, taking around 30 walk-in patients per day. Arroyo Vista provides same-day visits. 

St. John’s Well Child & Family Center coordinates same-day medical/dental visits, and has extended hours at all of their clinics to meet the local need for emergency care. St. John’s now operates urgent care clinics at all of their sites to shore up demand for emergency services in South LA.

	Clinics offering walk-in appointments and later clinic hours allow for improved patient utilization of primary care instead of the ER. It also reduces missed appointments and ensures patients receive high quality, complete care when they need it. 

	Accelerating Quality Improvement through Collaboration (AQIC)


	Funded by the California Health Care Foundation, AQIC strives to increase the number of community clinic diabetic patients’ data entered into disease registries to create a statewide data repository. Among the data being tracked are number of patients diagnosed, HbA1c and LDL level. As a component of the AQIC project, CCALAC is conducting four training sessions for staff from our members on quality improvement models and best practices.

To date, 23 CCALAC member clinics (with 46 clinical sites) are participating in the project, with CCALAC providing data on over 36,000 diabetic patients.
	Improved collection and tracking of patient health indicators allows providers to better manage their patients’ health and reduce negative health outcomes for those with chronic diseases. 

	Tools for Quality Initiative 


	Data collection requires clinic staff time for duplicate input of patient data into clinics’ practice management systems and disease registries. To address this challenge, CCALAC worked with the California Healthcare Foundation and the California Primary Care Association and other funders to develop the initiative. Through the initiative, clinics apply for 50% funding for an auto-populating disease registry system called i2i systems. As part of the initiative, CCALAC partnered with the Coalition of Orange County Community Clinics and the San Diego Council of Community Clinics to provide training sessions to community clinics across Southern California in 2008 and 2009. The Tools Initiative recently awarded funds to 14 clinics within CCALAC membership to implement the i2i disease management system. A second round of Tools funding is scheduled for early 2009.
	i2i Tracks system improves quality of care in clinics by fast-tracking labs, pharmacy, and referrals. With 16 clinics representing 44 clinical sites now using i2i, the Tools Initiative plays a critical role in expanding a universally compatible software system to improve coordination of care for patients in community clinics.

	LA County Safety Net Health Information Exchange Project
	As a byproduct of the Tools Initiative with clinics implementing a common software system, CCALAC is working with Health-e-LA (the local Regional Health Information Organization) and the County DHS on a health information exchange project. DHS created an Encounter Summary Sheet (ESS), which is a patient history that is web-accessible and includes administrative and clinical information, such as diagnostics and frequency of visits, procedures performed, past and future appointments and a history of dispensed medications. Currently this ESS document only records information for the services that patients receive at DHS facilities and dates (over three-months old) claims data for DHS-reimbursed services provided at community clinics (such as the County PPP program).
	Through an interface with the community clinics’ new i2i systems, community clinic data will now populate the County repository and the ESS will contain both County and clinics information. Since community clinics refer medically indigent clients to DHS for specialty and inpatient services, and DHS refers primary care patients to community clinics, the flow of crucial, timely medical data between DHS and community clinics will strengthen the cohesiveness of the County’s safety net system.

	Long Beach Electronic Health Records Collaboration
	The Children’s Clinic is working with Long Beach Memorial Medical Center/Miller Children’s Hospital on an Electronic Health Record collaboration. The Children’s Clinic’s Hospital-Clinic EHR will eventually expand to coordinate specialty care referrals and information for patients.
	This integrated hospital-clinic EHR will facilitate coordinated care and three-way information-sharing between ERs, clinics, and hospitals in the Long Beach area.



	NEVHC Technology-Enabled Quality Improvement Committee

Electronic Prescribing & E-Lab


	E-prescribing allows providers to electronically order new medications, document existing medications, and enables the delivery of prescriptions to pharmacies electronically.

NEVHC is also implementing a computerized system to order laboratory tests and delivery of results.
	Provides patients with an active medication list,

Provides referring agencies/providers with an active medication list

Faster improved timeliness of ordering and receipt of lab results. Improve reconciliation of lab orders to confirm receipt of lab orders.  

Improved patient care.

	LA County Pediatric Asthma Work Group


	Funded by the California Healthcare Foundation, CCALAC collaborated with six member clinics, LA Care Health Plan, LA County Department of Public Health and the LA Unified School District to create a LA County Pediatric Asthma Work group. Through the work group, a provider tool kit was developed and over 3,000 kits were distributed throughout the county. In addition, 13 clinical roundtables, conducted by a local specialist in pediatric asthma, were held with approximately 200 providers from CCALAC and LA Care’s network participating. 
	Improved diagnosis and treatment of children with asthma in the clinic service areas, monitoring patients and helping them control the severity of their disease symptoms in order to live healthier lives. This program aims to get asthma under control, reducing costly ER visits and lost school days

	Asthma Case Management Programs
	At Northeast Valley Health Corporation’s Breathe Easy program, asthma coordinators provide case management services to children with asthma and their families.

The Children’s Clinic, Serving Children & Their Families supports a community health worker program for patients and families managing childhood asthma.
	To improve the management of asthma and the quality of life for children with asthma and their families, by implementing a coordinated approach to asthma-related services

	Telemedicine Retinal Screening / Teledermatology
	A number of clinics now utilize telemedicine and partnerships with hospitals to screen for specialty care needs of high risk patients. Northeast Valley Health Corporation utilizes retinal screening, and the Southside Coalition is in the process of implementing a telemedicine program which includes digital diabetic retinal screening and teledermatology.
	Enables clinics to screen high risk patients and improves the referral process to specialty care.

	South Los Angeles Medical Preservation Collaborative
	The 9 impacted health centers within the MLK Medical Service Area form this collaborative group. The group works together through funding from SB 474, the South LA Preservation Act, to leverage their collective resources to provide care for residents of South LA. The health centers in this collaborative are now working together, sharing best practices to increase access and capacity. The group also pools resources for chronic disease management across patient cohorts. This collaborative is funded exclusively by SB474 to mitigate the closure of MLK Hospital. 
	Provide coordinated care for South LA residents.

	Anticoagulation Management Services
	All patients on warfarin anticoagulation therapy are managed by the NEVHC Anticoagulation Management Service (AMS) Nurse Practitioner
	To decrease complications associated with warfarin use.

	Cancer Detection Program (CDP) Case Managers
	Case Managers coordinate services and follow-up for women enrolled in CDP Program.
	Improve access to care, coordinate specialty care,  improve cancer outcomes, provide continuity of care

	Comprehensive Perinatal Services Program (CPSP) Case Managers
	Case Managers coordinate care of pregnant patients, conducting trimester assessments, providing education and initiating referrals when necessary.
	Provides comprehensive pre-natal care to improve birth outcomes for pre-natal patients.

	San Fernando Valley Homeless Coalition


	NEVHC is working with the Los Angeles Homeless Service Authority to get an accurate count of the homeless pop in SPA 2
	Improved healthcare services for the homeless population coordinates service wheel with other agencies such as legal services, substance abuse, housing and mental health

	Best Babies Collaboratives
	Intensive care coordination services to very high risk pregnant women or postpartum women. Clinics throughout the county participate in the collaborative at the SPA level. 
	Improve birth outcomes and coordinate services for high risk patients 


� Title V sec. 501 (b) (3)


� Rosenbach and Young, “Care Coordination and Medicaid Managed Care,” Mathematica Policy Research, June 2000.
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