Constantino, Mike

From: anne.murphy@hklaw.com

Sent: “Tuesday, April 19, 2011 5:16 PM

To: Constantino, Mike

Cc: Avery, Courtney

Subject: FW.: Response to Request for Additional Information (Project 10-078)

Attachments: Exhibit B_1_Apr_19_2011_11_29_03_718.pdf; Exhibit A_1_Apr_19_2011_11_27_25_

967.pdf; constantino__Apr_18_2011_18_07_06_310.pdf; Exhibit_C_1_Apr_19_2011_18_05_
53 60.pdf; Exhibit_C_cont_1_Apr_19_2011_18_04_43_809.pdf, Exhibits_D_through_G_1
_Apr_19_2011_17_51_22_298.pdf; Exhibits_H_and_1_1_Apr_19_2011_17_08_18_515.pdf

Mike,

As you requested, I attach a letter and various Exhibits, in response to your April 8 letter
to me requesting additional information in connection with Project 18-0878 (Proposed
Discontinuation of Oak Forest Hospital).

Please let me know if you have any additional requests for information.

Thanks.

--Anne

Anne Murphy | Holland & Knight

Partner '

131 South Dearborn Street, 30th Floor | Chicago IL 60663 Phone 312.578.6544 | Fax
312,578.6666 anne.murphy@hklaw.com | www.hklaw.com

To ensure compliance with Treasury Regulations (31 CFR Part 1@, Sec. 16.35), we inform you
that any tax advice contained in this correspondence was not intended or written by us to be
used, and cannot be used by you or anyone else, for the purpose of avoiding penalties imposed
by the Internal Revenue Code.

NOTE: This e-mail is from a law firm, Holland & Knight LLP (“H8K”), and is intended solely
for the use of the individual(s) to whom it is addressed. If you believe you received this e-
mail in error, please notify the sender immediately, delete the e-mail from your computer and
do not copy or disclose it to anyone else. If you are not an existing client of H&K, do not
construe anything in this e-mail to make you a client unless it contains a specific statement
to that effect and do not disclose anything to H&K in reply that you expect it to hold in
confidence. If you properly received this e-mail as a client, co-counsel or retained expert
"of H&K, you should maintain its contents in confidence in order to preserve the attorney-
client or work product privilege that may be available to protect confidentiality.




Holland & Knight

134 South Dearborn Street | Chicago, 'L 60603 | T 312.263.3600 | F 312.578.66€66
Holland & Knight LLP | www.hklaw.com

Anne M, Murphy.
312.578.6544
anne. murphy/@hklaw.com

April 19,2011

Via Email and Overnight Mail

Mr. Michael Constantino

Project Reviewer

Ilinois Health Facilities and Services Review Board
525 West JefTerson Street

Springfield, fllinois 62761

Re:  Request for Additional Information
Discontinuation of Oak Forest Hospital (Project # 10-078)

Dear Mr. Constantino:

This letter, and its various attachments, responds to your April 8 letter to me in which you seek
certain additionat information on behalf of the 1llinois Health Facilities and Services Review Board
(“IHFSRB™), in connection with the captioned Certificate of Need Permit Application (“CON
Application™).

As you know, this CON Application received an Intent to Deny from the IHFSRB at its March 21
meeting. The CON Application is tentatively scheduled to be reheard at the May i0 [HFSRB
meeting. Pursuant to IHFSRB Rule 1130.670, the IHFSRB may requcst additional information
from an applicant that will assist it in consideration of a CON Application after an Intent to Deny
has been issued.

On behalf of the applicant Cook County Health and Hospitals System (“System”), thank you for
requesting additional information to assist the [HFSRB in its continued consideration of the CON
Application to discontinue Oak Forest Hospital. We will address betow each of your three requests.
In formulating this response, I have relied upon information provided by System representatives,
several of whom are copied on this letter.
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L Additional Detail Regarding The System’s Strategic Plan, Including Additional
Information Regarding: {(A) How The Proposed Action At Oak Forest Hospital Fits
Into That Plan; And (B) How The Strategic Plan Aligns With Enhanced Access And

Public Policy.

Formation of the System in 2008. Aficr repeated calls by many civic and health care leaders to
reform oversight of Cook County's health services delivery system, the System was established by
Cook County in 2008 through an Ordinance. A copy of this Ordinance is attached as Exhibit A.
The System is an agency of, and is funded by, Cook County. Through this Ordinance, however, the
System is 1o be governed by a newly-constituted governing board (“System Board™).

The Ordinance clearly delineates the mission of the System. Prominently featured in this mission is
the continued provision of integratcd health services with dignity and respect. regardless of a
person’s ability to pay; and continued access to quality primary, preventive, acute and chronic
health care for Cook County residents.

The System Board is comprised of 11 Directors, pursuant to the Ordinance. Ten of these Directors
arc independent appointed Directors, who are not Cook County employees and receive no
compensation for service. These ten appointed Directors must include persons with expertise in
areas pertinent to the povernance and operation of a large and complex health care system. The one
remaining Director serves ex officio with vote, in his or her capacity as the Chair of the Health and
Hospitals Committee of the Cook County Board. A listing of the System Board of Directors is
atlached as Exhibit B.

The Ordinance confers broad management, strategic and financial responsibility and authority upon -
the System Board. These powers include. without limitation. appointinent of a CEQ, determining
the scope and distribution of clinical services (provided that closure of an entire hospital requires the
County Board’s approval), developing the organization and management of the System, entering
into contracts, expending funds, and carrying out a wide range of other duties.

In May 2009, the System Board appointed William T. Foley as the System CEQ. Mr. Foley has
extensive hospital and health system executive experience. Although Mr. Foley recently announced
his impending departure from the System, he was very actively involved in the Strategic Plan
development dcscribed below. Dr. Terry Mason, M.D., who is currently the System Chiet Medical
Officer and who will be the Interim System CEQ as of May 6, also was very actively involved in
Strategic Plan development and is fully committed to its implemcntation.

Strategic Plan Development by the System. Section 38-92 of the Ordinance mandatcs that the
System Board develop Strategic and Financial Plans for the System. Almost immediately after the
System Board was seated, it began an extensive strategic and financial planning process for the
System known as “Vision 2015, This process used a nationally recognized consulting firm for data
collection and analysis, 100k countless hours of System Board and staff time, and incorporated
extensive input from interviews and meetings with over 500 stakeholders. Indeed, as part of this
process, 14 1own hatl mectings were held throughout the County to solicit community input into the
strategic planning process.
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The System Board determined that the strategic planning process needed to have four key elements:
(1) assessment of the current state of the Cook County health system and the current health care
needs of Cook County residents; (2) an overall strategic direction, including a vision and core goals;
(3) specific action prioritics based on the assessment and overall strategic direction; and (4) a five-
year financial plan. It is important to emphasize that the Strategic Plan does not seek to reduce
operating funds or levels of financial investment in the System.

In June 2010, after about a year and one-half of cffort, the System Board finalized and unanimously
approved the “Vision 2015" Strategic and Financial Plan for the System. This Strategic Plan was
included in thc CON Application. Note that the Stratcgic Plan—including the proposed
discontinuation of the Qak Forest Hospital in order 1o transform the Oak Forest campus into a
Regional Outpatient Ccnter—has been approved by the Cook County Board -of Commissioncrs.

Key Elements of the System Strategic Plan. As indicated above, the Strategic Plan starts with a
detailed assessment of the current state of the Cook County Health System, along with an
assessment of the unmet health care needs of uninsured and Medicaid beneficiaries in Cook County.
Among these findings:

. The System’s health delivery access points are not aligned with the geographic

needs of residents. This gap in access is particularly problematic in the
South/Southwest portions of Cook County. (See pp. 62, 66 of the Strategic Plan).

. The System’s resources arc disproportionatcly centered around hospital care,
especially when compared with other large national public health systems (sce pp.
67-68 of the Strategic Plan).

. The System is not deploying providers and facilities as effectively as it could, which
results in substantial wait times for patients seeking outpatient care in the System
(see pp.67, 69 of the Strategic Plan).

. Redirection of care to outpatient modalities would increasc the overall volume of
health care services to Cook County residents, and would improve timeliness and
geographic convenience in service delivery (see p. 27 of the Strategic Plan). In fact,
reallocation of funds currently spent on incfficient hospital operations to primary and
outpatient care is projected to result in an increase in System primary care and
specialty outpatient care by about 50% from 2009 to 2015, from about 600.000 to
900,000 visils per vear.
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The Strategic Plan then takes these findings, and applies certain guiding principles to them for
future development of the System (see pp.21-22 of the Strategic Plan). These guiding principles

include:

* The System should deliver the best possible care for the vulnerable population of Cook
County within the dollar resources available.

. System care should be population-centered rather than hospital-centered.
. The System must provide services that are accessible.
. The System should [ocus on the scrvices needed by vulnerable populations, with an

emphasis on specialty care and extension of primary care.

Based on these key findings and the guiding brinciples, the Svstem Board identified five core
stralcgic goals, cach to be achicved through specific strategic initiatives:

I Access to Healthcare Services

Eliminate access bartiers a1 ail sites.

Strengthen the primary care network, through increased staffing and enhanced
partnerships with FQHCs.

Comprehensive Regional Qutpatient Centers at strategically-located sites, including
Qak Forest Hospital, [NOTE: This specific stratcgic initiative, which is designed to
achieve the core strategic poal of enhanced access, is one basis [or the proposed
transformation of the Oak Forest campus [rom an underutilized hospital to a
Regional Outpatient Center.]

2. Quality, Service Excellence and Cultural Competence

Have an integrated, System-wide approach and infrastructurc for patient care
coordination.

Implement Continuous Quality Improvement.
Comprehensive program to instill cultural competency.

Develop an Electronic Medical Records infrastructure for the System.

3. Service Line Strength

Develop and strengthen service lines based on vulnerable patient population needs.
[NOTE: As detailcd in Section 11 of this letter, the proposed Regional Outpatient
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Center at the Oak Forest campus would focus on these primarily chronic conditions.
In Phase 1. new service lines would be established for pain management. urology
and infectious disease; outpatient volume in clinical specialties such as cardiology,
psychiatry, orthopedics and rehab medicine would increase dramatically.]

. Partner with community providers.
) Assure provision of the Ten Essentials of Public Health.
4. Staff Development
e Implement initiatives to improve caregiver and employee satisfaction.
o Focus on cffective recruiting and retention processes.
e Develop robust in-service education and professional skill-building.

5. Leadership and Stewardship

. Hold System Board and management accountable for agreed-upon performancc
targets.

. Foster lcadership development and succession planning.

. Develop long-term financial plans and sustaining funding.

Role of the Oak Forest Campus Transformation in Implementing the System Stratcgic Plan.
As indicated above, the Strategic Plan has concluded that: (1) the current System is overly-
dependent on inpatient hospital care; (2) residents of Southern Cook County need better geographic
access to System-sponsored health care; and (3) vulnerable Cook County residents would have
dramatically improved access to health care through the transition of underutilized hospital services
in favor of much-needed outpatient specialty care and primary care.

In this context, the proposal to discontinue inpaticnt hospital operations at Oak Forest Hospital, in
order to develop a comprehensive Regional Qutpatient Center on the Ozk Forest campus, is
obviously an important means of achieving core goals of the Strategic Plan.

Oak Forest Hospital is a grossty underutilized and inefficient hospital. It currently runs an average
daily census of about 40+ patients in 213 authorized beds. The physical plant is comprised of
multiplc buildings totaling about 1.2 million square feet of facility space originally constructed to
house up to 1100 long-term care paticnts.

Until 2002, the hospital was licensed as a Chronic Disease Hospital with a census of primarily long-
term care patients. Since 2002, the hospital's census has becn declining.  In 2007. the hospital
significantly reduced its long-term care service capabilitics, and in that process discharged about 20
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long-term custodial inpatients into long-term care facilities. No new long-term care patients have
been admitted to the hospital since that time. The System continues to pay for the care provided to
those discharged residents, and monitors the quality of this care on an ongoing basis.

Oak Forest Hospital has a stand-by cmergency department that cannot and does not accept
ambulance runs. In addition, multiple clinicians can atiest to the fact that its ICU beds historically
have not been utilized by what most would think of as patients requiring comprehensive intensive
carc services.

Despite a low volume of scrvice demand and profound historical and current limitations on the
scope of services provided, Oak Forest Hospital is one of the most expensive hospilals in the State
to operate on a per-patient basis (see p. 73 of the Strategic Plan). On an annualized basis, hospital
operations total about $91 million per year in expenditures.

According to the State Agency Report, Oak Forest Hospital's planning arca has an excess of 503
med/surg/pediatric beds, an excess of 77 rehabilitation beds, and an excess of 36 obstetrics beds.
The System has documented that several area hospitals, including Ingalls Memorial Hospital,
Jackson Park Hospital, and South Shore Hospital, each are willing and able to absorb all or most of
the Oak Forest Hospital patient Joad on an ongoing basis. Two additional area hospitals, Holy
Cross Hospital and MetroSouth Medical Center, have just submitted letters in support of the project.
In the case of MetroSouth, the hospital indicates that it is available as a facility to treat current Oak
Forest Hospital patients.

Of course, the John H. Stroger, Jr. Hospital of Cook County also will be available to any uninsured
and Medicaid inpatients from the Southland who need its services. In the event patients necding
inpatient care prescnt at the Immediate Care Center, they would be transported to Stroger Hospital
under the System’s ambulance contract. This ambulance transport would not be charged to patients
who lack health insurance covering transport,

The remaining 5 long-term care patients at the hospital will be transferred to long-term carc
facilities or other suitable homes, with their input and with support from System social workers. If
no other funding source becomes available, the System intends to fund care for these residents
indefinitely into the future, and will monitor the quality of that care. Similar contracts will be
entered into to provide acute ventilator and rehabilitation care for unfunded area residents; the
hospital currently has 2 unfunded ventilator patients.

Area hospitals have indicated a willingness and ability to absorb the hospital’s remaining patient
votume now and into the future. Approximately 85-90 percent of current ED visits could be seen
cither at the campus Immediate Care Center, or at one of the specialty clinics to be operated on the
Oak Forest campus. Transition from reliance on a stand-by ED to paticni-centered outpaucnt
service sites will both improve care and reducc unnecessary expensc. '

While the State Agency Report shows a necd for 21 ICU beds in the Planning Area, the elimination
of the 8 limited-use ICU beds at Oak Forest Hospital will not have a meaningful adverse impact on
access to ICU services in the area. And finally, the S remaining long-term care patients and 2
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ventilator-dependent patients at the facility will be cared for through the transition plan described
above.

As for employees, all of the approximatcly 115 registered nurses at the hospital who are members of
a collective bargaining unit have been offered nursing positions in the System, some of which will
be at the Regional Outpatient Center. Most of these registered nurscs have chosen to accept those
offers. It is currently expected that all these nurses will have transitioned into these new positions

by May 20.

Of the physicians currently on staff at the hospital, all ED physicians will immediately transition
into servicing the Immediate Care Center on the Oak Forest campus. Similarly, the majority of the
specialist physicians at the hospital will immediately transition into full-time outpatient specialty
care. Eight hospital-based physicians, two of whom are part-time employees and all of whom are
members of a collective bargaining unit have reccived or will receive displacement notices. These
physicians are primarily hospitalists and rehabilitation physicians. The System is actively working,
on a voluntary basis, 1o facilitate the possible placement of these physicians into System vacancies.
In addition, approximately 12 physicians who are not members of the collective bargaining unit
have received or will receive notice that their positions are being eliminated. The majority of these
physicians are consulting physicians who work less than forty hours per pay period.

Once the hospital is discontinued, the Regional Outpatient Center will be able to begin immediately
its Phase 1 operations. Physicians who currently spend much of their time atiending to hospital
services will be freed up to provide expanded outpatient and immediaic care, resulting in a projected
immediate increasc of 2525 outpatient primary care and specialty care visits per month on the Oak
Forest campus.

As described in Section I of this correspondence, the System projects delivering 125,000 annual
outpatient visits on the Oak Forest campus by 2015. The site will include an immediate care center,
specialty outpatient clinics, increased primary care, and diagnostic testing facilities. The System
will give serious consideration to partnerships with one or more FQHCs to enhance primary care
services on-site. An ASTC also might be developed on campus, which of course would be
submitted to the IHFSRB CON for review.,

Please refer to Section 11 for a detailed description of the Regional Qutpaticnt Center plan.

Public Policy Basis for the Strategic Plan. On behalf of the IHESRB, you have also requested an
explanation as to how the Strategic Plan, and the proposed action at Oak Forest Hospital, aligns
with good public policy and enhanced access.

As indicated above, the System Board, through its strategic planning process, has identified critical
gaps in access for Medicaid and uninsured individuals in Cook County. Chiel among them is the
current System's disproportionate reliance on inpatient care rather than primary and outpatient care.
when compared with other large national public health systems. The current System concentrates
its existing outpatient specialty care at the John H. Stroger, Jr. Hospital campus, which causes
Southland residents in need of these safety nct services to endure long waits and excessive travel
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times. The net result is a lack of adequate access to primary and outpatient specialty care for
Southland residents, many of whom have chronic medical conditions.

We are grateful 1o have received lettcrs of support for our project from numerous public policy
Jeaders at the national, regional and local levels. Without exception, these supporters note the
strong public policy reasons for our proposed transformation of the Oak Forest campus in order to
increase access to health care services for the medically vulnerable residents of Cook County.
These lctters of support have been submitted, for example, by the National Association of Public
Hospitals and Health Systcms. the Itlinois Primary llealth Care Association, Access to Care, the
South Side Healthcare Collaborative, Sinai Health System, Rush University Medical Center, Holy
Cross Hospital, and at least eight Federally Qualified Heaith Centers. Because these letters have
been submitted to the IHFSRB, 1 am not cnclosing additional copies here.

We also thought it appropriate to document that it is widely-recognized among public policy
rescarchers and expents that there is a critical gap among safety net health care systcms nationally in
access 1o specialty outpatient care and diagnostic testing for Medicaid and uninsured patients.
Accordingly, we enclose as Exhibit € several articles and publications, from independent authors
and sources, that detail this pervasive lack of specialty care access for medically underserved
communities, Two of these articles discuss a 2007 Commonwealth Fund study showing that
Community Health Center patients nationally have difficulty accessing specially services, including
referrals to Medical specialists and diagnostic testing.

A November 2010 article underscores that in an era of health reform, safety net health care delivery
systems will need 10 transform quickly into paticni-centercd care modcls that coordinate care, rather
than continue to provide fragmented episodic care through Emergency Departments and otherwise.
Like the other articles we have provided, this reform article notes that it is urgently important for
safety net health systems to improve access to outpatient speciaity care for Medicaid and uninsured
paticnts. Because the Medicaid and uninsured patient populations are gencrally sicker. and have
more chronic medical conditions than other patient populations, access 10 coordinated care that
includes specialists and diagnostic testing is critically important.

We have provided a 2009 study that documents the need for improved outpatient specialty care
access for California's medically underserved populations. Finally, we have included a 2002 NEJM
article that details the positive connection between ambulatory care access o cardiologists (as
opposed to non-speciakist physicians) and improved health outcomes for post-Myocardial Infarction
paticnts. Coordinated access to specialist care improves health oulcomes, especially for those with
chronie disease.

Independent sources have Jong recognized that the gap in access 1o outpatient specialty care is a
significant problem for Medicaid and uninsured patients in Cook County. Asidec from the letters of
support and articles referenced above, we also enclose as Exhibit [J an except from a 2008 repon,
entitled “The Chicago Health Care Access Puzzle: Fitting the Pieces Together”, which details this
specialty care access problem in Chicago, along with a 2005 Chicago Tribune ariicle highlighting
this problem. We enclose as Exhibit E a listing of the more than 70 FQHCs and other safety net
clinics serving Cook County that currently rely on the System for access lo outpatient specialty care
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through the "IR]S Partners” program. The demand for outpatient specialty care from these clinic
partners has increased by well over 80 percent since 2007, and these referred patients currently
experience significant treatment delays because the System does not currently have the outpatient
capacity to handle all the referrals.

1L Additional Detail Regarding the Scope of Services, Staffing and Implementation
Timetable for the Regional Qutpatient Center the System Intends to Establish on the
Ouk Forest Hospital Campus.

The CCHHS implementation plan for the Regional Outpatient Center (ROC) on the Oak Forest
campus provides for the expansion of primary and specialty care services on that campus in
order 1o provide greater access to this critically needed care for patients in the Southland.

There are currently 16 specialty physicians from Oak Forest Hospital providing outpatient
services on a part-time basis for the patients seen in clinics of the Ambulatory and Community
Health Network (ACHN) located in the E Building on the Oak Forest campus. There are also
seven (7) specialty physicians from the John H. Stroger, Jr. Hospital of Cook County providing
limitcd specialty care sessions in the ACHN clinics located on that campus.

The ROC implementation plan provides for the expansion of these existing specialty services,
including the addition of three (3) new specialty scrvices, namely, Pain Management, Infectious
Disease, and Urology, and the supplementation of the cxisting ACHN primary care physician
staff of four (4) with three (3) additional primary care physicians for a total of seven (7) prnimary
care physicians.

In addition, the ROC will includc a new Immediatc Care Center with health care providers on
site from 7 a.m. to 11 p.m., Monday through Friday, and 7 a.m. to 7 p.m. on weekends and
holidays, to provide stabilizing care for patients presenting to the Center. '

Vision 2015 will transform the Oak Forest Hospital campus from a small, narrowly focused
inpatient facility to be a robusi, regional outpatient facility for our Southland community. The
planned transition at Oak Forest will oecur in three distinct phases.

Phase 1 begins in June, 2011 and continues throughout FY2011. As the number of patients
being treated in the primary care practice begins (o increase, it is anticipated that the number of
specially consults will also increase. The implementation plan addresses this through the
expansion of these specialty services.

Under the implementation plan, as of June 1, 2011, inpatient services on the campus will
discontinue, allowing for a resource shift enabling the growth of existing outpatient scrvices as
well as the addition of new outpatient services on the Oak Forest campus. Moreover, many of
the caregivers currently staffing the inpaticnt units will transition to staffing the ROC.
Arrangements already have been madc for interim management of the ROC commencing June 1,
using current hospital employees pcnding hiring of permanent management into newly created
positions.
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The following existing services will be significantly expanded on June 1", adding the followmg
numbers of additional half day sessions and patient visits. The cxpansion of existing services is
projceted to provide an additional 875 hours of clinical time per month resulting in an additional

2525 visits per month.

Current Specialty Expansions Additional 2 Day Additional Visits
(ramp up beginning June I¥) Scssions (per month) (per month)
Cardiology 40 340
Endocrinology 15 110
Gastroenterology - Visits 4 30
Gastroenterology - Procedures 8 80
General Surgery 4 120
Nephrology 0 20
Neurology 16 160
Optometry 2 75
Orthopedics 12 100
Podiatry 8 70
Psychiatry 18 70
Rehab Medicine 16 150
Primary Care 105 1200
TOTAL 248 2525

Additionally, as stated above, three new specialty services will be added, namely, Infectious
Discase, Pain Management, and Urology. The Pain management and Infectious Disease
specialty services will begin in June, 2011 and Urology services will be added later in FY2011
after a new physician provider is recruited. The table below projects capacity of the number of
new sessions and visits for these new specialtics,

New Specialty Additions Additional 2 Day Additional Visits
(ramp up beginning June 1% Sessions (per month) (per month)
Pain Management 8 35
Infectious Disease 8 70
Urology 8 70

Total 24 175

In summary, including both specialty expansions and new specialty additions, the Oak Forest
campus will be adding a total of 959 clinical hours per month and adding availability for an
additional 2700 visits per month, greatly expanding capacity and access to these much needed
specialty services for patients in the Southland.

In addition, under the implementation plan, as of June 1, 2011, the current standby cmergency
department at Qak Forest Hospital will transition to an Immediate Care Center with hours {from 7
a.m. 1o 11 p.m., Monday through Friday, and 7 a.m. until 7 p.m. on wcckends and holidays. We
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have attached the Scope of Services for our Immediate Care Center set to open June 1, 2011
(Exhibit F - Attachment No. 1), as well as the Immediate Care Staffing plan for FY2011
(Exhibit G - Attachment No. 2).

Phase 2 of the Oak Forest transition runs throughout FY2012 and involves significant facility
expansion centering on the complete renovation of the New “E” building on the Oak Forest
Campus. Thc expansion involves a complete conversion of the current imaging system to a
state-of-the-art digital facility assuring that Oak Forest patients receive the very best care.
Additional clinic space, outpatient surgery space and a new immediate care center will be added
during the second phase with a relocation of most major services to the newly renovated
building. If an ASTC is proposed, the System will, of coursc, seek IHI'SRDB review and
approval. Additional specialty care will be added as determined by the needs of the community.

Phase 3 of the Qak Forest transition plan will occur during FY2013 through FY2015 and will
involve continued expansion and significant growth in terms of service additions and patient
visits. During Phase 3 of the plan, the Health System will add a women’s health center to the
Qak Forest campus. Additional healthcare providers will be added to support these efforts. By
way of comparison, in FY2010, the Qak Forest campus delivered 35,000 primary care and
specialty care visits in thc outpatient sctting. By 2015, the Health System’s goal is to provide
125,000 visits in the outpatient setting on the Oak Forest Campus.

1ll.  Documentation Regarding System Budget, and Funds Availability, for
Implementation of the Proposed Regional Outpatient Center.

I have enclosed as Exhibit H the proposed Oak Forest ROC [Y 2011 Budget. This Budget would
be effective June 1, 2011,

With the exception of the proposed capital improvements, all other aspects of the Budget have becn
approved by the Cook County Board of Commissioners. This approved Budget includes funding
for 296 staff positions. It also includes over $19 million in other operaling expenses.

The proposed $3 million in capital improvements, and the proposcd $2.2 million in equipment
expenditures, have been included in President Preckwinkle’s proposed 2011 capital improvement
program budget for Cook County. This capital improvement budget likely will be finalized in May
2011. Please also refer to President Preckwinkle’s April 12 letter attached as Exhibit I, in which she
expresses strong support for the System's Strategic Plan and commits to funding the 'Y 2011
proposed budget for Oak Forest.
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Once again, thank you for the opportunity to provide additional information on this project. Please
do not hesitate to let me know if the IHFSRB seeks any further information to assist in review of

Project 10-078.

y truly yours, \
e JU
AnneM. Murphy. Esg.

AMM/cd)

cc: Elizabeth Reidy, Esq.
Terry E. Mason, M.D.
Randall L. Mark
Tony Tedeschi, M.D.

#10281861_vl
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Sec. 38-70. - Shori title.
Sec, 38-71. - Declaration.

Sec. 38-72, - Definitions.
Sec. 38-73. - Establishment of the Cook County Health and Hospitals System Board of Directors ("System

Board").
! Sec. 38-74. - Mission of the CCHHS.

i Sec. 38-75. - Nominating commitiee.

Sec. 38-76. - Members of the System Board.

i Sec. 38-77. - Qualifications of appointed directors.

Sec. 38-78. - Chairperson/officers of the System Board.
Sec. 38-79. - Meetings of the System Board.

Sec. 38-80. - Genersal powers of the System Board.

| Sec. 38-81. - Chief executive officer.

] Sec. 38-82. - Strategic and financial plans.

Sec. 38-83. - Preliminary CCHHS budget and annual appropriation ordinance
' Sec. 368-84. - Human resources.

' Sec. 38-85. - Procurement and contracls.

Sec. 38-86. - Disclosure of interests required.

Sec. 38-87. - Annuat report of the System Board.

Sec. 38-88. - Manageria! and financial oversight.

Sec. 38-80. - Indemnification.

Sec. 38-90. - Applicability of the Cook County Code.
Sec. 38-91. - Transition.

Sec. 38-92. - Severability,

Sec. 38-93. - Making CCHHS permanent.

""" sec. 38-70. - Short title.

I This Ordinance shall be known and may be cited as the *QOrdinance Establishing the Cook County
| : Health and Hospitals System.” i

b (Ord. No. 08-0-35, 5-20-2008.) o | I

' . e e e - . - . . . -
P

" Sec. 38-71. - Declaration.

i : (a) The Counly Board hereby establishes the Cook County Health and Hospitals System ("CCHHS or i
. System™) which shall be an agency of and funded by Cook County. All personnel, facilities,
equipment and supplies within the formerly constituted Cook County Bureau of Health Services are |
! now established withiri the CCHHS. Pursuant to the provisions contained herein, the CCHHS and all - ¢
' personnel, facilittes, equipment and supplies within the CCHHS shall be governed by a Board of Lo
Directors ("System Board") as provided herein. The System Board shall be accountable to and shalt
be funded by the County Board and shall obtain County Board approval as required herein. The

County Board hereby finds and declares that the CCHHS shall.

]
(1}  Provide integrated health services with dignity and respect, regardless of a patient's ability to i
|

pay;

(2) Provide access to quality preventive, acute, and chronic health care for all the People of Cook @ |

County, lfinois (the "County"); S

o (3)  Provide quality emergency medical services to all the People of the County; '

;' ! {4)  Provide heafth education for patients, and participate in the education of future generations of
health care professionals,

{5)

Exhibit A
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b Engage in research which enhances its ability to meet the healthcare needs of the People of |
b the County; and, ;
N (6)  Perform, through the Cook County Department of Public Health, essential services of a local
b public health authority as provided in the Cook County Board of Health Ordinance, Sections
' 38-26 through_38-40 of the Cook County Code, other Cook County Ordinances imposing
duties upon the Cook County Depariment of Public Health, and the regulations of the Cook
County Department of Public Health promuigated thereunder, the Department of Public Health
Act, 20 ILCS 2305/1 et seq.; the Civil Administrative Code of Ninois, 20 ILCS 2310/2310-1 et
P _seq.; and as further detailed in regulations promulgated by the lllinois Depariment of Public
T Heatth under the Certified Local Health Department Code, 77 lll. Adm. Code 600.110 et seq.;
provided, however, that the County Board shail continue to serve as the Board of Health of :
Cook County. . i
! {b) This article recognizes the essential nature of the Mission of the CCHHS as set forth in_Section 38-
74, and the need for sufficient and sustainable public funding of the CCHHS in order to fulfill its
mission of universal access to quality health care.
{Ord. No. 08-0-35, 5-20-2008.)

" Sec. 38-72. - Definitions.

i For purposes of this article, the following words or terms shall have the meaning or construction
i ascribed to them in this section:

Chairperson means the chairperson of the System Board.

Cook County Code means the Code of Ordinances of Cook County, lllinois.

Cook County Health and Hospitals System also referred to as "CCHHS’", means the public health
system comprised of the facilities at, and the services provided by or through, the Ambulatory and
Community Health Network, Cermak Health Services of Cook County, Cook County Department of Public
; Health, Oak Forest Hospital of Caok County, Provident Hospital of Cook County, Ruth M. Rothstein CORE .
. Center, and John H. Stroger, Jr. Hospital of Cook County, (collectively, the "CCHHS Facilities”). ;

i County means the County of Cook, a body politic and corporate of llinois. i
| County Board means the Board of Commissioners of Cook County, lllinois.
Director means a member of the System Board. ‘

Fiscal Year means the fiscal year of the County.

i i Ordinance means the Ordinance Establishing the Cook County Health and Hospitals System, as L
i amended. o

[ President means the President of the Cook County Board of Commissioners.

| : System Board means the 11-member board of directors charged with governing the CCHHS.

i {  (Ord, No. 08-0-35, 5-20-2008.)

. Sec 38.73. - Estabiishment of the Cook County Health and Hospitals System Board
: of Directors ("System Board").

i {ay  The System Board is hereby created and established. The System Board shall consist of 11

; members called Directors. The County Board delegates governance of the CCHHS to the System
i Board. The System Board shall, upon the appointment of is Directors as provided herein, assume
. g responsibility for the governance of the CCHHS.

i (b}  Notwithstanding any provision of this article, the Cook County Board of Health Ordinance, Sections
L 38-26 through_38-40 of the Cook County Code of Ordinances, and other provisions of the Cook
County Code of Ordinances conferring authority and imposing duties and responsibitities upen the

Board of Heatth and the Cook County Department of Public Health, shall remain in full force and
effect.
{Ord. No. 08-0-35, 5-20-2008.}

o Sec. 38-74. - Mission of the CCHHS. T

(ay  The System Board shatt have the responsibility to carry out and fulfill the mission of the CCHHS by:
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{1}  Continuing to provide integrated health services with dignity and respect, regardiess of a
patient's ability to pay; Do
{2)  Continuing to provide access to quality primary, preventive, acute, and chronic health care for  * |
all the People of the County, )
{3}  Continuing to provide high quality emergency medical services to all the People of the County; 1
(4}  Continuing to provide health education for patients, and continuing to participate in the !
education of future generations of health care professionals; :
(5}  Continuing to engage in research which enhances the CCHHS' ability to meet the healthcare |
needs of the People of the County; ol
{6)  Ensuring efficiency in service delivery and sound fiscal management of all aspects of the :
CCHHS, including the caliection of all revenues from govemmental and private third-party .
! payers and other sources, :
(7)  Ensuring that all operations of the CCHHS, espedially contractual and personnel matters, are .
i conducted free from any political interference and in accordance with the provisions of the ;
Supplemental Relief Order and Consent Decree established in the federal civil litigation filed .
in the Northem District of illinois under Case No. 69 C 2145 and titied Shakman, et al. v. S
Democratic Organization, et al. and all applicable iaws; and,
(8)  Perform, through the Cook County Department of Pubtic Health, essential services of a local
. public health authority as provided in the Cook County Board of Health Ordinance, Sections o
| i 38-26 through_38-40 of the Cook County Code, other Cook County Ordinances imposing .
I duties upon the Cook County Depariment of Public Heatth, and the regulations of the Cook D
County Department of Public Health promulgated thereundsr; the Department of Public Health
; Act, 20 ILCS 2305/1 et seq., the Civil Administrative Code of lllinois, 20 ILCS 2310/2310-1 et
] seq.: and as further detailed in regulations promuligated by the Winois Department of Public
' Health under the Certified Local Heaith Department Code, 77 Ill. Adm. Code 600.110 st seq,;
provided, however, that the County Board shall continue to serve as the Board of Health of
: Cook County. T
v {b}  The System Board shall be responsible fo the People of the County for the proper use of all funds :
; appropriated to the CCHHS by the County Board, ,
(Ord. No. 08-0-35, 5-26-2008 ) i

- Sec. 38-75. - Nominating committee.

(a) The Nominating Committee shall elect its chair from among its members and all decisions shall be
by majority vote of the membership. The Nominating Commitiee shall include one representative
_ from each of the following organizations: ’ D
b (1)  Civic Federation of Chicago; i
' {2) Civic Committee of the Commerdial Club of Chicago;
, {3) Chicago Urban League;
: (4) Heatthcare Financial Management Association;
i t (5) Suburban Primary Healthcare Council;
P (6) lllinois Pubtic Health Association;
(7)  Metropolitan Chicago Healthcare Council;
! (8) Health and Medicine Policy Research Group; ‘
(9)  Chicago Department of Public Health; ;
(10) Cook County Physictans Association;
: (11) Chicago Federation of Labor;
[ (12) Chicago Medical Society;
|

{13) Asscciation of Community Safety Net Hospitals; and
{14) Midwest Latino Health Research Center.
(b}  Pursuant to Ordinance 08-0-22, "Ordinance Concerning The Bureau of Health Services
' Notwithstanding Any Provision in Existing Ordinances," which ordinance is amended by this
Ordinance, the Nominating Committee converied, selected the names of 20 individuals and
transmitied these names to the President for nomination to the Systern Board. Pursuant to
" Ordinance 08-0-22, "Ordinance Conceming The Bureau of Health Services Notwithstanding Any
b Provision in Existing Ordinances,” which ordinance is amended by this Ordinance, the President then
selected nine names from among the names submitted by the Nominating Commitiee for the office
. of Director, and forwarded the list of nine names to the County Board for its approval.
{c)  Pursuant to this Amendatory Ordinarice, the number of Directors on the System Board shall increase :
, from nine te 11, one of whom shali be the Chairperson of the County Board's Heallh and Hospitals i
b Committee, serving ex officio. Accordingly, the President shall now select one additionel name from !
: among the names initially submitted to the President by the Nominating Committee for nomination to :
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the System Board, and shall transmit that name to the County Board for its approval, pursuant o o
Subsection_38-76(b)(1) of this article.
(Qrd. No. 03-70375.7 577207-200‘.?.)__' o

) Sec. 38-76. - Members of the System Board.
! {a) One of the 11 Directors shall be the Chairperson of the Health and Hospitals Committee of the !
o County Board and shall serve as an ex officio member with voling rights. This Direclor shall serve as

; a liaison between the County Board and the System Board.

' (b)  The remaining ten Directors of the System Board shall be appointed and removed as follows:

(1) For the initial Directors, the County Board shall approve or reject each of the names submitted
by the President within 14 days from the date the President submitted the names, or at the
next regular meeting of the County Board held subsequent to the 14-day period. Where the
County Board rejects the President's selection of any name for the office of Director, the t

! President shall within seven days select a replacement name from the remaining names on ;

the initial list of 20 names. There is no limit on the number of names the County Board may '

reject. The County Board shall exercise good faith in approving the initial Directors as soon as

reasonably practicable. In the event the 20 names initially submitted to the President by the o

: Nominating Committee are exhausted before the County Board approves ten names, the !

D President shal! direct the Nominating Committee to reconvene and to selecl and submit an U

additional three names for each Director still to be appointed. -

a. Each appointed Director, whether initial or subsequent, shall hold office until a 1
successor is appointed. Any appointed Director shall be eligible for reappointment, but i
no appointed Director shall be eligible to serve more than two consecutive five-year i
terms. !

: b. Upon the expiration of an appointed Director's term, the successor Director shall be i

. appointed in the same manner as the process set forth above for the nomination,

' selection and appointment of initial Directors; provided, however, that the Nominating

Committee shall recommend three names for each Director position to be filled at thal

time.

i c. Any appointed Director may be removed for incompetence, malfeasance, willful or i

) negligent failure to perform assigned duties, culpable inefficiency in performing

assigned duties, or any cause which renders the Direclor unfit for the position. The ;

President or one-third (of the members of the County Board shall provide written notice !

to that Director of the proposed removal of that Director from office; which notice shall I

state the specific grounds which constitute cause for removal. The Direclor in receipt of

b such notice may request lo appear before the County Board and present reasons in :

’ support of his ot her retention. Thereafter, the County Board shall vote upon whether .

. there are sufficient grounds to remove that Director from office. The President shall T

C notify the subject Director of the final action of the County Board. s

: (2)  Inthe event of a vacancy in an appointed Director position on the System Board, the
President may recommend a replacement name to the County Board for its approval from the
remaining names on the most recent list of names recommended by the Nominating
Committee. In the alterative, the President may direct that the Nominating Committee
reconvene to prepare a new list of three names for the vacancy within 30 days of the

, President's request. The successor Director shall then be appointed in the same manner set |

Lt forth above for the selection and appointment of initial Directors. v

a. A vacancy shall occur upon the: i
1. Resignation, . P
2 Death,

. 3. Conviction of a felony, or Ty

4, Removal from the office of an appointed Direclor as set forth in paragraph (b}(1) * .

(¢) of this section. :

b. Any appointed Director who is appoimed fo fill a vacancy shall serve until the expiration
of his predecessor's term.

{c} The appointed Directors are not employees of the County and shall receive no compensation for
their service but may be reimbursed for actual and necessary expenses incurred as a result of I
performance of their duties as set forth in_Section 38-80 of this Article. {

: {d)  Directors shall have a fiduciary duty to the CCHHS and the County. :

i (Ord. No. 08-0-35, 5-20-2008; Ord. No. 08-Q-37, 6-3-2008.) T

“Sec. 38-77. - Quallfications of appointed directors.
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The appointed Directors shall include persons with the requisite expertise and experience in areas

P perfinent to the governance and operation of a large and complex healthcare system. Such areas shall '
- include, but not be limited to, finance, legal and regulatory affairs, healthcare management, employee
relations, public administration, and clinical medicine. The Nominating Committee, the President and the
County Board shall take this section into account in undertaking their respective responsibilities in the !
recommendation, selection and appointment of Direclors.

 [0rd. No. 08-0-35, 5-2¢-2008.)

o .S-éc.":!ii—-TB. - Chairbl—ar‘sonlofﬁcers of the 'S;_rs'té-m Board.

g
(a) The Directors shall select the initial Chairperson of the System Board from among the initial .
Directors. The Chairperson shail serve a one-year term and, thereafier, the System Board shall I

i

!

annually elect a chairperson from among the Directors.

{1)  The Chairperson shal! preside at meetings of the System Board, and is entitled 1o vote on all
matters before the System Board.

s (2} A Director may be elecled to serve successive terms as Chairperson.

{b}  The Directors may establish such additional offices and appoint such additional officers for the
System Board as they may deem appropriate. D

(Ord. No. 08-0-35, 5-20-2008.)

I —— —_——

Sec. 38.79. - Meetings of the System Board.

P {a)  The President shall call the first meeting of the System Board. Thereafter, the Directors shall
v prescribe the times and places for their meetings and the manner in which regular and special |
. meelings may be calied.

) {b)  Meetings shall be held ai the call of the Chairperson, however, no less than 12 meetings shall be

' held annually. :

: {¢) A majority of the voting Directors shall constitute a quorum. Actions of the System Board shall

t require the affirmative vote of a majority of the voting members of the System Board present and
voting at the meeting at which the action is taken.

{d) Tothe extent feasible, the System Board shall provide for and encourage participation by the public
in the development and review of financial and heaith care policy. The System Board may hold
public hearings as it deems appropriate to the performance of any of its responsibilities.

. {e) The System Board shall comply in all respects with "An Act in relation to meetings,” as now or ,

C hereafter amended, and found at 5 ILCS 12011, et seq. :

{f The System Board shall be an Agency to which the Local Records Act, as now or hereafler i
amended, and found at 50 ILCS 205/1, et seq. applies. T

{Ord. No. 08-0-35, 5-20-2008.) v

j Sec. 38-80. - General powers of the System Board. =
Subject to the Mission of the CCHHS and consistent with this article, the System Board shall have
the following powars and responsibilities:

. {a) Toappoint the Chief Executive Officer of the CCHHS ("CEQ") or interim CEOQ, if necessary, as

1 set forth in_Section 38-81 hereinafter, to hire such employees and to contract with such

o agents, and professional and business advisers as may from time to time be necessary in the

' System Board's judgment to accompiish the CCHHS' Mission and the purpose and intent of

this article; 1o fix the compensation of such CEOQ, employees, agents, and advisers; and, to
establish the powers and duties of all such agents, employees, and other persons contracting
with the System Board,;

: {b}  To exercise oversight of the CEQ;

I: . {c) To develop measures to evaluate the CEQ's performance and to report to the President and

" the County Board at six-month intervals regarding the CEQ's performance;

] {d) To authorize the CEO to enter into contracts, execute all instruments, and do all things
necessary or canvenient in the exercise of the System Board's powers and responsibilities;

(e) To determine the scope and distribution of clinical services; provided, however, if the System
Board delenmines that it is in the best interest of the CCHHS to close entirely one of the three
CCHHS hospitals. such closure will require County Board approval; :

N To pravide for the organization and management of the CCHHS, including, but notfimited to, ;-
the System Board's nights and powers to approve all personnel policies, consistent with !
existing state laws, collective bargaining agreements, and court orders;

:)
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To submit budgets for the CCHHS operations and capital planning and development, which
‘ promote sound financial management and assure the continued operation of the CCHHS,
P subject to approval by the County Board,
] (h)  Toaccept any gifts, grants, property, or any other aid in any form from the federal :
) government, the state, any state agency, or any other source, or any combination thereof, and |
; to comply with the terms and conditions thereof,
i) To purchase, lease, trade, exchange, or otherwise acquire, maintain, hoid, improve, repair,
sell, and dispose of parsonal property, whether tangible or intangible, and any interest therein;
(1] In the name of the County, to purchase, lease, trade, exchange, or otherwise acquire, real
property or any interest therein, and to maintain, hold, improve, repair, morigage, lease, and .
[, otherwise transfer such real property, so long as such transactions do not interfere with the vl
I Mission of the CCHHS; provided, however, that transactions involving real property valued at
: $100,000.00 or greater shail require express approval from the County Board,
s (k)  To acquire space, equipment, supplies, and services, including, but not limited to, services of
1
l}

consultants for rendering professional and technical assistance and advice on matiers within
the System Board's powers;
[{]] To make rules and regulations governing the use of property and facilities within the CCHHS, i
subject to agreements with or for the benefit of holders of the County Board's obligations;
{m} To adopt, and from time to time amend or repeal bylaws and rules and regulations consistent . |
with the provisions of this article; P
: (n}  To encourage the formation of a not-for-profit corporation to raise funds to assist in carmying '
1 " out the Mission of the CCHHS; }
f {o)  Toengage in joint ventures, or to participate in alliances, purchasing consortia, or other !
: cooperative arrangements, with any public or private entity, consistent with state law; : I
{p)  To have and exercise all rights and powers necessary, convenient, incidental to, or implied i
from the specific powers granted in this article, which specific powers shall not be considered
as a limitation upon any power necessary or appropriate to carry out the CCHHS' Mission and
the purposes and intent of this article;
(q) To perform, through the Cook County Department of Public Health, essential services of a
locat public health authority as provided in the Cook County Board of Health Ordinance, |
_ Sections 38-26 through_38-40 of the Cook County Code, other Cook County Ordinances |
. imposing duties upon the Cook County Department of Public Health, and the regulations of
' the Cook County Department of Public Health promulgated thereunder; the Department of
Public Health Act, 20 ILCS 2305/1 et seq.; the Civil Administrative Code of lllinois, 20 ILCS
2310/2310-1 ef seq.; and as further detailed in regutations promulgated by the Illinois
Department of Public Health under the Certified Local Health Department Code, 77 Iil. Adm.
: Code 600.110 et seq.; provided, however, that the County Board shall continue to serve as .
[ - the Board of Health of Cook County; and §
b () Tobe the goveming body of the licensed hospitals or other licensed entities within the t
: CCHHS. si
t
J

! | (Ord_No. 08-0-35, 5-20-2008) '

Sec. 38-81. - Chief executive officer.

{a)  The System Board shall appoint a Chief Executive Officer of the CCHHS ("CEQ") or an interim CEQ
as necessary.

{b) The System Board shall conduct a nationwide search for a CEO which shall be concluded no later

than 180 days from the date of the County Board's approval of the appointment of the initial System
Board. :
{c) The CEOQ shall have the responsibiiity for: '
{1}  Full operational and managerial authority of the CCHHS, consistent with existing federal and
state laws, court orders and the provisions of this article;

- (2)  Preparing and submitting to the System Board the Budgets and Strategic and Financial Plans

! i ) required by this article;

o (3}  Operating and managing the CCHHS consistent with the Budgets and Financial Plans

i approved by the County Board;

o ' (4)  Overseeing expenditures of the CCHHS;

' {S)  Subject to Subsection_38-74(a}(7) of this article, hiring and discipline of personnel in
conformity with the provisions of this article, ali state laws, court orders, and collective
bargaining agreements;

{6) Negoatiating collective bargaining agreements as set forth in_Section 38-84(c); and

: {T)  Carrying out any rasponsibility which the System Board may delegate; however, said .
D delegation shall not relieve the System Board of ils responsibilities as set forth in 1his article. f
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o {(d) The CEOQ shall report to the System Board.
by (e The CEQ shall provide, through the System Board, quarterly reports fo the County Board conceming
the status of operations and finances of the CCHHS.
(Ord. No. 08-0-35, 5-20-2008.) L

| ; Sec. 38-82. - Strategic and financial plans. o
{a) Assoonas practicable following the establishment of the System Board, the President shal! provide
i to the System Board copies of the audited financial statements and of the books and records of .
account of the Bureau of Health Services for the preceding five Fiscal Years of the County. |
(t)  The System Board shall recommend and submit to the President and the County Board Strategic T
and Financial Plans as required by this section. )
(c)  Each Strategic and Financial Pian for each Fiscat Year, or part thereof to which it relates, shall !

I contain;

i (1) A description of revenues and expenditures, provision for debt service, cash resources and
uses, and capital improvements, each in such manner and detail as the County's Budget :
Director shall prescribe; i

{2) A description of the strategy by which the anticipated revenues and expenses for the Fiscal i
Years covered by the Strategic and Financial Pian will be brought into balance;

{3)  Such other matters that the County Board, in its discretion, requires; provided, however, that
the System Board shall be provided with a description of such matters in sufficient time for
incorporation into the Strategic and Financial Plan.

(d) Strategic and Financial Plans shall not have force or effact without the approval of the County Board
and shall be recommended, approved and monitored in accordance with the following: |
: (1)  The System Board shall recommend and submit to the President and the County Board, on or
Pl before 180 days subsequent to the date of the appointment of the initial Direclors or ag soon
bt as praclicable thereafter, an initial Strategic and Financial Plan with respect to the remaining -
o portion of the Fiscal Year ending in 2008 and for Fiscal Years 2009 and 2010. The Board shall
: approve, reject or amend this initial Strategic and Financial Ptan within 45 days of its receipt
) from the System Board.
by (2) The System Board shall develop a Strategic and Financial Plan covering a period of three
i Fiscal Years.
‘ (3)  The System Board shall include in each Strategic and Financial Plan estimates of revenues
: during the period for which the Strategic and Financial Plan applies, In the event the System
Board fails, for any reason, to include estimates of revenues as required, the County Board
may prepare such estimates. In such event, the Strategic and Financial Plan submitted by the
L System Board shall be based upon the revenue estimates prepared by the County Board.
{4) The County Board shall approve each Stralegic and Financial Plan if, in its judgment, the
1 Strategic and Financial Plan is complete, is reasonably capable of being achieved, and meets
H the requirements set forth in this seclion. After the System Board submits a Strategic and
Vo Financial Plan to the President and the County Board, the County Board shall approve or
' reject such Stratagic and Financial Pian within 45 days or such Strategic and Financial Plan is
o deemed approved. ‘
s (5) The System Board shall report to the President and the County Board, at such times and in '
’ such manner as the County Board may direct, concemning the System Board's compliance .
with the Strategic and Financial Plan. The President and the County Board may review the
System Board's operations, obtain budgetary data and financial statements, require the
System Board to produce reports, and have access to any other information in the possession
of the System Board that the President and the County Board deem relevant. The County
Board may issue recommendations or directives within its powers 1o the System Board to
. assure compliance with the Strategic and Financial Plan. The Systern Board shall produce
! such budgetary data, financial statements, reports and other information and comply with
) such directives. )
(6)  For each Strategic and Financial Plan applicable to a Fiscal Year subsequent to the current . E
Fiscal Year, the System Board shall regularly reexamine the revenue and expenditure (
estimates on which it was based and revise them as necessary. The System Board shall :
promptly notify the President and the County Board of any material change in the revenue or
expenditure estimates in that Strategic and Financial Pian. The System Board may submit fo
: the President and the County Board, or the County Board may require the Systern Board to
' submit, modified Strategic and Financial Plans based upon revised revenue or expenditure
. estimates or for any other good reason. The County Board shall approve or reject each
' modified Strategic and Financial Plan pursuart to paragraph {d)(4) of this section.
(Ord. No. 08-0-35. 5-20-2008.} i
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: " Sec. 38-83. - Preliminary CCHHS budget and annual appropriation ordinance.

S (aY The System Board shal! not make expenditures unless such expenditures are consistent with the b

' County's Annual Appropriation Bill "Annuat Appropriation Ordinance") as provided in 55 ILCS 5/6-

24001 et seq. i

{b) The System Board may, if necessary, recommend and submit to the President and the County :

Board, for approval by the County Board, a request for intra-fund transfers within the Public Health

, Fund to accommodate any proposed revisions by the System Board 1o the line items set forth forthe

| - Bureau of Health Services in the existing Fiscal Year 2008 Annual Appropriation Ordinance. o

(c)  For Fiscal Year 2009 and each Fiscal Year thereafter, the System Board shall recommend and :

‘ ' submit a Preliminary Budget for the CCHHS to the President and the County Board, for approval by

‘ : the County Board, not later than 45 days prior to the first date for submission of budget requests set '
|
I
I
|

l by the County's Budget Director.
’ i {(d)  Each Preliminary Budget shall be recommended and submitted in accordance with the following
i procedures: f
(1)  Each Preliminary Budget submitted by the System Board shail be based upon revenue Dy
estimates contained in the approved Strategic and Financial Plan applicable to that budget

b year. !
o (2)  Each Preliminary Budget shall contain such information and detail as may be prescribed by ]
' the County's Budget Director. Any applicable fund deficit for the Fiscal Year ending in 2008 i
' and for any Fiscal Year thereafier shall be included as an expense item in the succeeding o
Fiscal Year's Budget. o
‘ (e)  The County Board shall approve each Preliminary Budget if, in its judgment, the Budget is complete, P
i is reasonably capable of being achieved, and will be consistent with the Strategic and Financial Plan i
't in efect for that Fiscal Year. The Board shall approve or reject each Preliminary Budget within 45 I
days of submission to the County Board or such Preliminary Budget is deemed approved. Such ’5
Preliminary Budget shall be included in the President’s Executive Budget Recommendation,
(U] The CCHHS's Annual Appropriation shall be monitored as follows: i
{1}  The County Board may establish and enforce such monitoring and control measures as the |
County Board deems necessary 1o assure that the revenues, commilments, obligations, .
expenditures, and cash disbursements of the System Board continue to conform on an : l
ongoing basis with the Annuat Appropriation Ordinance. If, in the discretion of the County P
Board, and notwithstanding the approved Annual Appropriation Ordinance, the County Board !l
imposes an expenditure limitation on the System Board, the System Board shall not have the i
L authority, directly or by delegation, to enter into any commitment, contract, or other obligation
i that would result in the expenditure limitation being exceeded. Any such commitment, contract
' or other obligation entered into by the System Board in derogation of this section shall be
P voidable by the County Board. An expenditure limitation eslablished by the County Board ;
. shall remain in effect for that Fiscal Year or unless revoked earlier by the County Board. i
C {2)  The System Board shall report to the President and the County Board at such times and in
i such manner as the County Board may direct, concemning the System Board's compliance
with each Annual! Appropriation Ordinance. The President and the County Board may review
B the System Board's operations, obtain budgetary data and financial statements, require the
v System Board to produce reports, and have access to any other information in the possession
of the System Board which the President and the County Board deem relevant. The County
Board may issue recommendaltions or directives within its powers to the System Board to
assure compliance with the Annual Appropriation Ordinance. The System Board shall produce
such financial data, financial statements, reports and ather information and comply with such
b directives.
{3)  After approval of each Annual Appropriation Ordinance, the System Board shall promptly
notify the President and the County Board of any material change in the revenues or
n expenditures set forth in the Annual Approprietion Ordinance. In Fiscal Year 2009 and
T thereafter, the System Board has the authority to make intra-fund transfers within the Public S
: Health Fund, if necessary, to accommodate any proposed revisions by the Systern Board to i
the line ilems set forth in the Annual Appropriation Ordinance. Such transfers shall be f
reported by the CEO in the quarterly reports required in Subsection 38-81(e) of this arlicle. : I
{4y The County Comptroller is hereby authorized to process invoices and make payments against :
line items set forth in the Annual Appropriation Ordinance at the direction of the System Board :
or, if authorized by the System Board, at the direction of the CEO. The System Board shall f
provide the Comptroller with all documentation necessary for the Comptroller to perform this
accounts payable function and to perform the budget control function. The Comptroller shall
also issue payroli checks for employees within the CCHHS. Tt
{Ord. No. 08-C-35, 5-20-2008.) ‘

Séc. 38-64. -'I-'Iuman reso_u‘f(_:gér.
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{a) Notwithstanding the provisions of the Cook County Code, including, but net limited to, provisions
pertaining to Personnel Policies, the System Board shall have authority over all human resource ]
functions currentiy performed by the Cook County Bureau of Human Resources with regard to all |

. * employees, including physicians and dentists, within the CCHHS, including, but not limited to, )

- position classification, compensation, recruitment, selection, hiring, discipline, termination, grievance, P

. affirmative action, performance management, probationary perieds, training, promotion and :

' maintenance of recards. The System Board shall adopt written rules, regulations and procedures -
with regard to these functions. Until such time as the System Board adopts its own rules, regulations )
or procedures with regard to these functions, the existing Personnel Rules, regulations and P
procedures of the County shall apply. The System Beard may exercise the authority granted in this .
section, in whole or in part, pursuant to ils discretion and consistent with existing colleclive
bargaining agreements and obligations.

{b} Employees within the CCHHS are employess of the County, and as such, shall be free from any : f
political interference in accordance with the Supplemental Relief Order and Consent Decree L
established in the federal civil litigation filed in the Northemn District of lllinots under Case No. 69 C L

. 2145 and titled "Shakman, et a!. v. Democratic Organizatton, et al." ) !

P {¢) The CEOD shali participate with the County in negotiating collective bargaining agreements covering ! |

. CCHHS employees. All such eollective bargaining agreemerits must be approved by the System !

. Board and the County Board. :

(d) The System Board or the CEQ shall not hire or appoint any person in any position in the CCHHS !
unless it is consistent with the Annual Appropriation Ordinance in effect at the time of hire or ot
appointment. P

{e)  Nothing herein shall diminish the rights of Cook County employees who are covered by a collective |
bargaining agreement and who, pursuant to this aricle, are placed under the jurisdiction of the E
System Board, ner diminish the historical representation rights of said employees’ exclusive :
bargaining representatives, nor shali anything herein change the designation of "Employer” pursuani L
to the Ninois Public Labor Relations Act. The Systern Board shall honor all existing collective ;
bargaining agreements, between Cook County and exclusive bargaining representatives, which
cover employees under the jurisdiction of the System Board. :

{Ord. No. 08-O-35, 5-20-2008.) 3

Séc. 38-85. - Procurc;meﬁt and contracts.

| (ag The System Board shall have authority over all procurement and contracts for the CCHHS. The ;
: System Board shall adopl written rules, regulations and procedures with regard 10 these functions, ;
! which must be consistent with the provisions set forth in the Cock County Code on Procurement and !
Contracts; provided, however, that approval of the County Board or County Purchasing Agent :
i required under the Cook County Code on Procurement and Contracts is not required for .
: procurement and contracts within the CCHHS. The System Board shall adl in place of the County ot
c Board in any contract, bylaws or agreement with the County which requires the approval or other :
i aclion of the County Board unless expressly prohibited otherwise in this article or untess the contract
expressly provides that the System Board shall not have such autherity. Until such time as the
0 System Board adopts its own rules, regulations or procedures with regard o Procurement and
. Contracts, the existing provisions of the Cook County Code pertaining to Procurement and Contracts
: shall apply. The System Board may exerclse the authority granted in this section, in whole or in part,
pursuant to its discretion. .
- {b)  No contract or other obtigation shall be entered into by the System Board unless it is consistent with i
P the Annual Appropriation Ordinance in effect. i
T {¢)  Any mulliyear contracts entered into by the System Board must contain e provision stating that the : ’
. contract is subject to County Board approval of appropriations for the purpose of the subject ;
cantract; and that in the event funds are nol appropriated by the County Board, the contract shall be i

cancelled without penalty to, or further payment being required by, the System Boerd or the County.
The System Board shall give the vendor notice of failure of funding as soon as practicable after the
System Board becomes aware of the failure of funding. Multiyear contracts shall also contain
provisions that the System Board's or County’s obligation to perform shall cease immediately upon
receipt of notice to the vendor of lack of appropriated funds; and that the System Board's or County's
obligation under the contract shall also be subject to Immediate termination or cancellation al any :
time when there are not sufficient authorized funds lawfully available o the System Board to meet o
such obligation.

{Ord. No. 08-0-35, 5-20-2008.)

Sec 38-86. - Dlsci-osumré 6f ﬁiierests requ.irec-i:“ o

{a) Any Director, officer, agent, or professional or business adviser of the System Board, or the CEO
who has direct or indirect interest in any contract or transaction with the CCHHS, shall disclose this
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' o interest in writing to the System Board which shall, in tum, notify the President and the County Board f

of such interest. :

' (b)  This interest shall be set forth in the minutes of the System Board and the Director, agent, or
professional or business advisor or CEQ having such interest shall not participate on behalf of the i
CCHHS in any way with regard to such contract or transaction unless the System Board or County ;
Board waives the conflict.

{¢} The Cook County Board of Ethics shall have jurisdiction over the investigation and enforcement of i
this saction and over the sanctions for violations as sel forth in Sections 2-601 and 2-602 of the Cook
County Code of Ethical Conduct.

: (d)  Employees of CCHHS shall be bound by the Cook County Code of Ethical Conduct set forth in the ;

: Cook County Code, Article Vil, Ethics. . :

i (Ord. No. 08-0-35, 5-20-2008.}

Sec. 38-87. - Aﬁnuél ré.po'rt of t'heA Systém Board.

i (a)  The System Board shall submit to the President and the County Board, within six months after the c
end of each Fiscal Year, a report which shall sel forth a complete and detailed operating and ;
financial statement of the CCHHS during such Fiscal Year.

{b)  Included in the report shall be any recommendations for additional legistation or other action which
may be necessary to cammy out the mission, purpose and intent of the System Board.
(Ord. No. 08-0-35, 5-20-2008.)

Sec. 38-88. - Managerial and financial oversight.

! (a) '(I;IE;' Cc:éurrty Board may conduct financial and managerial audits of the System Board and the i
i HS. !
! (1)  The County Board may examine the business records and audit the accounts of the System

i Board or CCHHS or require that the System Board examine such business records and audit

; such accounts at such time and in such manner as the County Board may prescribe, The i
System Board shall appoint a certified public accountant annually, approved by the County
Board, to audit the CCHHS' financial statements.

{(2)  The County Boerd may initiate and direct financial and managerial assessments and similar
analyses of the operations of the System Board and CCHHS, as may be necessary in the
judgment of the County Board, to assure sound and efficient financial management of the
System Board and the CCHHS. .

(3) The County Board shall initiate and direct a management audit of the CCHHS at least once i
every year. The audit shall review the personnel, organization, contracts, leases, and physical
properties of the CCHHS to determine whether the System Board is managing and utilizing its i
resources in an economical and efficient manner. The audit shall determine the causes ofany . |
inefficiencies or uneconomical practices, including inadequacies in intemal and administrative

. procedures, organizational struclure, uses of resources, utilization of real property, allocation

] of personnel, purchasing policies and equipment.

(4) The County Board may direct the System Board to reorganize the financial accounts and
management and budgetary systems of the System Board or CCHHS in a manner that the ,
County Board deems appropniate to achieve greater financial responsibility and to reduce ;

{

financial inefficiency.
(b}  The System Board and the CCHHS shall be subject to audi in the manner now or hereafter provided
by statute or ordinance for the audit of County funds and accounts. A copy of the audit report shall
' be submitted 1o the President, the Chairperson of the Finance Committee of the County Board, the
- Chairperson of the Health and Hospitais Committee, and the Director of the County Office of the :
Auditor. :
(Ord. No. 08-0-35, 5-20-2008.)

Sec. 38-89. - indemnification, i

{ay  The County shall defend and indemnify patient care personne! and public health practitioners,
including, but not limited to, physicians, denfists, podiatnsts, feflows, residents, medical students, -
nurses, certified nurse assistants, nurses' aides, physicians' assistants, therapists and technicians Lo
(collectively "practitioners") acting pursuant to employment, volunteer activily or contract, if provided
for therein, with the County with respect to all negligence or malpractice actions, claims or judgments |

. arising out of patient care or public health activities performed on behaif of the CCHHS. The County |
i shall also defend and indemnify the members of the Nominating Committee and the System Board ;
: with resped! to all claims or judgments arising out of their activities as members thereof which
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defense and indemnification shall be subject to the same provisions which apply lo the defense and

indemnification of practitioners as set forth below. o

{b)  The County shall not be obligated to indemnify a practitioner for. .
(1)  Punitive damages or liability arising out of conduct which is not connected with the rendering

of professional services or is based on the practitioner's wiliful or wanton conduct.

{2) Professional conduct for which a license is required but the practitioner does nothold a
license.

(3}  Conduct which is outside of the scope of the practitioner’s professional duties.

(4)  Conduct for which the practitioner does not have clinical privileges, unless rendering
emergency care white acting on behalf of the CCHHS.

(5) Any settiement or judgment in which the County did not participate,

{6)  The defense of any criminal or disciplinary proceeding.

{c)  To be eligible for defense and indemnification, the practitioner shall be obligated to:

(1)  Nofify, within five days of receipt, the Cook County Department of Risk Management and the
Civil Actions Buresu of the Cook County State's Attorney's Office of any malpractice claim
made against the praclitioner and deliver all written demands, complaints and other legal !
papers, received by the practitioner with respect to such claim to the Department of Risk
Management. i

{2) Cooperate with the State’s Attorney’s Office in the investigation and defense of any claim O
against the County or any practitioner, incuding, but not limited fo, preparing for and attending P
depositions, hearings and trials and otherwise assisting in securing and giving evidence.

(3)  Promptly notify the Cook County Department of Risk Management and the Civil Actions
Bureau of the Cook County State's Attorney's Office of any change in the practitioner's
address or telephone number.

{(d)  Allactions shall be defended [by] the Cook County State’s Attomey. Decisions to settle indemnified
claims shall be made by the County or the State's Atomey's Office, as delegated by the County, and
shall not require the consent of the indemnified practitioner. If a practitioner declines representation
by the State's Attorney's Office, the County shall have no obligation to defend or indemnify the
practitioner,

{Ord. No. 08-0-35, 5-20-2008.}

. ra— - [

) !____.__ ——_—

Sec. 36.90. - Appicability of the Cook County Code.
Excapt as otherwise provided herein, provisions of the Cook County Code shall apply to the System

Board and the CCHHS and their Directors, officers, employees and agents. To the extenl there is a conflict |
between the provisions of this article and any other provision in the Cook County Code, the provisions in ;
this article shall control. i

{Ord. No. 08-0-35. 5-20-2008.)
Sec. 38-91. - Transition.

{a)  The County Board recognizes that there will be a necessary transition period between the adoption '
of this articte and the point at which the System Board is capable of assuming all of its powers and '
responsibiliies as set forth in this article. The Office of the President shall cooperate with the System
Board during this transition to enable the System Board to assume fully its authority and
responsibilities in as timely a manner as practicable. Such cooperation shall indude accormmodating
requests from the System Board to provide adequate staffing al the CCHHS through the transfer or
reassignment of personne! to the CCHHS, including, but not limited to, personnel o perform human
resource and procurement/contracting functions. P

{b} In order to avoid unnecessary duplication of services, the System Board, on behalf of the CCHHS, .
may, at its discretion, continue to utilize various andillary services provided through the Office of the
President, including, but not limited to, those services provided by the Office of Capital Planningand @ .
Policy, the Bureau of Information Technology, the Department of Risk Management, the Department  ; !
of Facilities Management, the Department of Rea! Estate Management, the Office of the Comptroller,
and the Office of the County Auditor. ' ,

{c)  Any contracts entered into by the County on behalf of ihe Bureau of Health prior to the adoption of
this article shall remain in effect; provided, however, that the System Board shall act in ptace of the
County Board in any contract, bylaws or agreement with the County which requires the approval or
other action of the County Board unless expressly prohibited otherwise in this article.

{Ord. No. 08-0-35, 5-20-2008.)

Sec. 58_.92.,-9.’8“”56“}&.,.. e e s . S |
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) T Any provision of this article declared to be unconstitutional or otherwise invalid shall not impair the bl
' remaining provisions of this article. P
_ (Ord. No. 08-0-35, 5-20-2008) _ - ]

Sec. 38-93. - Making CCHHS permanent.

!
The Cook County Health and Hospitals System and this article shall continue, unless the Cock 3
County Board of Commissioners acts to revoke its powers and responsibilities. .

i ~ {Ord. No. 08-0-35, 5-20-2008; Ord. No. 1@-0—_3_05 6-1-2010)

FOOTNOTE(S):

) Editar's note— Ord. No. 08-0-35, adopled May 20, 2008, set out provisions intended for use as Ar. IV. §§ 38-70—238-
| 93, Inasmuch as this article so numbered already exists, lo avoid duplication and at the editor's discretion. these
| provisions have been includad as Arl. V. §§ 38-70—38-93. {Back)

{Copy link to clipboard ]]
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i Special Acrticle

SPECIALTY OF AMBULATORY CARE PHYSICIANS AND MORTALITY
AMONG ELDERLY PATIENTS AFTER MYOCARDIAL INFARCTION

JOHN Z. AvaNian, M.D., M.P.P., Magry BETH LANDRUM, F'H.D., EDWARD GUADAGNOL!, PH,D,, AND PETER GACCIONE, M.A,

ABSTRACT

Background The outcome after myocardial infarc-
tion may be influenced by the type of physician pro-
viding ambulatory care.

Methods We studied 35,520 patients 65 years of
age or older who were hospitalized for myocardial
infarction in seven states during 1394 and 1995 and
who survived for at least three months after discharge.
From Medicare claims, we identified ambulatory visits
to cardiclogists, internists, and family practitioners.
Using propensity scores to adjust for demographic,
clinical, and hospital characteristics, we analyzed treat-
ment and meortality at two years among patients
matched according to their estimated propensity to
receive care from a cardiologist within three months
after discharge.

Results  As compared with patients who saw only
an internist or a family practitioner in the three months
after discharge, patients who saw a cardiologist were
younger, were more likely to be white, ware more like-
ty to be male, had fewer coexisting conditions, and
were more likely to have undergone invasive cardiac
procedures while hospitalized (P<0.01 for ail compar-
isons}. Patients who Eaw a cardiologist were more
likely 1o underge cardiac procedures and rehabilitation
after discharge. Patients who saw a cardiclogist had
a lower two-year mortality rate than matched patients
who saw only an internist or a family practitioner (14.6
percent vs, 18.3 percent, P<0.001). Patients who saw
both a cardiologist and an internist or a family prac-
titioner had a lower mortality rate than matchad pa-
tients who saw only a cardiologist (11.1 percent vs.
12.1 percent, P=0.02).

Conclussons  Ambulstory visits to cardiologists were
gesociated with greater use of cardiac procedures and
decreased mortality after myecardial infarction. Con-
current care by an internist or a family practitioner
was assoctated with a further reduction in mortality.
{N Engl J Med 2002;347:1678-86.)

Copyright © 2002 Massachusstte Medlcal Socisty.

FFECTIVE ambulatory care after acute my-

ocardial infarction can identify related com-

plications, such as chest pain or depression,

and promote appropriate therapies for the
prevention of rccurrent myocardial infarcrion.” High-
guality ambulatory care can also reduce or prevent
complications of coexisting illnesses, such as diabetes
mellitus.

Previous studies have assessed patients’ treatment
and mortality after myocardial infarction according to
the specialties of the physicians who provided hospital
care.> In some studies, patients of cardiologists had
lower adjusted mortality than patients of internists or
family practitioners,5# but in other studies, differences
in mortality were smaller in magnitude and were large-
ly explained by the characteristics of the patients and
the hospitals.?'? The usc of cardiac drugs that are ef-
fective in reducing the risk of cardiovascular cvents
may increase when both cardiologists and generalist
physicians participate in the care of patients with my-
ocardial infarction ' Building on these hospiml-based
studies of physicians’ specialties and outcomes, we
evaluated the relation between ambulatory care and
mortality among elderly patients after myocardial in-
farction.

METHODS
Study Population

Paticnts were identified from the Cuoupcerative Cardivvascular
Project, a federal evaluation of approximately 225,000 elderky Medi-
care beneficiaries who were hospitalized in the United States with
a principal diagnosis of acure myocandial infarction during 1994 and
1995 1.5 We studied patients in seven states (Califormia, Florida,
Massachsetts, New York, Ohio, Pennsylvania, and Texas). The
study was zpproved by the Commictee on Human Srudies of Har-
vard Medical Schuol.

We identifred 52,064 paticnts 65 to B4 years of age with fee-for-
service Medicare coverage who were discharged alive after a clinically
confirmed myoeardial infarctiun. 4 We cxcluded 4146 patients who
died within three inunths after discharge, 3115 who had metastat-
ic cancer or a du-not-resuscitate onder, 411 who were enrolled in

From the Deparument of Medicine, Division of General Medicine and Pri-
mary Care, Brigham and Wamen's Hospital and Harvar§ Medical Schonl
{1.2.A3; and the Deparmment of Health Care Policy, Harvand Medial Schon)
()L2.A., MBL, EG., DG} — all in Boston. Address reprint requests (o
Dr. Avanian 31 the Deparment of Health Care Policy, Harvand Medical
Schnat, 180 Longwoosd Ave., Boston, MA (2115, or at ayanian@hcp.mal.
harvard.edu.
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PHYSICIAN SPECIALTY AND MORTALITY AFTER MYOCARDIAL INFARCTION

1 health maintenance arganization within three months after dis-
charge, 773 whao resided in nursing homes, and 648 who lacked
Medicare Part B coverage for physicians” care. Of the remaining
42,971 patients, we excluded 7341 without at least onc claim for
an ambulatory visit to a cardinlogist, family practitioner, or intero-
ist within three months after discharge and 110 for whom clinical
dats were incomplete, viclding 3 study cohort of 35,520 patients.

Sources of Data

Trained abstraczers reviewed hospital reconds using o standurdized
instrument with excellent reliability 1o ascertain patients” demo-
graphic characteristics, coexisting illnesses, cardiae complications,
test results, candiovascular medications, and treatment invalving cor-
onary angiography, angioplasty, and bypass surgery.™ The use of
these cornary procedures within three manths after discharge was
determined from Medicare Part A and hospital outpatient chims.
Hospizals' reaching status, cwmership, and ocation and the availabil-
ity of comnary angiography and revascolarization procedures were
determined from Medicare and American Hospital Associaton data,
Paticnty’ vital status during the twis years after discharge was de-
rermined from Medicare enrollment files.

The use of cardinvascular medicarinns was asscssed approximately
18 months after discharge by g telephone survey of 3271 patients
(with a response rate of 78 percent), as previously described.# Pa-
teents also peported whether they underwent candiac rehabilitation
or exercise testing or received advice on diet or exercise from the
phyzsicians wha provided ambulatory care,

Ambulibry visits to physicians were determined from Medicare
Part B and hospital outpatient clainis available for 18 manths after
discharge. Por each patient, we identified 3kl paid claims with Cur-
rent Procedural Terminology (CPT-4) codes for office-based eval-
uarinn and manage ment services {cades 99201 through 99215 and
99241 throngh 99245).7 The physician's specialty was listed on the
Part B claims. We determined 3 physician’s specialty for hospital out-
paticnt claims by linking with the Medicare physicians’ registry. To
determine whether a patient had received care from a cardiologist
while hospitalized, we analyzed Part B claims for attending or con-
sulttive services (codes 99217 through 99239 and 99251 through
99275).

Stetistical Analysis

Qur primary analysis was a comparisim between patients wha had
st ieast one office visit with o candinlogist during the three moaths
after discharge {with or without a visit to an infermist or 2 family
prictitioner) and those who had at keast one visit with an internist
or a family practitioner but no visit with a candiologist. Because of
marked differences in abserved characteristics between patients in
these two groups, we analyzed patients closely matched for the like-
fihood that they would revehve ambulatory candiology care. 117 As
demonstrated in other nbservational studies of health outcomes, 221
propensity-score methads are a powerful tonl for comparing gronps
that are similar in observed characteristics without specifying the
relation between confounders and outcomes, as is required by more
traditional mnltivariate-regression approaches.

We fitred a bogistic-regression model that predicred whether a pa-
tient would visit a cardiologist within three months after discharge
as a function of 36 vanables, including the patient’s demographic
and clinical charscteristics, care provided in the haspital, medications
at discharge, and hospital characteristics (Table 1).3* Each patient
who did not see a cardinlngist was matched with a patient who did
sec 2 cardinlogist with the closest estimated propensity on the logit
scale within u specified range (<0.6 of the pooled szandand deviation
of esimared login) t reduce diferences between treatiment groups
by at least 90 percent.® Using identical methods amaony patients
with at least one cardiology visit, we matched patients who did
not see an internist or a family practitioner with patients who did.
Among survey respondents, we also marched patients according 10
physician’s specialty in a similar manner,

N Engl ] Med, Vol. 347, No. 21

In descriptive amatyses of unmatched and marched cohorts, we
compared patients’ characteristics according to the specialty of the
physicians who provided ambufatory care. Tn the unmatched cohart,
we analyzed the numbers of visits (median and interquartile range)
according ko physician’s specialty within 3 months after discharge
and during the subseguent 15 manths. In the matched cohort, we
assessed the use of coronary angiography, angioplasty, and bypass
surgery within three months 3fer discharge. Amnng matched sur-
vey respondents, we anatyzed the rates of receipt of aspirin, beta-
blackers, angintensin-converting=e nzyme inhibitors, cholesteral-
lowering drugs, cardiac rehabilitation, excrcise testing, and dierary
or exercise counseling,.

We analyzed the unadjusted mortality rates at two years afier
discharge according tu physician’s specialty i thwe uimatched cohort
using Pearson’s chi-square test. We used McNemur's test for paired
data o compare two-year mottality amang all matched patents and
according m guintiles of propensity 1o visit a cardinlogist, and we
compared risk ratios across quintifes with the Maate!~Haensze! st
We assessed Kapton -Meter survival curves with Jog-rank tests in the
matched simples. We also perfarmed o sensitivity analysis to evaluaee
whether unmeasured characteristics of patients might exphin differ-
ences in mortlity associated with the physician’s speciafty.® We ne-
port two-nailed tests of significance far all analyses nsng SAS statis-
tical software.

RESULTS
Choracteristics of the Patients

Tabie 1 shows the characteristics of the initial study
cobort of 35,520 patients before and after they were
mutched according to their propensity to visita var-
diologist within three months after discharge. In the
sample of unmatched patients, 24,656 patients (69.4
pereent) had at least one visit with a cardiologist. The
likelihood of visiting a vardiologist was significantly
greater for younger, male, and white patients than for
older, female, and black patients and for patients in
California, Florida, or Texas than for those in New
York, Ohio, or Pennsylvania.

In comparison with those who saw only a generalist
physician, paticnts who had ambulatory visits with car-
diologists were less likely 1o have had major coexisting
vonditions or impaired mability before admission to
the hospital for myocardial infarction. These paticnts
were also more likely to have been admitred to nonru-
ral hospitals or major teaching hospitals that offered
invasive coronary procedures. While hospiralized, they
were less likely to have had congestive heart failure or
renal insufficicncy but were more likely to have had re-
current chest pain, cardiae arrest, or candiogenic shock.
These patients were much more likely to have been
treated by a cardiologist while hospitalized and ro have
received thrombolytic therapy, coronary angiography,
angioplasty, or bypass surgery. They were also more
likely to have been Jischarged taking aspirin, beta-
blockers, or cholesterol-lowering drugs but were less
likely to have been discharged raking angiotensin-con-
verting—enzyme inhibitors or to have been transferred
to a skilled-nursing facility after discharge,

Of the 10,864 patients who visited an internist or
a family practitioner but not a cardiologist within
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TaBLE 1. CHARACTERISTICS OF PATIENTS WHO RECEIVED AMEUIATORY CARDINLOGY CaRk
WITHIN THRER MONTHS AFFER MYDUCARDIAL INFARCTION AND PATIENTS WO Din dNoT.*

CHARACTERISTIC UMSAATCHED PATIENTS MaTtcueD Patenmst
GENERALIST GENEAALLST
CARDIOLOGIST ONLY CARDIOLOGIST ONLY
(vu24,656)  (N=10,864) I vaLUF [W=10,199)  (N=10,199) D vaLvE
Mean age [y} 732 764 <0.00) 74.1 742 0.24
Male sex (%} . 59.6 509 <0.0Mm 51.9 52.0 0.87
Race o crluvic group (%) <£.001 nzz
Whiie 921 89.R o0l on.2
Black i3 5.5 53 5.1
Hispanic 30 ER:) i6 3.7
Other 1.0 09 1.0 1.0
Stace (%) <00t 096
California 15.0 8.3 88 8.8
Florida 19.1 17.7 18.2 18.3
Mussachuserts 7.3 7.4 75 7.0
New York 14.2 16.8 17.2 10.8
Ohio 127 15.2 14.7 1490
Pennsylvania 174 23.0 22.3 22,1
Texas 14.3 16 11.3 1.7
Cundirians hefore admissiun (%}
Myueardial infarcrion 29.2 29.2 LR 298 9.1 0.30
Anpina 554 51.8 <0.001 53.1 527 0.49
Congestive heart fatlure 13.3 18.5 <0.00t 174 17.7 0.5¢
Stroke 9.2 129 <001 12,1 12.1 0.98
Periphicral vascular discuse 103 na3 4.005 11.0 1.1 0.5
Hypenension 62.2 ot.8 <0.001 65.8 646 0.5
Diabctes mellits 8.7 34.2 <0.001 337 335 0.74
Chronic abstrcrive pulmonary discase 17.9 228 <1001 1.6 21,7 0.76
hnpaired mobiliry 191 24.6 <f.001 23.6 234 0.6%
Dementia b3 29 <0001 2.2 2.3 0.48
Rurzl hospiwl (%) 6.0 1.7 <0.001 V4 10.0 0.12
Hospital teaching stauss (%) <00 0.19
Major weaching 14.5 12.3 133 129
Other teaching ELLE.) 2.0 33.3 314
Wonwaching 54.7 55.7 53.4 5¢.7
Hospital owncrahip (%) <0.00l ol
Kat-lor-profi 78.6 80.5 80.5 80.4
Far-profit 12.7 10.7 10.6 109
Public 8.7 L] LX) 47
Coronary procedures available on siw (%} <0041 0.08
Corgnary angiopraphy and bypass surgery 57.6 46.9 500 48.7
Coronary angiography only L9 2. 25 125
None 20.5 e 27.5 24.9
Clintcal complications in hospital (%)
Cardiac arnust 6.6 4.9 <0.001 5.1 54 0.77
Candingenic shock 14 26 <0.001 27 2.7 080
Congestive heart Rilure 35.9 40.5 <0.0 0.4 39.6 0.22
Revurrent chest pain 32.1 286 <0.001 9.9 29.12 .28
Serum creatinine 22.0 mp Al (#176.8 pmol /liter) 8.6 N.a <0.001 10,9 1.8 D.84
Scrum albumin <3.0 g Al 31 39 <0.001 3.7 3.8 D.85
Care prowided in hospital (%)
Arrending or vonsulrant canlinlogist 775 56.9 <0.001 6U.6 o003 0.66
Thrombolytic therapy 232 16.3 <001 17.5 17.2 0.63
Echoranliography 620 63.3 {Ki¥) 034 63.6 a.HY
Stress test 17.2 17.4 0.70 17.7 17.8 GH7
Coronary anpingraphy 48.7 330 <0001 360.7 35.6 .10
Coronary angioplasty 178 0.7 <.001 1ny 113 0.20
Coronary bypass surgery 100 6.5 <0.001 7.2 69 v.3v
Carc ar Jischarge from hospiral (%)
Aspirin 66.5 61.6 <.001 4.9 64.9 0.93
Reta-blockers 43.3 41.0 <0.001 41.8 41.7 0.78
Angiotensin-comverting-enzyme inhibitors 8.6 329 <0.001 x5 321 0.63
Cholesicrol-lowering drugs 8.4 7.2 <000 7.5 7.4 091
Transfer ta skilled-narsing Facilicy 1.7 3.9 <0.001 30 31 0.84

A peneratist physiciin was defined us an interist or 4 family practitiuner. All T values are hased on the Pearson chi-squan: rese, except for
thar for age, which is lated un Student’s t-iest. Because of rounding, pereenmages may nut toral 100.

+Paticnts were matched accurding fe their estimared propensity ro visin 2 cardsolugast within three months ufier dischange,

1680 - N Engl] Mcd, Vol. 347, No, 21 - November 21, 2002 - wwwLiejm.ong

-

The New Eng'and Joutnat of Mediine
Dovnloaces from nefm org en Agrl 7, 2011, Fer parions use only, No ofhe? itaes withou? permisdion,
Cooyrighl © 7007 Maszachuaets Imdicel Society. Al hphT feserved.




PHYSICIAN SPECIALTY AND MORTALITY AFTER MYOCARDIAL INFARCTION

90 days after discharge, 10,199 (93.9 percent) were
matched with a similar patient who visited 4 cardiolo-
gist. After matching, no statistically significant differ-
ences were noted between the characteristics of pa-
tients who visited a cardiologist and those who did not
(Table 1). Unlike the substantial differences between
unmatched patients in these two groups, the differ-
cnees in the unmatched analysis between the 10,871
paticnts (44.1 percent) who visited only a cardiologist
and the 13,785 patients (559 percent) who also vis-
ited an internist or a family practitioner were much
smaller and often nonsignificant (Table 2). Amoong pa-
tients who visited only a cardiologist, 10,415 (95.8
pereent} were matched with a similar p.mcn[ who also
visited an internist or a family practitioner; no signif-
icant differences were noted between marched paticnts
in these two groups,

Office Vishs

The initial patterns of ambulatory care were large-
ly maintained over time. In the unmatched cohort,

most patients who saw only a cardiologist during the
3 months after discharge {median, two visits; inter-
quartile range, one to three) continued o sce a car-
diologist in the subsequent 15 months (median, three
visits; interquartile range, two to six); 42 pervent saw
an internist or a family practitioner in this later period,
but only 22 percent had three or more visits. Most
paticnts who saw only an internist or a family practi-
tioner in the hrst 3 months after discharge (median,
three visits; interquartile range, two to four} continued
o do so in the subsequent 15 months (median, five
visits, interquartile range, three to ninc); 22 pereent
saw a cardiologist in the larer period, but only § per-
vent had three or more cardiology visits, Most patients
who initiajly saw both an internist or a family practi-
rioner (median, rwo visits; interquarttle range, one to
three) and 2 cardiologist {median, two visits; inter-
quartile range, one to two) continued to see both
types of physician, although they had more subsequent
visits with internists or family practitioners (median,
five visits; interquartle range, two to eiglit) than with

TaBE 2. SELECTED CHARACTERISTICS OF PATIENTS WHO RECEIVED AMRULATORY CARDIOLOGY CAKE
WIT17 OR WITHOUT CAKE FROM A GENERALIST PHYSICIAN WITHIN THREE MONTHS AFTER MYOCARDIAL INFANCTION.®

CHARACTERISTIC UnmaaTciep PATRNTS MATCHED PanenTst
CARDINDLOGINT CARDICLOGIST
ARD CARNIOLOGIST ANP CARDIOLOGIST
GENERALIST ONLT GENERALIST oNLY
{N=13,785) (e=10,871) PvaLr {n=10,415) (N=10,415) P vase
Muan age (yr) 73.2 732 .23 73.2 732 0.69
Male sex (%) 57.2 62.6 <D.U01 41.4 61.6 D73
White mcc (%) 928 7.3 <p.om 91.8 919 0.8%
Conditions beforc admission (%)
Myocandial infarcion 7.5 34 <0.001 30.0 30.3 0.60
Conpostive heant Rilure 13.3 13.2 0.70 13.2 131 0.97
Hyperension 64.2 596 <0.001 609 60.6 0.58
Diabetes meltitos 319 24.5 <0.001 25.9 254 0.44
Chronic obstructive pulmonary discase 18.8 169 <{.001 17.2 t7.3 0.90
Tlospital characteristivs (%)
Major caching hospital t3.9 15.3 1.003 15.0 5.1 0.52
Coronary angioplasty and bypass surgery available 57.5 57.6 092 57.8 578 0.99
on site
Clinicat comgplicadnns in hospiial (%)
Congestive hean failure 36.0 35.6 0.50 354 EL 0.65
Rectcnent chost pain 329 31 <0.001 ] 315 0.82
Serum veetinine @20 mg/dl (*176.8 pmot/lirer) 8.3 2.0 0.04 8.0 8.8 046
Care provided in hospital (%)
Attending or consultant candininyist 77.3 77.8 0.38 77.8 77.6 0.890
Thrombolyti therapy 3.0 23.6 b.27 237 23.7 099
Coronary angingraphy 48 3 9.2 .14 49.3 49.) (B0
Care at discharge from haspital (%)
Aspirin &6.6 66.5 .95 66.7 o687 0.96
Beta-blockers 438 42.8 Q.11 43.3 43,2 0.83
Cholesterol-lowering dewgs 9.0 B.S 018 8.5 a5 0.96

*A peneralist physician was defined a5 an internist or a family practitioner, Ali P valugs are based on the Pearson chi-square tost, cxcept for

that [or age, which is based on Student’s t-test.

1Paticnts were mawched according 1o their estimatesd propeisicy ta visis both a vanliolopist and a generalist physician within three montls

atier dischanpxe.
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cardiologists (median, two visits; interquartile range,
onc to four).

Cardiac Care

In the full matched cohort, the use of coronary an-
giography, angioplasty, and bypass graft surgery with-
in three months after discharge was significantly more
frequent among patients who visited a cardiologist
than among those who did not visit a cardiologist (Ta-
ble 3). In contrast, among those who saw 1 cardiolo-
gist, those who also saw a generalist were significant-
ly more likely to undergo coronary angiography, but
there was no difference in the likelihood of undergo-
ing angioplasty or bypass surgery between those who
did and those who did not set a gencralist. Among
matched survey respondents, patients who saw a car-
Jiologist were more likely than those who Jid not to
report having received cardiac rehabilitation or under-
gonc cxcruise testing after discharge. The use of car-
diovascular drugs and reports of receiving Jietary or
exervise advice 18 months after discharge Jid not Jif-
fer according to the physician’s specialty.

Mortality
The two-year mortality rate in the unmarched co-

hort was 11.8 pervent for those who saw u cardiologist.

in the first three months after discharge and 19.1 per-
cent for those who saw only an internist or a family
practitioner {P<0.001). This absolute difference in

mortality of 7.3 percent was reduced by half, to 3.7
percent (14.6 percent vs. 18.3 pervent), after match-
ing but remained statistivally signifivant (P<0.001).
The Kaplan—Mcicr survival curves for this matched
cohort are depicted in Figure 1A. When the matched
cohort was divided into quintles according to the pro-
pensity to visit a cardiologist, the absolure reduction in
mortality associated with cardiology care was grear-
est among patients with the least propensity 1o visit a
cardiologist (Fig. 2}. The relagve reduction in mortal-
ity did not Jiffer significantly among quintiles, with
values of 0.76, 0.79, 0.86, 0.85, and 0.80 for the rcl-
ative risk of Jdeath in quintiles one {lowest propensi-
ty) to five (highest propensity), respectively, us com-
pared with patients who did not visit a cardiologist
(P=0.66).

In a sensitivity analysis, we cstimated the effect of
controlling for an unmeusured factor, such as a high-
school degree, that could have been present in two
thirds of the cohort, could have increased the likeli-
hood of visiting a cardiologist by 10 percent, and
could have been associated with a 40 percent reduc-
tion in mortality.®* Adjusting for such s factor would
reduce the absolute difference in mortality between
patients who did and who did not visit a cardiologist
from 3.7 percent to 2.8 percent, but this difference
would remain significant. For this Jifference to be-
come nonsignificant, an unobserved variuble would
have to be associated with a 40 percent relative in-

TABLE 3. CARE ROGEIVED AFTER MYOCARDIAL TNIARGTION AMONG MATCHED PATIENIS ACCORDING TO TYRE
OF PHYSICIAN PROVIDING AMRULATORY CarE WiTHIN TiREE MORNTHS AFTER DISCHARGE.®

Tvre OF CARE CARDIDLOMIST
Coroiary procedures within 3 mo (%)
Angiography 26.8
Anpioplasty .8
Rypass graft surgery 11.9
Ambulatory cane repocted at 18 ma (%1
Cardiac rehabilitation 36.4
Excruisc-tolerance testig ol.4
Dictary counselisgy 57.4
Exencise counseling 63.1
Cardiovascular drugs reported 2 18 mo (%)
Aspirin 721
Peta-blockers 40.8
Augiotensin-conve ring —enzyme infiibitors - 316
Cholesterol-lowering drugs 23.2

CARTROLOOISY
GEMERAUIST AND CARPICLOGIST
oLy P VaLLE GENEAALIST OwLy P ¥aLe
16.7 <0.0D1 259 4.0 0.002
6.9 <0.001 127 121 0.17
7.0 <0.001 n.z 1.4 0.53
0 0.03 9.8 3.8 .00
58 0.003 640 44 0.88
58.8 0.65 61.4 a0.0 G.o2
60.8 045 65.9 4.7 0.65
721 1.00 76.8 74.3 0.30
40.0 0.77 7 38.4 0.73
313 0.85 8.0 308 0.39
204 0.33 8.4 27.3 0.600

*Al I vilues are based on the chi-squan test,

tData 2re from Medicare Pare A and hospital owmratient claims for matched cﬁhnru, 13 described in the Methods section. The numbers
of subjects were 10,199, 10,199, 10,415, and 10,415, respectively, for the cardiotoist, generalist-only, cardiplogist-and-generalis, and cardiolo-

gist-only groups.

Data are from matched cohorts of survey respondents, as described in the Methods section, The nambers of rwspondents were 595, 595,
642, und 642, respectively, for the cardiotogist, generalist-only, cardiologist-and-generalist, and cardinlogist-only groups.
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Figure 1. Kaplan-Meier Survival Curves for Two Years after Myocardial Infarction, According to ths
Types of Physicians Providing Ambulatory Care during the Inittel Three Months.

Panel A shows a matched cohort of 10,799 patients who saw & cardiologist and 10,199 patients who
sew an internist or & family practitioner, but not a cardiotogist. Panel B shows & matched cohort of
10,415 patients who saw both a cardiologist and an internist or a family practitioner and 10,415 patients
who saw only a cardiclogist. P values sre derived from log-rank tests. Note expanded scale on the
ordinates in both panels,
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Figure 2. Mortality within Two Yeers after Myocardial Infarction in a Matched Cohort of 10,129 Patients Who Saw a Cer-
diologist and 10,199 Patients Who Saw Only an internist or 8 Fomily Practitioner during the Initial Three Months, Strat-
ified According to Quintile of Estimated Propensity to See a Cardiotogist.

All P values are based on McNemar's test,

crease in the likelihood of visiting a cardiologist and
a 60 percent relative reduction in the Bwvo-year mor-
uality rate.

Among patients in the unmatched cohort who vis-
ited a cardiologist in the lirst three months after dis-
charge, the two-year mortality rate was slightly, but
not significantly, lower for those who also visited an
internist or a family practitioner than for those who
did not (11.5 percent vs. 12.2 percent, P=0.12). After
these two groups of patients were matched accord-
ing to their propensity to visit an internist or a family
practitioner, the dittference in the mortality rate was
statistically significant (11.1 percent vs. 12,1 percent,
P=0.02) and was initially apparent about one year af-
ter discharge (Fig. 1B8). This 1.0 percent absobute dit-
ference would be reduced to 0.8 percent and would
become nonsignificant if an unobserved variable were
associated with a 10 percent relative increase in the
rate of concurrent care by cacdivlogists and generalist
physicians and a 25 pereent relative reduction in two-
year moriality.

DISCUSSION

Among Medicare beneficiaries who were hospital-
ized in seven states for acute myocardial infarction
during 1994 and 1995, the likelihood of visiting a
cardivlogist within three months after discharge var-

1684 - N Engl ] Mcd, Vol. 347, No. 21 - November 21, 2002 -

ied markedly according to characteristics of the patient
and the hospital. Qlder patients, women, black pa-
ticats, patients with major coexisting illnesses, and
those admitred to hospitals that did not offer invasive
coronary procedures were less Jikely to visit a cardi-
olugist fur subsequent ambulatory care, These results
extend those of previous studics that have demonstrat-
ed similar difitrences in patients” access to cardiolo-
gists while hospitalized tor acute myocardial infarc-
tipn 521122 Patients who saw buth a cardiologist and
an internist or a family practtioner had somewhat
higher rates of coexisting illness than those who saw
only a cardiologist; these two groups of patients were
fairly similar in terms of other characteristics,
When propensity-score methods were used to ac-
count for differences in observed characteristics of pa-
tients, visits to a cardiologist during the initial theee
months after discharge were associated with a signif-
icant reduction in two-year mortality. The absolute
differences in mortality were greatest among patients
feast likely to visit a cardiologist, a result suggesting
that the marginal benefit of improving access to car-
diologists could be greatest for these paticnts. Among
paticnts who saw a cardiologist, two-year mortality was
lower for those who also saw an internist or a family
practitioner, indicating that concurrent — and, ideally,
collaborative -~ ambulatory care by generalists and
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PHYSICIAN SPECIALTY AND MORTALITY AFTER MYOCARDIAL INFARCTION

specialists may provide the best prospect for improving
outcomes after myocardial infarction,

Two main factors could cxplain the differences in
mortality associated with the specialty of the physician
providing ambulatory care after myocardial infarction.
First, unobserved variations in patients’ severity of ill-
ness, sociocconomic status, extent of socl supporr,
or adherence to therapy may persist, cven after patients
arc matched closely with regard to sumerous observed
characteristics. Controlling for an unobserved variable,
such as the patient’s level of education, in a sensitivity
analysis reduced, bur did not climinate, the starisacally
significunt difference in mortality associated with care
by a cardiologist. 'The reduction in mortality associated
with concurrent care by both a cardiologist and an in-
ternist or o family practitioner was morc sensitive to
mild residual confounding,

A second possible explanation is that the quality of
care after myovardial infarcdon may be enhanced when
cardiologists provide ambulatory carce or collaborate
with internists or family practitioners.® Patients who
saw a vardiologist were more likely than paticnts who
saw only an internist or a family practitioner to under-
EO invasive coronary procedures, exercise testing, and
cardia¢ rehabilitation after discharge, which may have
contributed to differences in mortality over the en-
suing two years, Similarly, mortality may have been
further reduced among patients who saw both a car-
diologist and an internist or a family practitioner if
they received better vare for commeon voexisting con-
ditions, such as diabetes mellitus.

In this study, however, we did not find significantly
higher rates of use of effective cardiovascutar drugs
among patients of cardiologists surveyed in 1996 and
1997, Many patients, regardless of their physician’s spe-
cialty, were not receiving cffective drugs or relevant
counscling, suggesting that substantial opportunitics
exist for both cardiologists and generalist physicians
to improve their care. In a subsequent survey con-
ducted during 1999 and 2000, clderly patients who
were cared for by a cardiologist were more likely to
be taking cholesterol-lowering drugs after myocardial
infarction than those meated by an internist or a fam-
ily practitioner (67 percent vs. 58 percent),?! a result
vonsistent with previous research indicating that spe-
cialists adopt new cardiovascular drugs more rapidly
than generalist physicians.32.33

The strengths of our study include the large and
representative cohort, detailed data from hospital rec-
ords, longitudinal assessment of Medicare claims for
ambulatory care, and the use of rigorous propensity-
score methods to minimize sclection bius in the analy-
sis. Our soudy also had several imitations, We relicd on
specialty designations obtained from Medicare data,
as has been done in previous studics of myocardial
infarction 51122 These designations may differ some-

N Engl ] Mcd, Vnl. 347, Na. 21 - November 21, 2002 -

what from other sources of specialty information,
such as the American Medical Association Physician
Masterfile. Data on the use of cardiovascular drugs
were available for only a sample of patients who com-
pleted a telephone survey, and we did not have data
on coronary procedures performed more than three
months after discharge. We excluded patients enrolled
in health maintenance organizations, in which the cf-
fets of primary and specialty care may differ from the
effects we obscrved with fee-for-service care. Asscss-
ments of office records, which we did not review,
would provide additional insights into the quality of
ambulatory vare after myocardial infarction.

In conclusion, access to cardiologists for ambula-
tory care after hospitalization for myocardial infarction
varied substantially according to characteristics of the
patient and the hospital. Ambulatory care by cardiol-
ogists was assoviated with fower mortality among cld-
erly patients, wnd a further reduction in mertality was
noted among patients treated by both cardiologists
and internists or family practitioners. Involvement of
cardiologists in ambulatory vare aftcr myocatdial in-
farction and effective collaboration between cardiol-
ogists and generalist physicians have the potential to
improve long-term outcomes after myocardial infarc-
tion, particubarly for parients who are least likely to
recerve vare from cardiologists.

Supporred by granes {R0T HSD9718 and RO1 HSDRO7 1) from the Ageney
for Healtheare Research and Qualicy.

We are indebted to Paul D. Clenry, Ph.D., and Rarbara J. Me-
Neil, M.D., Pb.D., for advice on the study desggn and to Larning Seam-
pini nnd Margaret Volya for assistance with statistical programming.
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l. Introduction

The work focused on three areas:

the demagraphics of specialty care
for California’s underserved;

the size and scope of access pmblﬁms;
and the cultivation of innovative
strategies to improve access and

manage desnand,
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TIMELY ACCESS TO SPECIALTY CARE IS A SIGNIFICANT AND
growing challenge for Jow-income Californians who depend on safety-
net institutions— public hospitals and community clinics and health
centers— for their health care.

To berrer understand the size and causcs of the problem, as well
as to encourage effective solutions, Kaiser Permanente Northern and
Southern California Regions' Community Bencfit Programs partnered
with the California Association of Public Hospitals (CAPH) and the
California Primary Care Association (CPCA) in 2006 to examine
specialty care access for uninsured and Medi-Cal populations.

Project activities included a statewide survey of safety-net providers,
discussion papers, roundrable forums, and technical assistance
teleconferences. Then, in 2007 Kaiser Permanente Community
Benefit and the California HealthCare Foundation (CHCF) came
together to fund 28 planning grants and 23 implementation grants to
repional provider coalitions across California to identify local barriers
to care and devclop strategies to improve access. Implementation
projects began in early 2009.

The work has focused on three areas: the demographics of
specialty care for California’s underserved; the size and scope of access
problems; and the cultivation of innovative strategies to improve
access and manage demand.' The purpose of this report is to share

findings from these activities with a broad audience.

Major Activities and Sources of Data

This report highlights findings from a series of activities that address
specialty care access and the promotion of integrated community
care in the safety net. The Specialty Care Access Initiative (SCAI) was
established in 2006 by Kaiser Permanente Community Benefit in
partnership with the California Association of Public Hospitals and
Health Systems/California Health Care Safety Net Institute (CAPH/
SNI), and the California Primary Carc Assoctation (CPCA). Kaiser

1. The work focused on intcenat medicine sub-specialty services 1o adults and did not include mental
healch or densal care.




Permanente Community Benefit brought CAPH and The funders developed, and will continue to

CPCA together as partners to examine the problem provide, training and rechnical assistance resources
of specialty care access and explore promising for learning about promising practices across
approaches to improving access. Building a strong California’s safety-net organizations. Included are
collaborative alliance between these institutions was reports, discussion papers, roundtable forums, and
an important component of the overall project. technical assistance teleconferences. These activities

To provide benchmark information, the Pacific are detailed in Appendix B.
Health Consulting Group conducted a specialty
care survey of the state’s community clinics and
health centers (CCHCs) and public hospital
systems in 2007. Fifty-eight percent of California’s
clinic corporations responded to the survey, as did
80 percent of the state’s public hospital systems.

At the end of 2007, Kaiser Permanente
Community Benefit {throughout its Northern and
Southern California regions) and CHCF (for rural
communities not covered by Kaiser facilities) offered
local safety-net coalitions the opportunity to develop
community plans to improve specialty care access. In
most cascs, coalitions were county-based, comprised
of community health centers, public hospital
systems, and other partners such as county health
departments, private providers, and medical socienes.
In other areas, such as Los Angeles, coalitions were
based on specific geographic planning areas wichin
the county. Ln some rural areas regional coalition
members partnered across county lines. Coalitions
received planning grants and the opportunity to
apply for multi-year implementation grants in 2008,
A toral of 28 coalitions completed planning grants
and 23 coalitions received implementation grants,
representing a four-year commitment of more than
$20 million by the funders. A complete list of grants
is included in Appendix A.
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Il. California’s Safety Net for Specialty Care

Public hospitals are the largest
provider of specialty care in

Californid’s safety net.

4 | CaLiroania HEALTHCARE FOUNDATION

WHILE THE SAFETY NET FOR PRIMARY CARE 18 CLEARLY
defined, the safety net for specialty care is not well understood.
Safcty-net primary care providers throughout California rely on
threc principle sources for specialty care: public hospital systems,
communiry clinics and health centers (CCHCs), and private
specialists.

Public hospital systems. These are the largest provider of
specialty care for the safety net in California, offering a wide range of
onsite services for their own primary care patients and those in the
communiry. The vast majority of public hospital patients’ specialty
care needs are met in-house. Where there are no pubiic hospital
systems, patients receive specialty care from an array of sources,
including private providers, CCHCs, out-of-area specialty centers,
and private hospitals. Further findings:

B Most referrals to public hospitals for specialty care come
from providers within the public hospital systems: In-house
primary care providers account for 52 percent of the total
referrals, and in-house specialists provide another 12 percent.
One-ffth of the referrals come from CCHCs, and 11 percent

from private providers.

® Public hospital systems are the largest referral destinarion
for outside specialty care for CCHGs, receiving 39 percent
of their total outside referrals.

& All of the public hospital systems refer at least some patients
to sources outside of their systems for specialty care.

Community clinics and healch centers. Though the level of
specialty care provided by CCHCs is often limited, 61 percent
of CCHCs indicated thar their organizations provide at least one
specialty service onsite, and more than a third offer three or more
different specialties. Despite the generally limited role that CCHCs
pl-ay in providing specialty care services, a few serve as major safety-net
specialty care providers in their communities; this is particularly true

in rural Northern California.




Specialty care services offered by CCHCs tend
to be targeted to their own primary care patients.
Of the specialty care referrals that CCHCs receive,
82 percent come from in-house primary care
providers. Ten percent come from primary care
providers at other CCHCs, and 4 percent come from
private providers. Only 16 percent of the CCHCs
that provide onsite specialty care do so with special
funding. Almost half of those with special funding
for specialty care are located in the Los Angeles area;
this indicates that most CCHCs absorbed these
services into their annual operating budget.

Private providers. These deliver a significant
amount of specialty services for safery-net patients.
Survey respondents reported that 33 percent of
all CCHC referrals for outside specialry care were
made to private providers. The lowest percentage
of referrals from CCHCs to private providers was
reported in communities with public hospital
systems, such as Los Angeles Counrty (16 percent);
the highest percentage was in rural Northern
California (61 percent) and other communities
without access to public or University of California

hospital systems.

Areas of Highest Need

The 2007 survey findings reaffirm a 2004
Mathemarica survey commissioned by CHCF

that found significant barriers to timely access for
specialty care by Medi-Cal and uninsured patients. In

One-thivd of safery-net primary care
providers ‘frequently” limit referrals to
high-need specialty services because of

perceived lack of access.

the 2004 study, 85 percent of clinic medical directors
in California’s federally funded health clinics said
their patients “often” or “almost always” had trouble
accessing specialty care. Half of the surveyed medical
directors described the situation as having worsened
over the prior two years.

As reftected in both the 2007 statewide survey
and the regional coalition necds assessments,
orthopedics, gastrocntcrology, neurology, and
dermatology were perceived as the services most
difficult for safery-net patients to access. These
specialty areas were also among the top ten most
needed services identified in the 2004 Mathematica
study. Not surprisingly, the 2007 survey showed
thar the longest mean watt time for CCHC
patients referred out were ones identified by survey
respondents as being among the most needed and
most difficult to access: neurology, orthopedic
surgery, and dermatology. For two-thirds of the types
of specialty services referred out, CCHC patients
typically waited between one and three months to
sce specialists. Public hospital patient referrals to
neurology care outside of the public hospital system
also had long waits (three to six months). The longest
wait time of all was for dermatology services referred
out of public hospital systems for parients with
complex needs; the typical wait was more than six
months.

The survey inquired about the extent to which
primary care providers limit patient referrals due to
anticipated access difficulties. Respondents estimated
that approximately one-third of their primary
care providers “frequently” limit referrals to high-
need specialty services because of perceived access
difficulties. This type of referral suppression was
more pronounced among CCHC providers than
thosc in public hospital systems, possibly because
these hospitals provide a range of specialty services

in-house.

Specialty Care in the Safery Net: Efforts to Expand Timely Access {5




Furthermore, primary care providers in CCHGs diseasc (including HIV/AIDS), or orthopedic

had difficulty accessing consultation with specialists care into their scope of practice. There was linle
when they needed it. The clinics reported that their evidence of expanded scope activities in other
primary care providers were able to consult with a specialties.

specialist less than half of the time that consultation . . . .
. . B Personal relationships were critically important

was needed. Some regional differences were notable, . . o .
. . in engaging specialists and obtaining care for
with primary care providers in Los Angeles County ) _ ) .
i . ) . patients and consultations with providers.
reporting particularly high levels of difficulty R )
R ) . . Safery-net institutions overwhelmingly depended
obraining consultation. Primary care providers in the s . )
, . . on providers' personal relationships to recruit
public hospital systems were somewhat less impacted; o .
_ specialists. Concern was expressed about the risk

survey respondents reported thart these providers were , . L
. of overburdening a limited number of specialists

able to access consultation 50 percent to 75 percent ,
personally known to safery-net providers.

of the time.

®m  Although ncarly one-third of the responding
Efforts to Expand Access CCHCs had telemedicine equipment available, it
Prior to new funding there were already efforts was not widely used to expand access to specialist
underway to increase access to specialty care, providers in the safety net, except in isolated rural
according to survey respondents. Thesc strategies arcas.
included providing onsite specialty care, expanding
the scope of practice for primary care providers, Challenges in Referral and
building a specialty referral network, and acquiring Communication Processes
the capacity to get access via telemedicine. Referral processes generally were not standardized

d did not i ferral guideli d
B Onsite specialty care, provided to some degree and did not incorporate feferra’ guiccines 2

by 61 percent of responding CCHCs and all the
public hospital systems, reduced patient wait

trearment protocols. The resulting inefhciencies
were particularly problematic in an environment of

. limited . They included:
time, improved primary care providers’ ability imited fesonrees. 2 ey ncide

to expedite service delivery, and enhanced the ® Inappropriate or ambiguous referrals (those
frequency and ease with which primary providers without sufficient information);

could access consultacion. For example, while the . ‘
m  Incomplete or insufficient work-ups better

ical wait time f jority of outside refetral
fypical wait time for a majority of outsice reletrals addressed with more complete primary care

was between three and six months, CCHC . .
attention, resources, or tralmng o managc

atients rypically waited less than four weeks for . . .
P ) oypreally . ] i routine specialty necds in-housc;
onsite care. In addition, primary care providers
were much more likely to receive consulration B Difficulty allocating specialty appointments
reports back from onsite specialists. rationally for the sickest or most complex

ients; and
& Only 14 percent of CCHC respondents indicated patients; an

thar somc of their primary care providers & Over-reliance on one-to-one personal
incorporated specialty dermatology, infectious relationships and informal processes that are

6 | CavLirorNia HEALTHCARE FOUNDATION




inefRicient and do not build a reliable and
sustainable institutionalized nerwork of specialty

providers.

Few CCHCs and public hospital systems had
or used written guidelines for referring patients for
outside specialty care. Most of the public hospital
systems had written referral guidelines for at least
some onsite specialty areas.

Furthermore, strategies for improving
coordination of specialty care referrals had not been
widely adopred in safery-net practice. These strategies
include technology enhancements, such as tracking,
electronic health records (EHRs), email, and Web-
based refercal, as well as offering parient support
to insure that appointments are kept and thac
records are in order and present at appointments.

A significant survey finding was that 68 percent of
the CCHCs and 53 percent of public hospitals used
a manual log to track referrals, and 30 percent of
safety-net institutions did not track specialty referrals
in any formal way. Only 4 percent of the CCHC:s
and 20 percent of the public hospitals reported using
clectronic medical records, and less than 15 percent
of all respondents used email to communicate with

specialists.

Most safery-net primary cave providers
used manual logs to track specialty
referrals; 30 percent did not track

referrals at all

Challenges in Data Collection

In order to establish a baseline understanding of
specialty care access, the authors used the survey

and the needs assessment component of the
implementation planning grants to assess the access
problems in a range of ways. For example, the survey
included queries regarding numbers of patients secn,
specialty visits provided, and number of patients
referred.

There were significanr difficulries in capturing
consistent, reliable, and valid information about
the level of care provided hy CCHCs and public
hospital systems and the amount of care needed
by their patients. Often, the data were incomplete,
inaccurate, of missing. Only a minority of the
organizations consistently tracked referrals in
searchable and quantifiable ways. The safery-net
organizations had very different processes for tracking
referrals and accessing dara about them. Some only
kept information in patient charts or handwritten
logs; some that had computer systems did not use
them; and others used computer referrals, but with
systems that were not searchable. Even clinics that
maintained computerized referrals often captured
information that was inconsistent across standard
fields. This meant that observations regarding need
were likely to reflect qualitative impressions.

The lack of a common understanding of metrics
created other problems. For cxample, “wait time” for
specialty care could be defined as beginning when
a provider identifics the need for specialty care, or
when a referral clerk records and enters the need.

Another measurement challenge was the difhculty
of accounting for demand suppression—which occurs
when providers do not refer patients to specialty care
because they have not been successful in accessing
it in the past. A related problem was measuring the
impact of referral lists being closed because they were

too long or full to accept referrals.

Specialty Care in the Safery Nes: Efforts 1o Expand Timely Access | 7




lll. Findings and Future Directions

Three broad approaches emerged:
Reduce the demand for

specialty care; expand the

supply of available services: and

serengthen the coordination of care.

8 | CALIFORNIA HEALTHCARE FOUNDATION

IN LATE 2008, KAISER PERMANENTE COMMUNITY BENEFIT
and CHCF Specialty Care Initiative grantee coalitions submitted
implementation proposals describing local strategics to improve
access to specialty services. Twenty-three coalitions received funding
to implement the strategjes. Three broad approaches emerged:
Reduce the demand for specialty care; expand the supply of available
services; and strengthen the coordination of carc. The plans reflected
the unique needs and capabilitics of individual coalitions, as well as
knowledge and opportunities that emerged through the statewide
survey, discussion papers, rechnical briefs, roundrable forums, and
regional planning processes. The goal of coalition activities is to
enable systemwide change and advance the larger goal of integrated
community care in the safety net. It is anticipated that future work
will extend far beyond the life of the grants. '
More than half of the regional coalitions plan to implement one or

more of five types of improvement activities, including:

B Development and implementation of referral and/or

clinical care guidelines;

® Training for primary care providers, including fuller

scope to incorporate specialty care activities;

B Fxpanded specialist networks;

W Web-based referral or consult systems; and

R Referral coordination improvements.

In addition, a wide range of other approaches are being planned or
expanded by the coalitions, including:

m  Shared specialist or hub models to expand specialist networks;

®  Use of mid-level providers;

m Internal specialty clinic redesign;

®  Chronic disease registries;




m  Clinical care screening programs; -~ ‘
The spacialty areas mosi ffequemly focusad on- l‘

® Community collaborations and regional implémentation plans include:
partnerships; = Orthopadics- [addressed n 50 pemmmhe cddition, olansl 3

. Gastroenterology {38 percent)
m Public health campaigns; and + Neurology @ percor

. . . . m
® Transporuation services to specialty care Dermatology (23 percent

i . Cardi S ST Rt
appointments, s Cardiology (1¢ porcam . - i
,_- Endocnnology O9-porcert), S :

. Ophthalmologvnfmmml LT

The planned improvement activities tend to =
» ‘Rheurnatology 115 peréont] -

be multi-dimensional. Adoption of one approach
typically involves a range of inter-connected
activitics. For instance:

, ) o . The implementation plans are not necessarily
B Primary care provider training ro incorporate . _ .
) . ] directed toward highest-need specialries. In a number

some degree of specialty care or diagnostic L iy e .
L . L of situations, coalitions selected specialties perceived
acrivity into the primary care setting is almost ) )
e . as having the greatest opportunity for success. For

always planned alongside clinical guideline ) . -
example, while cardiology and ophthalmology were

adoprion; identified by CCHC survey respondents as two

B Expanded specialty care networks designed of the easiest specialty services for their patients
to encourage broader participation by private to access, they are included as focus areas ina
specialists are generally accompanied by number of the coalition plans. Feasibility and ease
complementary strategies to simplify the of implementation, regardless of relative assessment
referral process, ensure appropriate referrals, of need, was a significant factor for some coalitions.
and improve provider communication (i.e., In fact, one plan characterized a component of their
referral coordinarors, Web-based referral activities as a “low-hanging fruit” approach, in which
systems, referral guidelines); it was determined that a large impact on access and

i , b minimal ad .
B Web-based referral projects are frequently quality could be realized with minimal added cost

implemented with the use of referral
guidelines; and

B Telemedicine, Web-based consulting
technologies, shared specialists, and circuit
riders are all strategies that require recruitment
of specialists or expansion of specialist
networks; some of the plans articulate

recruitment strategies.

Specialty Care in the Safety Nev: Efforss to Expand Timely Access 1 9
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Referral and Clinical Care Guidelines

Safety-net providers scc guidelines as a way to

standardize and streamline specialty referral, improve

provider relations, and triage specialty resources
by preserving them for higher-need cases. Rather
than designing guidelines from scratch, a number
of coalitions and safery-net providers intend to use
guidelines that have alrcady been implemented in

other settings. Significant concern was expressed

about the extent to which guidelines incur addicional

diagnostic services and care management resources

Safety-net providers see guidelines as a way

1o standardize and streamline specialty
referral, improve provider relations, and
triage specialty resources by presevving

them for higher-need cases.

for which there is generally no compensation. In
addition, internal resources need to be allocated
for provider education and training to use
guidelines effectively. The coalitions that plan to
develop guidclines through specialist/primary care
collaborative processes, sometimes referred to as
“consensus guidclincs," see this as an opportunity
to create the trust nceded to build future clinical

collaboration —including paticnt co-management,

consultation, and mentoring,

CALIFORNIA HEALTHCARE FOUNDATION

Provider Training and Expanded Scope
of Practice
Training for primary care providers, included in

61 percent of the coalition plans, focused on general

specialty training and skill development in specific

diagnosric and treatment procedures. A range of

purposes were given, including:

Increasing comfort and familiarity in expanded
clinical areas in order to implement care
guidelines effectively in specialty areas and
pre-referral work-ups;

Enabling primary care providers to expand their
scope of practice in order to directly provide

specialty care and diagnostics;

Allowing primary care providers to adopt the role
of specialist champion at their sites, providing
internal training for and consultation with other

primary care providers; and

Enhancing the possibilities for co-management
between specialists and primary care providers for
patients with complex specialty care necds.

The plans identified a range of delivery

approaches to expanded training, including:

B Mini-fellowships, in which specialists provide

intensive clinical training opportunities {often
alongside themselves) as well as mentoring,
patient co-management, and access to future

consultation;

Monthly or quarterly CME workshops, typicaily
onsite in the primary care provider environment,
focused on effective triage and delivery of

specialty care;

Access t0 Webinar classes or relemedicine consults

for training purposes; and




B Procedure-intensive training opportunities,

including short courses and focused procedural

mini-fellowships.

These approaches often focus on the most
common procedures and conditions with high unmer
need, such as flexible sigmoidoscopy, colposcopy,
breast cyst aspirations, facial lesions, cryotherapy,
splinting, casting, joint injections, diabctic foot
care, nail/calious removal, stress testing, and office
ultrasound.

Because the scope of practice for primary care
providers has narrowed over the past decades, there is
vigorous debate within national family and internal
medicine secictics regarding the need to train and
certify primary care providers in a fuller range of
procedural and diagnostic skills. The potential
benefits include better access for patients, greater
continuity of care, and profcssional growth and
competence-building opportunities for providers. A
discussion paper about an expanded scope of primary
carc practice described eight examples in safety-net
institutions throughout California. Major discussion
points included the following:

B Activities most frequently identified as
appropriate for primary care provider
fuller scope include: colonoscopy,
esophagogastroduodenoscopy, diagnostic ob/gyn
ultrasound, colposcopy, outpatient radiography,
office orthopedics (including joint exams,
injections, simplc castings, and fracrure care),
finc-needle aspiration, skin cancer screening and
biopsy, EKG interpretation, diabetes care, and
infectious diseasc management.

B Expanded scope activities that specialists do not
want to do tend to happen naturally and with
relatively little “turf” conflict. The same is true

for locations, scrtings, and populations (e.g., rural

areas and safety-net patients) that specialists are
less interested in. Geography plays an important

role.

B Providing primary care providers with training
in procedures is resource intensive in terms of
time, cost, and pessonnel. A growing number
of fellowships as well as successful commercial
ventures offer hands-on CME specialty
procedures training for primary care providers.
In making decisions, safery-net providers must
weigh nced, capacity, and access to cost-cffective

training.

m Consideration must be given to managing
time and resource demands as well as financial
disincentives such as reimbussement obstacles and
productivity pay arrangements. One viewpoint
is that primary care providers can mosr easily
train to provide procedures and diagnostics that
are more objectively assessed and amenable to
practice guidelines (e.g., ENT, diabctes, fractures,
and sigmoidoscopies). Further, it is argued by
some experts that the more “cognitively complex”
and time-consuming areas {e.g., neurology,
psychiatry, and pain) pose too great a potential
drain on basic primary care to recommend as a

stratcgy.

Ongoing consulting relationships with specialists
are an important support for expanded scope
of practice. Collaborative training experiences,
including mini-fellowships and formal and informal
mentoring refationships, all provide opportunitics for
the growth of consultative relationships and patient
co-management.

The benefits of an expanded scope of practice
must be balanced against potential negative impacts
on primary care time and overburdening primary

care providers. Concerns include increased marginal

Specialry Care in the Safery Nes: Efforts to Expand Timely Access | 11




costs (diagnostics, medications, and provider time

dedicated to specialty care), the need for expanded
liability coverage, and increased demand for specialty
services, In addition, fear was expressed about
increased demands of more complex, medically
difficult patients.

Strategies for retention of primary care providers
included opportunitics for professional growth
such as teaching, leadership, clinical care, and
procedural training activities. However, it was nored
that such expetiences make primary care providers
more eligible for recruitment to specialty practices.
Additionally, the role and training of mid-level
clinicians such as nurse practitioners and physician
assistants was discussed as a strategy to further reduce

the burden on primary care physicians.

Expanding Specialist Networks

Abour one-third of coalitions propesed developing
“specialist neeworks” that formally engage a larger
network of volunteer and paid specialists to serve
safety-net patients. This differs markedly from

the historically informal personal relationships

that characterize specialty care in many safery-

net settings. In order to make participation more
attractive to specialists and efficient for safety-net
primary care providers, coalition strategies cypically
include system improvements such as strengthened
utilization tracking, clear contractual agreements,
Web-based referral systems, and implementation of
consensus care guidelines. Benehits of developing
more formalized referral processes include simplifying
participation for specialty providers, ensuring that
there are clear terms of participation for them, and
reducing the burden on primary care providers
caused by having to manage multiple individual
relationships. Some providers plan to usc physician
champions or specialty care coordinators for their
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recruitment cfforts to develop and publicize system
improvements.

Expanded cfforts arc expected to help support
professional norms and expectations regarding
participation in safety-net care, which, in turn,
helps create sufficient “critical mass.” When more
specialists arc engaged to help, those who do can be
assured that the burden will be spread so they are not
overwhelmed with unmet need.

Not all of the plans intend to use newly recruiced
spectalists in the same way. Some are committed to
having decentralized onsite services, although only
four programs plan to recruit for the purpose of
scheduling specialists onsite. To attain malpractice
coverage and enhanced Medi-Cal reimbursement,
some plans are moving toward shared specialist care
through a specialty care “hub” at sites with federally
qualified health center (FQHC) approval.

A discussion paper and technical brief -
commissioned for this project address some of the
financial, legal, and regulatory challenges safety-
net institutions face as they offer more specialty
care within primary care settings. Providing onsitc
care requires considerable administrative time
and attention to manage. Safety-net providers
must attend to a complex set of federal and state
policies and regulations that govern accepred scope
of practice and licensing. Additionally, there are

financial implications of onsite care, including;
m Risk of increased levels of uncompensated care;

® Increased auxiliary staffing and other resources,
including space, equipment, pharmaceutical and
diagnostic needs; and

® Need to provide malpractice “gap” coverage for
specialists who otherwise would not be covered

{e.g., retired specialists).




A January 2009 Policy Information Notice (PIN)
regarding “Specialty Services and Health Centers’
Scope of Project” describes the criteria federal
agencies will use to evaluate requests from health
centers secking to add specialty services. Important
implications for staffing arrangements, malpracrice
coverage, data requirements, and compliance

reporting are outlined in thesc new critcria.

Web-Based Referrals

Over 60 percent of the coalitions plan improvements
to their referral and consulting systems. Some
encompass full integration with EHRs and
interoperability with other systems management
tools, while others focus on specific specialty areas ot
on standardizing email protacols. A range of goals
were identified for these initiatives, including;

® Automation of appointment reminders;
® Integration of guidelines;
B Convenient review and triage of requests;

m Increase in legibility and completeness of referral

and scheduling;
m  Ability to expedite urgent referrals;
W Ability to track referral progress;

m Capacity to store and forward diagnostic
information and images; and

8 Standardization and improvement of consulration

reports back.

Even implementation plans that lack guideline
and decision-support ot provider communication
mechanisms can enable the tracking of access and
utilization data (e.g., rcfcrral or consult request and
utilization by specialty, reason for referral, provider,
specialist, time from initiation to appointment,

number of patients referred, seen, closed, remaining
open, and dircctly booked).

There are financial implications of referral
technologics and Web-based programs. Advantages
range from improved allocation of scarce resources,
reduced waste and inefficiency, improved
communication between primary care providers and
specialists, and cnhanced capacity to track and report
on referral metrics. The costs are also significant:
intensive commitment of staff resources; hardware;
software licensing, subscription, and maintenance;
implementation support; training; and maintenance.
An additional obstacle is thar some private specialist
offices may be unequipped to handle refetrals or
connect electronically to the referral system.

Some implementation plans proposed new
or modified staff roles to help oversee improved
specialty referral and case management. These varied
by institution with respect to terminology and
functions of personnel. Specific activities described

for these seaff roles include:

B Recruiting and maintaining relationships with

specialty providers;

M Oversceing care coordination and planning
{work-ups, patient education, tertiary care,

follow-up);
W Referral coordinating and wracking;

® Standardizing, streamlining, and coordinating
communication between specialists and primary
care providers and berween patients and

providers;

m Developing and/or implementing refersal

guidelines and treatment protocols;
W Managing chronic disease registry activities;

& Internal quality improvement and referral review;
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& Patient navigation and advocacy;

B Matching patient requests with volunteer
specialists;

B Seaff training;
® Appointment reminders and scheduling; and

® [T support and review of alternative vendors for

new systems acquisition,

Telemedicine

Telemedicine 15 gaining attention as a way 1o
address the gap in specialty care access for both
urban and rural patients. In the staccwide survey,
nearly one-third of the CCHCs indicated they had
some availability of onsite telemedicine equipmenr;
however, only rural sites reported using telemedicine
with any frequency. Half of the coalition
implementarion plans included some telemedicine-

Primary cave sites have significant
difficulty finding specialists who are
equipped and willing to sce their patients
via telemedicine, particularly if patients

are uninsured or on Medi-Cal.

rclated activity, ofren targeting ophthaimology
{for retinal screenings) and dermatology. Other
plans included provider continuing education and
consultation for specialty care.

California has been a pioneer in tclemedicine
policy, enacting onc of the first state telemedicine
laws in 1996 and expanding it in 2005. Nevertheless,

reimbursement policics lag behind current practice.
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Though a “site fee” designed to cover the costs of
telecommunication, setup, and administration of the
program for some referring provider sites is provided
by some payers, there is still significant confusion
among providers about whether and how to bill for
telemedicine consultations. In addition, primary
care sites have significant difficulty finding specialists
who are equipped and willing to see their patients via
telemedicine, particularly if patients arc uninsured or
on Medi-Cal. To date, most telemedicine providers
have had difficulry developing a viable business
modcl, and safery-net providers have relied heavily on
grant funding o support telemedicine activities.
Infrastructure and broadband connectivity
have also been barriers to more widespread use of
telemedicine. The California Telehealth Network,
established in 2008 under a federal grant from the
FCC, will provide access to subsidized, high-speed
broadband for hundreds of safety-net providers
throughout the statc. This will allow them to connect
to one another more easily and with the security and
service-level guarantees necessary for telemedicine.
Funds available through the American Recovery and
Reinvestment Act {ARRA) will also offer funding
opportunities for the advancement of broadband and

telehealth programs.




IV. Conclusions

These findings and the integrared | THE PROJECT SURVEY ESTABLISHED A FOUNDATION FOR

- conversations about specialty care access for California’s underserved.
These findings and the integrated project activities enguged safety-
net participants across the state in | net participants across the state in learning from one another and

project activities engaged safery-

. developing 2 common understanding of the challenges they face. A
learning from one another and . . . .
) aumber of overarching themes emerged from this multi-phase project:

developing a common wirderstanding . _
m  While initiatives are locally designed and implemented, they

of the challenges they face. share common goals and strategies across the statc in their efforts
to impact the demand for care, the supply of providers, and

coordination of patient care;

®w To the extent possible, the one-on-onc relationships need to
be transformed into institutional relfationships, so they can be
sustained over time and are not solely dependent on specific

individuals and situations;

W The ability to capture accurate information about the status of
specialty care and of the need for specialty care in the safety net

are critical to progress;

B Improvement activities and systemwide changes aimed at
providing more integrated and comprehensive care require

multi-dimensional approaches;

® Planning and implementing improvement activities are
resoutce-intensive in terms of time, funding, and individual

and organizational motivation;

B Relationships, effective communication, and recognition of
individual and partner contributions build the trust and cteare

the foundarion upon which collaborations depend; and

® Coalition-building— among regional safety-net partners and
between professional institutions like CAPH and CPCA—is
necessary for systemwide change as well as for implementation

of specific strategies.
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The funding for planning and implementation
projccts enabled most of the coalitions to move
forward with a variety of projects. The participants
offered general guidelines for othcrs pursuing similar

goals:

Carefully craft the early steps, with strong vision,
leadership, and achievable goals;

W Begin with smaller projects or pilots to build
competence and confidence;

B Esrablish adequate time for planning that
includes detailed business and feasibility
assessments and addresses strategies for

sustainability;

B Recruit internal champions and identify, support,
and develop capable and visionary leaders;

® Artain “buy-in” from impacted staff—from

administrators to line staff; and

m Be committed to adaptation and change, which
are not universally embraced within systems.

Both the statewide survey and the planning grant
needs assessments revealed the need to establish
standardized and reliable methods for specialty care
related data collection—a challenge common among
safety-net institutions in many areas of patient
care. Systemwide usc of some common metrics and
comparable data fields to capture and report on a
range of variables is critical ro creating an accurare
clinic, regional, and statewide picture of access
to care. Without valid and reliahle dara, it is not
possible to capture and report on the status of safery-
net care, establish benchmarks, assess progress, and
demonstrate return-on-investment.

Numbers will not, on theic own, tell the
whole story. As one participant stated: “High care
utilization rates do not necessarily imply waste; low
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utilization rates do not necessarily imply prudence.”
To give the data mcaning, it is important to sct
benchmarks for judging progress, whethcr it be
Medi-Cal or other cost savings, reduced wait times,
increasced patient and staff satisfaction, ot improved
performance standards.

The findings from this project so far provide a
snapshot in time, but the implementation of local
access strategies will continue to reflect a dynamic
process and changing environmental conditions. In
addition, the experiences of participating coalitions
will further highlight statewide policy opportunities
to address systemic barriers to specialty care access.

Future publications will address new lessons that
emerge as local specialty care access strategies are
implemented and cvaluared. The stage is now set
for supported implementation of projects around
the state that are designed to reduce obstacles and to
increase access to specialty care for Californias safety-

net paticnts.

o




Appendix A: Specialty Care Coalitions and Grants

COALITION
California HealthCare Foundation
ACCEL Specialty Access Project

Gold Country Access 1o Care Coalition

tmproving Appropriate Access to Specialty
Care |n Rural California

Improving Specialty Care ACCESS on the
North Coast

Lassen Modoc Shasta S|sk|you Coalmon

MCHCC Specnalry Care Planmng Project

Mendocino County Specialty Care Access
Project

LEAD AGENCY

El Dorado County Department ot
Public Health

MNorthern Sierra Rural Health Network

Del Norte Climies, Inc,

Humboldt Del Norte IPA / North Coast
Clmlcs Network

Shasta Consortium of Commumty Health
Centers

Merced County Heaith Care Consortlum

Alliance for Rural Community Heaith

Kaiser Pérmanante Community heﬁefit Programs

NORTHERN CALIFORNIA REGION

Ad-hoc Specialty Care Access Committes
Alameda County Access to Care Collaborative
Community Clinic Consortium

Frasno Healthy Communities Access Partnars
Marin Specialty Access Coalition

San Francnsco Safety-Net Coalmon

San Joaqum County Specmlty Access Coalmon
San Mateo County SCAI
Solano Cnahhon for Beuer Health

Yolo County Future of the Safety Nat

Santa Clara Communlry Hea!th F‘artnersh|p
Alameda County Medical Center

Community Clinic Consortium of Contra Costa
Fresno Healthy Communities Access Partners
Marin County HHS

San Francisco General HospnallUCSF
HéalthmPIan of San Joaquin

San Mmeo‘MedicaIVCenrtrer

Solano Coalition for Better Health

Cammunicare Health Centers

PLANNING IMPLEMENTATION

GRANT

v
v
v
v
v
v
v
Y .
v
v
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CQOALITION

LEAD AGENCY

Kaiser Permanenta Comnunity Benefit Pragrama, continud

SOUTHKERN CALIFCRNIA REGHON
Access OC Specialty Care Work Group

Coalition of Safety-Net Access Providers

Karn Medical Center Specialty Care Coalition

LAC+USC Camino de Salud Network
Specialty Cars Access Project

L.ong Beach Community Increased Access
Specialty Care Coalition

San Bernardino Specialty Care Coslition
San Diego Specialty Care Access Initiative

Ser\nce Planmng Araa {5PA) 3 Specralty Care
Planmng Coalmon

South Los Angeles Collaboratwe for
Spemalty Care Access

Venture County Saiety—Net Spemany Care
Access Coalmon

Westsme Spema!ty Care Access Prolect
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Access QC {Qrange County)

Valtey Care Community Consortium
{Los Angeles}

Karn Medical Center

LAC+USC Healthcare Network
The Children’s Clinic

Latino Health Collaborative

Council of Community Clinic Health Care
Network

East Valley Commumty Healkh Centers
(Los Angeles]

Southside Coalition of Commumty
Health Centers

Ventura County Medical Center Health Care
Agency

Venice Family Clinic {Los Angeles)

PLANNING IMPLEMENTATION
GRANT

GRANT




Appendix B: Resources to Support Specialty Care Access

DATE/ FUNDER/
LOCATION ORGANIZER

California HegithCaré Foundation Piblications v
Examining Access to Specialty Care for California’s Uninsured May 2004 CHCF
www chet.org/speciahycare of

www.chet orgitopics/bealthinsurancefindex.cim?ilern|D=102587

Transforming the Specialty Referral Process March 2008 CHCF
www.checl.org/specialtycare or
www.chef. org/topxcsfwew cfm?itemiD= 133607

Bndgmg tho Care Gap: Using Technology for Patient Referrals September 2008 CHCF

www.chcf.orgfspecialiycare or
www, chef.org/topicsiview.cfm?itemiD=133701

Understanding Common Reasons for Patient Referrals in Difficuli-to-Access Speciafties May 2009 CHCF
wWww, chcl orgjmemal*ycare

Tatehealth Reports and Initiatives (multiple reportsi Ongoing CHCF
www.chcf. oro.ltelehealth

Pendlng specialty reports on these topics will become available in June 2009: Jung 2009 CHCF

» Nurse practitioner and physician assistant specialty practice models
« Federally qualified health centers as specialty care providers —business planning tool
+ Regutatory issues related to federally qualified health centers as specially care providers

» Improving specialty access through enhanced primary care scope-min%fel'nowship models

www.chet orgjspecna'ltycare

: Discuss:on Papers

Fuller Scope of Practice for Primary Care Providers: A Strategy to Improve Access to February 2008 KPSC CB
Speciaty Care in the Satety Net by Facific Health Consulting Group

208.176.52.104/conton u’UploadmssetMgmt/Sltc/prcgrams.fspecnaltycarematrmalsf
roundtable3d/ScopeoiPracticeDiscussionPaper. pdt

Weaving Wabs in the Safety Nat: Public Hospital Systems gnd Community Health Centers July 2008 KPSC CB
Collaborating to improve Specialty Care by Pacific Health Consutting Group
208.176.52.10diconte.ntlupload;’AssetMgmt{Site.fpmgrams,’specia!wcarematerialsf

SCalDiscPaperzCollaboration.pdf

A Slippery Slope: Financing Specialty Services in California’s Safety Net by Pacific Health January 2008 KPSC CB
Consulting Group

www.safetynstinstitute.org/cantentfupload/AssetMgmu/Site!

DiscussionPop3SpecialtyCareFinancing.pdf
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Roundtable Forums ~~ R L
wivw, safetynatinstitute.org/eontent’SpecialtyCare Resources him
Develcping and Managing Effective Referral Systems

(65 attandaas)

E-Health
{70 eitendecs)

Scope of Practice
{70 snendeas}

Protocols and Guidelines
60 attendeas)

Workforce Strategies
{45 attendees)

Financing
{60 arlondens)

Technical Assistance Teteconference Calls
www.gommunityclinicvoice.org/wabx/.eeaefOB repister to enter)

Needs Assessment
|perticipant numbers unavailable)

Coalition Building
{2B perticipants/t7 coslitions)

Building a Case for Sustainable Strategies
(35 participanis/24 coslitions)

Busingss Case Statements
{7 participan1s/§ coalilions)
Promising Practices: Telemedicine
{20 perticipentsf14 coslitians}

Promising Practicas: Volunteer Model
(21 panticipants/14 coglitions)

Promising Practices: Hub Madel
{21 participanis/14 coalitions)

E-Referral Approaches
{38 participants/20 coalitions)
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DATE/
LOCATION

July 30, 2007
OCakland

November 5, 2007
Burbank

March 6, 2008
Burlingame

June 17, 2008
Sacramento

Septemnber 22, 2008
San Diego

November 3, 2008
Burbank

March 8, 2008

April 4, 2008

May 21, 2008

June 25, 2008

July 15, 2008

July 22, 2008

July 22, 2008

Qctober 8, 2008

FUNDER/
ORGANIZER

KPSC CH
| KPSCE Cé
kpsc B
K?;’SC cB

KPSC CB

KPSC CB

KPCB
pcs
KPC8
KF;‘CB
kPcB.
kpcs
KlPCE; |

KPCB




CALIFORNIA
HEALTNCARE
FOUNDATION

1438 Webster Street, Suice 400
Qakland, CA 94612
tel: 510.238.1040
fax: 510.238.1388
vww.chcf.org
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SPECIAL REPORT

Monitoring Local Safety-Net Providers: Do They
Have Adequate Capacity?

In five diverse cities, safety-net capacity was strained for specialty and
pharmaceutical services.

by Suzanne Felt-Lisk, Megan McHugh, and Embry Howell

ABSTRACT: The safety-net providers that serve the nation's thirty-nine million uninsured
residents are vulnerabie organizations even in good economic times, yet efforts to monitor
their capacity have been limited at best. This study of the safety-net in five cities found that
capacity was stralned for specialty services and that aceess to pharmaceuticals was diffi-
cult, while primary care capacity was more often adequate to serve those who presented
themselves for care, Also, free clinics grew during the 1990s, while many other safety-net

providers focused on improving their efficiency and collecting more fees from patients.,

HE SAFETY-NET PROVIDERS that
I serve the nation's thirty-nine million
uninsured residents are [ragile organi-
zations, as documented in the Ingtitute of
Medicine's 1999 report, America’s Health Carc
Safery Net: Intact but Endangered! Yet policy-
makers concefned about potential break-
downs in the health care safety net are ham-
pered by a lack of key data on both the well-
being of safety-net providers and their capac-
ity to meet community needs, In the absence
of such data, the information gathered for this
study provides a current picture of safety-net
providers’ capacity to provide care to unin-
sured, low-income patients in five cities:
Columbus, Detroit, Kansas City (MO},
Oklahoma City, and San Antorio.

Study Methods

Using a casc-study methodology, we sc-
lected five medium-size cities, all with manda-
tory Medicaid managed carc expetience and

vatied rypes of safety nets (for example, ac
least one with and one without a public hospi-
tal).! We found that the cities differed on char-
acteristics such as degree of local support for
the safety net, generosiry of Medicaid benefits
and eligibility, and economic cnvironment
(Exhibit 1).

The consistency of our substantive findings
across all five of these refatively diverse cities
was striking for our findings on the strains in
specialty care access. the difficult access to
pharmaceuticals, and the growth in free clin-
ics. Although they are not nationally represen-
tative, we believe that our findings are notable
both because of this consistency and because
various recent studies of other communites
and safcty-net providers also report similar
findings (cited throughout). Qur information
abour the increased focus on husiness aspects
of health care is consistent across the cities
where the topic was discussed.!

For each city, we collected information

Suzannc Felt-Lisk is a senior health researcher and Megan McHugh is o health research analyst at Mathematica
Policy Rescarch in Washington, DC. Embry Howell isa principal research associaie at the Urban Instirute Health

Policy Center, also in Washington,
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EXHIBIT 1
Proflle Of Safety-Net Study Cities
Percent of Modicakd
Indox of Medicald spendmg
Percent Medicaid enroliecs  Percent  per
Populatlon, Percent  African Percent  eligibliity in HMOs,  below enrollea,
Chty 2000 white Amerlcan Hispank® gensrosiy” 1999 poverty’ 1998
Columbus 711470 69.8% 26.0% 2.5% 8 27.9% 11.1% 44,330
Detroft 851,270 13.8 828 5.0 2 61.5 18.0 3,944
¥ansas City? 441,545 62.5 323 6.9 7 399 12.2 3.436
Qulahoma Clty 506,132 1.7 16.4 101 & 104 15.8 2.864
San Antonio 1,144,646 T0.8 1.4 58.7 7 4.3 185 3101

SOURCES: Population and population characienstics are from D.A. Gaquin and W.A. DeBrand, eds., County and City Extra,
Speclal Decenniat Census Edition {Lanham, Md.; Berman Press, 2002). Perceni of enrollees in health matnterance
organizations {HMOs) was devetoped thraugh Mathematica Palicy Research analysts of interStudy data. Medicald spending per
enroliee Is from the Kaiser Family Foundation State Hesfth Focts, www.stateheslthfacts.kit.org {21 Moy 2002).

*Hispanic persons may be of any raca,

*This measure was developed by the Urban Instituta to assess the generosity of states’ Medicaid eliglbliny rules, Among other
faclors, the scale Bccoums for state eliginility expansions beyond randatory populations, the percentage of the poputation
below 200 percent of poverty eligible for Megieatd, Temporary Ald for Needy Families (TANF) income fimits, and the existence
and sizo of general-sssistance medical care and/vr other statesubsidized heafth insuranco proprams. Stales with the most
generous Mediceid eligbllity rules are in Category 1; those with the most restriclive ere in Category 8.

Parcentage of persons betaw poverty is based on county date from guickfacts.census.gov/gfd/index.ntmi (21 May 2002).
“populalicn dats are from 1998; population charactenstics are from 1990.

from secondary data sources, telephone inter-
vicws, and site visits. This UpDate is based
primarily on the telephone interviews and
site-visits. The site visits involved interviews
with hospitals, communiry health centers,
health departments, other salety-net organiza-
tions, and one or two nonprovider informants
in each city. More than 100 people were inter-
viewed from more than sixty-five organiza-
tions during May 2000 through January 2001
Site-visit interview guides were tailored to
each type of respondent; topics included the
provider's role in the safety net, their current
capacity, and recent and planned changes in
capacity.*

Study Findings

We used the information we collected from
interviews and sccondary data sources to as-
sess the capacity of the safety net in the five
cities and to describe how capacity was chang-
ing. We found that safcty-net capacity was
strained for specialty services (five cities),
pharmaceutical services (five cities), dental
care (three cities), and behavioral health care
(three cities). Wirh small-scale exeptions, pri-
mary care capacity was gencrally adequate to

serve those who sought care.’ The study find-
ings are presented in {ull in the study report.®
Here, we highlight several issues that may be
of particular interest to policymakers.

B Speclalty services, Capacity was
strained for many specialties in each city, ac-
cording to our respondents.” In all five cities
waiting times for nonurgent appointmens for
specialty care were reported to be much longer
than for primary care and were often ex-
pressed in months.

In four cities we heard that uninsured pa-
tients in nced of specialty care were consis-
tently referred to local hospitals. The excep-
tion was in Columbus, where providers
referred patients to a free clinic that was open
one night per week. This free clinic, although
not able to fully meet the dermand for specialty
care, was well known throughout the cormu-
nity as a dignificd place for uninsured patients
to receive specialty care services.

In the other four cities one or two local hos-
pitals tended to provide the outpatient spe-
cialty care (offering a sliding fee scale), while
the rest refused uninsured patients unless they
paid in full prior to treatment. Even in hospi-
tals that offered a sliding fec scale, access o

Scptemher/Octoher 2002
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specialty care tended to be difficult. For exam-
ple, in Oklahoma City and Detroit the major
hospital providers lor specialty care required
patients to pay some (even half} of the spe-
cialty procedure up front ® In San Antonie and
Kansas Cicy hospital respondents noted a
staffing shortage of specialty care physicians,
resulting in long waiting times for certain spe-
cialties (in some cases six to twelve months)®
In Kansas City the major safety-net hospital
had difficulty recruiting specialists because
the hospital was unable to

sliding fee scale.

B Business aspects of health care. Col-
lection procedures Traditionally, safety-net pro-
viders have focused on service delivery far
more than the “business” of health care. How-
ever, this balance is shifting as safety-net pro-
viders look for ways to maintain their financial
stability and increase their capacity in an ever-
changing and always challenging financial en-
vironment. For example, over the past [ew
years, especially in the past year or two, many
safery-ner providers have

T |
compete with the prevailing u begun insisting that their
wages offered by other local Most of the safety-net patients pay their fees. In
hospitals. In one San Antonio providers who had two cities all of the com-
hospital, specialists were re- stepped up collections munity health centers
[using to provide service on sald that they had not (CHCs) had taken specific
an on-call basis to emergency denled services to steps to improve collec-
room patients because of the those who falled to tions. In one city both
large number of uninsured comply with payment CHCs hired an accounting
patients. " staff person, who is re-
However, the availability rules. sponsible for helping to
L eeeswsss | improve collection from

of specialists was better for
children than for adults in Kansas City, Co-
lumbus, and San Antonio. Each of these cides
had a children’s hospital that assumed respon-
sibility for uninsured children needing spe-
cialty care.

Despite capacity strains for specialty ser-
vices, we did not identify any planned in-
creases in capacity for serving the uninsured
who need specialty care. This is probably be-
cause many of the hospitals we visited that
provided these services were under financial
strain.

still, some providers had taken steps 1o
lessen the barriers. In one city the lederally
qualified health center (FQHC) and free-
clinic providers began quarterly meetings with
hospital administrators after a patient with
esophageal cancer reported a nine-month wait
for consultation with a gastrointestinal spe-
cialist. As a result of the meetings, FQHC phy-
sicians can make appointments for patients at
the major safety-net hospiral, and transmis-
sion of patient records was eased. In Detroit
one of the FQHCs developed a special arrange-
ment with a local hospital that agreed to ac-
cept all FQHC patients for specialry care ona

patients. In both cases, the CHCs report im-
provement (one increased its collections by
$1,000 per day). Also, the safety-net hospital in
this city now uses a collection agency for de-
linquent accounts, CHCs in the second city re-
ported less effectiveness from their efforts; the
CHC that now sends more than 3,000 state-
ments per month, and vses a collection agency
after three or four statements have been ig-
nored, reports that little is collected as a resule

In a third city the major safety-net hospital
entered into a long-term joint operating agree-
ment with a for-profit firm. Although overall
service to the uninsured has remained level,
patient bills, often totaling large sums because
of the costly nature of hospiral care, are now
sent to uninsured pacients. A local CHC ex-
plained that the large number of undocu-
mented Hispanic residencs it serves are [earful
of receiving bills. The CHC itsclf had & history
of nat billing but has recently become more ag-
gressive and now asks for proof of income to
qualify for sliding-scale charges, expects pay-
ment, and bills patients when necessary. Most
of the safety-net providers who had stepped
up collections said that they had not to date
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denied services to those who failed to comply
with payment rules, or that such cases were
extremely rarc.

Imprroving cfficiency. The safety-net providers
also focused on other business-related con-
cerns, especially improving patent flow, and
in scveral cases were using new information
systems to improve their financial manage-
ment." In Columbus in 1997, largely as 2 resule
of the upcoming implementation of mandatory
Medicaid managed care, seven small public
health clinics that provided primary care to
the uninsured consolidated to become a single
CHC. In so doing they improved their com-
bined revenuc and the-consistency of service,
and they made other changes to increase their
combined efficiency.

In Kansas City three of the four major
safety-net providers were focusing on effi-
ciency as a means to relieve financial problems
that had threatened their survival. One clinic
had affiliated with a local nonprofit hospital
and in the process had to give up its FQHC
designation. Despite a substantial budget re-
duction, the clinic was ahle to add a pediatri-
cian because of the new alfiliation and is see-
ing more patients than before by operating
more efficiently. Another changed its manage-
ment team. The new management cut the
nuriber of staff about 25 percent withour re-
ducing service. At the same time, the public
hospital was testing a redesign of its outpa-
tient clinic operations intended to reduce ap-
pointment waiting times and per paticnt costs.
The new design called for training staff in cus-
tomer service practices, testing a new registra-
tion and billing system, and adding a social
worker and clerical staf.

In Oklahoma City and San Anronio safety-
net hospitals had set up fast-track clinics adja-
cent to their emergency rooms 50 that ER pa-
tients without urgent conditions (those most
often uninsured) could be shifted to out-
patient clinics for rapid treatment. In the
Oklahoma City hospital the shift to a fast-
track clinic reportedly reduced waiting times
by 66 percent.

Both CHCs in San Antonio had expanded
or were expanding the number of examination

rooms per physician. The centers believed that
the change in space configuration would allow
the same number of physicians to see morc pa-
tients.

Finally, ncw information systems in CHCs
in Columbus and Kansas City were reported
to be key to improving financial management.
For example, one CHC reported that its col-
lections had improved 25-30 percent with the
new system.

B Access to pharmaceuticals. Safery-
net providers in all five cities assisted their un-
insured patients in obtaining necessary phar-
maceuticals, but the process was cumbersome
and could have resulted in suboptimal treat-
ment for many patients.” Safety-net providers
with full pharmacies or dispensaries were able
to obtain medications using primarily three
methods. First, almost all reported telying
heavily on charity programs from pharmacen-
tical companies, but, consistent with past re-
search, providers complained about adminis-
trarive difficulties associated with the pro-
grams and Limits on the supply (one to three
months) of the medication.? Second, safety-
net providers took advantage of sample medi-
cations provided by pharmaceutical compa-
nies. One provider noted that his son in private
practice sends all samples he receives to a
CHC in Kansas City. Finally, severa] relied on
grants from foundarions and government as-
sistance, from either city/county and state
grants or the federal 403B and AIDS Drug As-
sistance programs to purchase pharmaceu-
ticals for their patients.” For example, phar-
macies at the CHCs in Columbus, Detroit, and
Kansas City are Jargely funded by state or local
grants, The state provides some funding for
pharmacy to the CHCs in Oklahoma City, al-
though one reported having to turn pharmacy
patients away by the fiftcenth of every month
because of lack of funding,

Duplication of physictan visits. The lack of phar-
macy programs available 1o all uninsured pa-
tients in the community sometimes created
unnccessary duplication of physician visits.
Two different hospital providers, one in Co-
lumbus and one in San Antonio, reported ad-
vising patients in need of assistance obtaining
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medications to schedule appointments for the
same condition at a provider with the phaz-
macy program, to be able (o obtain the neces-
sary prescription. The referring physicians
viewed the situation as not ideal but necessary.

Keeping costs dowa. To keep costs down, marny
safety-net providers explained that they pre-
scribed older drugs and generics, used samples
provided by drug companies, and in one case
partnered with a Jocal grocery/pharmacy chain
to reduce costs. Despite these efforts, some re-
spondents raised concerns

centicals to the uninsured.

B Growth of free clinics, All of the stud-
ied cities have one or more frec clinics that play
a role in the salety net, and nearly all of these
were established in the past decade™ In Co-
lumbus, Detroit, and Oklahoma City the [ree
clinics are small. They are open during limited
hours (typically only a few evenings per
month); are staffed by volunteer nurses, doc-
tors, or medical residents; and typically pro-
vide service to 30-200 patients per month. The
clinics are funded by

M .|
about whether tl:lelI patients “Free clinlcs provide a churches, ht_:spltals, or pri-
were able to obtain what they | vate donarions {or some
needed. Some reported that comfortable combination) and are of-
their parients go without environment for ten located in makeshift
medication or use their medi- undocumented facilities in schools or
cations sparingly so they will | residents since they are | churches. They primarily
last, Others reported that al- not asked for thelr provide adult primary care
though their patients never " {one also provided spe-
: 0 addresses. ,
go without the medicine they cialty care}, and most
— S

need, many have to take
suboptimal drugs because of cost.

Shortage of pharmacists. Complicating the ac-
cess issues further, several safety-net organiza-
tions reported facing difficulty recruiting
pharmacisrs. In Detroit, where there is great
competition for pharmacists, a CHC and a
hospital were both having trouble recruiring,
Under an arrangement with the ciry, the healch
department hires and supervises pharmacists
at the CHC, and the local pharmacists’ salaries
were too high for the health department’s civil
service guidelines. As a result, the CHC had
temporarily closed its pharmacy unti] the posi-
tion could be filled. A San Antenio CHC also
was having trouble finding a pharmacist. A
CHC in Oklahoma City was planning to open
an in-house pharmacy at the time of our visit.
Initially it tried to obtain a pharmacist from a
pharmacy management organization, but
since the CHC could not guarantee a certain
number of prescriprions per day, efforts were
unsuccessful.

Columbus was the only community where
access to pharmaceucicals may be improving,
There, a local foundation had undertaken a
major initiative to support development of a
more rational system for providing pharma-

acted as dispensaries, pro-
viding patients with free pharmaceuticals. In
Columbus most of the church-based clinics
had been established with ongoing technical
assistance from a hospital program that aimed
to ensure that the nurse-staffed clinics linked
their patients to other health care services. In
the same community a frce clinic for specialty
care had been established by the local medical
society and operated from a school In Deroit
the clinics were also church-based bur were
not part of an organized program supported by
a hospital partner.

In Kansas City and San Antonio the free
clinics are larger and operate in a roughly simi-
lar manner as other safety-net health centers,
except that they are free. One began as a clinic
focused on care for people with HIV/AIDS and
then expanded to provide general primary
care. It operates with grant funding and volun-
reer physician and nurse staffing. The twoeclin-
ics in San Antonio were established by a hospi-
ral conversion [oundarion and thus enjoy a
predictable budger from the foundation and
employ their staff. Two of these three larger
clinics were constantly operating at maximum
capacity, according to respondents, which sug-
gests thar there is a real need for such entities.
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The free clinics offer an alternative for pa-
ticnts who are unsuccessful or simply not
comfortable secking care from other providers,
including other safety-net providers.!* We
asked why someone would be more comfort-
able at a free clinic than at another safcty-net
provider. One respondent explained that the
large size and busy feel of the major safety-net
hospital that provides much of the carc in that
city can be intimidating for some residents.
Also, although other safety-net clinics do not
turn people away, people know that they will
be asked questions about their incotne, and if
they owe money to the clinic for past care, they
will be asked to pay. This does not occur in free
clinics, Finally, we heard that at least in some
cases, free clinics provide a comfortable envi-
ronment for undocumented residents since
they are not asked for their addresses.

The new presence and growth of free clin-
ics in the 1990s raises several issues. The lim-
ited and sporadic hours of the smallest free
clinics make them unreliable places for pa-
Hents to receive continuous care. Also, the
heavy dependence on donations and velun-
teers makes the very existence of small clinics
tenuous. Since we found differences aeross cit-
ies in the structure and operation of the clin-
ics, further research could idendfy the best
free-clinic models. Such models could encour-
age physician volunteerism. We heard that
many private physicians preferred to volunteer
at free clinics instead of sceing uninsured pa-
tients in their offices. Finally, while the appeal
of care rhat is completely free is hardly a mys-
tery, the growth of free clinics in a particular
community could also indicate that traditional
providers such as hospitals and CHCs cannot
handle the volume of uninsured patients, are
not conveniently located, or do not provide a
comforzable environment for all patients.

Conclusions

Lacking data to assess the need for services
by the uninsured, we were nevertheless suc-
cessful in learning qualitatively about the ex-
tent to which salety-ner providers are meeting
the expressed demand for care by the unin-
sured in five citics. Here we identfy several

follow-up issues of likely interest to
policymakers.

First, follow-up research could determine
whether the health care systems capacity for
providing specialty services to the uninsured
is as strained nationwide as it s in the five cit-
ies we studied; if it is, policymakers at all levels
of government should pursue timely solutions.

Second, while the new focus on the busi-
ness aspects of health care is allowing some
safety-net providers to increase their capacity
for serving the uninsured while maintaining
their financial stability, we are concerned that
it mighr also have the unintended effect of dis-
couraging some people from secking care.

Third, we are concerned that heavy reliance
on pharmaceutical companies' voluntary pro-
grams may not be a viable long-term strategy.
Also, some respondents suggested that pa-
tients ar¢ not complying strictly with their
treatment protocols or are receiving sub-
optimal medications because of cost issves.

Finally, issues for follow-up include the ex-
tent to which small frce clinics link people to
other providers rather than serving as their
sole source of primary care, and whether they
may be a positive force to encourage physician
volunteerism. We also need u better under-
standing of these clinics' contriburion to the
community’s safery net as a whole.

In spite of these concerns, it is reassuring
that at least in the five cities we studied, with
certain small-scale exceptions, the safery net
for primary care is generally adequate to meet
the needs of those who present themselves for
carc. This does not mean that the primary care
safety-net is sccure for the future, however, nor
does it help the many uninsured persons who
do not seck primary care. Also, safery-net pro-
viders' increased focus on efficiency holds
promise for continued ability to expand ser-
vice without increasing cost.
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NOTES

1. US. Census Bureaw, “Health Insurance Coverage:
2000,” www.census.gov/hhes/hlthin00/drablel,
homl (21 May 2002); and M.E. Lewin and 5.
Altman, eds., America’s Health Care Safety Net
{Washington: National Academy Press, 2000).

2. However, all sclected cities had to have a feder-
ally funded community health center (CHC),
since the CHCs' roles in local salety nets was an
issue of interest to the project’s sponsor, the
Health Resources and Services Administration
(HRSA),

3. This issuc emerged rather than heing a central
{ocus for our study design, and we therefore do
not have complete information for Detroit, in
particular.

4. Qur assessment of the adequacy of primary and
specialty cace in each city relative to the ex-
pressed clemand for services by the uninsured
population was based on our review of rypical
waiting times for appeintments reported by in-
terviewres, whether various scrvices or clinics
were ppen versus closed or sometimes closed to
new uninsured parients, and the interviewees'
characterization of the experiences of their pa-
tients in secking services. Interviews with emer-
gency department ditecrors about ase of the
emergency department for nonurgent care also
contributed to our assessment.

5. Primary care capacity for women's and childrens
services was more consistently adequate than
was primary care capacity for adult medicine.
For example, waiting times for an appointment
were generally short. Also, in most cities there
were one or more small sites chat were operating
at aximuen capacity for primary care.

6. S.Felt-Lisk, M. McHugh, and E. Howell, Study of
Sufety Net Provider Capacity to Curt for Low-lncome

10.

1.

12.

4.

15.

Uninsured Paticnts (Washington: Mathematica
Policy Research, September 2001).

This is consiszent with findings from the Center
for Studying Health System Change’s Commu-
nity Tracking Study, which has examined the
safety net longitudinally across a diverse group
of communities from 1996 to 2001. Barbara
Ormond and Amy Westpfahl Luzzky aleo men-
ton difficulties in specialty carc referral in Los
Angeles county, one of three safery-net systems
they recently studied. B.1. Ormond and CW.
Lurzky, “Ambulatory Care for the Urban Poor:
Structure, Financing, and System Stability.” Oc-
casional Paper no. 49 (Washington: Urban Insti-
tute, June 2001).

The Oklahoma City and Detroit hospitals were
for-profir and private nonprofic hospitals, re-
spectively.

These hospitals were the two government-run
hospitals in the study.

Laurie Felland and colleagues similarly report
that safety-net providers are focusing on cffi-
ciency, insticuting fees for the uninsured, and, in
somg cases, beginning to enforce and collect pay-
ments from the uninsured on sliding fee sched-
ules. L. Felland et al., “The Resilience of the
Health Care Salery Net, 1996-2001" (Washing-
ton: Center for Studying Health System Change,
under revicw).

Felland and colleagues similarly repore dillicult
access to pharmaceuticals, Ibid

This finding is consistent with research on a
sample of California safery-net providers, K.
Raube and T. Douglas, Managing Pharmaccutical
Costs amemg California Safery Net Providers (Final Re-
port tothe California Program on Access to Care,
University of Californiz, Berkeley. Hass School of
Business, January 2001).

. The 403(b) drug pricing program allows

FQHCs, disproportionate-share hospitals, and
certain other safety-net providers to receive the
same discounted drug pricing and rebates that
the Medicaid program receives.

“Free clinics” are defined as clinics that never bill
third-party paycrs and that are not operated by
the local health department or other government
Chrity.

Free-clinic patients may also find the locarion of
the free clinics morc convenient than the location
of other safety-net providers, although we did
not specifically hear this reason from respon-
dents.
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Changing care for ’
changing times

usl a few short years ago, a cancer patient in need of chemotherapy would
have required hospitalization for treatment. Today, thanks to tremendous
advances in modern medicine, patients routinely receive a host of health
care services - including chemotherapy and other life-saving treatments -
in the ambulatory care setting. The development of sophisticated new medical
devices, pharmaceutical innovations, and creative models of patient care have all

conlributed to this important shift in the way people receive care.

Also known as outpatient care (because the patient does not need to be admitted
to the hospital as an inpatient), ambulatory care services are typically provided
. through daytime visits to a doctor’s office or health clinic. Both major and
minor health concerns are now commonly addressed in the outpatient
setting. From high-tech diagnostic and surgical procedures like magnetic
resonance imaging and laparoscopy, 1o high-touch basics like well-baby
check-ups and physical exams, outpatient care affords patients a2 more

convenient and cost-effective approach to staying well.

Over the last two decades, the use of ambulalory care serviges has sharply
increased. Along with the rest of the health care industry, the members of the
National Association of Public Hospitals and Health Systems (NAPH) have adapted
10 keep pace with this growing trend, expeniendng unprecedented growth in the
amount of ambulatory care they deliver.

Because public hospitals and health systems comprise the heart of America’s

health care safety net, most people are familiar with the trademark services they

provide on the inpaticnt side: life-saving tertiary services such as trauma and burn
care; resident training programs that prepare the next generation of doctors; health
care services for Jow-income and uninsured populations, However, few people have
a solid understanding of the important role public hospitals and health systems play
by providing more than 28 million outpatient visits cach year through their extensive

ambulatory care networks.
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A full spectrum
of care

ccess to quality health care is an essential ingredient to maintaining good

health, and public hospitals and health systems have hit on a sure-fire

recipe for wellness: offer patients a comprehensive range of ambulatory

care services designed 10 keep them healthy, functioning and out of the hospital.

Routine care benefits both patient and provider by effectively addressing
conditions before they become more dangerous, difficult or costly to treat. A

dlabetic patient diagnosed early is more likely to be able to control his symptoms Mse rices

through a regimen of proper diet and exercise. A simple well-baby exam might Provided

identify a respiratory problem that can be easily treated with proper medication Ambuiatory Surgery

and prevent more serious heaith problems from developing later. Help for a Asthma Care

patient who wants to quit smoking can greatly enhance her guality of life - and Cardiclogy ' .

avoid triggering 2 multitude of tobacco-related health problems down the road. C,]']emothemp]; _i"«‘i? : - ol w
' --Ghﬂd Care durlng Appoinunmts '

About half of all visits to NAPH outpatient facilities are for prevention-oriented

’Dmm Care ‘ Lk L R
primary care services intended to identify and address health problems early, o A Caré
such as annual physical check ups, Pap smears, vision tests, mammograms and _'-m@OSﬂCVLﬂJI'Serﬂces‘ .
screenings for hypertension or cholesterol. ' Diagrostic X-Rsy Procedures
The other hall of outpatient visits involves more specialized services, such as dialysis, Dialysts
physical rehabilitation, ambulatory surgery, treatment for substance and alcohol ded Hours
ility Workers
abuse, or care by medical specialists such as cardiologists and neurelogists. in many Financial Eligbility Wor
" i . . . RIY / AIDS Care
communitics, NAPH members provide access to these crucial specialty services for
Housing Caunseling

the poor and uninsured which would otherwise be unavailable. o
- Mental Health Trearment b T

In this way, public health sysiem patients can enjoy all the benefits of 4 full spectrum Phﬁicﬂl Rd‘ﬂb'“hﬂm - SR
Prenata] Care ‘ '
Sl.l_bstance Abuse Treatment
Transportation Assistance to/from
Appointments

of health services in the convenience and ease of the ambulatery care setting,

Lirgent Care
Women's Health
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Something for everyone

Distribution by Race

Hispanic

30% ¢

ublic hospitals 2nd health systems provide ambulatory care to a diverse

cross-section of Americans. The patient mix of NAPH members as a group

is distributed in near-equal thirds among African Americans (32%),
Hispanics (30%) and Caucasians (29%), with Asian Americans, Pacific Islanders

andl other groups comprising about 9 percent.

While these statistics illustrate lhe overall national picture, it is important to note
that in many regions of the country, public health systems serve communities tha
are home 10 unique populations, such as Somalian immigrants in Mirnesota or

Bosnian refugees in lowa.

In addition to racial and ethnic distinctions, public hospitals and health systems
cut across gender and generatfonal lines. Women account for almost two-thirds of
patients, and seniors account for one in every eight. Children make up about one-

quarter of all ambulatory care visits provided by public hospitals and health systems.

Recognizing that a one-size-fits-all approach to patient care doesn't always work,
public hospitals and health systems create ambulatory care programs specially
tailored to meet the unique health care needs of these different groups. To address
the needs of a culturally and linguistically diverse patient population, NAPH
members foster 2 multilingual staff environment, provide face-to-face medicat
interpretation services and translate into multiple languages everything from

patient education materials to facility signs.

Many public health systems have established special outpatient clinics to meet the
distinctive needs of patients a1 various stages of life, such as school-based clinics
for kids, OB clinics for pregnant women and geriatric clinics for seniors.

In short, when il comes to ambulatory care, public hospitais and health systems

have something for everyone.
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Here, there, and
everywhere

[though many of the better-known safety net providers are located in some Public hos pﬁﬂfS are
of the country's largest urban centers (Los Angeles, New York City, Alanta,

Denver), many public health systems operate in smaller communities 1S4 ”-, Y ﬂ?é‘ on l] Y
like Monroe, Louisiana or Collon, California. To make it as easy as possible for '
patients to gain access to health services regardless of where they live, ambulatory source 0 f SpQC?‘ﬂ [t] )

care services are provided through a wide variety of means,

Approximately two-thirds of all ambulaiory care visits to NAPH members take place treatmen tf or such

at hospital outpatient departments, and aboui one-third occurs at off-site locations, ) )
such as freestanding neighborhood clinics, primary and secondary schools, Sertous 1”} lesses as

housing developments, homeless shelters and mobile vans. ,
cancer, beart disease,
In 2000, more than 10 million visits occurred at 668 community-based care sites

affiliated with NAPH members. About two-thirds of these sites offer a combination an d Heuro lO g ica /

of primary and specialty services; the rest focus exciusively on basic

primary care or provide tailor-made clinics that concentrate on

disorders for

particular health concerns, such as asthma or diabetes management.

low-income and

NAPH members are an important source of secondary and tertiary

TN,

\\ uninsured

care for patients initially seen by community health centers

or other federally funded health care delivery sites in their

area. Over B0 percent of NAPH members report receiving
such referrals from other community providers. At a time
when {ederally funded clinics are reporiing increasing
diffeculty finding providers who will accept specialty

care referrals for their patients, NAPH members fill an
important role in ensuring high quality comprehensive

care for all.

ot
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28 Million and counting

Outpatient Visits vs.

Inpatient Visits,
1993 - 1999

iven all the efforts to enhance access to ambulatory care, it should

come as no surprise that the popularity of outpatient services at NAPH

members has steadily increased. Over the past several years, demand for
outpatient services has rapidly outpaced that for inpatient services in the nation’s

public hospitals and health systems.

Between 1993 and 1999, the number of outpatient visits 1o NAPH members increased
17 percent, while inpatient visits decreased 13 percent. On average, NAPH member
hospitals also provide almost double the volume of outpatient services of other acute
care hospitals in their markets, suggesting thal safety net providers place a singularly
high importance on prevention-focused ambulatory care.

As a group, NAPH hospitals provided more than 28 million ambulatory visits in the
year 2000. This clearly illustrates that public health systems are major providers
of outpatient care to America’s communities. It also suggests that the remarkable

growth of ambulatory care services in recent years is a sign of things to come.

®

"Outpatient
Visits:!

17%

Visits: 4§

13%

| increase {

Changing Care for Changing Times




A matter of trust

strong, trusting relationship berween a patient and his or her provider

is one of Lhe most important factors in ensuring good health, That's why

public hospitals and health systems give high priority to making sure that
the patients in their ambulatory care systems are given a primary care provider —
a doclor, nurse practitioner or physician assistant — who is their main connection
to the health care system. In fact, two out of every three patients who regularly visit

public hospital ambulatory care sites have a designated primary care provider.

As the name implies, primary care providers manage the primary care needs of
patients; but they also oversee the management and treatment of patients’ chronic
conditions, coordinating referrals to specialized services when necessary. Simply
put, the role of the primary care provider is to get to know a patient's medical
history, look after his or her health care needs and provide patients with a
reliable “medical home.”

Outpatients at public healih systems
can rest easy knowing they have a
trusted provider they can turn to

in times of need.

Ambulatory Care in America’s Public Hospital Systems

Ambulatory care

fosters strong patient—

provider relationships.




A belping hand

Ambulatory care is
more than medical
care. It’s about the

realities of life.

any people are reluctant or unable to seek health care simply because

of the realities of life. A single mother may not schedule a medical

appointment il there's no place to leave her preschooler. A low-
income elderly man without a car doesn’t know how he will get to his medical
appointment across town. A young TB patient is unable to follow 2 medication
regimen because he has no regular place to live. But these realities should not

stand in the way of needed medical care,

Public hospitals and health systems are uniquely practiced in helping patienis
overcome these barriers by offering an array of suppertive services that put

medical services within the reach of patients. Public hospitals provide such

Supportive services as:

» Help in filling ouf paperwork

Childcare during a parent’s medical

appointment
Extended evening or weekend hours
Housing counseling

Transportation vouchers

‘Changing Care for Changing Times




A way to pay

or obvious reasons, financial worries are frequently the main reason why
some patients delzy seeking needed health care services. An uninsured
worker, for example, may put off going to the doctor for a persistent health

problem out of [ear that she won't be able to pay her medical bills.

Because the vast majority of patients who use the services of public hospitals and
health systems are low-income, NAPH members work closely with outpatients to
seek ways to identify sources of coverage and payment for uninsured individuals.
Almost 90 percent of NAPH members have some type of on-site eligibility worker
10 help patlents determine whether they are eligible for Medicaid or other scurces
of funding,

From the uninsured child with asthma, to the elderly patient whose Medicare
doesn’t cover drugs, the public hospital outpatient pharmacy is often the only
optien for free or reduced cost pharmaceuticals. Such pharmacies dispense large

volumes of outpatient drugs in spite of their nising costs.

Without these supportive services, patients may be more likely to delay seeking
care until their health conditions become serious. Such delays can needlessly
jeopardize a patient’s health and create circumstances that require higher levels of

care and higher costs.

Ambulatory Care in Americs’s Public Haospital Systems

Public bospital
pharmacies conlinue
to provide free
prescription drugs to
outpatients, despite

the rising cost of

medications.
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An under-funded
investment in our future

Ambulatory Care
Visits by Payer Source
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nsuring the availability of comprehensive, easy-to-access, culturally

appropriate health care services for all Americans is not only good for

the health of our families and our communities — it's also good public
policy. The investment of public dollars to support cust-effective, prevention-
oriented outpaient care, for example, can help reduce the much greater expenses
associated with emergency room visits or hospital admissions for healthcare needs

that can be met in less costly ways.

Unfortunately, the value of ambulasory care services at public health systems is not
always recognized, nor is it adequately funded. Most of the patients who receive
ambulatory care services through public hospitals and health systems are low-
income or uninsured. Indeed, more than 40 percent of ambulatory care patients
at public health systems do not have any health coverage at all (known as “self pay”
patients), These patients usually can afford to pay only a fraction — if any — of the

costs associated with their care.

Medicaid — the state-federal health insurance program for Jow-income
populations — covers three in ten ambulatory patients at NAPH members. But
Medicaid reimbursement rates do not sufficiently cover the costs of care, leaving
providers and individuals to bear more of the expense. At the same time, funding
from Medicare and commercial insurers, which covers 28 percent of ambulatory
patients, is not able to make up for these shortfalls. In the end, this chronic
under-funding steadily erodes the financial stability of public hospitals and

health systems, compromising their ability to meet the health care needs of the

communities they serve.
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Always room for
improvement

ver the past several years, NAPH members have made great strides in

building patieni-friendly ambulatory care systems designed to enhance
the health and well being of the individuals and families they serve. As a
result, they know first-hand thal ensuring easy access to a full scope of outpatient

services encourages patients to seek care early and regularly,

assuring that emerging health needs can be me! in the most

approprizte and cost-cffective manner possible.

But they also know that when it comes to meeting the health
care needs of 2 community, the only thing that stays the
same is change. Even relatively subtle demographic or
socioeconomic shifts can lead to significant changes in

| the health status of a community. Because the needs of

| patlents and communities are constantly evelving, public
health systems continually seek ways 1o evaluate and
improve the care they provide, developing new services
and adapting old ones as necessary. In this way,
NAPH members aim to further strengthen the role of
ambulatory care and raise the level of health in their

communities.

Sull, with nearly one out of two cutpatient visits
provided to uninsured patients, NAPH members are
finding it increasingly difficult to serve the growing
needs of their communities, Given the importance
of these services, il is imperative that the search for
solutions to this challenging dilemma becomes a

public policy priority.
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Abstract

Accountable Care has emerged as a critical delivery system redesign companion to expanded
coverage within federal health reform. Accountable Care calls for providers to organize to provide a
full continuum of care to patients and populations, to commit to improving quality while controlling
cost, and to be rewarded as they succeed. However, the principles of Accountable Care are based
upon demonstrations and lessons learned primarily in Medicare populations served by highly
organized and integrated health systems. The Safety Net differs in the patient populations it serves,
the structures and relationships between its providers, and its funding, which is mainly
concentrated in Medicaid and local government reimbursement. Thus, the federal emphasis on the
development of Accountable Care will need to be tailored differently for the Safety Net. Further,
California’s Safety Net will face the challenges of building collaborative delivery models earlier than
the rest of the nation as the renewal of the State’s 1115 Medicaid Waiver is implemented during the
next year. These State and national moves toward integrated care offer both opportunity and
challenge to the Safety Net and progress toward Accountable Care will be made only after
embarking on an honest and thorough examination of necessary changes in relationships and
organization, delivery system design, infrastructure, and revenue distribution. Taking leadership
now to create Accountable Care is a strategy that is most likely to secure the ongoing existence of
Safety Net providers, assure access for the patients they have historically served, and improve the
health status of their communities. It is also a strategy that is likely to gain the support of the
federal government as new models are sought to efficiently and effectively deliver care fora
population that will soon represent the single largest publically-funded health coverage program.

Introduction
In the post-health reform flurry of speculation and amidst the scramble to prepare for 2014, the
Accountable Care Organization (ACO)—which is the focus of the newly ereated Innovation Center within
| the Center for Medicaid and Medicare Services (CMS)—is emerging as a centerpiece of federal strategy
to implement vast coverage expansions while also assuring and promoting quality of care, improving the
heatth status of defined populations and, at the same time, not bankrupting future generations. It
appears that CMS is seriously and quickly moving to assist in the establishment of these new delivery
systems.

Further, the focus on integrated health care delivery is being echoed in the renewal of the California
Medicaid Waiver,® which will precede national reform in its implementation. Both major Waiver
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components—expansion of the “Coverage Initiative” for the uninsured and the transition of Seniors and
Persons with Disabilities (SPDs) from fee-for-service into managed care—will require a new integrated
delivery approach that is reflective of the basic tenets of an ACC model. The Waiver offers a further
incentive to California providers that rely on Medicaid reimbursement to start moving toward new
accountable care models that will ultimately be required under federal reform.

Why should the Safety Net focus on the development of integrated delivery systems, including ACOs?
The ACO concept is still indistinct. Past CMS demonstrations have involved large physician groups with
predominantly Medicare and commercially insured patients—not the primary populations served by the
Safety Net. The vision of shared responsibility required by an ACO is complicated within the Safety Net
which includes entities as disparate as public health and hospital systems, Federally Qualified Health
Centers (FQHCs), private community hospitals and physician groups. State Medicaid agencies will need
to be involved in ACOs focused on the Safety Net and they are now inundated with budget deficits and
faced with staff furloughs. It may seem more prudent, and certainly easier, to wait and see how things
fall out as health reform moves toward implementation,

However, there is a compelling case to be made that the Safety Net should not only participate in the
development of ACOs and other integrated delivery system models, they should lead. Among the
reasons to proceed aggressively now are the following:

e CMS needs models for ACOs that target the populations cared for by the Safety Net. Patients
covered by Medicaid and the uninsured will be a significant focus for health reform expansion in
2014. Safety Net systems have the opportunity to help shape the evolving concept of ACOs for
these groups. Safety Net systems can build collaborations with Iittle active competition from
others concentrating on ACOs predominately serving Medicare and commercial patients.

+ The Safety Net would benefit from the support that will be offered by CMS to prepare for the
massive change that this transformation will require. An ACO governance model will need to
be built that takes into account the various accountabilities of County systems, FQHCs and
private hospitals and physicians, An ACO finance strategy will need to be conceived that
transforms the current complexity of Intergovernmental Transfer agreements {IGTs},
Disproportionate Share Hospital (DSH} payments and FQHC PPS reimbursement into a
“bundled” revenue stream that encourages efficiencies and best practices. Clinical silos will
need to be replaced with integrated approaches and shared agreement on approaches to care
delivery. This transformation will require an infusion of financial, regulatory, legal and technical
assistance.

* Local community and government support of health care in California is currently an
advantage but may change under health reform and new dellvery systems will need to be
developed that assure access and maximize efficient use of resources. in California, counties
have long been mandated to address the care of the medically indigent and, while this charge
has materialized in different forms, the building blocks are there to begin to construct a new
model. Further, as health reform moves toward implementation, the role of local government as
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both a payor and provider of health care services will, more and more, come into question. This
next period of time, with potential for both State and federal support, provides a window of
opportunity for the local Safety Net to define and shape its role in the future.

« The core principles inherent in ACOs offer a strategy to the Safety Net to improve health
outcomes and reduce costs. The care provided in the Safety Net should be more coordinated,
produce better outcomes, result in greater patient satisfaction and cost less. This is an
opportunity for providers to be supported to do what they know should be done anyway.

This paper offers a broad analysis of the elements of ACOs and their likely role in the future, the
particular challenges faced by the Safety Net in moving toward this new model and basic steps that
Safety Net providers need to take to achieve a population-focused, coliaborative approach to delivering
health care services. While the focus of this paper is on the ACO (becausé of the emerging federal
opportunities), the principles that make up these models are applicable to many different approaches to
integrated care delivery that would be of significant benefit to the Safety Net. It is the premise of the
authors that the Safety Net must be preserved--not because “it is too big to fail” but because it is likely
to continue to be needed? and has a respansibility to survive. The lessons of the past have confirmed
that “coverage” does not equai “access.” There will always be those that have no other place to go for
care and there will always be those that rely on the services that only Safety Net providers have the
experience and expertise to provide. The potential failure of Safety Net providers would have a more
profound impact than the failure of other providers for whole communities and for their most
vulnerable residents.

It will be important, though, not to be like the generals who
repeatedly plan to “win the last war;” preparation must be for the
emerging challenges ahead. The transition period between the way

that care is delivered and funded today to the model for the future It will be important (for
will be the most critical time for the Safety Net. Lack of capital and the Safety Net) not to
infrastructure, difficutt and cumbersome bureaucracies and be like the generals who
governing organizations, financial arrangements that reward repeated}y plan to “win
processes and expenditures rather than quality and outcomes—all the last war;”

of these issues are very real in the Safety Net and will take preparation must be for

the emerging challenges
ahead.

leadership, collaboration and intensive effort to address. 1t must be
done, however, and it must start now.

Whatis “Accountable Care”?

pccountable care” is a mechanism that the federal government hopes wilf address what is widely
acknowledged to be poor value for the money spent in the U.5. health system, which is more expensive
and inflationary while, at the same time, failing to achieve even comparable health status of other
countries.? Further, within the borders of the United States, there is wide variability of health care costs
and no seerning relation between the cost of care and the outcomes achieved.® Health care in this
country can be dazziing and dramatic but fails to broadly provide even half of the services
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recommended to achieve and maintain good health, resulting in life spans, infant mortality rates,

potential years of life lost, and health-related quality of life that are clearly subpar. In addition, the

population is generally dissatisfied with their care and certain populations have shamefully and

disproportionately poor health outcomes. |

If health care value were improved, it would mean the population would receive more value for what
they pay. This could happen if heaith care quality and outcomes improved while cost remained the same
or if costs decreased while quality remained constant. Of course, improving quality and decreasing cost
would enhance value the most. Expanding health insurance coverage for the population is necessary but
not sufficient to improve value. Coverage might improve outcomes for those who previously had no
access to medical care but would also add new cost and would not end the current inflationary spiral.
Further, increased coverage might not completely address access problems as providers shift their focus
to take advantage of the most profitable “lines of business,” while avoiding “losing services,” leaving
already underserved communities with high risk populations served unequally. This complex
intersection of cost, quality and health status is the paradigm that ACOs are meant to address.

While the definition of ACOs is still being fully refined and may, in fact, take multiple fdrms, several

elements must be in place. Care must be provided to a distinct population, large enough to be ableto

show a clear impact of organized care delivery but not too large that such an impact would be

impossible to accomplish. The ACO should eventually care for patients covered by all types of payers,

public and private. The ACO must be driven by providers, with decisions made that reflect the elements

of practice that can deliver higher quality care at lower cost. Among current providers, there are likely to

be winners and losers in a successful ACO. Based on previous federal ACO demonstration experience, it

is clear that, to achieve its objectives, a new practice mode} must be adopted that is heavily focused on

primary care medical homes, care management and connective health information technology.”

Progress in meeting cost, quality and improved health status goals must be able to be measured. A new

financial model must be established that aligns provider incentives to meet cost, quality and health |
status improvement objectives rather than basing payment on service volume. Finally, ACO governance ‘
must rely on integrated clinical leadership, organized in a way to constantly evaluate medical evidence

and health outcomes and, as necessary, alter resources and practice to meet the needs of the

population.

What are Challenges for Safety Net Participation in Accountable Care?

The Safety Net has been determined to be “those providers that organize and deliver a significant leve!

of health care and other health-related services to uninsured, Medicaid, and other vulnerable

patients.®*"These providers typically include public health care systems, FQHCs, community hospitals that

serve vulnerable populations {because of either mission or geography), and private practitioners located

in underserved areas. Health care delivered by the Safety Net is financed predominantly by Medicaid, |
tocal government funds, out-of-pocket payments by patients, Medicare, and a small percentage of |
commercial health insurance.” A significant, but undetermined amount of care is completely

uncompensated. Patients served by the Safety Net have generally lower heaith status than that of the

broader population in their communities, whether measured by health outcomes or self-reported, and
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tend to have a higher prevalence of chronic illness, suffer from a higher incidence of catastrophic
occurrences, and have a higher prevalence of serious and persistent mental illness, substance abuse,
and co-morbid chronic conditions.® Safety Net patients are expensive.

The Safety Net is not currently, in most communities, a system of care. It is, rather, a fragmented and
unsystematic callection of hospitals and doctors and clinics that deliver care to complex patients in a
way that can be episodic and reactive, though often heroic. As the name implies, the Safety Net has
focused much of its energy and resources on catching those who

already are "falling” due to lack of prevention or complications of

uncontrolled illness. Safety Net institutions are generally

characterized by poor data generation with resulting scanty The Safety

information on cost of care or health outcome measurements. net....deliver(s) care to
Particularly for public Safety Net providers (local government- complex patients ina
operated hospitals and health systems), the main business strategy way that can be

has historically focused on increasing revenues, not controlling - episodic and reactive,
costs. One of the unique features of many Safety Net institutions is tho ugh often

that they are reimbursed by Medicaid based on the costs they heroic....{Safety Net

generate.’ These institutions may be adept at calculating the total
overall costs used for reimbursement, but have a poor sense of the
specific distribution and reasons for cost that might be helpful to
generate cost-reducing interventions.

providers) developed
originally as services of
“last resort” without
incentives or direction
While Safety Net providers often have unigue and distinctive to become “patient—
expertise in caring for complex patients, they have limited tradition centered.”

of collaboration or formal partnering with each other. There is

often no history of prospective joint planning to improve the health

of the population, to secure revenue, or to share in savings. Even

within public health systems, primary care and behavioral health services are often disconnected from
emergent and inpatient care. These institutions have usuaily developed their information systems
separately and communicate inadequately to improve patient care or to fill gaps and eliminate costly
duplications in service delivery. Complex and difficult patients are often sent without adequate
coordination of care to other providers within the Safety Net, causing them to fall through the “cracks”
in the system, suffer adverse health consequences, and ultimately incur higher-health care costs.

Central to the ACO mode! {and all effectively managed integrated delivery systems) is a Patient Centered
Medical Home {PCMH) for each patient.’° The PCMH is the starting point for alt health care coordination
and offers prevention, management of chronic illness, and access for acute problems. The PCMH
initiates and coordinates referrals for subspecialty consultation and diagnostics and receives
recommendations, shares in the development of the patient’s care plan and is the point in the health
system that brings together all the patients health needs and treatments. The PCMH, however, is not
simply a conventional primary care practice. Itis expected to supply team-based care where staff roles
are optimized and defined to meet the needs of patients in a ptanned, rather than a reactive, manner. it
manages transitions between levels of care as, for example, in post-hospital discharge back to primary

Sio e




Health Management Associates November 2010

care. While many Safety Net providers are attempting to move toward the PCMH model, it is not yet
widely implemented. The Safety Net is characterized by lack of reserves to meet the financial challenges
that even well-funded systems met during the transition to PCMH."! Safety Net providers are less likely
to have invested in the information technology that is necessary to support the implementation of the
PCMH.1 “Patient-Centeredness” is a fundamental attribute of the PCMH but Safety Net providers
developed originally as services of “last resort” without incentives or direction to become “patient-
centered.” The participation of FQHCs, many of which have greater experience in Medical Home
conversions than other providers serving simifar populations, could be an asset in the development of
ACOs in the Safety Net. Further, some of the California Counties that have participated in the State’s
“Coverage Initiative” over the past several years have experimented with converting old forms of
episodic care delivery to Medical Home models and could serve as the basls for bullding integrated
delivery systems,

The Safety Net shares in the national crisis of an inadequate supply of primary care practitioners, as
fewer and fewer medical students enter primary care careers.” However, uniike the commercially-
insured health care system which has an overabundance of specialists, the Safety Net strains to provide
minimum access to specialists and diagnostics for its patients™ and the lack of access to these services
may contribute to the less than optimal health outcomes of its patients.*® Further, poor communication
between providers of specialty care and primary care in the Safety Net often squanders scarce resources
by causing a repetition of treatment and testing or “churning” of patients in specialty settings who could
have been returned to primary care. Lack of common information systems between specialty and
primary care practitioners, the insular culture of training clinics at public academic medical centers, and
little financial incentive to communicate with primary care all conspire to decrease the effectiveness of
specialty care when it can be obtained. The role of both public hospital systems and private doctors in
the development of specialty care panels tied to the ACO {and the assurance of their connection to
primary care) will be a critical feature in an effective integrated ACO model, as will exploring the
potential expansion of speciaity care in innovative collaborations between specialists and FQHCs. The
involverment in Medicaid managed care plans (in particular, Cafifornia’s Local Initiatives and County
Organized Health Systems, plans with a mandate to preserve the Safety Net) can provide assistance in
identifying those specialty providers who have traditionally served Safety Net populations, often in
isolation from each other.

Information technology {iT) is an essential tool for care coordination and disease management; it
improves quality and may help to control costs. Safety Net investment in IT, however, has lagged behind
the broader health care community.*® The establishment of an Electronic Health Record (EHR) is the
focus for integrated delivery systems and the inclusion of a chronic disease registry is a necessity in
effective disease management. Further, EHRs need to be connected to all providers that make up the
ACO as efficient care in one sector {primary care, for example) is limited if it is not connected to other
parts of the continuum of care, such as hospitals and outpatient specialty consultation. Ali levels of care
in an ACO need to share a common patient care plan, be able to refer and gain advice from spedialists,
access diagnostics easily and appropriately, and manage the transition of patients between institutions
and toward lower levels of care. Information systems that do exist within Safety Net institutions are
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rarely connected or consistent with each other and their potential to support an ACO is limited by their
isolation. Solutions such as Health Information Exchanges are needed and have been developed in
Safety Nets,*’ as have other creative approaches that have emanated from the Safety Net and are
available, less expensive and readily implementable that can: provide registry functions short of a
complete EHR (i2/ disease registries initiated in the Bay Area); assure accessible but efficient links
between primary care and specialists for referral and communication (the /RIS clinical rules-based
specialty referral system conceived in the Cook County system in Chicago); and connect hospitals and
EDs to Medical Homes in near real time (Safety Net Connect that links all of the hospitals in the
community with physician practices and clinics caring for the uninsured supported by Orange County}.

Beyond the need for using information technology to manage and coordinate the care for individual
patients, the ACO must be accountable for cost and quality and must be able to measure both in a
reasonable time. Ultimately, revenue will depend upon these factors and the successful ACO must know
the status of quality and cost of care of its population'®. Safety Net systems are weak in this regard as
data often cannot be generated in real time and its accuracy may be suspect because, historically, Safety
Net systems have not needed to closely tie expenditures to utilization. The change in orientation of the
Safety Net to generate and use valid and timely utilization, cost and quality data is critical. Further, ACOs
may ultimately be held responsible to demonstrate improvement in the health status outcomes of the
whole geography its serves, not simply those enrolled in the ACO itself. in that case, the Safety Net ACO
must be connected to data that currently resides in the public health realm. In some local communities
within the United States, these linkages already exist.”

ACOs must be formed by provider collaborations of practitioners and institutions willing to be held
responsible for the quality and cost of patient care and health outcomes. They also must agree to be
reimbursed in new ways. The ACO will be a new organization with a legal structure that must
accommodate an abundance of complicated existing regulations anc laws {and politics). The agreements
that establish and organize the Safety Net ACO are likely to be even more complex than those that will
be utilized in the private health care system, as most wilf include local government health systems and
FQHCs and private hospitals-—-all with their own governance structures. The participation of a public
system in an ACO will involve internal policies, such as human resource rules, that extend beyond the
health care sector. The high percentage of unionization of public systems (compounded further by civil
service) may heighten resistance to change. On the other hand, organized labor may serve as an agent
that helps this restructuring proceed if brought to the tabie early in the process. In Santa Clara County,
for example, Local 521 of the Service Employees Internationat Union {SEIU) was instrumental in both
developing a broad analysis of the challenges facing the County in light of the California Waijver renewal
and national health reform and in providing the catalyst to bring together all components of the local
Safety Net—public and private—to begin to discuss the potential for forming an ACO focused on the
meeting the health care needs of the most vulnerable residents of the County.

Payment in the ACO will be different than conventional medical revenue generation, particularly for the
publi¢ sector but also for private Safety Net provider participants. Revenue will not be based on volume
of service delivered but rather on the number of persons served by the ACO and meeting benchmarks

for the quality of their care and its cost. Reimbursement will include sharing of savings through a system
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of incentives that emphasize the most effective and lowest cost care. This is in direct opposition to the
current focus of investment in and reimbursement of care within the United States where the highest
cost, highest utilizing areas of the country often demonstrate worse health outcomes than areas of
lower cost and utilization®, A single ACO financial mode! does not exist and will have to be tested and
refined based on the principles of cost and quality tied to reimbursement. A starting point might be
chosen from the experience of the CMS Physician Group Practice (PGP} Demonstrations” ¥ or
evaluations of practice incentives such as the Pay for Performance (P4P) initiatives.” The PGP
experience is helpful but was focused entirely on Medicare populations and tested in settings of
established and successful, highly structured physician group practices that most resembled integrated
delivery systems. Even with guidance from evaluations of P4P initiatives, unique models will have to be
fashioned for a Safety Net ACO, since many of the evaluations of models existing today are from the
commercial insurance market. When P4P in the Safety Net has been examined, concerns about
comparability have arisen due to differences in the patient population, data sources, and the type and
employment status of physicians who practice in the Safety Net.* ** But new Safety Net financing
medels are starting to emerge. In Chicago, for example, a group of FQHCs, private hospitals and the
Cook County Health and Hospital System, spurred by foundation support, have come together to
develop an integrated delivery model, first targeting Medicaid patients, and are working with the State
of INlinois to test a new “gain-share” payment methodology that would allow cost-savings to be returned
to the new entity to improve quality and access. Lessons learned from efforts like these will be
important in making the transition from current Safety Net payment

mechanisms that incentivize cost and volume,

The makeup, coverage and nature of the patient population cared The Safety Net may be
for by the Safety Net will require additional consideration in an unique in its inclusion of
ACO, which assumes not only patient cooperaticn but increased the uninsured....This is

patient-centeredness and empowerment. The Safety Net's patients
are, by definition, poor and have had little political, individual or
market force strength. Health services available to them have been
episodic and reactive so it is not surprising that their heaith-seeking
behavior reflects this pattern. The patient population within the
Safety Net is not only socially complex and disadvantaged; they are effective approaches to
sicker. Health disparities are a recognized fact in the United States™ these populations.

and an ACO within the Safety Net must be prepared to address

these disparities. The population suffers and dies mainly from

poorly-controlled chronic ittness and experiences a higher level of serious and persistent mental illness

and substance abuse.”’ Services available to these persons may be inadequate but do exist within the
current Safety Net, although they are often organized separately from the rest of the health care

delivery system. Integration of medical, mental health and behavioral health will have to be a priority

but the mere availability of these services can be a tremendous advantage to effective care for a Safety
Net ACO. These models are also starting to be explored in places like Los Angeles, where an integration

is being implemented between FQHCs, the County’s medical system and its mental health services, all
focused on the highest utilizing and most complex patients in the skid row area of the city.

another reason to

...influence the process
as (they) offer a unique
laboratory for building
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The Safety Net may be unigue in its attention to the uninsured, including persons who are not legal
residents or otherwise are not likely to be covered under health reform. Formation of ACOs will not
change this commitment but practitioners and institutions within the Safety Net are concerned that the
uninsured are not discussed in proposed modeis or evaluations of past initiatives and worry that they
may be overlooked or crowded-out by ACO planning. This is another reason to step up and influence the
process now as Safety Net ACOs offer a unique laboratory for building effective approaches to these
populations. in Orange County, for example, the leaders of all of the private haospitals have begun to
collaborate with the Orange County Health Care Agency and CalOptima (the County Organized Health
System Medicaid managed care plan) to help expand the County’s current approach to meeting the
needs of the nearly half million uninsured by finding new ways to expand the pool of dollars available
and to develop a more coordinated delivery system that includes the hospitals, clinics and private
physicians. By starting with those patients with few options, a better system can be developed to meet
the needs of those who have coverage. '

What Steps Must the Safety Net Take to Participate in or Direct the

Development of Approaches to Accountable Care?

As Safety Net leaders move their own institutions toward more integrated approaches to care delivery,
they will first need to accept the inevitability of the change that health reform presents and reach the
tonclusion that there won't be a “magic bullet” reprieve for the Safety Net, as there has been in the
past. When the management of Safety Net institutions is so often dominated by moving from one crisis
to the next, it is difficult to focus—and be supported in that focus—on planning for the future. As the
country approaches 2014—and as California approaches the implementation of its Medicaid Waiver
next year—there will need to be a resoive on the part of the leadership of Safety Net institutions {as well
as their governing boards) that they are going to help to shape the transformation in how health care is
delivered, not to wait for change to be imposed upon them. Itis critical to move before policies are set
in stone. There is enough fluidity now—and apparent openness to trying new things—that the Safety
Net can be in the forefront of developing models that make sense for its providers and, even more
important, its patients and communities.

It is important to understand that there is still a great deal of ambiguity about the specifics of ACO
development and implementation. This uncertainty is likely to cause ambivalence, alack of urgency and
even hostility to change within the Safety Net. However, the massive expansion of coverage will clearly
require new models to both assure access and contain costs. The focus on the core principles of ACOs
{management of a population, direction by a coordinated set of providers, financial incentives aligned
with clinical goals, containment of cost, enhancement of quality and the patient experience,
improvement of overall health status) will benefit the Safety Net institutions and all of its patient
populations, whether ultimately covered by health reform or not, or whether the adoption of these
principles results in the formation of an ACO or not.

The steps that the Safety Net should take to prepare for the likely movement into integrated systems of
care through ACOs are detailed below.

9|1 (A
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Someone has to step up and lead. The key to forming an approach to accountable care is to find
a leader or leaders who can look beyond the self interest of any one provider. in Chicago, that
leader was a foundation that committed both start-up and long term support 0 the effort that
is resulting in an integrated system of care for Medicaid patients on the south side of the city. In
North Carolina, private physicians directed the development of integrated networks that
eventually formed the basis for service delivery for Medicaid patients throughout the state. In
South Los Angeles, a private hospital system served as the convener of a group that now
includes FQHCs, the public health and hospita! system, other private hospitals and the Local
Initiative Medicaid managed care plan to take on the development of an integrated approach to
the care of vulnerable populations in that community. in San Mateo, the County government
initiated a process that has resulted in collaboration between the public health system, private
hospitals, large physician groups and FQHCs in the care of traditional Safety Net populations.
FQHCs, public hospitals, local business groups concerned about access for their employees,
unions, foundations, private hospitals—the impetus for change, and the tenacity and skilt to
keep all of the players at the table, can come from many quarters.

Determine the geographic area to be covered by a Safety Net ACO. The area should be large
enough to demonstrate the impact of the ACO on cost, quality and health status but not too
large to be impossible to manage effectively. For example, some California counties would likely
represent a plausible target area while others would need to be divided into rational sub-
divisions. Within the geographic target area, while understanding that all populations would
ultimately be included, a plan for an incremental approach to population inclusion will need to
be developed, likely starting with Safety Net populations (i.e., Medi-Cal, uninsured, dually
Medicare and Medicaid eligible).

Thoroughly understand the target populations and communities. A Safety Net ACO will need to
identify vulnerable populations, their current utilization patterns {ED use, connection to primary
care, hospital readmission rates}, and their health problems. This analysis will then need to be
compared with what care shauld be provided and what health status goals should be achieved.

it is not enough to identify, for example, how many outpatient specialty visits were generated
by a given population; it must be compared to objective criteria for what should be occurring in
a managed approach for a comparable group of patients. Other information to be identified
should include: gaps in care (i.e., too few specialty visits compared to what is indicated for the
care of certain chronic illnesses), duplication of services (i.e., diagnostics at multiple institutions)
and inappropriate use of certain levels of care ({i.e., excessive Emergency Department visits for
ambulatory sensitive conditions). This process of assessing the popuiation Is a critical step in
allocating resources and setting goals in an integrated delivery system that will effectively care
for the population. All available data should be thoroughly examined: County health utilization,
FQHC federal reports, state Medicaid data. Medicaid managed care plans, particularly those that
have a commitment to preserve the Safety Net, can be invaluable partners in assessing current
utilization patterns and identifying trends, gaps and duplications.
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Begin to buifd a framework for how different providers could fit into an integrated delivery
system. It is Important to identify the providers to whom target populations have traditionally
gone for their care. These clinicians and institutions {public and private) should form the first
critical mass of those who will come together to begin to plan for this new and integrated
approach to care delivery through an ACO. Developing an ACO made up of providers with little

history of collaboration and joint planning for a
population is a delicate endeavor. Conversations must
start between individual leaders to build refationships, to
demonstrate a clear willingness to “put everything on the
table” and to build on the assets of individual providers,
sharing what one does best and giving up other services
when there are better options. In some areas it may
become clear, for exampie, that certain providérs are
better suited to become the primary care Medical Homes
for some patients, while another provider may develop
“Enhanced Medical Homes” for those patients that
require greater access to specialty, behavioral health and
diagnastic support. One hospital provider may be seen as
the primary resource for cancer care for the ACO and
another may develop cardiac services. Still another
provider participant may have the most effective model
for care management that can be disseminated
throughout the ACO. FQHCs will need to coordinate with
each other and with the large number—in many
communities—of private physicians who are caring for
Safety Net populations, building on each other’s
strengths in the development of Medical Homes and
specialty panels. These preliminary discussions are vital
to assembling this inventory and engaging in creative
thinking among provider participants.

Bring a critical mass of providers into discussions about

The focus on the core
principles of ACOs
(management of a
population, direction by
a coordinated set of
providers, financial
incentives aligned with
clinical goals,
containment of cost,
enhancement of quality
and the patient
experience,
improvement of overall
health status) will
benefit the Safety Net
institutions and all of its
patient populations,
whether ultimately
covered by health
reform or not.

an ACO. Once it is clear that there is the potential for an integrated approach to the delivery of
caretoa defined population, those providers should be convened and start meeting together to
plan for the development of an ACO. It will be important that the CEOs and other senior
administrators—including clinical leaders—of these provider organizations compose the

planning group so that commitments can be made for the individual institutions. Eventually, this
body will need to further expand to include other key stakeholders (schools, mental/behavioral
health, business, etc.). Locat Initiatives and County Organized Health Systems can provide
expertise in both identifying key private physician groups that have traditionally been major
providers for Safety Net populations and offer resources in the development and

implementation of infrastructure in managing the integrated delivery system.
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Agree to move together In phases but with a clear timeline. The issues that will require scrutiny
and decision once there is a determination of the target area and the initial component of
providers will be daunting. These issues must be deveioped in a “forced march” of timelines and
clear deliverables. Each area will appear overwheliming and must be pushed through, often with
incremental solutions,

The list includes, but is certainty not limited to:

e setting priorities and a schedule for patient inciusion {who will be cared for when will impact
the scope of the provider network, the financial strategies, the infrastructure and the shape
of the organization):

+ establishing a model or models for an organizationaf structure for the ACO which will likely
include public health and hospital systems, FQHCs, private hospitals and even private
practitioners—all with their own constraints and all required to be represented;

e determining an approach to integrated clinical leadership and goal setting that will assure
provider inclusion in the operation of the ACO;

» setting a plan for patient management infrostructure, including connective information
technology, targeted care management, utilization review; and

¢ establishing financial strategies that incent best practices, fill gaps in the continuum of care,

minimize duplication or inappropriate use of resources, identify the potential use of shared
savings.

involve the major payérs of the Safety Net, including State and local governments that
reimburse for the care of the Medicald population and the uninsured. It is important that
these entities are included and, perhaps through CMS, supported to partner with Safety Net
ACOs as they attempt to build integrated delivery systems to provide higher quality, better
coordinated and more cost-efficient care for vuinerable populations.

Start by starting: begin to act as a “virtual ACO” as the real one is being developed. Even
before the final structures are in place, the provider participants in the ACO should start to find
ways to operationally and clinically collaborate or expand coordinated activities already in place.
Further, health care institutions {whether they are large academic medical centers or
community-based FQHCs or faith-based community hospitals or two-physician private practice
offices) all have employees and systems and cultures. They may have limited experience with
working collaboratively with other providers. The understanding of new ways of operating, of
working and openly communicating with partners, is a new lesson to be learned and is counter-
intuitive on many levels. The ability to make this concept real will be contingent on developing
and doing real work together.

Get help to build the infrastructure that will make the ACO a reality. The transition period will
be a very difficult one. it is projected that there will be support available from the Center for
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innovation in CMS and that Safety Net ACOs will be viewed as attractive partners as the federal
government moves to cover tens of millions of patients who have traditionally relied on Safety
Net providers for their care. Other sources of support should be mined, however. Foundations
could play an important role in seeding real and uitimately sustainable infrastructure elements
(IT, legal assistance as governance is being developed, medical home readiness training, etc.)
and sponsoring formal interactions between Safety Net ACO efforts to share best practices as
learning from each other will likely be more helpful than drawing lessons from traditional ACO
models.

What is the Conclusion about Accountable Care and the Safety Net?

The Safety Net, like the rest of the country, is about to experience the greatest change in health care
delivery in several generations. As its patients move from uninsurance to coverage, as payment
mechanisms transition from subsidizing providers who care for underserved populations to incentivizing
quality and cost-controls and as new clinical models emerge that demand integration and best practice,
the Safety Net must be prepared. These institutions are critical resources in their communities and
waiting for changes to be imposed without influencing how they impact the Safety Net, and those
patients who have traditionally relied upon it, is a bankrupt strategy. There is a window of opportunity
to lead and the Safety Net has an obligation to be in the forefront of change, not resistant or ambivalent
to it. Across the country, small groups of hospitals, FQHCs, physician groups, and public health systems
are beginning to talk about the populations that they all serve and how 1o serve them more effectively
and efficiently. These efforts should be incubated and brought to fruition. The entire LS health system
will be better for it.
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BODY:

Sandra Herron's health was taking a sharp turn for the worse. It was becoming hard to breathe. Lesions
were sprouting around her nose. She was tired alt the time.

Herron worried it was a serious flare-up of the chronic inflammatory disease she has had for 24 years--a
clear signal she needed help from a doctor who specialized in her illness, sarcoidosis.

But Herron, 51, a part-time psychology instructor, didn't have health insurance and couldn't afford to.pay
a specialist's fees. Not sick enough to go to an emergency room, too distressed to ignore her symptoms, and
without a regular doctor to ask for advice, she was at a loss for where to turn.

Millions of uninsured Americans face a similar challenge. Although basic medical services for the needy
are available at community clinics across the country, specialty care is scarce for people without health in-
surance.

"It's the biggest hole in the safety net,” said Patricia Terrell, the former deputy chief of Cook County's
Bureau of Health Services.

Several factors are fueling a growing sense of crisis surrounding speciaity care for the uninsured. The
number of people without medical coverage, now estimated at 45 million, is rising steadily, and experts
project the trend will continue.

As a group, the uninsured tend to have more chronic ilinesses than the population at large. Medical com-
plications requiring specialists' attention also are more common because these patients often forgo routine
medical care.

At the same time, public hospitals, which provide the bulk of care to the uninsured, are under intense fi-
nancial pressure as governments eut back support. Though physicians and private hospitals offer some free
or discounted services, they arc not sufficient to meet demand.

The result is that uninsured patients with conditions ranging from diabetcs to arthritis to Parkinson's dis-
ease don't get regular consultations with the doctors who know best how to treat their conditions.

The health consequences are dire: "People get sicker, they die earlier, or they end up with disabling con-
ditions that can create problems throughout the remainder of their lives," said Diane Rowland, executive di-
rector of the Kaiser Commission on Medicaid and the Uninsured.

Cancer is an example. Every year, 200,000 uninsured cancer patients spend more than twice as much out
of pocket on medical services even though they see doctors far less often than patients with insurance, ac-
cording to research by experts at Emory University's school of public health.

Exhibit D
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People with insurance also get sophisticated medical tests such as MRI scans, high-tech services such as
heart bypass operations, and preventive screenings such as colonoscopies at much higher rates than those

without.
"It's time to examine the current state of specialty care for the uninsured in our communities and talk se-

riously about what health-care systems across thc area can and should be doing," said Donna Thompson,
chief executive of Access Community Health Network, which runs 44 clinics for the medically underserved.

New research confirms the scope of the problem. Marsha Regenstein, professor of health policy at
George Washington University, recently completed a survey of public hospital systems in 10 cities, including
Boston and Detroit. In every case, access to specialty services was limited, poorly coordinated with primary
care or extremely confusing to patients.

“This is a crisis of national proportions,” Regenstein said,

Payment upfront--in cash

American medicine is flush with specialists, experts who know particular body systems or diseases in-
side-out and stay on top of the most advanced treatments. For someone with insurance, access to these physi-
cians is usually as easy as calling for an appointment.

But if a patient without insurance contacts a private doctor’s office, he will typically be asked for pay-
ment upfront--in cash. If he doesn't have the money, he ofien is politely asked to seek care elsewhere.

"There are very few physicians in private practice who make themselves available to the uninsured,” said
Alan Channing, chief executive officer of Sinai Health System in Chicago, where one out of every five pa-
tients has no medical coverage.

If a patient tries a community clinic for the medically needy, and a doctor there finds a problem that
needs 2 more expert examination--let's say, a suspicious mass in the abdomen--the options are limited.

Often, "the doctor will pick up the phone and call a specialist he knows, asking for a favor: Please, can

you see this patient; she really needs attention,” said Bruce Johnson, executive director of the Hlinois Primary
Health Care Association. Specialists will frequently agree to help a colleague.

If that doesn't work, patients ofien seek specialty care at hospital emergency rooms. But that isn't a good
solution for the 1.8 million lllinoisans without medical coverage.

Though hospitals are required to treat patients in medical crises, there's no such requirement for
non-emergency or follow-up care--the kind of specialty services that are most needed and hardest to get.

Most community hospitals supply only limited amounts of charity care, and then mostly for patients with
acute conditions. As a rule, their specialists are in private practice and don't take many patients without in-
surance.

There are exceptions: Some private institutions, such as Mt. Sinai Hospital and St. Anthony's Hospital in
Chicago, among others, open their doors to large numbers of indigent patients.

Academic medical centers once offered a fairly substantial amount of care. But now, under ftnancial
pressure, specialists at these institutions are treating more people with private insurance and fewer of the un-
insured.

A 2003 study by researchers at Boston's Massachusetts General Hospital documents the trend. Of 2,000
physicians surveyed across the country, one in four said they had problems admitting uninsured patients to
teaching hospitals or were forced to limit those patients’ care

Public institutions like Stroger Hospital are the largest providers of specialized medical services to the
uninsured. Patients who get basic medical care from these hospitals' clinics also are eligible for more ad-
vanced care.
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But getting an appointment can take months. And patients who try to see a specialist without a referral
from an affiliated doctor won't get to see one.

"At most public hospitals, the attitude has been, "We'll do a great job for you as long as you can get in
the door.' But good luck getting in," said Dr. Terry Conway, an internist who splits his time between Cook
County's sprawling health-care system and a consulting practice.

"1 get so worried'
On a recent rainy morning, Sandra Herron was wondering how she was going to do it all--get expensive

tests, arrange for specialty care, pay for needed medicines--as she sat in the crowded waiting room of an
Access Community Health clinic in Chicago Heights.

A part-time social worker and psychology instructor at South Suburban Cotlege, Herron has known for
24 years that she has sarcoidosis, an inflammatory diseasc that can cause lumps to form in the lungs and oth-
er organs.

Most of the time, her symptoms were manageable, and she thought she could get by without medical
checkups or insurance, which she dropped about five years ago because of the expense.

That changed in January after she started waking up gasping for air in the middle of the night and her son
took her to the emergency room at South Suburban Hospital in Hazel Crest.

Three months and several doctor visits later--but still without a specialist managing her condition--she
was having trouble breathing on a regular basis, nasty-looking bumps were popping up around her nostrils,
and she was scared.

"] get so worried that I don't know what's going on with my body, and that I'm getting worse,” Herron
said.

On this dismal spring day, she decided to go to a federally funded health clinic for the medically needy in
search of help, and it was Dr. Kevin Gordon's turn to take a look at her.

"This is really not something I know much about," he said afier an examination. Gordon, a family physi-
cian, proposed referring her to a pulmonologist at Mt. Sinai Hospital.

"That's an hour from where ] live: | want something closer to home in case 1 have another attack,” Her-
ron responded. :

Doctor and patient agreed her best strategy was to go to Oak Forest Hospital, part of Cook County's
sprawling hcalth system, and try to get a referral from an emergency room physician to a pulmonologist.

It would be a long wait, but it was also her best bet, Gordon told Herron, who later acknowledged she
was nervous about what lay ahead.

What would the hospital bill her for the services? How could she pay for further treatments with other
unpaid medical bills sitting at home? And what if something were to happen to her before she saw a special-
ist and she again suffered that devastating feeling of not getting enough air into her lungs?

“If only clinics like these had it so those who cannot afford much could still go to a specialist around
where they live, it wouldn't be nearly so scary,” Herron sighed.

If Herron's medical concerns had been the kind general doctors see every day--say, an infection--she
wouldn't have had to worry so much.

Over the last decade, the federal government has poured significant amounts of money into expanding
neighborhood health clinics for the needy, inereasing the capacity to deliver basic care. Boosting the number
of such centers is a significant priority for the Bush administration.
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In Ilinois, 43 federally qualified health centers now offer services at 230 sites across the state to 850,000
patients—including 325,000 without insurance--every year, according to the [l{inois Primaty Health Care
Association.

Yet the federal government hasn't devoted funding to expanding specialty care; neither have most local
and state governments,

Without a reliable funding stream, "these [specialty] services just aren't readily available," said Conway,
who consults widely with public hospital systems across the country.

Specialists in short supply
Aggravating the situation is a2 nationwide shortage of certain specialists—for instance, orthopedists and
radiologists.

Few choose to practice in disadvantaged locations, with demand for their services high, and with much
more money to be made in the suburbs.

"Even if we had lots and lots of extra money, we still couldn't totally staff our clinics,” said Dr. Daniel
Winship, chief of Cook County's Bureau of Health Services, which runs three hospitals and 28 clinics across
the city and suburbs.

Oak Forest Hospital, for example, lost its sole gastroenterologist--a doctor that handles diseases of the
digestive system—last year and has not yet been able to replace him. As a result, patients from the south sub-
urbs have to find their way to Stroger Hospital, where waits in the gastroenterology clinic now extend about
12 months, Winship said.

The chaos surrounding specialty care plays out every day in Chicago Heights at Access Family Health
Society, the center run by Access Community Health, the nation's largest chain of federally funded clinics for
the needy.

On a recent morning, Gordon paused between exams to describe the difficulties he routinely faces when
a sick patient walks in the door.

"If the person doesn't have insurance, § can't order up MRI or CT scans even if I think they're necessary,"
he said. "The best I can do, usually, is to send them over to the Oak Forest Hospital emergency room and
hope they can get it done over therc.”

Once a patient goes off to the hospital, however, "1 don't have much control over what happens,” Gordon
said. "Often, you lose them and just hope everything turncd out all right.”

"Sometimes I'm on the phone for hours at a time, trying to make things work,” chimed in Dr. Cynthia
Thomas, the clinic's medical director.

Although the Chicago Heights clinic has a referral relationship with specialists at Mt. Sinai Hospital,
many south suburban patients don't have a way to get to the West Side hospital. Others can't afford even the
scaled-back fees that Sinai physicians charge patients without insurance.

Thomas remembered a patient the week before with kidney stones who needed to see a urologist and get
two important diagnostic tests. After negotiating reduced rates at Mt. Sinai through a financial counselor,
Thomas told the woman what she'd pay: at least $50 for the urologist, $70 for the ultrasound, $100 for the

CT scan.

It was a fraction of the true cost, but it was too much.
"She just started crying," Thomas said.

jegraham{@tribune.com
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it is increasingly difficuft for the uninsured and Medicaid population to access speciaity care.

The difficulty in accessing specialty care was a major issue identified at each meeting. Patients who are
uninsured or who receive Medicatd benefits are reportediy having a more difficult time receiving
needed specialty care. There aiso seems to be a.maldistribution of services geographically, which
corresponds to the socioeconomic conditions found within certain communities.

A recent study documented the problems experienced by CHC patients. While CHCs provide
comprehensive primary and preventive care to uninsured and patients covered by Medicaid, they do not
have the expertise or equipment to provide much of the needed dlagnostic or specialty care. Obtaining
referrals for these off-site services, however, can be difficult, especially for patients who are uninsured
or covered by Medicaid.** {Figure 6)

Patients covered by private insurance or Medicare were better able to access these services. In
contrast, patients that had Medicaid or were uninsured had difficulties obtaining the same types of
services. One promising finding, however, was that CHCs affiliated with medical schools or hospitais
reported better access for the uninsured and patients covered by Medicaid.

Figure 6: CHC Directors Report Uninsured and Medicaid
Patients with "Difficult Access” to Specialty Care*

B Medicald
& Uninsured

Percemt

Diagnostic  Medical  Specialized  Hospital  High-tech
tests: Specialists:  services:  admisslons:  services:

**DjHlcult access” defined as patients that were "neyer™ or "rarely” able to access services

Nonetheless, it is locally acknowledged that many Chicagoans, especially those uninsured, are
experiencing difficulty in accessing specialty care, Locally, providers reported that despite new
community health center collaboratives and collaborative relationships between some community
health centers and hospitals, securing timely subspecialty care for patients remains difficult. Access
problems also exist for diagnostic testing, including cardiovascular disease, colonoscopy, and other
cancer screening. Even with expansion of the lllinois Breast and Cervical Cancer Program, which has
greatly expanded eligibility for state-funded cervical and breast cancer screening and treatment, the
community facks access to mammograms ang radiology services.

As would be expected, given the concentration of academic medical centersin Cook County and the
typical concentration of specialists in metropolitan areas, Cook County overall is not a shortage area for
specialty care. Lack of access is likely an artifact of medical, social, and economic conditions. Large
numbers of uninsured Chicagoans; lack of primary care and medical homes even among the’insured; the

M Nakela L. Coak, LeRai §. Hicks, A, james 0’Malley, Thomas Keegan, Edward Guadagnoli and Bruce E. Landon,
“Access To Speclalty Care And Medical Services In Community Health Centers,” Health Affairs. 26, no. 5 (2007}
1459-1468.
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prevalence of chronic diseases and high incidence in minority populations; low Medicaid reimbursement
rates; long wait times at County facilities; clustering cf specialty care providers in specific practices and
institutions; and few collaborative arrangements among institutions alf contribute to the difficulty of
access to specialty care in the safety net.

White clearly these and many other issues help determine the availability of specialty care services for
patients, especiatly those who are uninsured or are covered by Medicaid, it is useful to look at iocal
access issues in a broader context.

Notionally. The adequacy of the present and future supply of physicians is continually being debated in
the literature.

There Is a consensus in the literature that the overall physiclan supply will slowly increase over the next
fifteen years. Yet the supply of specialty physicians in clinicat care is projected to grow at a slower rate,
10%, than that of primary care physicians, 18%, between 2005 and 2020. The total U. 5. population is
projected to grow 14% between 2005 and 2020. This is approximately the same anticipated growth rate
as that of the combined primary and specialty FTE physician supply resulting in an expected and
unvarying physician to patient ratio of 259 nationally.

Physician supply projections (Figure 7) from the Health Resources and Services Administration {HRSA}
assume that current patterns of new graduates, speciaity choice, and practice behavior continue.”

2 epnusician Supply and Demand: Projections to 2020." October 2006. USDHHS, HRSA, Bureau of Health
Professions.
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Figure 7: FTE Supply of Physicians in Clinical Practice®: 2000, Projected to 2020

Projected Percent

Change

' from

Specialty 2010 2015 2005- 2020
’ Tatal 597,430 635,780 | 669,010 699,450 719,940 13%
Primary Care 214 8210 228,660 244,370 259,210 271,440 19%

' Gen. & Family Practice 89,710 94,380 59,850 105,460 109,980
General Internal Med. 82,250 88,620 95,410 102,230 106,910
General Pediatrics 42 850 45,670 43,110 52,230 54,560

Other Med. Specialties 84,460 90,130 93,040 96,370 98,540
Allergy 3,320 3,140 2,970 2,860 2,730
Cardiovascular Disease 18,690 19450 19,940 20,370 20,420
Dermatology 8,630 9,420 9,880 10,310 10,680
Gastroenterology 9,660 10,220 10,430 10,630 10,650
internal Med Sub Spec 27,450 29,350 30,240 31,620 32,650
Pediatric Cardiology 1,210 1,410 1,530, 1,650 1,750
Pediatrics Sub Spec 2,060 9,360 10,440 11,490 12,350
Pulmonary Diseases 7,460 7,690 7,610 7,450 7,270

A Surgical Speclatties 134,470 138,990 141,750 143,140 143,090
General Surg Sub Spec 5,780 6,410 6,900 7,180 7,310
General Surgery 23,610 22,570 21,970 21,510 21,040
Neurological Surgery 4,220 4,380 4,490 4,520 4,490
Obstetrics & Gynecology 35,990 38,790 41,280 43,240 44,630
Ophthalmology 16.820 17,440 17,560 17,550 17,350
Orthopedic Surgery 20,170 21,210 21,740 21,870 21,710
Otorhinolaryngology 8,440 8,820 8,980 9,050 9,030
Plastic Surgery 5,760 5,890 5.820 5,690 5,510
Thoracic Surgery 4,480 4,270 4,070 3,850 3,620

Urology 9,200 9,200 8,950 8,680 B,400

i Other Specialties 153,690 178,010 189,860 200,020 206,860
Anestheslology 33,560 37,680 41,080 43,690 45,250
Child Psychiatry 5,550 6.440 7,240 8,070 8,800
Diagnostic Radlology 18,130 20,570 22,100 23,120 23,640
Emergency Medicine 21,850 25,450 28,490 30,770 32,490
Gen. Prevent Medicine 2,160 1,850 1,680 1,620 1,560
Neurology 10,810 12,040 12,870 13,660 14,160
Nuclear Medicine 1,230 1,280 1,300 1,320 1,330
Cccupational Medicine 2,320 2,520 2,690 2,880 3,020
Other Specialties 3,280 3,200 3,290 3,400 3,450
Pathology 14,240 14,730 14,880 14,970 14,940
Physical Med. & Rehab ' 5,790 6,830 7,770 8610 9,250
Psychiatry 33,120 33,630 34,410 35,510 36,230

Radiation Oncology 3,560 4,100 4,500 4,810 5,020
7,730 J

!ncluds MD and oﬁ’ice~based and haspitai staff phyians. Excludes residents, and those in non-patient care.
Physicians age 75 and older ore excluded.
Note: Totals might not equal sum of subtotals due to rounding.
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Estimated need for clinical care specialists nationally in 2000 was 33 for medical specialties, 55 for
surgery, and 70 for other specialty care per 100,000. Between 2005 and 2020, the population under 65
is expected to grow by 9%. The population 65 and older is projected to grow by 50%. Although-they
vary by specialty type, these data reflect the impact of changing demographics on requirements and
demonstrate that the aging population will contribute to foster growth for specialty services relative to
the demand for primary care. According to HR5A, the projections likely overestimate projected
shortages and surpluses in individual speciaities because it is easier to adjust nationally to inadequacies
in specialties than to inadequacies in overall physician supply. The |ength of time invested in training,
elght to 15 years depending on specialty, guides educational policies that control admissions, At the
conclusion of the training period, market forces affect individual choices by newly practicing physicians.

Projections by medical specialty are difficult to predict. While the number of medical school graduates
is expected to increase over the next 20 years, while it has been stable over the past two decades, the
specialties chosen will reflect the dynamics of market and other forces.

Career and lifestyle issues influence the selection of residency programs by new graduates. Future
employment opportunities and reimbursement patterns for specialty care are particularly important.
Knowing what speciafties or subspecialties are being recruited by physician groups or healthcare
providers will significantly influence the choices made by those entering residency programs.

Financial pressures, including the cost of malpractice coverage, rates of reimbursement, and loan
repayment options, affect choices. One increasingly important

factor is that the number of older Americans will increase Figure 8: Speclalty Care Physician
dramatically by 2020 as will the need for geriatricians and Scarcity
other specialists that predominantly serve that population, pre e =

tocally. There is growing concern at the local level about
whether the supply of physicians in lllinois, including
specialists, will keep pace with anticipated future need.
According to the Governor’s Office, the number of potential
physicians and other caregivers is projected to decrease 4.2%
between 2000 and 2020*. At the same time, the number of
INinoisans needing care is projected to increase by 31% during i
that period, ;

In 2007, 59% of the 41,826 physicians in lilinois were specialists !
resulting in a ratio of 50 per 100,000.”* There is an uneven b
distribution of specialists throughout the state with all or most Shoded areos represent tip codes that have been

of 70 counties designated as federal underserved areas for designoted as speciolty core physician searcity
i i 5 erecs by the U, 5. Deportment of Health and
SpECIaFty care (F‘gure 8)' Humen Services Centers for Medlcare ond Medicaid
services.

¥ press Release: "Gov. Blagojevich introduces plan to address nursing shortage, ensure adequate level of
frontline healthcare providers as baby-boomers age.” February 7, 2006. Office of Governor Rod R. Blagojevich.
M Kaiser State Health Facts. .statehealthfacts.org. Retrieved August 25, 2008.

» "speclalty Care Shortage Areas in lllinols,” Shortage Designations, lllinois Department of Public Health
Center for Rural Health. hitp://icahn orgfscarcityareas/SpecialtyCare/defsuli.asp. Accessed September 11,
2008.
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tn a dynamic health care environment, market forces that drive individual and institutional choice
exacerbate specialty care shortages in the safety net. The Centers for Disease Control and Prevention
{CDC) has documented how emergency department diversions reduce patient access to timely care.
CDC estimates that the aging population will increase the demand for specialist care in emergency
departments.

A recent article, for example, documented the absence of surgical subspecialty emergency carein
community hospitals as a growing public health concern in Cook County. Fully 66% of neurosurgical
transfers to academic medical facilities originated at hospitals without full-time neurosurgery coverage.
The mean transfer time was five hours ten minutes. Delays led to deterioration in patient condition
with 29 patients showing a decline in Glasgow Coma Scale score. A shortage of neurosurgical intensive
care unit beds occurred on 55% of the days in the study. The authors believe that coordinated efforts
among local governments, medical centers, and emergency medical services to efficlently coordinate
subspecialty services will be necessary to manage this problem

Research on the relationship of provider type to health outcomes, measured by traditionat population
based disease refated mortality rates and life expectancy, is beginning to show distinct patterns. States
with more primary care physicians per capita have better health outcomes than states with fewer
primary care physiclans. Among the benefits of primary care medicine for patients is greater likelthood
of receiving preventive care, better management of chronic diseases, and higher satisfaction with the
care they receive.

Areas with more specialists or higher specialist to population ratios, by contrast, appear to have no
advantages in meeting population health needs. A recent article in the New England Journai of
Medicine,?” for example, was critical of the growing emphasis on specialty care. The article asserts that
areas with more specialist-oriented patterns are associated with higher spending but are not related to
improved access to care, higher quality, better outcomes, or greater patient satisfaction.

Possible Solutions

One possible local solution discussed was a system for speciafty refersals similar to the Robert Wood
Johnson medical schoe! initiative, which places academic center-based specialists in community
hospitals at no expense to the community hospitals.

Hospital provider staff as a resource for community-based specialty care remains an underutilized
strategy; training programs shouid be encouraged to continually move more of their training
opportunities into the community.

FQHC-hospitat relationships should be fully utilized, as research has shown, in addition to other benefits,
that patients of FQHCs with strong hospital affiliations have an easier time accessing specialty care; this
finding was borne out anecdotally among meeting participants as well,

* Byrne, Richard W. MD; Bagan, Bradley T. MD; Slavin, Konstantin V. MD; Curry, Daniel, MD; Kost), Tyler R.
MD. "Neurosurgical Emergency Transfers to Academic Centers in Cook County: A Prospective Multicenter
Study.” Neurosurgery. 62{3}:709-716, March 2008.

7 1glehart, Sohn K, "Medicare, Graduate Medical Education, and New Policy Directions.”

New England Journal of Medicine, Volume 359;643-650, August 7, 2008.
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Another strategy to be explored is expanding the use of physician assistants {PAs}, advance practice
nurses, and other mid-leve! practitioners in specialty care practices. PAs, in particular, have been used
to great success in several specialty areas, with the results being high quality and efficient care that
permits the physician to see a greater number of patients.

Public policy, rather than market forces, must guide a national solution to specialist shortages. Reform
in the current Graduate Medical Education (GME) sysiem, incentives tied to safety net practice,
increases in Medicaid reimbursement for specialty care, and other financial inducements reguire
political will and the support of policymakers.
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| ]
Cook County Health & Hospitals System IRIS Partners

Refers for ADULT Refers for PEDS
Name of Facility: Specialty: Specialty:
* Access - Auburn Gresham Yes
| Access - Booker Yes
* Access - Brandon Yes
* Access - Grand Blvd. Yes
* Access - Jackson Park Yes
* Access - South State Yes
* Access lllinois Eye Institute Yeas
Access to Care Yes
** Aliaga Health Center Yes
Alivio - 21st Street Yes
Alivio - Cicero Yes
Alivio - Little Village High School Yes Yes
Alivio - Orozeo Yes
Alivio - Spry Elementary Schoo! Yes Yes
Alivio - Westemn Yes
American Indian Health Center Yes
* Beloved Community Health Yes
++ Cavero Medical Group Yes
CDPH Englewood Health Center Yes
CDPH Lawndale Mental Health Center Yes
CDPH Lower Westside Neighborhood Clinic Yes
CDPH Near North Mental Health Center Yes
CDPH North West Mental Health Center Yes
CDPH Roseland City Yes
- |CDPH South Chicago City Yes
CDPH South Lawndale Clinic Yes
CDPH Uptown City Yes Yes
CDPH West Town Neighborhood Clinic Yes
Chicago Family - Roseland Yes
* Chicago Family South Chicago Yes
* Christian Communily - Calumet City Yes
* Christian Community - Halsted Yes
* Christian Community - South Holland Yes
Community Health Center Yes
*+ Dr. Kowalski's Office Yes
Erie Family Heatth Yes
Erie Family Health Humboldt Park Yes
Erie Family Health, West Town Yes
FErie Family Health, Wesiside Yes
Erie FHC Erie Teen Health Center Yes
Erie Helping Hands Clinic Yes
Esperanza Health Center Yes Yes
* Friend Family Health - East Yes
*** Harvey DeBofsky, M.D.. Ltd Yes
Heartland Health Center Yes
Infant Welfare Health Center Yes Yes
* Komed Near North Health Center Yes
" [** Kunhunni Vellody, M.D. Yes
La Rabida Yes
Lawndale Christian Health Center Yes
*» MD Pediatric Center - Omar Sawlani, M.D. Yes
*= Mercy Medical on Pulaski Yes
* Mile Square - BOTY Yes
* Mile Square - Main Yes
Mile Square Better Care for Youth Health Yes Yes

Exhibit E




Mile Square Center @ Suder Elementary Yes Yes
Mile Square Health Center Yes
Mile Square Health Center @ James Yes
Mile Square Jordan Boys and Girls Club Yes
Mite Square Near West Family Center Yes
w* Nazin Khatib, M.D. Yes
* Near North - Komed Health Center Yes Yes
Near North HSC: Louise Landau Clinic Yes
Near North HSC; Winfield Moody Clinic Yes
* PCC Lake Street Family Health (Oak Park) Yes
* PCC South Yes
* Pilsen Community Pediatrics - Cermak Yes
== Bilsen Community Pediatrics - Pilsen Yes
w+ Dractice Administrative Services Yes
=+ Practice Administrative Services - Berwyn Yes
*» Sauth Suburban Pediatrics Yes
St. Anthony Centro Medico @ Cicero Yes
++ St. Anthony Health Affiliates Brighton Park Yes
St. Anthony Hospital Yes
St. Anthony Hospital Physicians Center Yes

- [=* gt Jude Medical Practice Yes
* TCA - Health Yes
* U of C Emergency Yes
* 1) of C Pediatric Outpatient Yes
= \Jandna A. Shah, M.D., S.C. Yes
** Young Family Health Associates Yes

* UCMC Southside Collaborative Members

* {|linois Heatth Connect Partners

++ Madical Home Network Partners
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Attachment No. 1

REGIONAL HEALTH CENTER
IMMEDIATE CARE CENTER

SCOPE OF SERVICES
2011

I SCOPE OF SERVICES

A. Department Structure & Key Functions

The Department of Emergency Services oversees the pian for the immediate Care Scope of
Services based on the community needs and internal capabilities. Incoming patients are
examined by a physician and the examination/findings documented. Appropriate referrals for
follow-up are documented. Patient/family is educated to referrals, prescribed medications
and the presenting medical condition. Specialty consultation is available by transfer to a
designated hospital to provide definitive care. If necessary, patients are transferred to other
higher leve! facility.

The Department provides:

« Daily supervision and coordination of department operations

» Personnel functions (job description, recruitment, hiring, orientation and ongoing
training of staff, supervision of staff, timekeeping/attendance monitoring, performance
evaluations, disciplinary actions, handling of grievances, etc.)

+ Coordinate patient care and administrative services with other departments and
agencies

» Participation in committees and task forces
Budget preparation and ongoing departmental financial management

» Collection of data: performance, analysis and preparation of reports

Hours of gperation

The Regional Outpatient Center (ROC} is classified as an Immediate Care Center offering
selective care from 8 to 15 hours a day 7 days per week with at least one physician and RN
available during business hours. The hours of operation may change depending on staffing.
No patient is registered after 8 pm unless approved by the physician on duty.

Staff Qualifications

The physician must hold a valid license in the State of lllincis, be Board Certified/eligible in
Emergency Medicine, Internal Medicine or Family Practice and ACLS and PALS certified.
The Physician Assistant/Nurse Practitioner must hold a valid license in the State of lilinois, be
certified and ACLS and PALS certified The registered nurse must be licensed in the State of
illinois, ACLS and PALS certified, and experienced in emergency nursing care.

B. REPORTING RELATIONSHIPS

1. Chairperson, Emergency Department
2. Director, immediate Care Center

3. Nurse Manager

C. CHARACTERISTICS OF POPULATION BEING SERVED
Patients Served: ‘
All age groups

Scope and Complexity

Exhibit F
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The ROC Immediate Care Center provides stabilizing emergency care for all patients. On
the patient's arrival, triage is completed and ES! category assigned. Patients are stabilized
and managed in the immediate care until the transporting team arrives. If the patient is ESt
category 1, then 911 (Cak Forest Fire Department) is called to transfer the patient to the
nearest ED. For ESI category 2, patients are transferred to another facility using ATI. Lower
risk asymptomatic patients are treated in the Immediate Care facility as ES categories 3, 4

and 5.

If at any time the patient's condition worsens, then appropriate transfer is arranged by the
treating physician. It is the treating physician’s decision to manage the patient in immediate
care or transfer to another facility. Any patient requiring either emergency observation or
inpatient admission is transferred to either Stroger hospital or any other accepting facility via

EMS. See examples below:

ESI1

ESl2

ESI3

1. Call 911 (OF Fire
Department)
2. Stabilize the patient

1. Arrange ATI transfer
2. Stabilize the patient

Treat in immediate Care

onset

STEMI High risk active chest pain Chest pain asymptomatic

Active labor Pregnant abdominal; Pregnant abdominal pain,
pain/distress asymptornatic

Acute CVA Altered mental status, new Hyperglycemia - asymptomatic

Cardiofrespiratory arrest

Trouble breathing, moderate
o severe

Trouble breathing, mild

Unresponsive

Unstable vital signs

Airway compromise

Unstable vaginal bleeding

Stable vaginal bleeding

Shock

Moderate to Severe abdominal
pain, unstable vitals

Abdominal pain - mild

Severe trauma

Uncontroliable bleeding

Qpen fracture

Active Gl bleed

Severe headache, sudden
onset

Severe DKA

Stablie DKA

Acute alcohol intoxication

Active seizure

Seizure, not active

Tachyarrhythmia, unstable

Testicular pain

Hypertensive emergencies
Urgencies - distress

Hypertension urgencies,
asymptomatic

Suicidalfhomicidal/psychotic

D. METHODS USED TO ASSESS AND MEET THE NEEDS OR SERVICES OF PATIENTS

1. Review of the Immediate Care Center's documentation for timefiness of service, accuracy
of documentation, appropniateness of medical evaluation and treatment.
2. Regular Departmental Meeting, discussion of observed problems, solutions and case

feview.

E. DEPARTMENTAL PERFORMANCE IMPROVEMENT PLAN

1. PERFORMANCE IMPROVEMENT

The purpose of the Department of Emergency Services Quality Improvement Program is
to assure the quality and appropriateness of all services rendered to patients and

employees.
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2. PERFORMANCE ASSESSMENT

Substantial compliance is maintained with ail applicable Joint Commission and
Professional Standards.

3. APPROPRIATENESS, EFFICACY (CLINICAL NECESSITY), & REQUIRED TIMELINESS OF SERVICES
PROVIDED

The following Center Indicators are continuously monitored:

(a) Time intervals from entry, triage, registration, examination, discharge

{b) Volume based on ESI score

(¢} Patient/Family educated about use of medication and discharge instructions.
{(d) Pain reassessed

4, ANNUAL REViEW

The Immediate Care Center's Organization Performance Improvement is assessed and
measured annually for its effectiveness and consistency within the improving organization
performance framework.

5. PROFESSIONAL GUIDELINES OR PROTOCOLS USED

Substantial compliance is maintained with ail applicable Joint Commission and
Professional Standards.

€. LIST REGULATORY AGENCIES/ASSOCIATIONS/LICENSURES APPLICABLE TO THE EMERGENCY
SERVICES DEPARTMENT

¢ Joint Commission Standards
s ACEP/ACOEP Professional Standards
s  ENA Professional Standards

Approvals:
A. Hussain, DO, FAAEM Pierre Wakim, DO, FACEP
Director Chairman
Emargency Department Emergency Department
Review/Revisions: 6/3/03

3/8/04

4/26/04

10/04

B8/3/05

B/10/06

1/18/2011

O Emergency SenicesiED MANUALAIKMGENTRALISTOPE OF SEMVICES-ER-2100 dor
MIILUZANSR 54 47 PM
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