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Care Coordination in LA’s Community Clinics and Health Centers

The current delivery of health care in the United States is fragmented and uncoordinated. Lack of coordination can be unsafe, and even fatal, when test results are not communicated correctly, prescriptions from multiple doctors conflict with each other or primary care physicians do not receive hospital discharge plans for their patients. Uncoordinated care is also costly because of duplicative services, hospital readmissions and the overuse of more intensive procedures.

From Federal health care reform discussions to local and State efforts to shore up costs and improve health outcomes, policymakers at all levels are recognizing the importance of coordinating care. As policymakers push for greater integration and coordination across systems, community clinics and health centers must define their vision for an optimal system of coordinated care and their role within this new system.
Care Coordination and the Medical Home

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. Models of care coordination—including a number of chronic care and medical home partnerships—are demonstrating how health care can be delivered more smoothly and efficiently, particularly for people with chronic illnesses and complex needs. These models share common elements:

· Timely and appropriate access to primary, specialty and inpatient care, 

· Medical homes and a focus on primary and preventive care,

· Increased coordination and communication across different levels of care and public and private providers,

· Care and disease management programs for frequent users of emergency and inpatient services and patients with chronic medical conditions. Care management is a collaborative process that assesses patient needs and develops, implements, monitors and evaluates care plans designed to optimize care across a continuum. It includes regular contact and collaboration with the member, providers, care givers and a multidisciplinary care management team comprised of clinical and social service providers.

The term “medical home” has been used in pediatric circles since the 1920s, and the idea of the “patient-centered medical home” has recently emerged as a key way to enhance the quality and cost-effectiveness of primary care. The patient-centered medical home concept involves a personal physician, physician-directed medical practice, coordinated and integrated care, quality and safety assurance, enhanced access, a “whole person” orientation and a payment structure that recognizes and rewards these elements. Common elements of the medical home include:

· Team Care: extended mid-level teams beyond just the physician provide service, freeing up the doctor and the appointment schedule.

· Improved Access: including same-day appointments and telephone contact. Such improved access can deter costly emergency room use for primary-care needs and help ensure immediate health issues are addressed before they become more severe and more costly to treat. 

· Enpanelment: Teams prospectively check files before a scheduled patient arrives to have a ready list of gaps in care that could be addressed during a visit, such as a medication refill or blood pressure check. Registries track care needs, and each patient is treated by someone on his or her dedicated clinical team each visit. 

· Integrated Behavioral Health: Practices offer behavioral health services through a warm handoff to an onsite behavioral health provider (or through referral if not available onsite). Emerging needs can be addressed in this manner.

· Patient Service: Practitioners perform at their full licensing levels in a dynamic way that centers around patient needs. When patients know someone in the primary care office is on hand to help them without delay, satisfaction increases.

By necessity, community clinics and health centers—and other safety net providers including public hospitals—have engaged in a wide variety of approaches to keeping their patients healthy, including the aforementioned efforts to coordinate patient care in a manner that is efficient, effective and culturally sensitive. 

Care coordination is the hallmark of community clinics and health centers, and a central tenet of the PPP program. In LA County, community clinics and health centers are currently engaged in a number of care coordination activities—from a countywide Health Information Exchange to a variety of specialty care initiatives:

· Technology improvements to reduce duplication of services, improve access to clinical data, and improve coordination across providers.

· Chronic disease management activities to improve the collection and tracking of patient health indicators to better manage chronic diseases such as asthma, hypertension and diabetes.

· Specialty care coordination to facilitate better screening and referrals, and improved access to these services.

· Frequent user programs to decrease inappropriate utilization of the ER through the creation of medical homes, and improve coordination of services between clinics and hospitals.

Promising practices that have improved the sustainability of care coordination in community clinics and health centers include programs funding positions such as Access Specialists (including promotores, or community health workers) who are located at the points of entry to facilitate enrollment into coverage and referral to appropriate providers. Funding for this type of initiative supports the staff, equipment and the systems coordination.

Examples of Care Coordination
To create an effective health care delivery system, and to build the foundation for meaningful health care reform, LA County must act boldly to develop a regional integrated model of care delivery that will efficiently weave together public and private health care providers into an effective safety net for our most vulnerable county residents. For a description of care coordination activities currently underway in LA County, see attached grid. The following programs are just a few examples of some of the current care coordination efforts in LA County and across the country. Many involve community clinics. The lessons learned from these programs illustrate the challenges and potential solutions to developing more effective and sustainable care coordination efforts. 
Healthy Howard Access Plan

Started in October 2008, Healthy Howard is a network of services that includes up to six primary care visits per year at the nonprofit Chase Brexton Health Services clinic in Columbia, Maryland, and pro bono services from a bank of 200 specialists in 17 fields. The Healthy Howard Access Plan provides services to uninsured residents who earn too much to qualify for Medicaid but not enough to afford the high cost of individual coverage. To qualify, residents must earn between 116 percent and 300 percent of federal poverty level, and contribute from $50 to $85 a month depending on their income.
With permission from a state regulatory commission, Howard County General Hospital provides free hospitalization to members, forgoing the usual procedure under Maryland’s all-payer system of pursuing collection from uninsured patients. Johns Hopkins Hospital and the Maryland Shock Trauma Center see patients who need care unavailable at Howard County General. The program transfers members requiring very costly treatment to the more inclusive Maryland Health Insurance Program (MHIP) by paying down the required $4,500 deductible. Enrollees then pay the somewhat higher MHIP premium.

The program requires that enrollees meet periodically with health coaches, who help them set and meet goals such as losing weight or lowering blood sugar through diet and exercise. In this way, the Howard plan is partly an experiment in prevention—an effort to see if the county can offset costs by helping residents forestall ailments that are expensive to treat. They have linked patients to social service agencies that can help them pay bills, arrange for the care of an elderly parent, and find cheaper gym memberships.
LA County Safety Net Health Information Exchange Project
LA County’s Department of Health Services (LADHS) developed the Encounter Summary Sheet (ESS), which is a web-based patient history that includes administrative and clinical information, such as diagnostics and frequency of visits, procedures performed, past and future appointments and a history of dispensed medication. ESS is not an electronic medical record but it does facilitate the coordination of care across DHS and PPP facilities and provides clinicians with valuable patient information that has not previously been available to them. The LA County Board of Supervisors approved $1.5 million for the Health-e-LA consortium (of which DHS is a member) for ESS enhancement and full deployment to PPP program strategic partners.

Through an interface with the community clinics’ new i2i (disease registry) systems, community clinic data will now populate the County repository and the ESS will contain both County and clinic information for all patients. 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.

Specialty Care Access Initiative
The Kaiser Permanente Southern California Specialty Care Access Initiative funded six coalitions in Los Angeles County: East Valley Community Health Center, Long Beach Coalition, Southside Coalition of Community Health Centers, Westside/South Bay Coalition, and Valley Care Community Consortium. Kaiser Permanente provided planning grants to develop strategies and solutions to address specialty care access. Each of the coalitions includes public and private health care providers, community clinics as well as hospitals, and DHS support and participation.

These coalitions are working to increase access to and reduce demand for specialty care among uninsured and underinsured patients. The coalitions have projects that are tailored to their communities and include increasing specialty care capacity, providing training to primary care providers to expand their scope of practice, establishing referral guidelines and processes, improving communications between specialists and referring providers. 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 health care services.
Integrated Behavioral Health into Primary Care

Primary care clinics have made much progress in the expansion of mental health services and are eager to improve and expand services available to patients with behavioral health needs. 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. 

The integration of primary care with behavioral health services is particularly important because it produces better outcomes. Implementing this model to provide primary care and behavioral health in one setting will improve the health and mental health of the many who often go without services. Through integration of behavioral health into primary care, the targeted population will achieve improved mental health status toward a wellness goal, improved physical health status, decrease utilization or need for crisis care and increased utilization of planned care through the clinic as medical home. Providers achieve better coordination of care and better communication.
LAC+USC Camino de Salud Network

The Camino de Salud Network (CDSN) at the LAC+USC Medical Center integrates private community clinics and private hospitals with the LAC+USC Healthcare Network to improve access to primary care by assigning medical homes to users and working to coordinate primary care with inpatient and outpatient specialty and diagnostic services. The program includes: 1) patient flow redesign, which assigns patients to a primary care home in their neighborhood; 2) patient health information sharing, care management for frequent emergency room users; 3) provider practice redesign, which expands the capacity for primary care providers to manage more complex chronically ill and specialty care patients; and 4) expansion of decentralized and shared diagnostic units.
Recommendations for Sustainable Care Coordination
Community clinics and health centers have demonstrated their ability, when properly resourced, to serve as patient- and community-centered medical homes and to furnish high quality care that meets or exceeds the national average. The key is ensuring that health centers have the sustained resources necessary to adopt and maintain the clinical, administrative, and health information technology changes linked to quality improvement efforts, to recruit and retain clinical, administrative and support staff, to secure the financial capital needed to add additional operating hours and locations, to coordinate care and communicate with other health providers, and to establish reliable referral arrangements for patients in need of specialty care. Often, these resources are located within the clinic structure itself; therefore, investments must recognize and support care coordination activities within the clinic, in addition to across systems. 
As long as a large portion of patients are uninsured and underinsured, and bring no source of revenue to support their health care needs, community clinics and health centers will struggle with balancing the use of their funds to upgrade services and underwriting the cost of caring for the uninsured. Therefore, there must be payment structures that offer incentives for better primary care and for quality medical homes. Further, investments to support infrastructure and health information technology at clinics and health centers must be sustainable, and provider payments must encourage the participation of specialty providers, which are in very short supply. 
Any care coordination efforts should:
· Recognize and Support Current Promising Practices 
Future care coordination efforts must take into consideration current promising practices, such as those already underway in LA’s community clinics, to best utilize and not unnecessarily duplicate existing programs and services. The stakeholders of LA County’s current clinic practices and provider networks must participate in discussions to expand and improve health care delivery. (For a description of care coordination activities currently underway in LA County, see Attachment A.)
· Participate in Regional Collaboratives, Accessible Countywide   
The core elements of successful models could be expanded and replicated countywide into a number of regional integrated health care delivery networks that can be customized to meet the specific needs and leverage the specific resources of various parts of the County (e.g., Regional Specialty Care Initiatives, Attachment A page 2). Health care providers should identify stakeholders and engage public and private partners in their communities that will have an active role in a care coordination system. 

· Define a Vision and Individual Roles within the System
Care coordination efforts must be designed in a manner that will meet the needs of the community. Partners should define the goals of the care coordination system, each organization’s specific role in achieving desired outcomes and evaluation methods. The plan would also incorporate a network-wide Health Information Exchange within and across the region (e.g., LA County Health Information Exchange Project, Attachment A page 8). Stakeholders would determine what staff, equipment, information technology and training are necessary to ensure a functional and optimal system. 
· Ensure Adequate Funding for Integrated Healthcare Delivery

The establishment of a care management system will require significant resources from both the public and private sectors. While funding has been made available from a number of sources, including various philanthropies and American Recovery and Reinvestment Act (ARRA), to develop and implement the system, ongoing operational costs must be addressed. Key stakeholders, including the Departments of Health Services, Public Health, and Mental Health; community clinics; private health care providers and hospitals; labor; and other stakeholders must be included meaningfully in discussions of the next California Medicaid Waiver and health care reform. 
· Implement Comprehensive Payment Structures 

Payments for services provided by coordinated care networks vary by program and by population. Currently, few programs offer payments that are adequate to support the critical and comprehensive services provided by community clinics and health centers. Under health care reform, plans could negotiate market rate reimbursement for the services they cover, but to the extent that a network’s federally-approved scope of services exceeds the services covered by a plan, the providers of coordinated care would require additional support to provide these non-covered services to network patients. Further, coordinated care networks would require reimbursement for services provided to those who remain uninsured. 

· Provide Additional Mechanisms to Support Coordination in the Safety Net 
In establishing the concept of the coordinated care as part of national health reform, policymakers should identify additional mechanisms outside of the reimbursement structure to support the networks, such as:

· Provision of direct grants and contracts to networks for start up and capital (including HIT) during initial years of program.

· Mandates for the inclusion of federally-designated networks as provider networks with any Exchange plan enrolling a substantial number of patients in the community or patient populations served by the network. The Senate Finance coverage proposal specifically considers a requirement that plans enrolling newly-insured childless adults under a reformed system “include safety net providers (like public hospitals and community health centers) in their networks.”

· If health reform proposals include provisions for auto-enrollment of newly-insured in governmental or Exchange plans, a preference for auto-enrollment in a network health plan or in a plan that contracts with a network such as LA Care. 
· The network provision should include exemption as a safe harbor from additional legal barriers to integration and specifically to sharing incentive payments, including, for example:

· Stark law prohibitions on physician self-referral of Medicare and Medicaid patients, and similar state laws;

· Federal anti-kickback law, and similar state laws; and

· Federal civil monetary penalties.
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