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Huddles and Case Conference to Coordinate 
Complex Care

We strongly encourage you join the call 
by receiving a call‐back.

If you choose to dial‐in, please be sure 
to use your attendee # found under the 
“Event Info” tab.



Today’s Speakers – Petaluma Health Center
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Jason Cunningham, DO
Medical Director
West County Health Centers



Thinking Outside the Box 
with High-cost Outliers

Jason Cunningham
Agency Medical Director

West County Health Centers



Clinical Sites:
– Primary Care  – Occidental, Guerneville, Sebastopol
– Dental and Mental Health Services – Guerneville
– Teen Clinic – Forestville
– Graton Labor Center Outreach 
– Forestville Wellness Center

Patients
12,990 individuals, 85% under 200% of poverty level

2013 Budget
$12.2 million
70% patient fees, 30% grants, contracts, fundraising

Staff  and Providers
– 145 employees in seven locations; 119 FTEs
– 26 medical providers, 2 dentists, 7 mental health 

counselors, 3  behavioral health specialists, 2 patient 
navigators, and .6 FTE psychiatrist
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Medical Staff Ratios

 Provider : MA = 1:1.5

 Provider : RN =  1:1

 Provider : FO =  1:1.5
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CASE CONFERENCE

DEEP DIVE (2 HOURS FOR FIRST CASE 
CONFERENCE FOR A TEAM, 1½ HOURS 
FOR EACH ADDITIONAL)





½ Hour: Information Gathering



10 Minutes: Narrative Writing Session



20 Minutes: Brainstorming







25 Minutes: Deep Dive “Nudge”



Next Steps and Care Plan



Motivational 
Interviewing

Barrier 
reduction

Care 
Coordination

Mental 
Health 

Support

Trust 
Building

Addiction 
Management

Self-
Management 

Coaching

Rethinking 
access

Frequent Touches

Nudging











THANK YOU



HPACT:
Homeless Patient Aligned Care Team

Lisa Penny, MSW
ED HPACT Social Worker

VA Greater Los Angeles Healthcare System



Introduction
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HPACT: Homeless Patient Aligned Care Team provides complex 
care management to homeless & at-risk of homelessness veterans.

Designed to break down barriers in accessing medical and mental 
health services, access to social work, housing and employment 

resources all things needed to create independence and wellness

Services Offered:
Medical Needs
Mental Health

Housing

Preventive Medicine:
Blood Pressure

Diabetes
Vaccines

Cholesterol
Cancer Screenings

Weight Loss
HIV/Hep-C



31Rishi Manchanda, The Upstream 
Doctors TEDBooks June 6 2013



Complexity of WLA HPACT 
Patients

• Average of 7 diagnoses addressed in depth during 1st visit

• All diagnoses and issues were addressed at each visit

• Much higher than standard primary care practices

• 90 minutes average spent with patient during 1st visit
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Patel, B. I. (2013). Complex Care Management to Decrease Emergency Department Utilization: A Case Study of 
the Homeless Patient Aligned Care Team Demonstration Project at VA Greater Los Angeles Healthcare System.
Los Angeles.



Chronic Medical, Mental Health, & 
Substance Abuse Conditions
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% of 
patients

Chronic Medical Conditions
Hypertension 52.9
Chronic Pain 31.4

Diabetes 24.3
Hepatitis C 22.9
Respiratory 12.9

Coronary Artery Disease 8.6
Congestive Heart Failure 8.6

Mental Health
Mood Disorders 54.3

PTSD 28.6
Psychotic Disorders 21.4

Anxiety 17.1
Substance Abuse 

Alcohol 57.1
Tobacco 44.3
Cocaine 32.9

Marijuana 15.7
Patel, B. I. (2013). Complex Care Management to Decrease Emergency Department Utilization: A Case Study of the Homeless Patient Aligned Care Team 
Demonstration Project at VA Greater Los Angeles Healthcare System. Los Angeles.



Systems Design Innovation 
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Patient Huddle:
In addition to pre-visit and frequent 

team huddles, every patient visit ends 
with the HPACT team huddling with 
the patient to review goals and tasks

Care Management Tracking Tool:
Tasks are entered into a simple, 

secure spreadsheet that the whole 
team uses to track work, person 

responsible, and deadlines



Integrated Care Team
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HPACT Team

RN Case Manager
Social Worker
Primary Care 

Provider
LVN
Clerk

+
Lawyer (Medical-

Legal Partnership)



GLA VA-Huddles at Every Level

Patient and System Level
Coordination Required to Improve Outcomes Among Homeless 

Veterans
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Social Work

Housing 

Legal

Medical

Nursing

Patient

Mental 
Health/SUD



Complex Care Management Tool

• Function
– Tracks tasks for team 

members
– Shows progress towards 

competing tasks
– Informs clinical encounters

• Need
– VA lacks tool to perform this 

type of complex care 
management

 Specifications
– Northwest Innovation 

Center – Portland, Oregon 
VA Medical Center

– Secure SharePoint®

 How Used
– Guides care management 

during, and outside of clinic
 Pre/post team huddles
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Care Management Tracking Tool
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Care Management Tracking Tool

View 
Task List 
by Task
Entering 

Date 
Range 

Manually
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Results: HPACT Facility Summary  
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Obstacles 

• Veterans:
– who need a higher level of care and also need substance abuse 

treatment
– who have behavioral flags who need residential treatment

• inpatient discharges
• medications mailed out
• appointment phone confirmation
• services limited to veterans with homes
• buy-in from other employees
• employee burnout - lack of training
• limited resources
• transitional/temporary housing - must be medically/psychiatrically 

stable 
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Next Steps >  Multi-Site Evaluations
(1) Care Management Tracking

(2) Patient-Team Huddle
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West Los Angeles Building 
402:

“a one-stop shop” for homeless 
Veterans

With local and national 
support, we aim to evaluate 
the patient-team huddle and 

the care management tracking 
tools in multi-site intervention 

studies



THANK YOU!

WLA ED HPACT
424-232-9025

43www.losangeles.va.gov


