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Introduction

This business guide is designed to assist community clinics and health centers (CCHCs) and
clinic consortia as they consider developing networks to share specialty services. Although
each clinic’s circumstances are unique, all face a common set of questions in preparing for
success in this new strategy.

This guide walks the reader through the relevant planning questions and assists in evaluating
and implementing each step. At the guide’s core is a series of examples, worksheets,
checklists, and sample documents that provide practical information to support the planning
process. It is designed to be of use both to CCHCs and consortia considering these issues
for the first time, as well as to more experienced organizations seeking to refine their
approaches. The guide is designed for use by California CCHCs in particular, though clinics
and networks in other settings and other states will find the tools helpful.

Specialty Care Access Problems

Access to specialty services has long been a serious problem for patients of California’s
nonprofit CCHCs. According to a 2004 report, 85 percent of medical directors of California
federally qualified health centers said that their patients “often” or “almost always” had
trouble accessing specialty care — and that these problems were increasing,' A survey
conducted by Pacific Health Consulting Group in 2007 found that in about two-thirds of
cases, CCHC patients typically waited between one and three months to see outside
specialists.” Respondents also estimated that approximately one-third of their primary care
providers (PCPs) frequently limited referrals to high-need specialty services, such as
neurology, orthopedics and dermatology, because of perceived access difficulties.

One reason for access problems is that diminishing numbers of private providers accept
Medi-Cal. Another reason is that medical costs are increasing, while reimbursements are
stagnant. Further, there is a greater need for care among the uninsured. In addition, over the
last 20 years, many county public hospitals have closed, further limiting access to specialty
care for safety-net patients.

Specialty Care Provided by CCHCs

In response to access problems, CCHCs have slowly increased their specialty services to
meet the growing needs of their patients. A number have developed productive ongoing
relationships with local private specialists who are willing to see patients at the clinic sites on
cither a paid or volunteer basis. In some cases, CCHCs have made these specialty services
available to patients from other clinics, or have made arrangements with other clinics to
share specialists’ time.

According to the 2007 Specialty Care Access Survey mentioned above, 61 percent of
responding CCHCs provided some specialty services onsite, and more than a third of those
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offered three or more specialties. Few of the CCHCs that provided onsite specialty care did
so with special funding (16 percent), indicating that most had absorbed these services into
their annual operating budgets. The provision of onsite specialty care services did appear to
improve patients’ access to these services. CCHCs reported that their providers were more
frequently able to expedite care for patients with urgent need and receive consultation
reports back when patients were treated onsite than when patients were referred out for

specialty care.

Variety in Shared Specialty Approaches

In some communities, it may be prohibitive for a single clinic to provide all its own specialty
services, due to limited availability of local specialists; insufficient demand; or constraints of
funding, space, staffing, Or expertise. Therefore, a number of CCHCs have created
networks of specialty services in which clinics share the resources of specialist providers.

There is no single model for providing specialty services through a shared network. In
California, there are a number of examples in which one health center has begun to provide
certain specialty services and then offered those services to sister clinics located close by.
Such an approach responds to community needs while achieving sufficient economies of
scale to fill the schedules of specialists who come onsite. Often, larger clinics develop
contractual arrangements with individual specialists who see patients at the clinic site, and
clinics in the surrounding geographic area refer patients needing that specialty service to the
larger clinic. This configuration has come to be called the “hub” model.

In other areas, clinics share a single specialist who practices at multiple clinic organizations in
a “circuit rider” arrangement. A third model calls for clinics to pool resources to employ a
referral coordinator who arranges specialty care for patients of all the collaborating clinics.
Patients are sent to specialist physicians who wortk in the community and/or to specialists
working within the participating clinics, based on referral protocols and guidelines managed

by a centralized referral coordinator.
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Using This Guide — Tools in the Toolkit

This guide is designed to assist community clinics with the decisions and analyses necessary
to build a strong and solvent shared specialty network. It also provides planning tools such
as checklists, sample documents, and interactive financing worksheets. CCHCs just
beginning to consider adding or sharing specialty services may choose to focus on the
narrative sections of this guide, while those farther along in the process may find the
interactive financial forecasting tools useful. Although the guide is geared toward CCHCs
planning a shared network, many of the tools are also useful for clinics desiring to provide
specialty services on their own. The steps in the process and explanations of associated
tools are linked on the ‘bookmarks’ tab of this document. Attached tools are linked on the

‘attachments’ tab.

* I.Planning
Tool 1 Resource: 2007 Specialty Care Access Survey Template [pdf]
e II. Financing
Tool 2a: Financial Feasibility Workbook Instructions [pdf]
Tool 2b: Financial Feasibility Workbook Example [xls]
Tool 2c: Financial Feasibility Workbook Blank [xls]
e III Staffing
Tool 3 Checklist: Recruiting Specialist Physicians
Tool 4 Checklist: Retaining Specialist Physicians
Tool 5 Checklist: Working with Volunteer Physicians
e IV. Patient Support and Ancillary Services
Tool 6 Checklist: Creating Scheduling Policies
Tool 7 Checklist: Creating Access to Ancillary Services
* V.Inter-clinic Referrals
Tool 8 Resource: Referral Procedures from Southside Podiatry [pdf]
Tool 9 Resource: Referral Guidelines from Shasta Ambulatory Care [pdf]
Tool 10 Resource: Referral Guidelines from Southside Podiatry [pdf]
* VI. Legal and Regulatory Considerations
Tool 11 Checklist: Scope of Project Modifications
e VII. Billing Medi-Cal, Medicare, or Other Insurance
* VIII. Technology Tools
* IX. Evaluation

Tool 12 Checklist: Evaluating Specialty Setvices

In addition, the Appendix includes a list of discussion papers and technical assistance briefs
produced by Kaiser Permanente Northern and Southern California Community Benefit
Programs and the California HealthCare Foundation relevant to specialty care in CCHCs.
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The guide is based on information from a wide variety of sources, including a literature
search, a review of initiatives to expand access to specialty care in California, and extensive
interviews with eight California community clinics that employ shared specialty models. The
clinics interviewed include:

AltaMed Health Services Corporation (Los Angeles and Orange Counties)
Castle Family Health Center (Merced County)
Marin Community Clinics (Marin County)

Open Door Community Health Centers, Telehealth and Visiting Specialist Center
(Humboldt County)

Sacramento Physicians’ Initiative to Reach out, Innovate and Teach (SPIRIT) Project
(Sacramento County)

Share Our Selves (SOS) Free Medical Clinic (Orange County)
Shasta Community Health Center (Shasta County)

Southside Coalition of Community Health Centers (Los Angeles County).

I. Planning
Tool 1 Resource: 2007 Specialty Care Access Survey Template [pdf]

Before detailed planning and analysis can begin, a clinic or consortium contemplating a
shared specialty services network must first address four questions. These questions may
best be answered in consultation with a variety of clinic staff and providers; the answers will
be specific to each community:

* What are our patients’ specialty care needs?
* Does sharing specialty care make sense for us?
*  Which specialists are available to provide care?

* What model of shared specialty care will be most successful?
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What Are Our Patients’ Specialty Care Needs?

Any efforts to improve specialty care access must be based on a specific, local determination
of gaps and barriers. The 2007 Specialty Care Access Survey found that, while certain types
of care led the list of access problems, there was variation across the state.

*  Orthopedics, gastroenterology, neurology, and dermatology were among the
specialty services perceived by respondents as being the most difficult to access.

* In the North Coast and far northern region of California, dermatology was more
likely to be perceived as difficult to access than was gastroenterology; in the
Central Valley, dermatology was second only to orthopedic surgery in perceived
difficulty of access.

* Cardiology, high-risk obstetrics, and ophthalmology were easiest for patients to

aCCCesS.

* About one-third of respondents reported that their primary care providers
frequently limit referrals to high-need specialty services because of perceived
access difficulties.

* Primary care providers at CCHCs could access specialists for consultation on
fewer than half of the occasions that they needed such assistance.

How can a clinic determine its population’s areas of greatest need? In many cases, clinics
have used anecdotal information or the perceptions of clinical staff to make this
determination. With relatively little effort, however, a clinic can conduct a robust and reliable
local survey. Depending on available resources, efforts to determine the most-needed types
of care could include an in-house survey of providers, a review of referrals made to outside
providers, or a community-wide survey that includes multiple CCHCs.

Efforts to improve access to specialty care need not always be focused on the most acute
shortages. Some specialties that are in high demand may be too difficult to provide in a clinic
setting, due to a lack of willing providers in the community or other constraints. Equipment
costs or space limitations might similarly put a specialty service out of reach of a CCHC,
with cognitive or office-based specialties proving a more logical choice in these
circumstances. Even if they do not address the areas of most acute need, specialty services
that are feasible and easy to implement may still improve access and quality, with limited
added cost to the clinics. For example, when AltaMed Health Services Corporation, an
FQHC with 17 locations, was considering expansion into specialty services, they compiled
information from a number of sources: a survey of its members by the local clinic
consortium, as well as interviews with AltaMed primary care providers, with the local Medi-
Cal managed care plans, and with local hospitals. The research identified services that were
lacking within the CCHC system and in the community at large. AltaMed’s first goal was to
create capacity for the uninsured, by focusing on high-volume, low-cost specialty care:
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dermatology, ophthalmology (important in AltaMed’s comprehensive diabetes program), and
podiatry. These services have been added in Los Angeles and are starting up in Orange
County.

Another option for gathering information might be a series of focus group discussions with
clinic providers and with community specialists. The template from the 2007 Specialty Care

Access Survey is also available as a tool.
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Identifying Patients’ Needs: Marin Community Clinics

Marin Community Clinics’ eatly efforts at identifying areas of need were largely
anecdotal: “Docs would say, ‘We can’t get enough GI appointments’ and we’d go from
there.” Most recently, the clinic has made a systematic effort to count all the specialty
referrals in order to determine which services are in greatest demand. Even this system is
less than perfectly accurate, however, because of suppressed demand for services that
are unavailable — primary care providers (PCPs) typically don’t refer for services such as
pain management and addiction medicine, because they know the patients will not get in.
Marin Community Clinics asked its PCPs to refer, for one month, to services that they
know aren’t available, such as orthopedics and radiology, in order to improve the

accuracy of their needs assessment.
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Does Sharing Specialty Care Make Sense for Us?

Clinics’ history of collaboration, the relative strengths of potential collaborators, and the
relationships among staff should all be factors in deciding whether to share specialty
services. For a group of clinics that have populations with similar health and access needs, a
shared specialty network may be cost effective and logical. However, for clinics operating in
very different environments, with distinct populations and access levels — or clinics that

simply have never worked together — such a collaboration may be very challenging.
Key questions to consider:

* Does our clinic have sufficient demand to use all the specialist’s capacity? Or,
will it be necessary to add patients from other clinics in order to use a specialist’s
time efficiently?

* What is our clinic’s role in the region? Is the clinic large, and already providing
services to sister agencies? Is it geographically well-located within a clinic
consortium or group of clinics in a region? Does it have especially good
relationships in the private medical community or the local public hospital? In
these cases, it may be a natural progression to establish a specialty practice and
offer specialty services to others. In other situations, it may make sense for

clinics to come together in order to achieve economies of scale.

* Have we collaborated successfully with other clinics before? If so, a shared
model of specialty care may be easier to develop. Otherwise, a shared specialty
model may be more challenging.

* How much responsibility for the project does our clinic want to take on? In
some shared networks, the providing clinic takes on all costs, provides and bills
for all services, then returns consultation reports to the referring primary care
provider. In other networks, some administrative costs are distributed across the
referring clinics — as when, for example, participating clinics contribute jointly to
the salary of a referral coordinator.

Which Specialists Are Available to Provide Care?

In reality, the availability of specialists willing to provide their services is as likely to drive the
services offered as is any needs assessment. Provider availability varies tremendously from
community to community, as does the culture of cooperation between CCHCs, hospitals,
and private specialists. In some areas, providing services pro bono to uninsured patients is
part of the culture of a hospital and a clear expectation of community physicians. In other
areas, there may be an overall shortage of at least some specialist providers, regardless of
patients’ insurance status, resulting in fewer volunteers.
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Questions of specialist recruitment and pay are discussed in greater detail in Section

I11, Staffing. In almost all cases clinics must be persistent and creative in order to find
specialists. The 2007 Specialty Care Access Survey findings emphasized that access to
specialists greatly depends on personal connections. In almost every instance, CCHCs’
successes in finding and retaining specialists also depend on how active and visible the clinics
are in the larger community.

What Model of Shared Specialty Care Would Be Most Successful?

Typically, shared specialty models develop over time, as patient populations, clinics, and
available resources grow and change.

While each shared specialty arrangement is unique, there are several evolving models of
shared specialty services, with significant potential overlap between them. The list that
follows is not comprehensive, and should not discourage CCHCs from considering other
arrangements for sharing services that may make more sense in their particular communities.

Hub Model

In a hub model, one clinic provides specialty care and makes it available to patients from
other clinics in the area. In California, this model has been used with varying degrees of
success by a number of clinics: Open Door Community Health Centers and Shasta
Community Health Center are two. The size, scope, and range of the hub model can vary
significantly. In some cases, clinics may provide some services only to their own patients,
using one site to draw in patients from other sites, while other hubs offer services not only
to patients of other clinic organizations but even to patients of private primary care
providers.

The hub model is most frequently used where one clinic in a region is larger or more
experienced with specialty care than others, and already plays a lead role. Establishment of a
hub model typically entails the most risk for the providing clinic of any of the models, as it
extends services to additional uninsured patients. It can also be very successful, in effect
opening a new line of business and attracting additional patients. The hub model also
requires the greatest level of collaboration and cooperation among clinics, who refer and
consult about patients jointly. The hub model may be easiest on the specialty providers, who
need to learn only one system and go to only one location in order to participate.

Circuit Rider Model

In a circuit rider model, two or more clinics share specialty providers who travel between the
sites, providing care to patients at their home clinics. This model works well where the
specialty in question does not require significant equipment, and where there is ongoing
collaboration and good communication between clinics and specialists. It requires careful
design of contracts, mutual understanding of scheduling and other constraints by the
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specialist and the clinics, and clear lines of communication and supervision at each site. It
also requires that a specialist be willing to travel from one site to another and to work with a
variety of clinic systems and administrative approaches.

Referral Model

When several clinics use the same referral coordinator, referrals to volunteer specialists are
more easily and effectively coordinated. The referral model can be cost-effective, and may
minimize risk for any individual clinics, but it also arguably requires commitment from a
greater number of individuals and institutions to succeed, particularly to the extent that it

relies on volunteer providers.

In California, SPIRIT in Sacramento County and SOS Clinic in Orange County are two
examples of referral models.

Established in 1995 with a Robert Wood Johnson Foundation grant to increase physician
response to county patients, the Sacramento Physicians' Initiative to Reach Out, Innovate
and Teach (SPIRIT) has developed a robust model for providing specialty services through
referral to a volunteer network of providers. A collaborative effort of a wide variety of
contributing partner organizations, including hospitals, medical groups, community clinics,
and the medical society, SPIRIT places primary care volunteers in county and community
clinics, operates a central referral system that sends patients to specialists who work in clinics
and in their local offices, and refers to volunteer surgery teams for hernia and cataract
surgery. SPIRIT is staffed by a program coordinator and a part-time case manager.

Share Our Selves (SOS) Clinic uses a pure referral model, centered around Orange County’s
Hoag Hospital. Last year SOS connected 8,000 Orange County patients in need of specialty
care to 107 specialists who have privileges at Hoag Hospital and who see these patients pro
bono in their offices. According to SOS, “When you’re a physician granted privileges at
Hoag, it’s pretty much expected that you’ll participate in SOS programs.” The program
works well, according to SOS staff, because specialists feel they don’t need to practice
differently — they know they can get the tests and medications, and if SOS can’t provide
something, such as outpatient chemotherapy, for example, the hospital will. “They don’t
want to provide a different level of care.” The hospital’s commitment to volunteer care
proceeds from the top down, including the hospital’s board of directors, chief hospital
administration, and provider members. SOS staff emphasize that the model requires a focus
on eliminating waste and striving for a lean service model. “The ultimate goal of efficient,
effective, high quality, cost appropriate services must be the focus of all staff.”
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Combination of Approaches

Most shared specialty arrangements include a combination of approaches, and evolve over
time. Southside Coalition of Community Health Centers in Los Angeles offers an example
of a clinic coalition that has taken a deliberate approach to developing shared specialty care,
using several different approaches to meet their patients’ needs.

A Collaborative Model:
Southside Coalition of Community Health Centers

The Southside Coalition of Community Health Centers is a network of seven
community clinics that joined together in 2004 to increase access to care in the south
Los Angeles area. Southside Coalition’s member clinics have defined a mission, vision,
and purpose, and formally signed a memorandum of understanding to work collectively.
Access to specialty care was among the first issues addressed by the coalition, with
business planning about how to jointly provide specialty services a priority. Their first
effort was a joint podiatry specialty clinic, since access for uninsured patients in
particular was so poor in the area. The podiatrist provides in-service trainings to the
clinic’s primary care physicians in order to extend their ability to care for patients at the
clinics; this has also improved the referrals made to podiatry. Southside has implemented
teledermatology as its second specialty area. Clinics share digital retinal screening

equipment for diabetic patients, and also share a specialty care referral coordinator.

I1. Financing
Tool 2a: Financial Feasibility Workbook Instructions [doc]

Tool 2b: Financial Feasibility Workbook Example [xIs]
Tool 2c: Financial Feasibility Workbook Blank [xs]

With the planning questions answered, the next step is to create a financial model to estimate
the overall viability of the proposed services. The Health Resources and Services
Administration (HRSA) requires clinics to break even on specialty care services; break-even
must also be proven in an application to expand an FQHC’s Scope of Project. Since so
many factors affect the financial viability of specialty services, financial estimates must be
highly specific to the particular case and also quite detailed. Fortunately, such an analysis can
be made without expert opinion and without great difficulty.
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Tool 2b: Financial Feasibility Workbook Example [xls], and
Tool 2c: Financial Feasibility Workbook Blank [xls], are two instances of the same
interactive tool. The Example is filled out with sample information, and the Blank is ready

for the clinic to fill out with its own information.

This tool can help clinics develop specifics on the financial feasibility of their chosen models
for specialty care. It can be used by clinics adding specialty services on their own, as well as
by those planning shared specialty models.

To use the workbook, a clinic must be able to identify the following key parts of the model it
proposes:

* The services to be offered;
* The providers to be used; and
* The clinics that will be partners in the shared specialty model.

The workbook is composed of four linked worksheets that call for specific information — or
good estimates — on several topics. They allow for easy changes in value assumptions in
order to compare various scenarios; for example, to obtain best, worst, and expected
outcomes for the specialty services under consideration.

The final calculation of the workbook will be a working financial model of the proposed
project. Instructions for each worksheet are in
Tool 2a: Financial Feasibility Workbook Instructions [pdf].

Forecasting Feasibility: Open Door Community Health Centers

According to Open Door Community Health Centers in Humboldt County, which runs
a telehealth and specialist clinic, “The biggest challenge is uncertainty.” Open Door tries
to forecast the financial implications of their specialty care by looking in particular at the
number of providers: “Anticipation of the revenue stream and the resources needed are
all provider-driven — we run it by how many providers we have.” Even with clear
expectations about the number of in-house staff and the hours for regularly participating
specialists, forecasting revenues and expenses remains challenging.

Open Door cautions other clinics to be careful with their rate-setting year. Typically,
specialty care services grow slowly, meaning there are high costs and few patients in the
first year, but “you have to be careful with that rate-setting year.” If, for example, a clinic
bases its rates on its intention to hire a psychiatrist, but then cannot find one, it can run

into trouble.
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Worksheet I: Market Demand and Clinic Capacity

Determining financial viability of a proposed specialty care model requires, first, that clinics
assess market demand (the number of visits that the population could potentially generate
for the specialty area) and clinic capacity (the number of visits that the specialist or specialists
could provide). This analysis is an essential first step.

For clinics without a history of providing specialty services, estimating market demand and
clinic capacity will typically require data from outside sources. Utilization per specialty, for
example, may be available from local independent practice associations (IPAs) or HMOs;
failing that, commercial sources can provide this information. Similarly, figures for hourly
patient capacity for specialists may be available from the specialists themselves, assuming
that they have been identified, or may be obtained from the specialty literature. (Worksheet I
also requires data on specialists’ hourly reimbursements, although these figures are not used
in the demand and capacity calculations.)

These two figures — market demand and clinic capacity, which can also be thought of as
potential maximum and minimum numbers of visits — give a range of possibilities for the
specialty services and specialist providers under consideration. At this preliminary stage, the
goal is that market demand exceed clinic capacity, since financial success relies on being able
to fill all available specialty visit slots. In some cases, maintaining sufficient demand may
require a concerted marketing strategy both inside and outside the clinic network. For
example, Open Door Community Health Centers have discovered that they need to market
their specialty services actively in order to bring in new patients — even within their own
clinics. They introduce new specialists to primary care staff by email and in person, including
inviting the specialist to lunchtime staff meetings at all the clinics in the organization.

Worksheet II: Patient Mix and Revenue

With estimates of market demand and clinic capacity in hand, the second step in the
financial analysis is to predict revenue from the specialty services. This requires information
about the likely patient mix and patients’ insurance status, and about reimbursement from
each insurance source. Predicting revenue requires first determining the payer mix for each
type of service — this can be more complex where multiple clinics are involved — and then
using that information along with information on reimbursement to predict total revenue.

While Worksheet II itself is straightforward, settling on figures for each clinic’s payer mix
and on average reimbursement rates can be more complicated. The following questions
require particular attention:

*  Will the payer mix in your specialty services be substantially different from that
in your primary care services? The payer mix may change as a result of the
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provision of specialty services themselves, and it is important to project the payer
mix for each individual specialty service, rather than assume that the mix will

remain constant.

For example, a clinic that typically has 20 percent uninsured in its primary care
business is planning to add cardiology services. The clinic’s Medi-Cal patients
may already have access to cardiologists in the community and may choose to
stay with them, meaning a likely shift in the payer mix to 50 percent uninsured

patients in cardiology.

Similarly, the patient mix may vary significantly by specialty type. The clinic might
expect a 50 percent Medi-Cal mix for cardiology but only a 30 percent Medi-Cal
mix for dermatology.

* How will a shared model affect the patient mix? Where a shared specialty model
with patients from multiple clinics is planned, projecting the payer mix can be
even more complicated. In order to get the most precise estimate of this mix, use
specific projected patient counts from each clinic.

For example, the providing (hub) clinic might expect to send 50 Medi-Cal and 80
uninsured patients to the cardiologist annually, while accepting 20 Medi-Cal and
10 uninsured patients from a referring clinic. These projected numbers should be

combined to get a single payer mix for each service.

* Will the average reimbursement rates from Medi-Cal change? As Medi-Cal and
uninsured patients are likely to make up the largest percentages of most clinics’
payer mixes, the reimbursement figures for each of these sources should be as
precise as possible. The worksheet can be used to project the impact of an
increase in an average reimbursement rate such as the PPS rate for Medi-Cal.

For example, if a clinic were to obtain a Scope of Project change that would
provide an additional $1.00 per visit for the Medi-Cal population, the results can
be forecast using this tool.

* Will the average reimbursement rates from managed care organizations change?
If a clinic is in a capitated contract with a payer for primary care services,
specialty services should be negotiated outside of the capitation as an additional
fee-for-service rate. The average reimbursement rate may change as a result.

For example, if a clinic is capitated for the commercial Anthem Blue Cross
primary care visits and is now planning to provide cardiology services, it would
not use the current average reimbursement rate per visit from Anthem Blue
Cross in completing this step, but rather a specific cardiology rate. This rate
would be negotiated with the IPA (or directly with the HMO if there is no IPA).

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics Page 16 of 44



Often, such a fee schedule is based on Medicare and a percentage of Medicare
rates; for instance, 120 percent of Medicare for cardiology services.

Worksheet II1: Expenses

The third step in the financial modeling process involves estimating the additional expenses
incurred by the addition of specialty services. Using estimates of expenses for staffing,
ancillary services, and facilities, the third worksheet provides an estimated cost per visit, per
specialty.

Most of the expenses will relate to staffing — paying the specialist, of course, as well as
paying additional staff to support the specialty services. (Even if the specialist volunteers
his/her time, as is sometimes the case, support staff likely will not.) The worksheet prompts
for staffing costs in the most commonly needed support staff categories: medical assistant,
billing staff, receptionist, and referral coordinator; but every clinic’s staffing pattern is
different. A shared specialty network may require a new nursing position, for example.

If a clinic has excess staff capacity and does not need to hire additional staff to support
specialty services, then most of Worksheet III may be unnecessary. Typically, however, the
addition of any new provider creates additional workload for support staff, and new
specialist providers may create even more as referrals, authorizations, and appointments may
make up a larger part of the clinic’s workload. Realistic calculation of staff support hours is

critical to getting accurate estimates from this workbook tool. Sections I1I, Staffing, and

IV, Patient Support and Ancillary Services, can help in estimating the total workload and
necessary staffing ratios. Ratio estimates may also be available from individual specialists’

offices, or from commercial sources.

The expense calculation requires estimating the costs of ancillary services (lab, imaging,
pharmacy) arising from the specialty visit. (Worksheet I1I calculates these costs only for
uninsured patients; if a clinic provides these services in-house to all patients, then the
workbook will require adjustments on both the revenue and expense worksheets.) Facility
costs also must be included in the analysis, if the specialty services will require the clinic to
incur additional facility expenses.

Worksheet IV: The Bottom Line

By comparing market capacity, average revenue per visit, and average expense per visit, it is
possible to derive a net profit or loss per visit as well as an overall net profit or loss. The
financial worksheets calculate this “bottom line” automatically, by consolidating calculations
from previous worksheets to provide estimates of the overall financial viability of specialty
services in the given model.

The final forecast from the Financial Feasibility Workbook permits an analysis of the clinic’s
financial capacity to provide the specialty services. Grant funding or other unrestricted
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funding sources can be added to the overall estimate in order to derive a more accurate
picture of how specialty services will be funded.

Using Results Calculated with the Financial Feasibility Workbook

If the results of the financing tool indicate that a clinic is not likely to break even on the
proposed specialty services, it may be useful to alter some of the assumptions. A clinic might
model an expanded patient population, including patients from other clinics; it might alter
the payer mix for some services; or it might try increasing or decreasing specialists’ hours or
rates. A clinic could also decide, as a result of this analysis, to pursue outside grant funding
or assistance in order to start a specialty care program. A clinic or consortium might also
decide against adding some — or all — of the specialty services.

The results of the financing tool are best used as one piece of an overall strategic business
plan for providing specialty services. The tool can be used in conversations with boards of
directors, potential partner clinics, providers, funders, or other stakeholders to plan the
shared specialty network. The results of the tool can also be used to negotiate rates with
payers when adding specialists to a managed care or PPO contract.
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I1I. Staffing
Tool 3 Checklist: Recruiting Specialist Physicians

Tool 4 Checklist: Retaining Specialist Physicians
Tool 5 Checklist: Working with Volunteer Physicians

Physician staffing of specialty services in CCHCs is a highly individualized process,
frequently based on personal relationships. Some clinics have worked extremely hard to
develop relationships with the private medical community or with their local public or
community hospital in order to solidify relationships with specialist providers. Increasing
numbers of CCHC:s are also employing mid-level providers to extend the reach of specialty
services.

Specialist Physicians

Clinics must consider three important topics regarding specialist physicians: recruitment,
retention, and compensation.

Recruitment

Recruitment of specialist physicians requires tenacity and creativity. Personal connections are
invaluable, and the most successful recruiting efforts take advantage of the connections of
clinic administrators, providers, and board members, as well as allied organizations and even
news media. Clinics proposing shared specialty services should meet to develop a recruiting
plan, and those participating in the effort should stay in close communication as recruiting

moves forward.

Recruiting Specialists: Castle Family Health Center

Castle Family Health Center in Merced started with one ENT in 1996, and now offers
15 specialty services. Many community providers have chosen to make Castle the home
for their Medi-Cal patients, and even refer their own Medi-Cal patients into Castle, but
finding services for the uninsured is far more difficult. Some specialist providers will do
a first consult in their offices, but few will take on patients who cannot pay. Castle has
recruited a number of specialists — cardiologists, ENT specialists, orthopedists,

audiologists, and allergists, among others — by promoting the value of community

service through affiliation with Castle.
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In some communities, it Will be apparent that there are one or two providers who are
the recruitment targets. In other communities, the efforts may be more diffuse. Specific
strategies will vary according to the needs and circumstances of each clinic or group of
clinics, but the following checklist includes ideas that clinics considering shared specialty
services should consider.

Tool 3 Checklist: Recruiting Specialist Physicians

U Ask the primary care providers in your clinic to identify the specialists that they
commonly refer patients to. These will usually be people with whom they have
personal relationships, and these relationships are the leading source of specialist
assistance.

U Ask your local medical society to help with recruiting. Through publications,
meetings, and word of mouth, the medical society may be able to reach the
specialists you need.

U Keep tabs on providers who are new to the community and may be seeking to
build their practices, and on retiring providers who may be looking to work part
time.

U Make sure that your providers are on the medical staff at your local hospital. Talk
up your clinic’s needs at hospital events, grand rounds, and hospital staff
meetings. Be visible.

U Talk to other members of your clinic consortium. Compare notes with other
clinics — especially if you intend to share services, but even if you don’t. Compare
lists of specialist providers.

U Network with allied organizations. Other partners in the community — regional
centers, or the local cancer society, for example, may have contacts with the
specialists you need.

U Use the news media. Place 2 human interest story about your patients’ needs and
your efforts to meet them, including the types of specialists you seck.

U Remember that there is no one-size-fits-all solution. Some specialists will join your
clinic as contractors or staff; others may be willing to volunteer.
As long as the arrangement meets the needs of your clinic and the
specialists, any number of models may be successful.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics Page 20 of 44




Retention

Turnover among part-time specialists can be just as damaging to a clinic practice as turnover
among full-time staff — and since specialists are difficult to locate, and recruiting is time-
consuming, it is critical to ensuring the specialists’ satisfaction. The following checklist
includes a number of practices to encourage retention.

Tool 4 Checklist: Retaining Specialist Physicians

U Provide malpractice insurance. FTCA coverage often will be unavailable to
specialist providers in an FQHC, particularly if they are independent contractors.
Clinics may have to make other arrangements for specialists’ malpractice
insurance.

U Assign dedicated nursing and support staff. Specialists should expect to work with
the same support staff every time they work at a clinic; the clinic should provide
any additional training that these staff people need. For example, Open Door
Community Health Centers reports that when they hire a specialist with an office
in town, the clinic’s medical assistants go to that office to shadow the staff there
and learn the specialists’ routines.

U Develop clear lines of communication. Specialists should know whete to turn for
assistance with clinical and administrative issues, and ideally should have one
primary point of contact at each clinic site if they work at more than one.

U Make sure patients keep their appointments.

U Make sure patients have all needed ancillary services in advance of their specialty
consultation. Work with the specialists to identify the lab and other diagnostic
services that patients need prior to specialist appointments, and make sure that
those services are in place and completed in time.

U Make specialists part of your clinic staff. Provide an otientation to the clinic,
organize grand rounds or trainings so that they can introduce themselves and their
work to the staff, invite them to relevant staff meetings and encourage them to
participate as staff to the extent they desire and are able.

U Involve specialists in the management of your specialty network. Solicit input
about how to make services run more smoothly; ask them to assist in recruiting
other specialists.

U Thank the specialists. Have regular recognition events and give awards to
recognize the specialists’ contributions to the patients and the clinic.
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Several of these recommendations proved important at Marin Community Clinics, where
part-time specialists were given a clear structure and made to feel part of the clinic.
According to the clinic, “It made all the difference. Some endocrinologists were going to
come in, but kept putting it off — it turned out they were unsure whether our systems would
support them, whether there would be translators, and whether people would be friendly.
We learned that, if we’re going to keep our specialists, we need good systems in place.”

Compensation

Although pay rates for specialty care vary considerably by type and community, several
clinicians interviewed for this project, including the staff of Open Door Community Health
Centers, emphasized that they pay all or most specialists at the same rate, with increases
based on seniority and good work.

Compensation for specialists may have legal implications for clinics under both state and
federal law. The structure of reimbursement, particularly if the specialist is an independent
contractor, will be affected by federal anti-kickback laws, and clinics should be careful to
draw up contracts that meet the requirements of the relevant laws.’

Many specialists working in CCHCs are not paid at all, but volunteer their time. Having
specialist physicians volunteer at a clinic can have a tremendous positive impact on patients’
access to care. Working with volunteer physicians can also be costly, however, and in some
cases both clinics and physicians have taken their responsibilities to each other less seriously
when no payment is involved.

When physicians volunteer to provide services at a CCHC, the clinic’s goal should be to
create a fully professional work environment. This means following the same guidelines as
for all physicians, though special attention to issues such as malpractice insurance and
recognition may apply.
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Tool 5 Checklist: Working with Volunteer Physicians

Work with a contract or written agreement.
Set a schedule and keep to it.

Train the volunteer specialist on your clinic’s policies and procedures, and on how
to work with the patient population.

Evaluate the volunteer physician, and give frequent feedback.

Document the value of the volunteer physicians’ contributions.

Work carefully to meet the insurance needs of the physician and the clinic.

Set up time for the volunteer physicians to instruct the primary care providers.

Provide staff, including translators, to support the physicians’ work with patients.

Contracts
All specialist providers — whether part time or full time, paid or volunteer — should work

under a valid contract." Contracts with specialist providers should, at minimum:

Be in writing and signed by both parties;
List the services provided by the specialty physician;

Specify the schedule, length of, and charge for the time worked, if the specialty
provider works on a part-time or sporadic basis;

Cover a contract period that is not less than one year;

Specify compensation that is consistent with fair market value and does not take

into account the volume or value of referrals;

Avoid any business arrangement or other activity that violates any state or federal

law;

State that the aggregate services contracted for do not exceed those that are
reasonable and necessary for the legitimate business purposes of the

arrangement; and

Include specific delineation of malpractice insurance arrangements.

Contracts should document supervision arrangements, responsibilities for equipment, and

other specific issues, including those pertaining to specialists who may work at multiple sites.

In addition, clinics must credential every physician provider. Most shared specialty networks

use the same credentialing process that they use for primary care physicians.
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Responsibility for equipment used by specialists varies. In some instances, the clinic
purchases and maintains minor equipment while the specialist provides more specialized or
more costly tools and equipment. As the volume of services increases, clinics often relieve
the specialist of the burden of carrying the equipment around by buying the equipment,
which then remains at the clinic. Equipment arrangements, including responsibility for
maintenance and repairs, should be spelled out in each specialist’s contract.

Mid-level Providers

Another opportunity for the shared specialty network is to train nurse practitioners (NPs)
and/or physician assistants (PAs) to extend the role of specialists in the clinic.” There is
evidence from around the country that mid-level providers have improved access and

reduced waiting time in a number of specialty areas.

NPs and PAs have been particularly successful in the areas of orthopedics, gastroenterology,
and dermatology. In orthopedics, nurse practitioners and physician assistants perform
assessments, set fractures, apply casts, and provide injections. In gastroenterology they
perform sigmoidoscopies, treat patients for reflux disease, and provide ongoing counseling
for hepatitis patients. In dermatology they see patients for acne, eczema, and other common
skin disorders.

Mid-level Providers in Specialty Care:
Open Door Community Health Centers

The Humboldt County specialty clinic is staffed with three medical assistants and two
nurses with significant specialty nursing experience. Open Door also uses mid-level
providers to provide specialty care, including a family nurse practitioner who is a
certified diabetes educator and an LCSW who sees patients primarily through
telemedicine visits. As soon as Open Door hired a cardiologist to staff their specialty
clinic, he was booked six weeks out. In response the clinic sent a physician assistant to
do a mini—cardiology fellowship. With the PA working alongside the cardiologist, wait
times have been cut in half.

Often, the role of the mid-level provider in specialty care evolves as a nurse practitioner or
physician assistant works closely with a particular specialist. This could easily happen in a
community clinic setting, where the mid-level provider could be the bridge between primary
care and specialty care, and could shadow the specialist for training. The mid-level providers’
familiarity with the clinic patients and, often, their language capabilities, can also make the
transition from primary to specialty care easier for the patients. Generally, when mid-level
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providers and specialist physicians work closely together, they share responsibilities for
patients. For example, mid-level providers commonly order diagnostic tests and create
treatment plans. Supervising specialists are usually onsite or available by phone, and primary
care physicians at clinics are always available onsite for consultation about their patients.

For NPs and PAs to be successful in extending specialty access, they must have individual
training, either through one-on-one mentoring with a specific specialist physician or through
course work that the specialist physician has endorsed. In this way, specialists can become
confident in the mid-level providers’ clinical skills and judgment about complex cases. At the
same time, the clinic system and all staff must respect patients’ and the referring physicians’
requests that the patient see the specialist physician, particularly for the initial work-up and
confirming diagnoses.

Administrative and Other Support Staff

In addition to estimating the amount of additional staff time and expense that specialty
services will entail (as discussed in Section 11, Financing), clinics adding specialty services
should also consider the importance of support staff:

* Does your clinic have the right staff to support specialty care? Specialty care may
require nursing and other support staff with a higher level of skill than that of
staff in the primary care setting, and the ratio of support staff to physicians may
also be higher. The availability of appropriately trained staff is the clinic’s
responsibility; specific needs must be worked out as part of the initial

negotiations with the specialty provider.

*  What kind of training does staff need to support specialty care? All staff should
be oriented to the new specialty services. This can be accomplished through
presentations at staff and team meetings. All employees should be sufficiently
familiar with the protocols for specialty care that they can direct patients — and

specialists — seeking assistance.

Those administrative and support staff working most closely with the specialists
and specialty care patients may need additional training, particularly if referral
procedures for specialty care differ from those used elsewhere in the clinic.

* Who on staff is the primary point of contact for specialist providers? This may
be an office manager, a nursing supervisor, or another person who can
troubleshoot with the specialist providers. Clarity about this point of contact is

an important strategy for retention.
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IV. Patient Support and Ancillary Services

Tool 6 Checklist: Creating Policies for Scheduling
Tool 7 Checklist: Creating Access to Ancillary Services

Adding specialty services, particularly in a shared network, may require CCHCs to rethink
their patient support services, from scheduling to transportation to health education.
Specialty services differ from primary care services in ways that have significant implications
for these support services. For example, many specialty appointments are urgent, and the
average specialty patient is sicker than the average primary care patient. This means that the
triage function in scheduling is more important; in some cases it may also mean that patients
are more likely to need transportation services. At the same time, the fact that many
specialist providers are not experienced in working with the clinic population may mean an
increased need for language-specific materials and translation and/or case management
services.

Specialty patients frequently need ancillary services such as lab and X-ray, and typically the
specialist providers need the results of these tests at the time of the first specialty visit.
Similarly, medical records must be transmitted between the primary care provider and
specialist, sometimes across clinic systems.

These factors and others make support services in specialty care a critical issue.
Scheduling Support

With limited specialist hours, patient no-shows can put the clinic at particular risk. The goals
in scheduling specialty care in a shared network include, first, decreasing no-shows and
second, supporting efficiency by ensuring that patients arrive with proper records and
documentation. While some clinics that provide specialty services treat the scheduling of
these services just as they do primary care scheduling, other clinics have recognized that
efficiency is improved when the clinic takes a more active role in appointment scheduling.

Among the approaches followed by CCHCs:

* Create a separate scheduling system for specialty appointments. This would
typically incorporate a stepped-up reminder and follow-up system for specialty
appointments, to decrease no-show rates.

* Make specialty appointments for patients. Under this approach, the patient has
no direct role in scheduling — instead, staff at the providing clinic and at the
referring clinic, if there is one, make the appointment directly and coordinate
with the patient. Schedulers also typically work with the referring clinic and the
specialist to ensure that the patient arrives at the specialist appointment with
complete records and test results, as needed.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics Page 26 of 44



* Employ a referral and scheduling coordinator. A shared referral coordinator is
sometimes used where specialty services are provided at multiple sites, or where
the shared services model involves referral to community providers. In addition
to finding providers and scheduling appointments, the referral coordinator may

triage patients, manage wait lists, and coordinate case management as necessary.

For example, SOS CIlinic in Orange County has a referral coordinator who
makes appointments with doctors’ offices, handles translation and
transportation, and calls patients with appointment reminders.

Regardless of the system chosen, all scheduling arrangements should be documented in
writing, with clear protocols that describe the procedures in detail. The following checklist
includes items to address in a scheduling policy.

Tool 6 Checklist: Creating Scheduling Policies

U Take responsibility for scheduling appointments. Specialty services often requitre a
more hands-on approach to scheduling than primary care services do. This is
particularly true if the specialist is present for very limited hours or if pre-
appointment tests are required. When staff at the specialty site can ensure that
clinical guidelines have been followed, and that appropriate test results are
available at the time of the appointment, efficiency of a specialty practice is
enhanced.

U Develop an appointment reminder system. Specialty services often use a more
aggressive appointment reminder system in order to minimize no-shows. Multiple
phone calls, coordination with translation and transportation services, and even
formal case management may be appropriate means by which to ensure that
specialty patients show up for their scheduled visits.

U Create a triage policy. Most patients who need to see specialists are sick, but some
are much sicker than others. A specialty clinic’s triage policy should be in writing,
clearly understood by all staff, and linked to clinical guidelines.

U Determine how far in advance to schedule appointments. Long wait times for
specialty care are the very reason that many CCHCs have entered the specialty
care business in the first place, so if appointment wait times remain long for
clinic-based specialists, the problem has not been solved. Scheduling specialist
appointments no more than a few days or a few weeks out will decrease no-shows
and reduce staff time spent on rescheduling.

U Implement a no-show policy. Typically, CCHCs have no-show policies for
patients who miss three or more appointments, though they generally do not

charge patients for missed appointments as is common in private practice.
Patients should be told of a clinic’s no-show policy both in person and in
writing, and the policy should be enforced.
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Ancillary Services

Ancillary services such as lab, X-ray, and pharmacy are often needed either in preparation for
a specialist visit or as a result of one. For many clinics, accessing these services can be
particularly frustrating: a volunteer cardiologist may be available to see a patient, for
example, but necessary tests are neither available at the clinic nor affordable in the
community, especially for uninsured patients.

Some clinics are able to refer patients to local hospitals for these ancillary services. In other
communities, specialist physicians may be able to negotiate access for small numbers of
patients. However, many clinics report that at least some ancillary services remain difficult to
access, and that the problem is particularly severe for high-cost tests such as CAT scans. A
clinician at AltaMed described the problem: “You want to refer to a specialist, but the
patient needs a lab first — if we go ahead and refer without the lab, the specialist won’t be
able to do anything and it’s a waste of everyone’s time. We’re trying to broaden the scope of
primary care and use limited specialist resources appropriately.”

Tool 7 Checklist: Creating Access to Ancillary Services

U Determine what the ancillary service needs are. Initial discussions with specialist
physicians should include determining which ancillary services are needed in
advance of a specialist consultation. These requirements should be documented in
clinical practice guidelines, as discussed in Section V, Inter-clinic Referrals.

U Involve your clinic’s usual ancillary soutces. Ask the labs, radiology groups, and
other providers to whom you commonly refer your primary care patients to work
as partners in making sure that uninsured patients can effectively use the specialist
services you offer — which requires access to ancillary services. Ask nonprofit
hospitals how to access their community benefits programs.

U Get help from your specialist physicians. Encourage them to talk to the ancillary
providers to whom they refer about their work with your clinic and the
needs of the community.
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Arrangements with ancillary providers should be spelled out in written agreements that

address, at minimum:

* Fee structures;

* Provider capacity, including any limits on numbers of patients to be referred;
* Consultation reports and diagnostic testing results;

* Access to electronic connectivity;

* Translation services for patients; and

* Ongoing feedback to referring providers and clinic administration.

Since lab and X-ray are designated health services under the Stark law, clinics should have
these arrangements reviewed by an attorney experienced in this area in order to ensure that
they are in compliance with all relevant laws. In addition, clinics should be aware of
contractual requirements of any federal, state, or county contracts as they relate to providing
ancillary services, since the costs of these services can become unmanageable without
formularies and utilization controls in place. For example, Expanded Access to Primary Care
(EAPC) grants require that lab, imaging, and pharmacy services be provided for patients
when medically necessary. Such a requirement could potentially put a clinic at risk as they
increase specialty care for the uninsured.

Other Patient Support Services

CCHGC:s that provide shared specialty services should pay particular attention to other key
support services that patients need to successfully complete their specialty visits, including:

* Transportation;
* Translation;

* Health education on specific conditions or testing that will be provided for the

specialty visit;
* Patient advocates to accompany patients to appointments; and
* (Care management, care coordination, and referral follow-up.

The expense worksheet in Section II, Financing, accounts for the cost of these services.
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V. Inter-clinic Referrals
Tool 8 Resource: Referral Procedures from Southside Podiatry [pdf]

Tool 9 Resource: Referral Guidelines from Shasta Ambulatory Care [pdf]
Tool 10 Resource: Referral Guidelines from Southside Podiatry [pdf]

One significant finding of the 2007 Specialty Care Access Survey was the absence of clinical
guidelines or written protocols for specialty referrals. Among the findings:

* Almost 30 percent of safety-net respondents reported that their institutions did
not track specialty referrals. Of those that tracked referrals, most (68 percent)
used manual handwritten logs or notes in patient charts.

*  Only four of the responding CCHCs (3.5 percent) reported use of electronic
medical records.

*  Only 26 percent of CCHC respondents reported that staff “frequently” provided
patient reminders for specialty visits.

* Fewer than 15 percent of CCHCs reported use of email to communicate with
specialists.

In interviews, most clinics described their arrangements as informal; one respondent called
their referral process “relationship-based and evolving.”

Referral Procedures

Specialty referrals can be complicated by the fact that some are urgent, and by the need for
appropriate documentation and records to be transmitted to the specialist from the primary
care provider.

Referral arrangements need not be complex, but having clear documentation of referral
procedures, and of relationships between referring and receiving entities, can make care
more efficient, preserve scarce specialty services for higher-need cases, and improve provider
relations and communication.

One CCHC that has thoroughly documented referral arrangements is Shasta Community
Health Center. Shasta has developed its own specialty referral form. A referral nurse —
typically an LVN or RN — works with the referral form and a set of clinical guidelines to
determine if the patient is ready to see the specialist. If the patient needs more tests or
information, the nurse coordinates with the referring primary care provider to order these.
Only then is a specialty appointment scheduled.
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Resource for Referral Procedures
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Southside Coalition of Community Health Centers uses this tool:
Tool 8 Resource: Referral Procedures from Southside Podiatry [pdf]
It can be adapted to the specific circumstances of your shared specialty network.
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A portion of Shasta Community Health Center’s clinical guidelines are included as
Tool 9 Resource: Referral Guidelines from Shasta Ambulatory Care [pdf], and
those of Southside Coalition of Community Health Centers are included as
Tool 10 Resource: Referral Guidelines from Southside Podiatry [pdf].
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Clinical Guidelines

Like referral protocols (with which they are often combined), clinical guidelines for specialty
services are not in common use by CCHCs. They are essential, however, to a well-run
specialty practice, in that they make clear expectations for all personnel involved, and assist
in the efficient use of resources by ensuring that patients are appropriately triaged and
prepared for their specialist visits.

Clinical guidelines should include patient work-up requirements for each specialist provider
and for common referring conditions. They should be clear about the expectations for the
patient, primary care provider, specialty provider, and support staff. They can be organized
by referring condition (allergy, HIV, rheumatology) and should include referral procedures,
diagnostic guidelines, and contact information, among other topics.

VI. Legal and Regulatory Considerations
Tool 11 Checklist: Scope of Project Modifications

Federally Qualified Health Centers (FQHCs) considering adding specialty care services,
whether individually or as part of a shared network, must comply with a variety of laws and
policies addressing where and how they provide health care services, how they are paid for
these services, and how they in turn pay their medical providers. Many of these rules exist in
federal law, in policy areas including FQHC Scope of Project, the Federal Tort Claims Act
(FTCA), sliding fee scale regulations, Medicaid and Medicare policies, and laws governing
referral and compensation arrangements.

Given that enhanced Medi-Cal reimbursement is the critical linchpin to financing specialty
care services at FQHCs, the ability of CCHCs to expand their scopes of project to include
these services is important. Recent policy notices and continuing discussions in federal
policies for specialty care are likely to have significant impact.

A full discussion of the federal and state legal and regulatory schemes relevant to the
provision of shared specialty services is beyond the scope of this guide. A companion piece,
Adding Medical Specialty Services to a California FQHC: Legal and Regulatory Issues by Regina
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Boyle, J.D., treats these issues in greater detail. This section is adapted from that document,
which is cited in the Appendix.

Scope of Project Modifications

An FQHC’s Scope of Project defines the services, sites, providers, target population, and
service area for which federal grant funds may be used. Any significant changes to an
FQHC’s Scope of Project — including the addition of specialty services — requires the prior
approval of the Bureau of Primary Health Care (BPHC) within the Health Resources and
Services Administration (HRSA). The prior approval process is referred to as modification
of the FQHC’s Scope of Project.

The threshold question for FQHCs seeking to add specialty services is whether or not
BPHC will approve the FQHC’s request to add the services to its Scope of Project.

In the last two years, BPHC has issued new guidance regarding both Scope of Project
generally — in Program Information Notice (PIN) 2008-01 — and their inclusion of specialty
services in particular — in PIN 2009-02.°

PIN 2008-01 elaborates on the requirements contained in the federal law. It describes the
five components of a Scope of Project application or modification, and generally offers
guidance for FQHCs seeking to add or change services or sites. None of the requirements
are specific to shared services.’

In PIN 2009-02, the BPHC has identified the following four key areas of focus when
reviewing Scope of Project applications to add specialty services in particular:

1. FQHC:s are required to establish that the services are “necessary for the adequate
supportt of [the required] primary health services.” The BPHC has interpreted
this as requiring the FQHC to demonstrate that the proposed services “function
as a logical extension of the required primary care services already provided by
the health center.” The PIN gives the following examples of specialty services
that support required primary care services:

*  Pulmonaty consultations, and/or examinations, where the health center
serves a substantial number of patients with asthma, COPD (chronic

obstructive pulmonary disease), black lung, or tuberculosis;

* Cardiology screenings and diagnoses, where the health center serves a
substantial number of patients at risk for heart disease or high blood

pressure;

* Minor podiatry outpatient procedures or examinations, where the health
center serves a population with a high prevalence of diabetes;
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*  Psychiatric consultations, examinations, and diagnoses, where the health
center serves a substantial number of patients with mental health and/or

substance abuse diagnoses;

* Periodontic services, where the health center serves a significant population
of children with poor oral health;

* Colonoscopies; and
* Appropriate oncological care of health center patients with cancer.

2. The FQHC must show that the target population needs the specialty services.
The application must demonstrate this need in narrative format and with relevant
data, and the FQHC must additionally “demonstrate its ability to maintain the
level and quality of the required primary health services currently provided to the
target population.”

3. The Scope of Project change must not require additional Section 330 grant
support. The application must address whether or not the services that the
FQHC proposes to add will meet the Medicare and Medicaid definitions of
“FQHC setvices” and whether the site and/or services proposed will generate
sufficient revenue to sustain both the services themselves and associated
overhead costs. According to the PIN, the application also should reflect an
understanding by the FQHC that it must provide the services to all patients
regardless of ability to pay, and not just to insured patients.

4. 'The location of the services must be a site that is within the FQHC’s Scope of
Project, such that the proposed new service will be accessible to the FQHC’s
patients, and the FQHC “will be able to maintain appropriate control over
service delivery.” FQHCs are required to provide the services:

* Atan approved “service site” as defined by the PIN;
* At asite within the FQHC’s Scope of Project;
* Atanew site that will be proximate to available FQHC services; or

* Atalocation where in-Scope services are provided, but which does not meet
the definition of a service site.
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Tool 11 Checklist: Scope of Project Modifications

U Make sure the services to be provided are “FQHC services” as defined by
Medicaid/Medi-Cal and Medicare, and “covered services” under other third-party
payer agreements.

U Demonstrate that the new setvices would improve or maintain access and quality
of care for the target population.

U Establish that the services are “necessary for the adequate support of the required
primary health services” and function as a “logical extension” of the primary care
services already provided by the health center.

U Demonstrate (through narrative and data) that the target population needs the
specialty services.

U Demonstrate that the FQHC is able to provide the setvices equally to uninsured
and insured patients.

U Make sure the services will be provided at a site within the FQHC’s Scope of
Project.

U Make sure that the FQHC appropriately credentials and privileges the added
providers.

U Establish the availability of necessaty enabling services, such as translation and
transportation, associated with the proposed services.

U Make sure the governing board approves the application.

Submit the application at least 30 days in advance of the planned commencement
of services.

U Make sure that any proposed professional services agreement accounts for the

possibility of delayed approval, or denial, of the Scope of Project modification
application.
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VII. Billing Medi-Cal, Medicare, or Other Insurance

Specialty care billing, whether or not the care is provided in a shared network, is significantly
different from primary care billing, and may be challenging for community clinics.
Similarities in visit codes end with the office visit evaluation and management, so there is
significantly more room for error — and thus for findings of fraud. These issues are as
important when billing FQHC Medi-Cal as when billing a private insurance company.

Consultation Codes

A consultation is defined in CPT literature as a type of service provided by a physician
whose opinion or advice regarding evaluation and/or management of a specific problem is
requested by another physician or other appropriate source. The specialist’s initial encounter
with a patient is typically a consultation requested by the primary care provider, so
consultation codes (99241-99245) are usually more appropriate than a new patient
evaluation code (99201-99205).

When a patient requires further specialist evaluation or management, the primary care
physician writes up a request for a specialist to see the patient. This request is important as it
is the primary requirement for billing the specialty visit with the consultation code. Without
the request from another provider (or other appropriate source), the visit may not be billed
as a consultation.

There is no differentiation between a new and established patient when using the
consultation codes. However, follow-up visits for treatment management or additional
diagnostics necessary to complete the consultation are billed with the established patient
office visit E/M codes, 99211-99215. At the completion of the consultant's evaluation or
management of the patient's condition, the specialist sends a written report of findings and
recommendations to the referring provider. If at a later time the primary care provider
makes another request for the specialist to see the same patient — whether for the same
problem or a new one — the specialist may again bill for this visit as a consultation using the
99241-99245 codes.

The documentation requirements and determination of the level of consultation codes are
the same as with the office visit E/M codes. This means all three key components: history,
exam, and medical decision-making, must meet the documentation requirements for the
specific level. For a consultation code to be reported, all of the following requirements must
be in place:

* The referring provider must request the consultation;

* The request for the consultation must be documented in the patient’s medical
record;
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* The consulting physician’s opinion and services ordered or performed must be
documented in the patient's medical record; and

* The consulting physician must communicate his or her opinion to the requesting
physician by a written report.

Other Coding and Billing Issues

Diagnostic tests in the office must be carefully coded. Many diagnostic tests are routinely
performed in the office; some tests may have similar names but different codes. For
example, electrocardiography and echocardiography have different sets of CPT codes, with
different reimbursement amounts. Sometimes the specialist may only be interpreting a test.
The correct CPT code (and modifier if appropriate) must be used to accurately report the
service and avoid “up-coding” or “under-coding.”

Attention to diagnosis codes is very important. Generally, symptoms would be the first
reason for the consultation. However, once the specialist has established the specific
problem through diagnostic tests and procedures, the condition or disease becomes the
primary diagnosis that will justify follow-up visits or treatments.

Specialty services require greater use of certain modifiers. Billers will need to familiarize
themselves with certain modifiers such as 24, 25, 51, and 59. Each of these indicates a
different type of service done during the same encounter, and will generate a separate
charge.

VIII. Technology Tools

In order to effectively organize and exchange health information in a shared specialty
network, attention to technology is essential. Most health centers currently do not have
electronic medical records, nor do they have more than a limited ability to exchange
electronic information.

Community clinics in a shared specialty network should think ahead about how they want
referring providers and specialty providers to communicate. Various strategies for improving
coordination of specialty care referrals include technologically enhanced tracking, electronic
health records, email and Web-based referral and appointment systems, and patient
reminders.

Referrals between clinics and providers are a key area in which technology can be used to
avoid inappropriate or ambiguous referrals and to transfer appointment or medical
information to the site where the specialist is seeing the patient. Having referral guidelines
built into the referral system brings consistency to the process. At the Open Door
Community Health Centers, for example, the referral protocols and clinical guidelines are
available to referring providers on the clinic’s Web site. Open Door is investigating a
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community-wide electronic referral system that can prioritize appointments, and would also
reduce the need for clinic staff to faxing records and materials back and forth between sites
and providers.

Using E-Referral

Referral technologies and e-referral programs represent another major strategy with
significant financial implications. The advantages of this approach include improved
allocation of scarce resources, reduced waste and inefficiency, improved communication
between PCPs and specialists, and enhanced capacity to track and report on referral metrics.
However, the costs can be significant, including intensive commitment of staff resources,
hardware, software licensing, subscription and maintenance fees, implementation support,
training, and maintenance. An additional obstacle is that some specialist offices in the
community may be unequipped to connect electronically to the referral system. Currently
there is no ongoing funding to support the maintenance and staffing of e-referral systems.

E-referral systems can be highly sophisticated, providing full integration with electronic
health records and interoperability with other systems management tools. Others are more
modest, focused solely on specific specialty areas, or only on standardizing protocols for
email communication, for example. Some possible functions for e-referral programs are:

* Automation of appointment reminders;

* Integration of guidelines;

* Enabling convenient review and triage of requests;

* Increase in legibility and completeness of referral and scheduling;

* Ability to expedite urgent referrals;

* Ability to track referral progress;

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

* Standardization of consultation reports.
Using Telemedicine

Telemedicine is another major strategy to address the gap in specialty care access for both
urban and rural clinics. Although California has been a pioneer in telemedicine policy,
enacting one of the first state telemedicine laws in 1996 and expanding it in 2005,
reimbursement policies lag behind current practice. Though a “site fee” designed to cover
the costs of telecommunication, setup, and administration of the program for referring
provider sites is provided by some payers, significant confusion remains among providers
about whether and how to bill for telemedicine consultations. In addition, primary care sites
continue to have difficulty finding specialists who are equipped and willing to see their
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patients via telemedicine, particularly if patients are uninsured or on Medi-Cal. To date, it has
been a challenge for most telemedicine providers to develop a viable business model, and
safety-net providers have relied heavily on grant funding to 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 state, allowing 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.

Clinics interested in using telemedicine to expand specialty access within the shared network
will need to research and investigate best practices and assess the financial impact of
telemedicine on their network approaches.

.»* Resources for Telemedicine ‘ea
E Extensive resources on telemedicine for CCHCs are available at the California E
i Center for Connected Health (www.connectedhealthca.ore) and at CHCE’s L
E telehealth Web site (www.chcf.org/topics/index.cfm?topic=CL707). »
e, "
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IX. Evaluation
Tool 12 Checklist: Evaluating Specialty Services

There is little data on the provision of specialty care in California CCHCs. Most clinics do
not systematically evaluate the impact of their specialty services, shared or not, on access to
care, on clinic operations, or on clinical outcomes. Such evaluation and data collection are
essential to identify continuing access gaps, to ensure the efficient use of resources and the
fiscal health of the CCHC, and to demonstrate improvements in access (or lack thereof).

Some clinic managers fear that evaluation will take too much time, or cost too much money.
However, evaluation of the impact of shared specialty services can be done with information
already collected for other purposes, such as scheduling and billing.
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What to Measure and Report

At a minimum, CCHCs providing specialty care should measure, monitor, and report the

items on the following checklist, both for internal services, and for services provided to

specialty network partners.

a
a
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U

U

Tool 12 Checklist: Evaluating Specialty Services

Clinics should evaluate:

Wait times for specialty services, by type of service and by provider;
No-show rates, by type of service and provider;

Percentage of visits in which patients arrive with necessary ancillary services
complete and results available for the specialists;

Provider retention rate by specialty;

Specialist’s reported satisfaction with clinic systems and staff support;
Ratio of regular support staff to specialist;

Reimbursement rates for each specialty for various types of services;
Payer mix for each specialty;

Referral patterns of primary care providers, in order to track over- and under-
utilization of specialists;

Referral patterns for specialty services by type and payer mix from clinic partners
in shared services;

Increased knowledge of primary care providers in each specialty area; and

Increased skill of primary care providers to expand their scope of practice
with specialty skills.
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It is important to consider setting goals or benchmarks that can be regularly monitored in
advance of implementing a shared services specialty program. Each organization or group of
clinics will have different goals for specialty services but most will include:

* Access to specialty care, often measured by wait times for specialty appointments
in key specialty areas;

* Change in referral patterns for outside specialty services as a result of offering
morte specialty care in house at the clinic; and/or

* Impact of cost of specialty care on the clinic budget as reflected by the payer mix
and use of the sliding fee schedule to pay for the services.

Regular reporting to clinic staff, boards of directors, and clinic partners participating in the
network are essential to ongoing quality improvement and successful collaboration.

Open Door Community Health Centers provides an example of successful use of evaluation
data. The specialty center at Open Door tracks wait times carefully. “For each specialty
service we have benchmarks. If cardio is more than three weeks out, if diabetes education is
more than two weeks out, we want to hear about it. If our soonest appointment is six to
eight weeks out, we feel we have negated much of the value of having the specialist
available.” Open Door uses the data on wait times, among other measures, to improve its
service and meet its goals.
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Appendix: Discussion Papers and Technical Assistance Briefs

on Specialty Care in the Safety Net

The following resources are available from Kaiser Permanente Northern and Southern

California Community Benefit Programs (KPCB), the Specialty Care Access Initiative
(SCAI), and the California HealthCare Foundation (CHCF).

Date Funder/
Organizer
Title Fuller Scope of Practice for Primary Care February KPCB/SCAI
Providers: A Strategy to Improve Access to 2008
Specialty Care in the Safety Net
Author Pacific Health Consulting Group
Resource | www.pachealth.org/publications.aspx
Location
Title Weaving Webs in the Safety Net: Public Hospital | July KPCB/SCAI
Systems and Community Health Centers 2008
Collaborating to Improve Specialty Care
Author Pacific Health Consulting Group
Resource | www.cpca.org/clinical/specialtycare/index.cfm
Location
Title Bridging the Care Gap: Using Web Technology | September | CHCF
for Patient Referrals 2008
Author Jane Metzger and Walt Zywiak, CSC
Resource | www.chcf.org/topics/view.ctm?itemID=133761
Location
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Date Funder/
Organizer

Title A Slippery Slope: Financing Specialty Services in | January KPCB/SCAI
California’s Safety Net 2009

Author Pacific Health Consulting Group

Resource | www.pachealth.org/publications.aspx

Location

Title Understanding Common Referral Reasons in May CHCF
Difficult-to-Access Specialties 2009

Author Neil A. Solomon, M.D.

Resource | www.chcf.org/topics/view.ctm?itemID=133941

Location

Title Physician Assistants and Nurse Practitioners in | June CHCF
Specialty Care: Six Practices Make It Work 2009

Author Center for the Health Professions, University of
California, San Francisco

Resource | www.chcf.org/topics/view.ctm?itemID=133961

Location

Title Four Models Bring Specialty Services to the July CHCF
Safety Net: Enhancing Scope of Practice and 2009
Referral Efficiency

Authot Gail Patrick, M.D., and John Hickner, M.D.

Resource | www.chcf.org/topics/view.cfm?itemID=133983

Location
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Date Funder/
Organizer
Title Adding Specialty Services to a California FQHC: | July CHCF
Legal and Regulatory Issues 2009
Author Regina M. Boyle, ].D.
Resource | www.chcf.org/topics/view.cfm?itemID=133998
Location

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics

Page 43 of 44



http://www.chcf.org/topics/view.cfm?itemID=133998

Endnotes

I Mathematica Policy Research, Inc. Examining Access to Specialty Care for California’s Uninsured, June
2004.

2 Pacific Health Consulting Group. Preliminary Findings: Specialty Care Access Survey, A Joint Project of
Kaiser Permanente, California Primary Care Association, California Association of Public Hospitals and
Health Systems, December 17, 2007.

3 These issues are discussed in greater detail in Regina M. Boyle, ].D., Adding Specialty Services to a California
FQHC: Legal and Regulatory Issues, July 2009.

#'This discussion of contracting is based in part on the work of Regina Boyle, ].D. For additional information,
see Adding Specialty Services to a California FQHC: Legal and Regulatory Issues, July 2009.

5> The material in this section is based in part on Catherine Dower, J.D., and Sharon Christian, J.D., UCSF
Center for the Health Professions, Physician Assistants and Nurse Practitioners in Specialty Care: Six
Practices Make It Work,, June 2009.

¢ HRSA Policy Information Notice 2009-02, “Specialty Services and Health Centers’ Scope of Project,”
available on HRSA’s Web site at bphc.hrsa.gov/policy/pin0902/ (visited July 17, 2009).

7 HRSA Policy Information Notice 2008-01, “Defining Scope of Project and Policy for Requesting Changes,”
available on HRSA’s Web site at bphc.hrsa.gov/policy/pin0801/ (visited July 17, 2009).
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I. Demand & Capacity

		

				Tool  2b: Financial Feasibility Workbook Example

				Worksheet I: Market Demand and Clinic Capacity

				Step 1:		Estimate the rate of demand for each specialty.

				Locate the best source of data for utilization by specialty type.

				This data source could be from Medi-Cal HMOs, IPA data, ManagedCare.com data, Capitation Manager…														Enter data only in cells surrounded by dashed lines.

				The sample data used in this report is from ManagedCare.com.

																		Cells for your data appear in

				Enter specialties.		Enter rate of use per 1,000 population per year.												Courier font, like this sentence.

				Ophthalmology		65.40												Cells not in Courier and not surrounded by dashes

				Gastroenterology		72.12												contain the formulas that calculate your results!

				Cardiology		46.80

				Podiatry		45.00												Cells in sans-serif bold italic like this calculate.

				Dermatology		20.00

				Neurology		10.00												Cells like this just restate data

																		from another part of the Workbook.

				You can enter different specialties and different rates of use and the worksheets will reflect the changes.

				Step 2:		Estimate the total population of the market served by the specialty project at each clinic participating.

				Clinic		Total Clinic Population		Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology				Neurology		Total

				Clinic A		100,000		6,540		7,212		4,680		4,500				2,000		1,000		25,932

				Clinic B		30,000		1,962		2,164		1,404		1,350				600		300		7,780

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

				Population Totals		130,000		8,502		9,376		6,084		5,850				2,600		1,300		33,712

				Step 3:		Estimate the specialists' capacities.

								Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology				Neurology		Total

						Rate per Hour		$   150		$   125		$   200		$   120				$   200		$   200		$   995

						Hours		500		400		200		1,000				500		200		2,800

						Hours x Rate		$   75,000		$   50,000		$   40,000		$   120,000				$   100,000		$   40,000		$   425,000

						Productive Hours		450		360		180		900				450		180		2,520

						Capacity: Visits per Hour		3.20		3.00		3.00		3.25				3.25		3.20		18.90

						Total Visits		1,440		1080		540		2925				1463		576		8,024

				Result of Steps 1 through 3:		The number of possible visits compared to the capacity of your clinics.

								Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology				Neurology		Total

						Maximum visits (market demand)		8,502		9,376		6,084		5,850				2,600		1,300		33,712

						Minimum visits (clinic capacity)		1,440		1,080		540		2,925				1,463		576		8,024

						Net		7,062		8,296		5,544		2,925				1,138		724		25,688

						If the net is positive, there is growth potential for the clinic: the demand for the specialty is greater than the capacity of the specialist.

						If the net is negative, the capacity of the specialist is greater than the demand for the specialty.





II. Patient Mix & Revenue

		

				Tool  2b: Financial Feasibility Workbook Example

				Worksheet II: Patient Mix and Revenue

				Step 4: Estimate payer mix and revenue for each specialty type.

				Enter the percentage paid by each payer, for each specialty service.

						Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Total		%

				Medi-Cal Percentage		60.00%		60.00%		50.00%		50.00%		45.00%		45.00%		4,162		51.87%

				Medicare Percentage		10.00%		10.00%		20.00%		20.00%		20.00%		20.00%		1,353		16.86%

				Commercial Percentage		5.00%		5.00%		5.00%		5.00%		10.00%		10.00%		503		6.27%

				Uninsured Percentage		25.00%		25.00%		25.00%		25.00%		25.00%		25.00%		2,006		25.00%

				Total		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		8,024		100.00%

				Visits per Specialty		1,440		1,080		540		2,925		1,463		576		8,024

				Medi-Cal % paid x Number of Visits		864		648		270		1,463		658		259		4,162

				Medicare % paid x Number of Visits		144		108		108		585		293		115		1,353

				Commercial % paid x Number of Visits		72		54		27		146		146		58		503

				Uninsured % paid x Number of Visits		360		270		135		731		366		144		2,006

				Total Visits		1,440		1,080		540		2,925		1,463		576		8,024

				Enter the average reimbursement from each payer, for each specialty service.

						Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Average

				Medi-Cal		$   130.00		$   130.00		$   130.00		$   130.00		$   130.00		$   130.00		$   130.00

				Medicare		$   95.00		$   95.00		$   95.00		$   95.00		$   95.00		$   95.00		$   95.00

				Commercial		$   75.00		$   75.00		$   75.00		$   75.00		$   75.00		$   75.00		$   75.00

				Uninsured		$   25.00		$   25.00		$   25.00		$   25.00		$   25.00		$   25.00		$   25.00

						Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Total

				Medi-Cal		$   112,320		$   84,240		$   35,100		$   190,125		$   85,556		$   33,696		$   541,037

				Medicare		$   13,680		$   10,260		$   10,260		$   55,575		$   27,788		$   10,944		$   128,507

				Commercial		$   5,400		$   4,050		$   2,025		$   10,969		$   10,969		$   4,320		$   37,733

				Uninsured		$   9,000		$   6,750		$   3,375		$   18,281		$   9,141		$   3,600		$   50,147

				Total Revenue per Service Type		$   140,400		$   105,300		$   50,760		$   274,950		$   133,453		$   52,560		$   757,423

																		Average

				Average Revenue per Specialty Visit		$   97.50		$   97.50		$   94.00		$   94.00		$   91.25		$   91.25		$   94.40

																				Enter data only in cells surrounded by dashed lines.

																				Cells for your data appear in

																				Courier font, like this sentence.

																				Cells not in Courier and not surrounded by dashes

																				contain the formulas that calculate your results!





III. Expenses

		

				Tool  2b: Financial Feasibility Workbook Example

				Worksheet III: Expenses

				Step 5: Estimate hours worked per specialty.

				(FTE: full-time equivalent)								Ratio of FTE Staff		Number of		Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Total Hours Worked

												to FTE Specialist		FTEs/Hour

				Specialist Hours										1.35		500		400		200		1,000		500		200		2,800

				Variable Staffing

				Medical Assistant Hours								1.00		1.35		500		400		200		1,000		500		200		2,800

				Billing Staff Hours								0.50		0.67		250		200		100		500		250		100		1,400

				Receptionist Hours								0.25		0.34		125		100		50		250		125		50		700

				Referral Coordinator Hours								0.25		0.34		125		100		50		250		125		50		700

				Other										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Total Hours per Year												1,000		800		400		2,000		1,000		400		5,600

				Total FTE Support Staff										2.69

				Step 6: Estimate expenses.

				Expenses												Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Total

				Salaries		FTEs		Rate per hour		Hours per year				Hours x Rate

				Medical Assistant		1.35		$   13.00				2,800		$   36,400		$   6,500		$   5,200		$   2,600		$   13,000		$   6,500		$   2,600		$   36,400

				Billing Staff		0.67		$   13.00				1,400		$   18,200		$   3,250		$   2,600		$   1,300		$   6,500		$   3,250		$   1,300		$   18,200

				Receptionist		0.34		$   13.00				700		$   9,100		$   1,625		$   1,300		$   650		$   3,250		$   1,625		$   650		$   9,100

				Referral Coordinator		0.34		$   13.00				700		$   9,100		$   1,625		$   1,300		$   650		$   3,250		$   1,625		$   650		$   9,100

				Other		0.00		$   - 0				0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Salaries		2.69								$   72,800		$   13,000		$   10,400		$   5,200		$   26,000		$   13,000		$   5,200		$   72,800

				Fringe Benefits				25%						$   18,200		$   3,250		$   2,600		$   1,300		$   6,500		$   3,250		$   1,300		$   18,200

				Total Salaries and Fringe Benefits										$   91,000		$   16,250		$   13,000		$   6,500		$   32,500		$   16,250		$   6,500		$   91,000

				Contracted Services

				Specialists										$   425,000		$   75,000		$   50,000		$   40,000		$   120,000		$   100,000		$   40,000		$   425,000

				Other Medical Operating Costs				$   5.00				Visit		$   40,118		$   7,200		$   5,400		$   2,700		$   14,625		$   7,313		$   2,880		$   40,118

				Total Costs before Ancillary Expenses										$   556,118		$   98,450		$   68,400		$   49,200		$   167,125		$   123,563		$   49,380		$   556,118

				Total Costs per Visit before Ancillary Expenses												$   68.37		$   63.33		$   91.11		$   57.14		$   84.49		$   85.73		$   69.31

				Lab - Uninsured				$   1.35				Visit		$   2,708		$   486		$   365		$   182		$   987		$   494		$   194		$   2,708

				Pharmacy - Uninsured				$   15.00				Visit		$   30,088		$   5,400		$   4,050		$   2,025		$   10,969		$   5,484		$   2,160		$   30,088

				Imaging - Uninsured				$   10.57				Visit		$   21,202		$   3,805		$   2,854		$   1,427		$   7,729		$   3,865		$   1,522		$   21,202

				Total Costs of Ancillary - Uninsured										$   53,998		$   9,691		$   7,268		$   3,634		$   19,685		$   9,843		$   3,876		$   53,998

				Total Costs per Visit of Ancillary - Uninsured												$   1.68		$   1.68		$   1.68		$   1.68		$   1.68		$   1.68		$   1.68

				Total Costs before Overhead and Indirect Expenses										$   610,116		$   108,141		$   75,668		$   52,834		$   186,810		$   133,405		$   53,256		$   610,116

																$   75.10		$   70.06		$   97.84		$   63.87		$   91.22		$   92.46		$   76.04

				Overhead and Indirect Expenses				20%						$   122,023		$   21,628		$   15,134		$   10,567		$   37,362		$   26,681		$   10,651		$   122,023

				Total Costs before Facility										$   732,139		$   129,769		$   90,802		$   63,401		$   224,172		$   160,086		$   63,908		$   732,139

				Total Costs per Visit before Facility												$   90.12		$   84.08		$   117.41		$   76.64		$   109.46		$   110.95		$   91.25

				Extra Facility Costs

				Other Costs

				Total Costs										$732,139		$   129,769		$   90,802		$   63,401		$   224,172		$   160,086		$   63,908		$   732,139

				Total Cost per Visit												$   90.12		$   84.08		$   117.41		$   76.64		$   109.46		$   110.95		$   91.25

																												Enter data only in cells surrounded by dashed lines.

																												Cells for your data appear in

																												Courier font, like this sentence.

																												Cells not in Courier and not surrounded by dashes

																												contain the formulas that calculate your results!





IV. Bottom Line

		

				Tool  2b: Financial Feasibility Workbook Example

				Worksheet IV: The Bottom Line

				Step 7: Derive the financial forecast.

				Specialty				Ophthalmology		Gastroenterology		Cardiology		Podiatry		Dermatology		Neurology		Total

				Market Capacity Visits per Population				8,502		9,376		6,084		5,850		2,600		1,300		33,712

				Clinic Capacity Visits per Specialty				1,440		1,080		540		2,925		1,463		576		8,024

				Average Revenue per Visit				$   97.50		$   97.50		$   94.00		$   94.00		$   91.25		$   91.25		$   94.40

				Average Expense per Visit				$   90.12		$   84.08		$   117.41		$   76.64		$   109.46		$   110.95		$   91.25

				Net Revenue per Visit				$   7.38		$   13.42		$   (23.41)		$   17.36		$   (18.21)		$   (19.70)		$   3.15

				Net Revenue				$   10,631		$   14,498		$   (12,641)		$   50,778		$   (26,633)		$   (11,348)		$   25,284

																				There is no data to be entered on this worksheet.






i. Demand & Capacity

		

				Tool  2c: Financial Feasibility Workbook Blank

				Worksheet I: Market Demand and Clinic Capacity

				Step 1:		Estimate the rate of demand for each specialty.

				Locate the best source of data for utilization by specialty type.

				This data source could be from Medi-Cal HMOs, IPA data, ManagedCare.com data, Capitation Manager…														Enter data only in cells surrounded by dashed lines.

				The sample data used in this report is from ManagedCare.com.

																		Cells for your data appear in

				Enter specialties.		Enter rate of use per 1,000 population per year.												Courier font, like this sentence.

																		Cells not in Courier and not surrounded by dashes

																		contain the formulas that calculate your results!

																		Cells in sans-serif bold italic like this calculate.

																		Cells like this just restate data

																		from another part of the Workbook.

				You can enter different specialties and different rates of use and the worksheets will reflect the changes.

				Step 2:		Estimate the total population of the market served by the specialty project at each clinic participating.

				Clinic		Total Clinic Population		0.00		0.00		0		0		0				0		Total

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

								- 0		- 0		- 0		- 0				- 0		- 0		- 0

				Population Totals		0		- 0		- 0		- 0		- 0				- 0		- 0		- 0

				Step 3:		Estimate the specialists' capacities.

								0.00		0.00		0		0		0				0		Total

						Rate per Hour																$   - 0

						Hours																0

						Hours x Rate		$   -		$   -		$   -		$   -				$   -		$   -		$   - 0

						Productive Hours		0		0		0		0				0		0		0

						Capacity: Visits per Hour																0.00

						Total Visits		0		0		0		0				0		0		0

				Result of Steps 1 through 3:		The number of possible visits compared to the capacity of your clinics.

								0		0		0		0		0				0.00		Total

						Maximum visits (market demand)		- 0		- 0		- 0		- 0				- 0		- 0		- 0

						Minimum visits (clinic capacity)		0		0		0		0				0		0		- 0

						Net		0		0		0		0				0		0		0

						If the net is positive, there is growth potential for the clinic: the demand for the specialty is greater than the capacity of the specialist.

						If the net is negative, the capacity of the specialist is greater than the demand for the specialty.





II. Patient Mix & Revenue 

		

				Tool  2c: Financial Feasibility Workbook Blank

				Worksheet II: Patient Mix and Revenue

				Step 4: Estimate payer mix and revenue for each specialty type.

				Enter the percentage paid by each payer, for each specialty service.

						0.00		0.00		0.00		0.00		0.00		0.00		Total		%

				Medi-Cal Percentage														-		0.00%

				Medicare Percentage														-		0.00%

				Commercial Percentage														-		0.00%

				Uninsured Percentage														-		0.00%

				Total		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		-		0.00%

				Visits per Specialty		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Medi-Cal % paid x Number of Visits		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Medicare % paid x Number of Visits		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Commercial % paid x Number of Visits		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Uninsured % paid x Number of Visits		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Total Visits		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Enter the average reimbursement from each payer, for each specialty service.

						0.00		0.00		0.00		0.00		0.00		0.00		Average

				Medi-Cal														$   - 0

				Medicare														$   - 0

				Commercial														$   - 0

				Uninsured														$   - 0

						0.00		0.00		0.00		0.00		0.00		0.00		Total

				Medi-Cal		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Medicare		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Commercial		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Uninsured		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Revenue per Service Type		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

																		Average

				Average Revenue per Specialty Visit		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

																				Enter data only in cells surrounded by dashed lines.

																				Cells for your data appear on the

																				Workbook Example in Courier font,

																				like this sentence.

																				Cells not in Courier and not surrounded by dashes

																				contain the formulas that calculate your results!



Workbook Example in Courier font,



III. Expenses

		

				Tool  2c: Financial Feasibility Workbook Blank

				Worksheet III: Expenses

				Step 5: Estimate hours worked per specialty.

				(FTE: full-time equivalent)								Ratio of FTE Staff		Number of		0.00		0.00		0.00		0.00		0.00		0.00		Total Hours Worked

												to FTE Specialist		FTEs/Hour

				Specialist Hours										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Variable Staffing

				Medical Assistant Hours										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Billing Staff Hours										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Receptionist Hours										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Referral Coordinator Hours										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Other										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Total Hours per Year												- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Total FTE Support Staff										- 0

				Step 6: Estimate expenses.

				Expenses												0.00		0.00		0.00		0.00		0.00		0.00		Total

				Salaries		FTEs		Rate per hour		Hours per Year				Hours x Rate

				Medical Assistant		0.00						0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Billing Staff		0.00						0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Receptionist		0.00						0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Referral Coordinator		0.00						0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Other		0.00		$   - 0				0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Salaries		0.00								$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Fringe Benefits										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Salaries and Fringe Benefits										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Contracted Services

				Specialists										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Other Medical Operating Costs								Visit		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs before Ancillary Expenses										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs per Visit before Ancillary Expenses												$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Lab - Uninsured								Visit		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Pharmacy - Uninsured								Visit		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Imaging - Uninsured								Visit		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs of Ancillary - Uninsured										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs per Visit of Ancillary - Uninsured												$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs before Overhead and Indirect Expenses										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

																$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Overhead and Indirect Expenses										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs before Facility										$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Costs per Visit before Facility												$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Extra Facility Costs

				Other Costs

				Total Costs										$0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Total Cost per Visit												$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

																												Enter data only in cells surrounded by dashed lines.

																												Cells for your data appear on the

																												Workbook Example in Courier font,

																												like this sentence.

																												Cells not in Courier and not surrounded by dashes

																												contain the formulas that calculate your results!



Workbook Example in Courier font,



IV. Bottom Line

		

				Tool  2c: Financial Feasibility Workbook Blank

				Worksheet IV: The Bottom Line

				Step 7: Derive the financial forecast.

				Specialty				0.00		0.00		0.00		0.00		0.00		0.00		Total

				Market Capacity Visits per Population				0.00		0.00		0.00		0.00		0.00		0.00		- 0

				Clinic Capacity Visits per Specialty				- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Average Revenue per Visit				- 0		- 0		- 0		- 0		- 0		- 0		- 0

				Average Expense per Visit				$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Net Revenue per Visit				$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

				Net Revenue				$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0		$   - 0

																				There is no data to be entered on this worksheet.






Tool 2a: Financial Feasibility Workbook Instructions

The Financial Feasibility workbooks are two instances of the same interactive tool. The Example,
Tool 2b, is filled out with sample information, and the Blank, Tool 2c, is blank, for you to fill out
with your own information. Like the other tools, the Workbooks are attached to the main Toolkit

document.

Because the calculations in the workbooks involve formulas in many of the cells, the workbooks
have been locked to ensure that formulas are not altered. (We have provided the password for you
at the end of this document.) The best way to use the workbooks is to leave the Example workbook
locked and look at it for reference. When you use the Blank workbook, we suggest you unlock it
and then immediately make a copy, in case you need to go back to the original.

Worksheet I: Market Demand and Clinic Capacity

For Worksheet I, you will need the following data:
v" Utilization rates (per thousand) for each specialty service you are considering;

V" Total patient population for each clinic that you are including as part of your potential
market;

v" Hourly rates that you expect to pay each specialist;
v" Number of hours that each specialist (or type of specialist) will contribute annually; and
v" Hourly patient capacity for each specialist or specialist type.

Step 1: Estimate the rate of demand for each specialty.

v" Utilization rates (per thousand) for each specialty service you are considering

Estimate the utilization per specialty for the population you have defined as your market. Typically,
if your clinic has not been providing specialty services, you will need to go outside your own records
to obtain this data. There are a number of options for this data, including a local IPA or HMO, or
ManagedCare.com (this requires a subscription).

Most resources for utilization estimates come from the commercial and Medi-Cal managed care
worlds and are based on a “users per 1,000 members” number. Your clinic may not count
“members,” but you can approximate the statistic using your own patient records. Start with a user
count, with “user” defined as a patient is a member who has come for a visit at least once in a year
(and “visit” defined as an Evaluation and Management code or Preventive Medicine Service code).
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To account for fluctuations in the data, add two years’ worth of users and divide in half. Use this
number as a proxy for members.

Example: The clinic has 40,000 users for 2007 and 35,000 for 2008. The proxy for members would
be (35,000 + 40,000)/2, or 37,500. If the specialty service you atre considering providing has
utilization of 200 per 1,000 members, for 37,500 “members” total expected utilization would be
[(37,500/1000) * 200)], ot 7,500 specialty visits.

The utilization estimates may require other adjustments in order to fit the circumstances of your
clinic or network. For example, commercial managed care data is for a population with more adults
and fewer children than is common in CCHCs, while Medi-Cal managed care data typically is the
reverse. The best data for your clinic can be obtained by sorting available data by the age ranges you
will be seeing,.

Similatly, if your specialist is not going to provide the full range of services that he/she would
provide in his/her office, you may need to adjust the estimated utilization rate, as the data assumes
all outpatient services.

Example: You are considering adding a urologist. She will not be doing any surgeries at the clinic
location. Her utilization is 20 per 1,000 members, but her surgeries represent 20% of her visits.
Reducing the 20 per 1,000 by 20% would give a more accurate projected utilization of 16 per 1,000
members.

Step 2: Estimate the total population of the market served by the specialty project at each
clinic participating.

v" Total patient population for each clinic that you are including as part of your potential
market

Enter the population you expect to serve with your specialty services. This could include just your
clinic, other clinics, and/or other community soutces. To obtain this figure from Uniform Data Set

data it would again be useful to take an average of two years to get a representative count.

Step 3: Estimate the specialists' capacities.

v" Hourly rates that you expect to pay each specialist
v Number of hours that each specialist (or type of specialist) will contribute annually
v" Hourly patient capacity for each specialist or specialist type

Enter the number of hours you expect the specialists to work annually, and the average number of
visits per hour for each specialist. The average visit per hour rate can be obtained from the
specialists” office data or from sources such as Medical Group Management Association (MGMA) if
you are not yet able to generate your own visit per hour rate. You will also enter an houtly
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compensation rate for each specialist or specialist type. If the provider is a volunteer, leave the
hourly rate blank.

Worksheet I Example

Steps 1 and 2: You have 100,000 clinic members to whom you want to provide cardiology
services. The estimated number of cardiologist visits that will be generated from this
population will be 46.80 visits per 1,000 population — thus, you can expect market demand
for 4,680 cardiology visits annually.

Step 3: Continuing with this example, you can estimate specialist capacity, using the number
of hours that a specialist provider is available.

Worksheet II: Patient Mix and Revenue

For Worksheet II, you will need the following data:
V' Percentage paid by each payer, for each specialty service, and
V" Average reimbursement from each payer, for each specialty service.

Step 4: Estimate payer mix and revenue for each specialty type.

v" Percentage paid by each payer, for each specialty service

These fields should include only the variable revenue sources that are unlimited (forwhich each visit
will equal a reimbursement). Fixed income, such as grant income, should not be included.

This mix may vary by specialty type, and should be entered accordingly. For example, a clinic might
expect a 60% Medicare mix for cardiology but only a 50% Medicare mix for dermatology.

For a hub model, you should forecast an overall payer mix based on the mixes of your own clinic
and those of any referring clinics. This should be done through projected patient counts (instead of
payer mix percentages) for maximum precision. For example, the providing clinic might expect to
send 50 Medi-Cal and 80 uninsured patients to the cardiologist annually, while Across-town Clinic
expects to send 20 Medi-Cal and 10 uninsured. These projected numbers should be combined to get
a single payer mix for each service, which is then entered into the worksheet.

A single clinic should enter its own projected payer mix for each service, and clinics contemplating a
circuit rider model should each complete the worksheet separately.

v" Average reimbursement from each payer, for each specialty service

As Medi-Cal and uninsured patients are likely to make up the largest percentages of most clinics’
payer mixes, these figures should be as precise as possible.
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Using the data sources above, you can calculate total revenue per service type, total revenue for all
specialty services, and average revenue per specialty visit.

Worksheet III: Expenses
For Worksheet I1I, you will need the following data...
v" Ratio of full-time equivalent (FTE) staff to FTE specialists per hour;
Houtly rates for staff;
Fringe benefit percentage for staff;
Other medical operating costs for specialty procedures;

Lab, pharmacy and imaging costs for uninsured patients; and

D N N N NN

Overhead and indirect costs as a percentage of total medical costs
for each of the following staff types:

* Medical assistant;

* Billing staff;

* Receptionist; and

* Referral coordinator.

The staff categories are suggestions only, based on the most common support staffing needs for
clinics adding specialty care. Every staffing pattern is different, of course. The worksheet does not
include a line item for nurses, for example, but if your model includes a new nursing position, then it
should be entered accordingly.

Step 5: Estimate hours per specialty

v" Ratio of full-time equivalent (FTE) staff to FTE specialists per hour

Staffing needs are entered as a ratio, compared to one specialist. For example, you may need 1.0
FTE (full time equivalent) medical assistants per 1.0 specialist, but only .50 FTE billing staff per 1.0
specialist. The worksheet will calculate the FTE support staff, in the various categories, needed per
FTE specialist.

These ratios can be obtained from MGMA or from the specialists’ own experience.

Using the hours per specialty provider entered in Worksheet I, Worksheet I1I calculates the ratio of
additional staff to specialists on an hourly basis.
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Step 6: Estimate expenses

The worksheet is set up to calculate ancillary costs (lab, imaging, and pharmacy) for uninsured
patients only. If you provide ancillary services in-house to all patients, including those with
insurance, the workbook will have to be modified to reflect the revenue and/or expenses for

ancillary services for those patients.

Worksheet III also includes a cell to input extra facility costs. These should be included only if the
specialty services will lead the clinic to incur additional facility expenses. A clinic may have facility
capacity and not incur additional costs, or may need to rent space for one specialty but not another.
The “facility costs” cell should therefore be filled with the total additional fixed costs to be incurred,
if any.

Worksheet IV: The Bottom Line

The final worksheet does not require additional data from you; it simply consolidates the
calculations from previous worksheets to provide estimates of the overall financial viability of
specialty services at your clinic. For each specialty service, it compares market capacity visits and
clinic capacity visits (from Worksheet I), average revenue per visit (from Worksheet II), and average
expense per visit (from Worksheet I1I) to derive a net profit or loss per visit and an overall net profit

or loss from specialty services.

Password

The password is “specialty.”
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Tool 1 Resource: 2007 Specialty Care Access Survey Template

Original document follows.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





1. WELCOME

INTRODUCTION

Thank you for participating in this critically needed survey which is part of a study being funded by Kaiser
Permanente Community Benefits in collaboration with the California Primary Care Association and the
California Association of Public Hospitals and Health Systems to learn more about access to specialty care
for our patients. The survey is being disseminated to all community health centers in California with a
companion study designed for dissemination to all public hospital systems in the state.

SURVEY INSTRUCTIONS

This survey should be completed by your organization’s Executive Director or Medical Director. While it is fine
to have multiple people help complete the survey if that is useful, only one survey should be completed per
clinic corporation.

Please answer all questions.

The survey has been pilot tested by several medical directors and should take no more than 45 minutes to
complete. Your ability to complete the survey efficiently will be enhanced by having any referral tracking
report your agency has for on-site and outside specialty referrals in front of you.

There are special instructions below regarding how to come back to this survey if you are likely to need to
take a break when completing it.

We need the survey to be completed no later than May 25, 2007.
For purposes of this survey:

» Please consider the range of specialty care areas, EXCLUDING mental health, dental services, substance
abuse, optometry, and podiatry.

» Please answer all questions with regard ONLY to your adult patients.

There are five broad categories of questions covered by this survey, in separate sections:
1. Respondent information

2. Outside specialty referrals and consultations

3. On-site specialty care services

4. Systems for organizing specialty referrals and consultations

5. General issues regarding access to care and improvements in access

Tips on working with the survey:

= If you find that you need to go back to a prior page or question, use the <> buttons at the bottom of
each page. DO NOT USE THE BACK FUNCTION IN YOUR BROWSER, or some of your answers will be deleted.

« The entire survey must be completed using the same computer. You will be able to stop and come back to
the survey as many times as you would like, as long as you use the same computer each time. The survey
identifies you as a unique user by your computer, not by your name or any other identifier.

« If you take a break during completion of the survey, or if you are “sharing” completion with another staff






member, keep the following in mind:

= When you close the link partway through the survey, and click on the link you started with again later, you
will be brought back to the point at which you stopped.

* You must click on the ORIGINAL link again to return to your survey, not the link that you see in your
address bar as you are taking the survey.

« If multiple people will be involved in completing the survey, they must use the same computer to fill out the
survey. For example, if one respondent fills out on set of questions (because they are more familiar with
those particular questions) and wants another person to fill out another part of the survey, the first person
can close the survey. To continue or finish the survey, the second (or third) respondent must use the
same computer and can open the survey by using the original survey link. They will be taken directly to
the point where the last person left off.

« There is no time limit for how long you can take between starting and finishing your survey, but we must
receive your completed survey no later than May 25.

2. DEFINITIONS

Specialty care: healthcare services provided by medical specialists with advanced training and specialized
clinical expertise in a specific field such as surgery, neurology, cardiology, rheumatology, dermatology,
oncology, orthopedics, ophthalmology, and others who generally do not have the first contact with patients,
but instead receive referrals for them from primary care providers.

On-site specialty care: specialty services provided within your community health center, by specialists or
advance trained providers as defined above.

Outside specialty care: specialty services provided outside of your community health center, through
referral to specialists in other settings.

Written referral guidelines: explicit, formal guidelines that indicate the types of conditions and diagnostic
screenings appropriate for specialty referrals and that describe the process for referring

Telemedicine: use of electronic communications/ information technologies to provide consultative,
diagnostic, educative and treatment services for patients and providers at a distance (includes
videoconferencing, satellite technology)






. SECTION 1: RESPONDENT INFORMATION

. Community Health Center name:

. Name of individual completing questionnaire:

. Organizational title of individual completing questionnaire:

. E-mail address:

. Phone (include area code first):

o

a6 0000000060060 000 0

County/Counties where your facility/facilities is/are: (check all that apply)
Alameda
Alpine
Amador
Butte
Calaveras
Colusa
Contra Costa
Del Norte

El Dorado
Fresno

Glenn
Humboldt
Imperial
Inyo

Kern

Kings

Lake

Lassen
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Los Angeles
Madera
Marin
Mariposa
Mendocino
Merced
Modoc

Mono
Monterey
Napa
Nevada
Orange
Placer
Plumas
Riverside
Sacramento

San Benito

San Bernardino

San Diego
San Francisco

San Joaquin

San Luis Obispo

San Mateo
Santa Barbara
Santa Clara
Santa Cruz
Shasta
Sierra
Siskiyou
Solano
Sonoma
Stanislaus
Sutter
Tehama
Trinity
Tulare
Tuolumne
Ventura
Yolo

Yuba






4. SECTION 1: RESPONDENT INFORMATION

7. For the specialty areas below, check the 3 most frequently needed areas
among your patients.

Three most frequently needed

Allergy/Immunology services e
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

a6 0000000006060 0O0

Other specialty services

8. If "Other specialty services" is checked above, please specify:

9. In the first column, check the 3 specialty areas most difficult to access for
your patients for all reasons; in the second column, check the 3 specialty areas
that are easiest for your patients to access.

Three most difficult to access Three easiest to access

Allergy/Immunology services J J
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

O I I
O T






High-risk obstetrics services
Oncology services
Opthamology services
Urological surgery/services
Vascular surgery

Orthopedic surgery/services
Other types of surgery
Otolaryngology services

Pulmonary disease services

O I I I I T I i
- e e e

Other specialty services

10. If "Other specialty services" is checked above, please specify:

5. SECTION 1: RESPONDENT INFORMATION

11. In your opinion, how often do providers limit making referrals in the
following areas because they know that specialty care is too difficult for their
patients to access?

Frequently limit Occasionally limit L
Never limit referrals
referrals referrals
Allergy/Immunology services _l J J

Cardiology services
Dermatology services
Endocrinology services
Gastroenterology services
Infectious disease services (incl. AIDS/HIV)
Nephrology services
Neurology services
High-risk obstetrics services
Oncology services
Opthamology services
Urological surgery/services
Vascular surgery

Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

O e I T T — T I i
O e I I I I
O I R I T R R R T






12. If "Other specialty services" is checked above, please specify:

6. SECTION 1: RESPONDENT INFORMATION

13. Based on your experience with primary care patients, how easy is it for
patients with different types of insurance coverage to access specialty care
across specialty services?

Somewhat easy to Somewhat difficult Very difficult to
Easy to access

access to access access
Private Insurance _l _l _l _l
Medi-cal l | | l | l |
No insurance l | l | l | l |

14. In your opinion, to what extent do each of the following issues impact
reduced availability of specialists for your patients?

No impact on reduced Some impact on A great deal of impact
availability reduced availability on reduced availability
Inappropriate referrals are made J J J
Patients miss scheduled appointments
Payor status | | |
Language and cultural barriers _] J _]
Severity or complexity of illness _l J J
Stigma associated with poverty J J J
Patients do not have what they need (lab reports, _l _l _l
medical records, diagnostics, etc.) when they go to
specialists
Other issues _l J _l

15. If "Other issues" is checked above, please specify:






7. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND CONSULTATIONS

Outside specialty care refers to specialty services provided outside of your community health center,
through referral to specialists in other settings.

16. What %6 of referrals for outside specialty care are made to specialists in
each of the following settings: (Total should =100%6)

Public Hospital or
County Health System

Other Community
Health Center

Private Hospital

University Teaching
Hospital

Private Provider Office

Out of area specialty
center

Other

17. If you assigned 26 to ""Other' above, please specify:

18. For each specialty area below, indicate the approximate number of outside
referrals made per month in the boxes below.

Allergy/Immunology | |
services

Cardiology services | |

Dermatology services | |

Endocrinology services | |

Gastroenterology | |
services

Infectious disease | |
services (incl. AIDS/HIV)

Nephrology services | |

Neurology services | |

High-risk obstetrics | |
services

Oncology services | |

Opthamology services | |

Urological | |
surgery/services

Vascular surgery | |






Orthopedic | |
surgery/services

Other types of surgery | |

Otolaryngology services | |

Pulmonary disease | |
services

Other specialty services | |

19. If "Other specialty services" is filled in above, please specify:

8. SECTION 2: OUTSIDE SPECIALTY REFERALLS AND CONSULTATIONS

20. How many of the outside specialty services referred to have written referral
guidelines (e.qg., explicit, formal guidelines that indicate the types of conditions
and diagnostic screenings appropriate for specialty referrals and that describe
the process for referring) for your primary care providers to use? (Check one):
_l None of them

A few of them

Most of them

- -

All of them

21. From the time a referral is made, approximately how long do your patients
generally wait to see an outside specialist in each specialty area below?

Indicate the range that comes closest to patient wait time for outside specialty
care:

1 month or More than 6

less 1-3 months 3-6 months months don't know

Allergy/Immunology services | | ) | ll | B
Cardiology services |

Dermatology services | | | B il |
Endocrinology services _] _] _] _] __l
Gastroenterology services _l _] _] _l _l
Infectious disease services (incl. AIDS/HIV) J J _j _j J
Nephrology services B l | gl | | B
Neurology services | | ) | il | il |
High-risk obstetrics services J J J J J
Oncology services | | ) | B il |
Opthamology services J _] _] _] J






Urological surgery/services
Vascular surgery
Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

R T R
- - -
T
O T
I T

22. If "Other specialty services" is checked above, please specify:

9. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND CONSULTATIONS

23. To what extent can your primary care providers expedite outside specialty
services for patients who have urgent needs (other than referring them to a
hospital emergency department)?

_] All of the time

Most of the time

Some of the time

None/almost none of the time

- -

24. Of the patients referred to outside specialty care, approximately what %6
result in a visit with a specialist? (Check the % that comes CLOSEST to your
estimate)

1 - 24% of referred patients

25 - 49% of referred patients

50 - 74% of referred patients

75 - 100% of referred patients

Don't know

- - - -

25. When your patients receive outside specialty care, approximately what 2o of
the time do your primary care providers receive consultation reports back from
treating specialists? (Check the 26 that comes CLOSEST to your estimate)

__l None of the time

1 - 24% of the time

25 - 49% of the time

50 - 74% of the time

75 - 100% of the time

- -






Don't know
B

26. Do you have telemedicine equipment in your facility?

(Telemedicine refers to electronic communications/ information technologies
(includes videoconferencing, satellite technology) to provide consultative,
diagnostic, educative and treatment services for patients and providers at a
distance)

If "NoO" is selected, you will be skipped ahead to another section

_l Yes _] No

10. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND

CONSULTATIONS

27. For which of the following specialties do your primary care patients utilize
telemedicine visits with outside specialists?

Check if telemedicine visits are used in these areas

Allergy/Immunology services _l
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

O O I I I I R

Other specialty services

28. If "Other specialty services" is checked above, please specity:






11. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

On-site specialty care refers to specialty services provided within your community health center, by
specialists or advance trained providers.

29. Do you provide any specialty services on-site?

If "No" is selected, you will be skipped ahead to another section

_l Yes _l No

12. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

30. Please indicate below which on-site specialties you regularly provide
and whether your specialist providers are paid or volunteer.

Paid Volunteer
Allergy/Immunology services I 1
Cardiology services J _]
Dermatology services I 3
Endocrinology services J J
Gastroenterology services _l _l
Infectious disease services (incl. AIDS/HIV) J J
Nephrology services J _]
Neurology services 3 13
High-risk obstetrics services J J
Oncology services _l _l
Opthamology services J J
Urological surgery/services _l _l
Vascular surgery J _l
Orthopedic surgery/services J _]
Other types of surgery 3 3
Otolaryngology services J J
Pulmonary disease services _l _]
Other specialty services J J
31. If "Other specialty services" is checked above, please specify:
| |






13. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

32. Approximately how many total unduplicated patients are seen monthly in
your on-site specialty services?

33. When your patients receive on-site specialty care, approximately what %o of
the time do your referring providers receive a consultation report back from the
treating specialist? (Check the 26 that comes CLOSEST to your estimate)

None of the time

1 - 24% of the time

25 - 49% of the time

50 - 74% of the time

75 - 100% of the time

T

Don't know

34. Have you received any special funding to initiate or support on-site specialty
services?

J Yes _] No

35. If yes, please specity type of funding:
| |

36. Approximately what percentage of the specialty care referrals made to your
on-site specialty services come from each of the following sources? (Total
should = 100%0)

Primary care providers in
your organization

Primary care providers
(outside your
organization) in other I
community health

centers

Private providers in the
community

Hospital emergency
department

Other






37. If you assigned 26 to ""Other" above, please specify:

14. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

38. Can patients self-refer to any of the on-site specialty services offered
without first being evaluated by a primary care provider?

_] Yes _] No

39. How have you found specialist providers to staff your on-site programs?
(Check all that apply)

Personal relationships of providers

Physician placement services

Local medical society

Local hospitals

Other community health centers

Residency programs

Advertising

a6 60 60 0 0 0

Other (please specify)

40. For which, if any, of the following on-site specialty services do you have
written referral guidelines (e.g., explicit, written guidelines that indicate the
types of conditions and diagnostic screenings appropriate for specialty referrals
and that describe the process for referring)?

Check all that apply

Allergy/Immunology services

-

Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

=T R T

Opthamology services






Urological surgery/services
Vascular surgery
Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

- - -

41. If "Other specialty services" is checked above, please specify:

15. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: sPECIALIST-

PROVIDED CARE OCCURI...

42. Once a referral has been made, approximately how long do your patients
generally wait to see an on-site specialist for the following services? (Indicate
the range that comes closest to patient wait time for on-site specialty care):

2 Wli-ikss or 2 Wriilrjstrfo 1 1 to 2 months 2 to 4 months Mor:]eort:;l;\ 4
Allergy/Immunology services _] _] _] _] _l
Cardiology services | | ) | B B
Dermatology services _] _] _] _] __l
Endocrinology services i | | ) | } | B
Gastroenterology services J _] _] _] J
Infectious disease services (incl. AIDS/HIV) | | 13 } | B
Nephrology services ) | ) | j | B B
Neurology services 13 l | | B B
High-risk obstetrics services | ) | j | B il |
Oncology services l | | 13 B Il
Opthamology services | ) | B B il |
Urological surgery/services J _j _] _] J
Vascular surgery B l | B B B
Orthopedic surgery/services _l _l _l _l _l
Other types of surgery 3 l | B B il |
Otolaryngology services _l _l _l _l _l
Pulmonary disease services ) | | B il | B
Other specialty services _l _l _l _l _l

43. If "Other specialty services" is checked above, please specify:






16. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

44. For the types of on-site specialty care provided, to what extent can your
primary care providers expedite consultation or care for patients with urgent
need?
_l All of the time

Most of the time

_l Some of the time
J None/almost none of the time

45. Of the patients referred for on-site specialty care, approximately what %o
result in a visit with the specialist? (Check the 26 that comes CLOSEST to your
estimate)

1 - 24% of referred patients

25 - 49% of referred patients

50 - 74% of referred patients

75 - 100% of referred patients

Don't know

-






17. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

46. Have any of your primary care providers expanded their practice to
Incorporate specialty activities (e.g., diagnostic assessment, specialty
procedures) in any of the areas below?

Check all that apply

Allergy/Immunology services g |
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

O O I I I R

Other specialty services

47. If "Other specialty services" is checked above, please specify:






18. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

48. Do you track the number of specialty referrals your organization’s primary
care providers make for either on-site or outside referrals?

_l Yes _l No

49. Which of the following types of systems do your primary care providers
utilize iIn managing specialty care clinical communications and information?
(Check all that apply):

Electronic specialty referrals (i.e., e-referral)

Direct electronic scheduling of specialty appointments for patients

Tracking software*

Disease registry*

Manual log for tracking referrals

Electronic medical records

E-mail communications with specialists

Other (please specify)

a6 60 60 0 0 0

50. If "Tracking software™ is checked above, please specify software name:

51. If "Disease registry" is checked above, please specify name:

52. Do your primary care providers have some way to identify urgent need in
the referral process to expedite your patients being seen by on-site or outside
specialists?

_l Yes J No






19. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

53. What do your primary care providers do to expedite the referral process?

Check all that apply
Call specialist directly in advance of referral J
E-mail specialist in advance of referral
E-referral indication
Mail specialist directly in advance of referral

Send letter with patient with instructions

- -

Other

54. If "Other" is checked above, please specify:

20. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

55. Do you have a formal system in place to ensure that medical records and
diagnostic materials get to patients’ on-site or outside specialty appointments?

_l Yes _l No

56. Approximately what %6 of the time do patients arrive at their on-site or
outside specialty appointments with everything they need (e.g., medical
records, completed diagnostic materials, etc)? (Check the % that comes
CLOSEST to your estimate)

Never

1 - 24% of the time
25 - 49% of the time
50 - 74% of the time
75 - 100% of the time

Don't know

- - -

57. How often does your facility provide the following types of support services
to your patients referred for either on-site or outside specialty care services:

Never Occasionally Frequently

Your staff schedules specialty care appointments for _] _l _]
patients

Your staff works with patients to make sure they get _l _l _l






TOTITC T P P UTTTCITTe Tt

You provide non-emergency transportation to
specialty appointments

You pay for outside specialty appointments

Your staff provides patients with appointment
reminders for specialty visits

Interpreters if needed

Other accommodations if needed

-
- w w
- w w

58. If "Other accommodations if needed" is checked above, please specify:

59. Approximately what 26 of the time are your primary care providers able to
consult with a specialist when consultation is needed? (Check the % that comes
CLOSEST to your estimate)

_l Never

1 - 24% of the time
25 - 49 % of the time
50 - 74% of the time

75 - 100% of the time

- -






21. SECTION 5: GENERAL ISSUES REGARDING ACCESS TO CARE AND

IMPROVEMENTS IN ACCE...

60. Which of the following activities have you been involved in to address or
raise awareness about the difficulties accessing specialty care services? (Check
all that apply):

Work with local medical society to encourage private practitioner engagement

Creation of individual agreements and relationships with providers

Work with Medi-Cal managed care plan to make access to specialty care services a priority

Community assessment(s) that quantify specialty care access for low income adults in your county and/or community
Grant-seeking to help offset the cost of specialty care

Development of coalitions of concerned stakeholders

Work with managed care companies

Work with clinic administrators and boards

Work with media sources to raise awareness

Other (please specify)

a6 60 00 0 0 0 0 0

61. Which efforts mentioned above have been most successful and why?

For each effort, please briefly describe its impact:

b

62. What strategies do you believe show the most promise for improving access
to specialty care?

63. Please describe one or more "'success stories' focused on changes your
facility has participated in that have improved your patients' access to specialty
care.

Please provide specific details regarding changes made:






22. SURVEY COMPLETE

Thank You. Your name and agency will be entered into the drawing.
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Tool 1 Resource: 2007 Specialty Care Access Survey Template

Original document follows.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





1. WELCOME

INTRODUCTION

Thank you for participating in this critically needed survey which is part of a study being funded by Kaiser
Permanente Community Benefits in collaboration with the California Primary Care Association and the
California Association of Public Hospitals and Health Systems to learn more about access to specialty care
for our patients. The survey is being disseminated to all community health centers in California with a
companion study designed for dissemination to all public hospital systems in the state.

SURVEY INSTRUCTIONS

This survey should be completed by your organization’s Executive Director or Medical Director. While it is fine
to have multiple people help complete the survey if that is useful, only one survey should be completed per
clinic corporation.

Please answer all questions.

The survey has been pilot tested by several medical directors and should take no more than 45 minutes to
complete. Your ability to complete the survey efficiently will be enhanced by having any referral tracking
report your agency has for on-site and outside specialty referrals in front of you.

There are special instructions below regarding how to come back to this survey if you are likely to need to
take a break when completing it.

We need the survey to be completed no later than May 25, 2007.
For purposes of this survey:

» Please consider the range of specialty care areas, EXCLUDING mental health, dental services, substance
abuse, optometry, and podiatry.

» Please answer all questions with regard ONLY to your adult patients.

There are five broad categories of questions covered by this survey, in separate sections:
1. Respondent information

2. Outside specialty referrals and consultations

3. On-site specialty care services

4. Systems for organizing specialty referrals and consultations

5. General issues regarding access to care and improvements in access

Tips on working with the survey:

= If you find that you need to go back to a prior page or question, use the <> buttons at the bottom of
each page. DO NOT USE THE BACK FUNCTION IN YOUR BROWSER, or some of your answers will be deleted.

« The entire survey must be completed using the same computer. You will be able to stop and come back to
the survey as many times as you would like, as long as you use the same computer each time. The survey
identifies you as a unique user by your computer, not by your name or any other identifier.

« If you take a break during completion of the survey, or if you are “sharing” completion with another staff






member, keep the following in mind:

= When you close the link partway through the survey, and click on the link you started with again later, you
will be brought back to the point at which you stopped.

* You must click on the ORIGINAL link again to return to your survey, not the link that you see in your
address bar as you are taking the survey.

« If multiple people will be involved in completing the survey, they must use the same computer to fill out the
survey. For example, if one respondent fills out on set of questions (because they are more familiar with
those particular questions) and wants another person to fill out another part of the survey, the first person
can close the survey. To continue or finish the survey, the second (or third) respondent must use the
same computer and can open the survey by using the original survey link. They will be taken directly to
the point where the last person left off.

« There is no time limit for how long you can take between starting and finishing your survey, but we must
receive your completed survey no later than May 25.

2. DEFINITIONS

Specialty care: healthcare services provided by medical specialists with advanced training and specialized
clinical expertise in a specific field such as surgery, neurology, cardiology, rheumatology, dermatology,
oncology, orthopedics, ophthalmology, and others who generally do not have the first contact with patients,
but instead receive referrals for them from primary care providers.

On-site specialty care: specialty services provided within your community health center, by specialists or
advance trained providers as defined above.

Outside specialty care: specialty services provided outside of your community health center, through
referral to specialists in other settings.

Written referral guidelines: explicit, formal guidelines that indicate the types of conditions and diagnostic
screenings appropriate for specialty referrals and that describe the process for referring

Telemedicine: use of electronic communications/ information technologies to provide consultative,
diagnostic, educative and treatment services for patients and providers at a distance (includes
videoconferencing, satellite technology)






. SECTION 1: RESPONDENT INFORMATION

. Community Health Center name:

. Name of individual completing questionnaire:

. Organizational title of individual completing questionnaire:

. E-mail address:

. Phone (include area code first):

o

a6 0000000060060 000 0

County/Counties where your facility/facilities is/are: (check all that apply)
Alameda
Alpine
Amador
Butte
Calaveras
Colusa
Contra Costa
Del Norte

El Dorado
Fresno

Glenn
Humboldt
Imperial
Inyo

Kern

Kings

Lake

Lassen
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Los Angeles
Madera
Marin
Mariposa
Mendocino
Merced
Modoc

Mono
Monterey
Napa
Nevada
Orange
Placer
Plumas
Riverside
Sacramento

San Benito

San Bernardino

San Diego
San Francisco

San Joaquin

San Luis Obispo

San Mateo
Santa Barbara
Santa Clara
Santa Cruz
Shasta
Sierra
Siskiyou
Solano
Sonoma
Stanislaus
Sutter
Tehama
Trinity
Tulare
Tuolumne
Ventura
Yolo

Yuba






4. SECTION 1: RESPONDENT INFORMATION

7. For the specialty areas below, check the 3 most frequently needed areas
among your patients.

Three most frequently needed

Allergy/Immunology services e
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

a6 0000000006060 0O0

Other specialty services

8. If "Other specialty services" is checked above, please specify:

9. In the first column, check the 3 specialty areas most difficult to access for
your patients for all reasons; in the second column, check the 3 specialty areas
that are easiest for your patients to access.

Three most difficult to access Three easiest to access

Allergy/Immunology services J J
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

O I I
O T






High-risk obstetrics services
Oncology services
Opthamology services
Urological surgery/services
Vascular surgery

Orthopedic surgery/services
Other types of surgery
Otolaryngology services

Pulmonary disease services

O I I I I T I i
- e e e

Other specialty services

10. If "Other specialty services" is checked above, please specify:

5. SECTION 1: RESPONDENT INFORMATION

11. In your opinion, how often do providers limit making referrals in the
following areas because they know that specialty care is too difficult for their
patients to access?

Frequently limit Occasionally limit L
Never limit referrals
referrals referrals
Allergy/Immunology services _l J J

Cardiology services
Dermatology services
Endocrinology services
Gastroenterology services
Infectious disease services (incl. AIDS/HIV)
Nephrology services
Neurology services
High-risk obstetrics services
Oncology services
Opthamology services
Urological surgery/services
Vascular surgery

Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

O e I T T — T I i
O e I I I I
O I R I T R R R T






12. If "Other specialty services" is checked above, please specify:

6. SECTION 1: RESPONDENT INFORMATION

13. Based on your experience with primary care patients, how easy is it for
patients with different types of insurance coverage to access specialty care
across specialty services?

Somewhat easy to Somewhat difficult Very difficult to
Easy to access

access to access access
Private Insurance _l _l _l _l
Medi-cal l | | l | l |
No insurance l | l | l | l |

14. In your opinion, to what extent do each of the following issues impact
reduced availability of specialists for your patients?

No impact on reduced Some impact on A great deal of impact
availability reduced availability on reduced availability
Inappropriate referrals are made J J J
Patients miss scheduled appointments
Payor status | | |
Language and cultural barriers _] J _]
Severity or complexity of illness _l J J
Stigma associated with poverty J J J
Patients do not have what they need (lab reports, _l _l _l
medical records, diagnostics, etc.) when they go to
specialists
Other issues _l J _l

15. If "Other issues" is checked above, please specify:






7. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND CONSULTATIONS

Outside specialty care refers to specialty services provided outside of your community health center,
through referral to specialists in other settings.

16. What %6 of referrals for outside specialty care are made to specialists in
each of the following settings: (Total should =100%6)

Public Hospital or
County Health System

Other Community
Health Center

Private Hospital

University Teaching
Hospital

Private Provider Office

Out of area specialty
center

Other

17. If you assigned 26 to ""Other' above, please specify:

18. For each specialty area below, indicate the approximate number of outside
referrals made per month in the boxes below.

Allergy/Immunology | |
services

Cardiology services | |

Dermatology services | |

Endocrinology services | |

Gastroenterology | |
services

Infectious disease | |
services (incl. AIDS/HIV)

Nephrology services | |

Neurology services | |

High-risk obstetrics | |
services

Oncology services | |

Opthamology services | |

Urological | |
surgery/services

Vascular surgery | |






Orthopedic | |
surgery/services

Other types of surgery | |

Otolaryngology services | |

Pulmonary disease | |
services

Other specialty services | |

19. If "Other specialty services" is filled in above, please specify:

8. SECTION 2: OUTSIDE SPECIALTY REFERALLS AND CONSULTATIONS

20. How many of the outside specialty services referred to have written referral
guidelines (e.qg., explicit, formal guidelines that indicate the types of conditions
and diagnostic screenings appropriate for specialty referrals and that describe
the process for referring) for your primary care providers to use? (Check one):
_l None of them

A few of them

Most of them

- -

All of them

21. From the time a referral is made, approximately how long do your patients
generally wait to see an outside specialist in each specialty area below?

Indicate the range that comes closest to patient wait time for outside specialty
care:

1 month or More than 6

less 1-3 months 3-6 months months don't know

Allergy/Immunology services | | ) | ll | B
Cardiology services |

Dermatology services | | | B il |
Endocrinology services _] _] _] _] __l
Gastroenterology services _l _] _] _l _l
Infectious disease services (incl. AIDS/HIV) J J _j _j J
Nephrology services B l | gl | | B
Neurology services | | ) | il | il |
High-risk obstetrics services J J J J J
Oncology services | | ) | B il |
Opthamology services J _] _] _] J






Urological surgery/services
Vascular surgery
Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

R T R
- - -
T
O T
I T

22. If "Other specialty services" is checked above, please specify:

9. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND CONSULTATIONS

23. To what extent can your primary care providers expedite outside specialty
services for patients who have urgent needs (other than referring them to a
hospital emergency department)?

_] All of the time

Most of the time

Some of the time

None/almost none of the time

- -

24. Of the patients referred to outside specialty care, approximately what %6
result in a visit with a specialist? (Check the % that comes CLOSEST to your
estimate)

1 - 24% of referred patients

25 - 49% of referred patients

50 - 74% of referred patients

75 - 100% of referred patients

Don't know

- - - -

25. When your patients receive outside specialty care, approximately what 2o of
the time do your primary care providers receive consultation reports back from
treating specialists? (Check the 26 that comes CLOSEST to your estimate)

__l None of the time

1 - 24% of the time

25 - 49% of the time

50 - 74% of the time

75 - 100% of the time

- -






Don't know
B

26. Do you have telemedicine equipment in your facility?

(Telemedicine refers to electronic communications/ information technologies
(includes videoconferencing, satellite technology) to provide consultative,
diagnostic, educative and treatment services for patients and providers at a
distance)

If "NoO" is selected, you will be skipped ahead to another section

_l Yes _] No

10. SECTION 2: OUTSIDE SPECIALTY REFERRALS AND

CONSULTATIONS

27. For which of the following specialties do your primary care patients utilize
telemedicine visits with outside specialists?

Check if telemedicine visits are used in these areas

Allergy/Immunology services _l
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

O O I I I I R

Other specialty services

28. If "Other specialty services" is checked above, please specity:






11. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

On-site specialty care refers to specialty services provided within your community health center, by
specialists or advance trained providers.

29. Do you provide any specialty services on-site?

If "No" is selected, you will be skipped ahead to another section

_l Yes _l No

12. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

30. Please indicate below which on-site specialties you regularly provide
and whether your specialist providers are paid or volunteer.

Paid Volunteer
Allergy/Immunology services I 1
Cardiology services J _]
Dermatology services I 3
Endocrinology services J J
Gastroenterology services _l _l
Infectious disease services (incl. AIDS/HIV) J J
Nephrology services J _]
Neurology services 3 13
High-risk obstetrics services J J
Oncology services _l _l
Opthamology services J J
Urological surgery/services _l _l
Vascular surgery J _l
Orthopedic surgery/services J _]
Other types of surgery 3 3
Otolaryngology services J J
Pulmonary disease services _l _]
Other specialty services J J
31. If "Other specialty services" is checked above, please specify:
| |






13. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

32. Approximately how many total unduplicated patients are seen monthly in
your on-site specialty services?

33. When your patients receive on-site specialty care, approximately what %o of
the time do your referring providers receive a consultation report back from the
treating specialist? (Check the 26 that comes CLOSEST to your estimate)

None of the time

1 - 24% of the time

25 - 49% of the time

50 - 74% of the time

75 - 100% of the time

T

Don't know

34. Have you received any special funding to initiate or support on-site specialty
services?

J Yes _] No

35. If yes, please specity type of funding:
| |

36. Approximately what percentage of the specialty care referrals made to your
on-site specialty services come from each of the following sources? (Total
should = 100%0)

Primary care providers in
your organization

Primary care providers
(outside your
organization) in other I
community health

centers

Private providers in the
community

Hospital emergency
department

Other






37. If you assigned 26 to ""Other" above, please specify:

14. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

38. Can patients self-refer to any of the on-site specialty services offered
without first being evaluated by a primary care provider?

_] Yes _] No

39. How have you found specialist providers to staff your on-site programs?
(Check all that apply)

Personal relationships of providers

Physician placement services

Local medical society

Local hospitals

Other community health centers

Residency programs

Advertising

a6 60 60 0 0 0

Other (please specify)

40. For which, if any, of the following on-site specialty services do you have
written referral guidelines (e.g., explicit, written guidelines that indicate the
types of conditions and diagnostic screenings appropriate for specialty referrals
and that describe the process for referring)?

Check all that apply

Allergy/Immunology services

-

Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

=T R T

Opthamology services






Urological surgery/services
Vascular surgery
Orthopedic surgery/services
Other types of surgery
Otolaryngology services
Pulmonary disease services

Other specialty services

- - -

41. If "Other specialty services" is checked above, please specify:

15. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: sPECIALIST-

PROVIDED CARE OCCURI...

42. Once a referral has been made, approximately how long do your patients
generally wait to see an on-site specialist for the following services? (Indicate
the range that comes closest to patient wait time for on-site specialty care):

2 Wli-ikss or 2 Wriilrjstrfo 1 1 to 2 months 2 to 4 months Mor:]eort:;l;\ 4
Allergy/Immunology services _] _] _] _] _l
Cardiology services | | ) | B B
Dermatology services _] _] _] _] __l
Endocrinology services i | | ) | } | B
Gastroenterology services J _] _] _] J
Infectious disease services (incl. AIDS/HIV) | | 13 } | B
Nephrology services ) | ) | j | B B
Neurology services 13 l | | B B
High-risk obstetrics services | ) | j | B il |
Oncology services l | | 13 B Il
Opthamology services | ) | B B il |
Urological surgery/services J _j _] _] J
Vascular surgery B l | B B B
Orthopedic surgery/services _l _l _l _l _l
Other types of surgery 3 l | B B il |
Otolaryngology services _l _l _l _l _l
Pulmonary disease services ) | | B il | B
Other specialty services _l _l _l _l _l

43. If "Other specialty services" is checked above, please specify:






16. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

44. For the types of on-site specialty care provided, to what extent can your
primary care providers expedite consultation or care for patients with urgent
need?
_l All of the time

Most of the time

_l Some of the time
J None/almost none of the time

45. Of the patients referred for on-site specialty care, approximately what %o
result in a visit with the specialist? (Check the 26 that comes CLOSEST to your
estimate)

1 - 24% of referred patients

25 - 49% of referred patients

50 - 74% of referred patients

75 - 100% of referred patients

Don't know

-






17. SECTION 3: ON-SITE SPECIALTY CARE SERVICES: SPECIALIST-

PROVIDED CARE OCCURI...

46. Have any of your primary care providers expanded their practice to
Incorporate specialty activities (e.g., diagnostic assessment, specialty
procedures) in any of the areas below?

Check all that apply

Allergy/Immunology services g |
Cardiology services

Dermatology services

Endocrinology services

Gastroenterology services

Infectious disease services (incl. AIDS/HIV)
Nephrology services

Neurology services

High-risk obstetrics services

Oncology services

Opthamology services

Urological surgery/services

Vascular surgery

Orthopedic surgery/services

Other types of surgery

Otolaryngology services

Pulmonary disease services

O O I I I R

Other specialty services

47. If "Other specialty services" is checked above, please specify:






18. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

48. Do you track the number of specialty referrals your organization’s primary
care providers make for either on-site or outside referrals?

_l Yes _l No

49. Which of the following types of systems do your primary care providers
utilize iIn managing specialty care clinical communications and information?
(Check all that apply):

Electronic specialty referrals (i.e., e-referral)

Direct electronic scheduling of specialty appointments for patients

Tracking software*

Disease registry*

Manual log for tracking referrals

Electronic medical records

E-mail communications with specialists

Other (please specify)

a6 60 60 0 0 0

50. If "Tracking software™ is checked above, please specify software name:

51. If "Disease registry" is checked above, please specify name:

52. Do your primary care providers have some way to identify urgent need in
the referral process to expedite your patients being seen by on-site or outside
specialists?

_l Yes J No






19. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

53. What do your primary care providers do to expedite the referral process?

Check all that apply
Call specialist directly in advance of referral J
E-mail specialist in advance of referral
E-referral indication
Mail specialist directly in advance of referral

Send letter with patient with instructions

- -

Other

54. If "Other" is checked above, please specify:

20. SECTION 4: SYSTEMS FOR ORGANIZING SPECIALTY REFERRALS

AND CONSULTATIONS

55. Do you have a formal system in place to ensure that medical records and
diagnostic materials get to patients’ on-site or outside specialty appointments?

_l Yes _l No

56. Approximately what %6 of the time do patients arrive at their on-site or
outside specialty appointments with everything they need (e.g., medical
records, completed diagnostic materials, etc)? (Check the % that comes
CLOSEST to your estimate)

Never

1 - 24% of the time
25 - 49% of the time
50 - 74% of the time
75 - 100% of the time

Don't know

- - -

57. How often does your facility provide the following types of support services
to your patients referred for either on-site or outside specialty care services:

Never Occasionally Frequently

Your staff schedules specialty care appointments for _] _l _]
patients

Your staff works with patients to make sure they get _l _l _l






TOTITC T P P UTTTCITTe Tt

You provide non-emergency transportation to
specialty appointments

You pay for outside specialty appointments

Your staff provides patients with appointment
reminders for specialty visits

Interpreters if needed

Other accommodations if needed

-
- w w
- w w

58. If "Other accommodations if needed" is checked above, please specify:

59. Approximately what 26 of the time are your primary care providers able to
consult with a specialist when consultation is needed? (Check the % that comes
CLOSEST to your estimate)

_l Never

1 - 24% of the time
25 - 49 % of the time
50 - 74% of the time

75 - 100% of the time

- -






21. SECTION 5: GENERAL ISSUES REGARDING ACCESS TO CARE AND

IMPROVEMENTS IN ACCE...

60. Which of the following activities have you been involved in to address or
raise awareness about the difficulties accessing specialty care services? (Check
all that apply):

Work with local medical society to encourage private practitioner engagement

Creation of individual agreements and relationships with providers

Work with Medi-Cal managed care plan to make access to specialty care services a priority

Community assessment(s) that quantify specialty care access for low income adults in your county and/or community
Grant-seeking to help offset the cost of specialty care

Development of coalitions of concerned stakeholders

Work with managed care companies

Work with clinic administrators and boards

Work with media sources to raise awareness

Other (please specify)

a6 60 00 0 0 0 0 0

61. Which efforts mentioned above have been most successful and why?

For each effort, please briefly describe its impact:

b

62. What strategies do you believe show the most promise for improving access
to specialty care?

63. Please describe one or more "'success stories' focused on changes your
facility has participated in that have improved your patients' access to specialty
care.

Please provide specific details regarding changes made:






22. SURVEY COMPLETE

Thank You. Your name and agency will be entered into the drawing.
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Tool 2a: Financial Feasibility Workbook Instructions

The Financial Feasibility workbooks are two instances of the same interactive tool. The Example,
Tool 2b, is filled out with sample information, and the Blank, Tool 2c, is blank, for you to fill out
with your own information. Like the other tools, the Workbooks are attached to the main Toolkit

document.

Because the calculations in the workbooks involve formulas in many of the cells, the workbooks
have been locked to ensure that formulas are not altered. (We have provided the password for you
at the end of this document.) The best way to use the workbooks is to leave the Example workbook
locked and look at it for reference. When you use the Blank workbook, we suggest you unlock it
and then immediately make a copy, in case you need to go back to the original.

Worksheet I: Market Demand and Clinic Capacity

For Worksheet I, you will need the following data:
v" Utilization rates (per thousand) for each specialty service you are considering;

V" Total patient population for each clinic that you are including as part of your potential
market;

v" Hourly rates that you expect to pay each specialist;
v" Number of hours that each specialist (or type of specialist) will contribute annually; and
v" Hourly patient capacity for each specialist or specialist type.

Step 1: Estimate the rate of demand for each specialty.

v" Utilization rates (per thousand) for each specialty service you are considering

Estimate the utilization per specialty for the population you have defined as your market. Typically,
if your clinic has not been providing specialty services, you will need to go outside your own records
to obtain this data. There are a number of options for this data, including a local IPA or HMO, or
ManagedCare.com (this requires a subscription).

Most resources for utilization estimates come from the commercial and Medi-Cal managed care
worlds and are based on a “users per 1,000 members” number. Your clinic may not count
“members,” but you can approximate the statistic using your own patient records. Start with a user
count, with “user” defined as a patient is a member who has come for a visit at least once in a year
(and “visit” defined as an Evaluation and Management code or Preventive Medicine Service code).

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





To account for fluctuations in the data, add two years’ worth of users and divide in half. Use this
number as a proxy for members.

Example: The clinic has 40,000 users for 2007 and 35,000 for 2008. The proxy for members would
be (35,000 + 40,000)/2, or 37,500. If the specialty service you atre considering providing has
utilization of 200 per 1,000 members, for 37,500 “members” total expected utilization would be
[(37,500/1000) * 200)], ot 7,500 specialty visits.

The utilization estimates may require other adjustments in order to fit the circumstances of your
clinic or network. For example, commercial managed care data is for a population with more adults
and fewer children than is common in CCHCs, while Medi-Cal managed care data typically is the
reverse. The best data for your clinic can be obtained by sorting available data by the age ranges you
will be seeing,.

Similatly, if your specialist is not going to provide the full range of services that he/she would
provide in his/her office, you may need to adjust the estimated utilization rate, as the data assumes
all outpatient services.

Example: You are considering adding a urologist. She will not be doing any surgeries at the clinic
location. Her utilization is 20 per 1,000 members, but her surgeries represent 20% of her visits.
Reducing the 20 per 1,000 by 20% would give a more accurate projected utilization of 16 per 1,000
members.

Step 2: Estimate the total population of the market served by the specialty project at each
clinic participating.

v" Total patient population for each clinic that you are including as part of your potential
market

Enter the population you expect to serve with your specialty services. This could include just your
clinic, other clinics, and/or other community soutces. To obtain this figure from Uniform Data Set

data it would again be useful to take an average of two years to get a representative count.

Step 3: Estimate the specialists' capacities.

v" Hourly rates that you expect to pay each specialist
v Number of hours that each specialist (or type of specialist) will contribute annually
v" Hourly patient capacity for each specialist or specialist type

Enter the number of hours you expect the specialists to work annually, and the average number of
visits per hour for each specialist. The average visit per hour rate can be obtained from the
specialists” office data or from sources such as Medical Group Management Association (MGMA) if
you are not yet able to generate your own visit per hour rate. You will also enter an houtly
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compensation rate for each specialist or specialist type. If the provider is a volunteer, leave the
hourly rate blank.

Worksheet I Example

Steps 1 and 2: You have 100,000 clinic members to whom you want to provide cardiology
services. The estimated number of cardiologist visits that will be generated from this
population will be 46.80 visits per 1,000 population — thus, you can expect market demand
for 4,680 cardiology visits annually.

Step 3: Continuing with this example, you can estimate specialist capacity, using the number
of hours that a specialist provider is available.

Worksheet II: Patient Mix and Revenue

For Worksheet II, you will need the following data:
V' Percentage paid by each payer, for each specialty service, and
V" Average reimbursement from each payer, for each specialty service.

Step 4: Estimate payer mix and revenue for each specialty type.

v" Percentage paid by each payer, for each specialty service

These fields should include only the variable revenue sources that are unlimited (forwhich each visit
will equal a reimbursement). Fixed income, such as grant income, should not be included.

This mix may vary by specialty type, and should be entered accordingly. For example, a clinic might
expect a 60% Medicare mix for cardiology but only a 50% Medicare mix for dermatology.

For a hub model, you should forecast an overall payer mix based on the mixes of your own clinic
and those of any referring clinics. This should be done through projected patient counts (instead of
payer mix percentages) for maximum precision. For example, the providing clinic might expect to
send 50 Medi-Cal and 80 uninsured patients to the cardiologist annually, while Across-town Clinic
expects to send 20 Medi-Cal and 10 uninsured. These projected numbers should be combined to get
a single payer mix for each service, which is then entered into the worksheet.

A single clinic should enter its own projected payer mix for each service, and clinics contemplating a
circuit rider model should each complete the worksheet separately.

v" Average reimbursement from each payer, for each specialty service

As Medi-Cal and uninsured patients are likely to make up the largest percentages of most clinics’
payer mixes, these figures should be as precise as possible.
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Using the data sources above, you can calculate total revenue per service type, total revenue for all
specialty services, and average revenue per specialty visit.

Worksheet III: Expenses
For Worksheet I1I, you will need the following data...
v" Ratio of full-time equivalent (FTE) staff to FTE specialists per hour;
Houtly rates for staff;
Fringe benefit percentage for staff;
Other medical operating costs for specialty procedures;

Lab, pharmacy and imaging costs for uninsured patients; and

D N N N NN

Overhead and indirect costs as a percentage of total medical costs
for each of the following staff types:

* Medical assistant;

* Billing staff;

* Receptionist; and

* Referral coordinator.

The staff categories are suggestions only, based on the most common support staffing needs for
clinics adding specialty care. Every staffing pattern is different, of course. The worksheet does not
include a line item for nurses, for example, but if your model includes a new nursing position, then it
should be entered accordingly.

Step 5: Estimate hours per specialty

v" Ratio of full-time equivalent (FTE) staff to FTE specialists per hour

Staffing needs are entered as a ratio, compared to one specialist. For example, you may need 1.0
FTE (full time equivalent) medical assistants per 1.0 specialist, but only .50 FTE billing staff per 1.0
specialist. The worksheet will calculate the FTE support staff, in the various categories, needed per
FTE specialist.

These ratios can be obtained from MGMA or from the specialists’ own experience.

Using the hours per specialty provider entered in Worksheet I, Worksheet I1I calculates the ratio of
additional staff to specialists on an hourly basis.
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Step 6: Estimate expenses

The worksheet is set up to calculate ancillary costs (lab, imaging, and pharmacy) for uninsured
patients only. If you provide ancillary services in-house to all patients, including those with
insurance, the workbook will have to be modified to reflect the revenue and/or expenses for

ancillary services for those patients.

Worksheet III also includes a cell to input extra facility costs. These should be included only if the
specialty services will lead the clinic to incur additional facility expenses. A clinic may have facility
capacity and not incur additional costs, or may need to rent space for one specialty but not another.
The “facility costs” cell should therefore be filled with the total additional fixed costs to be incurred,
if any.

Worksheet IV: The Bottom Line

The final worksheet does not require additional data from you; it simply consolidates the
calculations from previous worksheets to provide estimates of the overall financial viability of
specialty services at your clinic. For each specialty service, it compares market capacity visits and
clinic capacity visits (from Worksheet I), average revenue per visit (from Worksheet II), and average
expense per visit (from Worksheet I1I) to derive a net profit or loss per visit and an overall net profit

or loss from specialty services.

Password

The password is “specialty.”
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Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

1. Purpose

This policy and procedure exists as a guide to be followed by primary care providers/clinic staff for all
referrals being made to the Southside Coalition of Community Health Centers’ (the Coalition) for the
Podiatry Clinic, as operated by St. John’s Well Child and Family Center at 5801 S. Hoover Street, Los
Angeles, CA 90037. This Policy is in place to assure that the referral process is completed correctly
throughout its’ sequence.

2. Scope

This policy and procedure applies to all staff at Enter Clinic name here involved in the referral process.
Staff includes: enter all staff (titles) involved in the referral process here. For example: Referral
Coordinator (RC), Provider, Medical Assistant (MA). The scope of this document outlines the process
to be followed from the initial receipt of the provider referral to the follow-up required upon the
completion of the patient visit to the Podiatry Clinic.

3. Responsibilities

. Enter Staff Title(s) has the responsibility for the maintenance of this procedure.

4. Actions

A Making the Referral

Steps Who is Responsible? Notes
1. Patient is seen at enter your Provider
clinic name here.
2. Upon examination, make a Provider

determination to refer the
patient for podiatry care at
SJWCFC.

3. Complete the Specialty referral Provider
form.

4. Give referral form to enter Provider, MA
department/staff who manages
all referrals

5. Give the patient an appointment RC * The SCC is available by
before leaving the clinic. There telephone Tuesday
are two options to do this: through Friday for
a. Call the Specialty Care scheduling appointments.
Coordinator (SCC) directly
to schedule a patient
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Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes
appointment at
<removed>
b. Review the appointment
calendar that is emailed by
the SCC weekly and give
the patient an appointment
based on available time
slots.

6. Give the patient an appointment RC
card with the map and
directions to the Podiatry Clinic

7. Create a new case in Patient RC
Tracking System for the patient.

8. Enter patient referral RC e Clinic staff initiating the
information into the Coalition referral will enter the
Care Net, a web-based referral tentative appointment date
and information retrieval under the “Referral
system. Electronically scan Coordinator Notes” section
and upload any pertinent notes, in CCN. For Example:
labs, or x-rays to the referral “Pt appt requested for
system. 01/31/09 at 9:15am.”

Do not enter the
If the patient has health appointment date under
insurance: the drop down menu for
a. A treatment authorization the date of appointment.
must be completed,
scanned and attached to * Once an appointment is
the referral on CCN confirmed by the SCC, the
b. A copy of the patients medical clinic staff at the referring
insurance card (front and clinic will receive an email
back) must be scanned and to confirm the date and
attached to the referral time of the patient’s
using CCN appointment.

* Patients with health
insurance may be referred
to the Podiatry Clinic.

9. The week of the appointment, RC
the clinic staff will receive a list
of all appointments scheduled
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Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes

for the Podiatry clinic for their
patients, and will be responsible
for initiating reminder calls.

B Results of Referral

Steps Who is Responsible? Notes
1. Check for automatically RC * Once the patient has
generated email (to notify been seen by the
that Specialist case notes specialist, the
are completed) on a daily progress/case notes will
basis. be available within two (2)

to five (5) business days
on the web based
system. Urgent requests
will be available within
one (1) to two (2)
business days.

e SCC will notify referring
clinic of any urgent notes
within one (1) business
day of completed visit, by
telephone or email.

2. Enter progress/case note RC
information into Patient
Tracking System and close
the case.

3. Print the case note from RC
CCN and give to the
referring provider for

review.

4. Determine whether the Provider * In the event that the
patient's medical record patient will require
needs to be pulled for additional visits to the

review or the progress/case
note can be filed into the
patient's medical record

specialist, the SCC will
have the authority to
reschedule the patient for
a follow-up appointment
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Policy & Procedures

Referral to Podiatry Clinic

Steps

Who is Responsible?

Notes

with the specialist,
immediately following the
patients’ visit with the
specialist.

5. File progress/case notes in
patient medical record
under specify section of
medical record here once
referral is completed.

Medical records
representative

C Additional Follow-Up

In the event that additional follow up is needed for procedures, labs, x-rays,
medication or other diagnostic information the following will apply.

Steps Who is Responsible? Notes
1. Patient will bring all written Specify Specialist will make all
orders from the Specialist to requests in writing for any
Enter clinic name here and will additional follow up
present to specify a staff or needed.
department who will receive
this request.. SCC will instruct the
patient to return to
referring clinic and present
to the specify staff or
department..
2. Wil follow existing walk-in specify
Policy/Procedures outlined by
enter clinic name here to order
labs, fill prescriptions, etc.
3. Send requested labs, follow-up RC

information to SCC via
electronic transmission once
completed.

4. |If the patient requires
intervention beyond the scope
of care by the podiatrist in an

RC/SCC/Podiatrist
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Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes

outpatient setting:

a. The patient will be
scheduled directly by the
podiatrist or SCC for the
procedure at an
appropriate venue.

b. The patient will be referred
to the Department of
Health Services using RPS
by the clinic staff.

5. Associated Documents

Specialist Referral Guidelines
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Tool 9 Resource: Referral Guidelines from Shasta Ambulatory Care

Excerpt of original document follows.
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SHASTA COMMUNITY HEALTH CENTER

Policy: Ambulatory Care Guidelines

Manual: Medical Staff/Clinical

Effective Date: October 28, 1998

Revision Date: Reviewed 02.02.05

Number of Pages: 61

Number of Forms: None

JCAHO STD’s: PC 1.10-15.30

Saved As: CMO 2006 Manual

Approved By:
Medical Directors
SCHC Board of Directors

Date Review/Edited:
January 3, 2006
January 24, 2006

Policy:

It is the policy of Shasta Community Health Center to provide ambulatory care

guidelines for clinicians.

Purpose/Goal:

The purpose of this policy is to provide consistent services to both patients and other
medical providers by establishing guidelines for the delivery of primary care services
and directives regarding referral consultations.

Procedure:

See

Page 2 of 4

Following:






O GASTROENTEROLOGY

PRIMARY CARE CLINICIAN SHOULD:

1.

Diagnose lower abdominal pain by history, physical examination, and appropriate lab work.
Sigmoidoscopy should be performed if clinically indicated and if trained. Referral to surgery
is appropriate for suspected acute abdomen, such as appendicitis or to gynecology for
suspected pelvic disorder. Gl consultation may be appropriate if the diagnosis remains
uncertain or is refractory to initial therapy.

Diagnose acute diarrhea with fecal leukocytes, stool culture if fecal leukocytes positive or
suspicion of salmonella, ova and parasites, and sigmoidoscopy if indicated. Treat infectious
diarrhea if identified. Refer if the diagnosis remains in question or symptoms do not respond
within 72-96 hours of the initiation of therapy.

Diagnose conditions associated with changes in stool caliber, tenesmus or an alteration in
stable bowel patterns. Evaluation may include a barium enema and flexible sigmoidoscopy
or colonoscopy. Refer if polyps or other abnormalities are found or if no diagnosis has been
established by examination.

Diagnose causes for protracted vomiting and nausea by examination, x-ray, and laboratory.
Treat with appropriate outpatient rectal or parenteral medications and 1V fluids. Gl
consultation may be appropriate if the diagnosis is uncertain or the patient is refractory to
initial therapy. Refer to surgeon for suspected bowel obstruction.

Diagnose and treat heartburn(GERD), upper abdominal pain, and symptoms of reflux or acid
peptic disease. Refer for persistent or recurrent symptoms for over eight weeks. Early
referral may be appropriate for patients over the age of 50 with new symptoms, patients with
guaiac positive stool, or patients with dysphagia or weight loss.

Diagnose functional bowel syndrome by history, examination, laboratory or other tests,
which may include sigmoidoscopy and barium enema and, if needed, psychiatric evaluation.
Treat symptomatically. Refer if abnormalities are found, there is associated bleeding or
weight loss, or if symptoms are refractory to therapy.

Diagnose jaundice by history, examination, and laboratory including hepatitis serology,
ultrasound, and CT scan if indicated. Refer if jaundice is complicated by fever, is
progressive, associated with intractable ascites or if there is undiagnosed hepatocellular
disease. Refer extrahepatic or intrahepatic bile duct obstruction for Gl and surgical
consultation.

Diagnose and treat patients with pancreatitis, expecting a favorable response to conservative
treatment in patients with chronic relapsing pancreatitis. Consult for patients with initial
episode of acute pancreatitis, and consider early surgical consultation if course is unfavorable
or complicated. Consult for patients with malabsorption secondary to chronic pancreatitis.

Diagnose ascites by history, examination, laboratory and paracentesis if qualified.
Paracentesis should be done in new onset ascites, fever, altered mental status, or changing
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10.

11.

12.

13.

14.

clinical course. Refer if paracentesis fluid is an exudate, chylous, intractable or if the
diagnosis remains in question. Treat with diet and diuretics.

Resuscitate for acute upper Gl and lower intestinal bleeding and refer immediately for
consultation with gastroenterology and perhaps general surgery.

Manage stable inflammatory bowel disease with appropriate medications. Consultation is
appropriate for the initial diagnosis, colonoscopy if indicated, or if control is not well
maintained. Consult for acute exacerbation of inflammatory bowel disease.

Screen for colon cancer according to a recommended schedule. Guidelines for usual risk
patients include an annual digital rectal exam after age 40 or 50, annual fecal occult blood test
after age 50, and flexible sigmoidoscopy every three to five years after age 50. In testing for
occult fecal blood, the dietary restriction should stress cooked vegetables, avoidance of red
meat and non-steroidal anti-inflammatory drugs prior to testing. Earlier or more frequent
examinations are indicated for high-risk patients.  Consultation for colonoscopy is
appropriate for a patient in whom an adequately done stool for occult blood test had been
positive in the absence of obvious lower Gl tract bleeding.

Screen for Hepatitis as appropriate. If referral for Hepatitis C is appropriate, see the attached
guidelines.

REFERRAL PROCESS: Gastroenterology Clinic is twice monthly at SCHC
with Drs. Blankenberg and Spinka

Endoscopy referrals can be made directly to their office
Hepatitis C Clinic is twice monthly at SCHC with Dr.

Stanfield and Mr. Houston, Hepatitis C video is monthly
and must be seen by patient prior to clinic appointment
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O GASTROENTEROLOGY

PRIMARY CARE CLINICIAN SHOULD:

1.

Diagnose lower abdominal pain by history, physical examination, and appropriate lab work.
Sigmoidoscopy should be performed if clinically indicated and if trained. Referral to surgery
is appropriate for suspected acute abdomen, such as appendicitis or to gynecology for
suspected pelvic disorder. Gl consultation may be appropriate if the diagnosis remains
uncertain or is refractory to initial therapy.
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suspicion of salmonella, ova and parasites, and sigmoidoscopy if indicated. Treat infectious
diarrhea if identified. Refer if the diagnosis remains in question or symptoms do not respond
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Diagnose conditions associated with changes in stool caliber, tenesmus or an alteration in
stable bowel patterns. Evaluation may include a barium enema and flexible sigmoidoscopy
or colonoscopy. Refer if polyps or other abnormalities are found or if no diagnosis has been
established by examination.

Diagnose causes for protracted vomiting and nausea by examination, x-ray, and laboratory.
Treat with appropriate outpatient rectal or parenteral medications and 1V fluids. Gl
consultation may be appropriate if the diagnosis is uncertain or the patient is refractory to
initial therapy. Refer to surgeon for suspected bowel obstruction.

Diagnose and treat heartburn(GERD), upper abdominal pain, and symptoms of reflux or acid
peptic disease. Refer for persistent or recurrent symptoms for over eight weeks. Early
referral may be appropriate for patients over the age of 50 with new symptoms, patients with
guaiac positive stool, or patients with dysphagia or weight loss.

Diagnose functional bowel syndrome by history, examination, laboratory or other tests,
which may include sigmoidoscopy and barium enema and, if needed, psychiatric evaluation.
Treat symptomatically. Refer if abnormalities are found, there is associated bleeding or
weight loss, or if symptoms are refractory to therapy.

Diagnose jaundice by history, examination, and laboratory including hepatitis serology,
ultrasound, and CT scan if indicated. Refer if jaundice is complicated by fever, is
progressive, associated with intractable ascites or if there is undiagnosed hepatocellular
disease. Refer extrahepatic or intrahepatic bile duct obstruction for Gl and surgical
consultation.

Diagnose and treat patients with pancreatitis, expecting a favorable response to conservative
treatment in patients with chronic relapsing pancreatitis. Consult for patients with initial
episode of acute pancreatitis, and consider early surgical consultation if course is unfavorable
or complicated. Consult for patients with malabsorption secondary to chronic pancreatitis.

Diagnose ascites by history, examination, laboratory and paracentesis if qualified.
Paracentesis should be done in new onset ascites, fever, altered mental status, or changing
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clinical course. Refer if paracentesis fluid is an exudate, chylous, intractable or if the
diagnosis remains in question. Treat with diet and diuretics.

Resuscitate for acute upper Gl and lower intestinal bleeding and refer immediately for
consultation with gastroenterology and perhaps general surgery.

Manage stable inflammatory bowel disease with appropriate medications. Consultation is
appropriate for the initial diagnosis, colonoscopy if indicated, or if control is not well
maintained. Consult for acute exacerbation of inflammatory bowel disease.

Screen for colon cancer according to a recommended schedule. Guidelines for usual risk
patients include an annual digital rectal exam after age 40 or 50, annual fecal occult blood test
after age 50, and flexible sigmoidoscopy every three to five years after age 50. In testing for
occult fecal blood, the dietary restriction should stress cooked vegetables, avoidance of red
meat and non-steroidal anti-inflammatory drugs prior to testing. Earlier or more frequent
examinations are indicated for high-risk patients.  Consultation for colonoscopy is
appropriate for a patient in whom an adequately done stool for occult blood test had been
positive in the absence of obvious lower Gl tract bleeding.
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Southside Coalition of Community Health Centers (SCCHC)

Podiatry Referral Guidelines (Clinic Referring to Podiatrist)

Special
Condition / Preferred Symptoms / Diagnostic Medical Instructions | Special Follow-
Symptoms Primary Care Indicators Studies Prior Information to for Patient up Instructions
Treatment Prior Required for to Referral (if Include on for Podiatry
to Referral Referral possible) Referral Appointment
Diabetes Nail / Frank neuropathy Brief history of
Foot Care for ¢ General foot and / or svmotoms to
Brittle Diabetics exam (inspection, Ongoing debride- | ¢ None 'yl % durati ¢ None ¢ None
and / or sensitivity, pain) ment required :‘ncu e duration,
. . oot exam results
Neuropathy Specialty nail care
Brief history of
, : symptoms, prev-
Ingrown ¢ None Conf|.r.mat|on of ¢ None ioyusﬁreatmepnt, ¢ None ¢ None
Toenail(s) condition o
relevant condition
(PVD, DM)
¢ Manual debride-
ment or trimming
unless brittle Brief history of
: diabetic True mycosis — symptoms and :
Onychomycosis , ) ¢ Follow-up liver
(fungal ¢ OT.C and/or oral th'CknTSS' ¢ Baseline liver previous function labs 8
infection of a”"fF’”g?" CT“mfk? Y, function labs treatment(s) ¢ None weeks post
toenails) medications significant description and treatment start
¢ Improved foot discoloration results
hygiene by Lab results
changing shoes
and socks daily
Symptoms or ¢ Foot x-ray, Brief history of
findings persist or lateral view symptoms to ¢ Ask patient to
. worsen beyond 60 | ¢ Repeatin 14 include duration, bring x-ray
Heel Pain ¢ NSAIDS days days if stress source, any film / CD to ¢ None
Lack of ability to fracture trauma, any visit
ambulate or bear suspicion relationship to
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. weight during # X-ray, view work, pain score
gamd conservative dependent on (10 point scale) ¢ None
ynaromes treatment pain location ¢ X-ray results
Neuroma / 4 Suspicion or ¢ sB”rif ?cljsr;:\(;r)(/d%fra-
Tendonitis / ¢ None confirmation of ¢ None >YMP : ¢ None ¢ None
” tion, source, pain
Callus / Wart condition
score, treatment)
Preferred Symptoms / Diagnostic Medical Special
. . ymp Studies to be : Instructions | Special Follow-
Condition / Primary Care Indicators Information to : .
. . Completed for Patient up Instructions
Symptoms | Treatment Prior Required for . Include on .
Prior to for Podiatry
to Referral Referral Referral )
Referral Appointment
Deformities (i.e. o .
flat foot, bone # Suspicion or . Floot X-ray, ¢ Brief history of . Agk patient to
spurs, bunions, | ¢ Nope confirmation of view symptoms and bring x-ray ¢ None
hammer toe, condition dependent on description of film/ CD to
Sever’s disease, condition deformity visit
Charcot's, etc.)
Non-healing ¢ Brief history of ¢ Vascular workup
Ulcers / ¢ If possible, symptoms and likely
Wounds and , , C&S, gram previous treat- ¢ Ask patientto | ¢ May be needed:
Other Soft ¢ Initial wound care ¢ g(;):éli;irgﬁtlon of stain ment(s) descript- bring o X-ray
Tissue ¢ X-ray, if ion and results medication(s) o0 C&S, gram stain
Conditions up needed ¢ Lab and x-ray 0 Bone scan
to Knee results (if done) o0 MRI
Skin Diseases ¢ Brief history of
resistant to ¢ Confirmation of symptoms and ¢ Ask patient to
¢ Initial skin care resistance to ¢ None previous treat- bring ¢ None

Primary Care

treatment ment(s) descrip- medication(s
Treatment . (s) b (s)
tion and results
¢ General medical ¢ Preferred, not C e ¢ Injections limited
oo ¢ Brief history of
management / . required: Foot to 3x year
" # Foot specific L symptoms and . .
Gout and general condition : X-rays, view is . ¢ Ask patientto | ¢ If previously
i problem — pain, previous treat- . .
Arthritis — foot management / oo . dependent on . bring undiagnosed,
. difficulty walking, : ment(s) descrip- L =
related only shoe evaluation / ; location of . medication(s) baseline:
deformity, etc. . tion and results .
braces / pain, source of ¢ Xrav results 0 Sed rate- arthritis
modifications difficulty y o Uric acid- gout
Suspected ¢ None 4 Suspicion or ¢ X-ray, view ¢ Brief history of ¢ Ask patientto | ¢ Clinic follow-up to
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Osteomylelitis

confirmation of
condition

dependent on
location

¢ Wound culture
if appropriate

symptoms

bring x-ray
film/ CD to
visit

specialty referral
likely

Pediatric
Conditions
(club feet, toe
walkers, poly-
digalitic,
metaductis,
Fryberg'’s, etc.)

¢ In general, none
except for some
minor pain
management

¢ Suspicion or
confirmation of
condition

¢ Lower extremity
and walking
assessment

¢ Preferred, not
required: X-
rays, depending
on condition

Brief history of
symptoms and
deformity
description
Results of
extremity and
walking
assessments

Ask patient to
bring x-ray
film / CD to
visit

New / additional x-
rays may be
needed

¢ Will refer to

Shriner’s Hospital
as needed
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Podiatric conditions which should be treated in Primary Care:

L 2R R JER JNR JER R 2R JNR NN 4

Annual / Routine Diabetes Foot Care and Exams

Arch Support

Athlete’s Foot — if unresponsive to treatment / second opinion — send to Podiatrist
Cracked Heels

Corns / Callus — if second opinion / procedure required — send to Podiatrist
Infections — if persistent, unresolving — send to Podiatrist

Minor Trauma

Non-Mycotic Fungal Infection

Sciatica

Sprained ankle

Conditions which should be referred to Other Specialties:

¢

¢
¢
¢
¢

Back Pain

Knee Pain

Major Trauma

Status Post Stroke

Tarsal tunnel syndrome (Neurologist)

Podiatrist Contact Information:

¢
¢
¢

<removed>
For Podiatry Appointments call <removed>
Podiatry Clinic: <removed>
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Southside Coalition of Community Health Centers (SCCHC)

Podiatry Referral Guidelines (Clinic Referring to Podiatrist)

Special
Condition / Preferred Symptoms / Diagnostic Medical Instructions | Special Follow-
Symptoms Primary Care Indicators Studies Prior Information to for Patient up Instructions
Treatment Prior Required for to Referral (if Include on for Podiatry
to Referral Referral possible) Referral Appointment
Diabetes Nail / Frank neuropathy Brief history of
Foot Care for ¢ General foot and / or svmotoms to
Brittle Diabetics exam (inspection, Ongoing debride- | ¢ None 'yl % durati ¢ None ¢ None
and / or sensitivity, pain) ment required :‘ncu e duration,
. . oot exam results
Neuropathy Specialty nail care
Brief history of
, : symptoms, prev-
Ingrown ¢ None Conf|.r.mat|on of ¢ None ioyusﬁreatmepnt, ¢ None ¢ None
Toenail(s) condition o
relevant condition
(PVD, DM)
¢ Manual debride-
ment or trimming
unless brittle Brief history of
: diabetic True mycosis — symptoms and :
Onychomycosis , ) ¢ Follow-up liver
(fungal ¢ OT.C and/or oral th'CknTSS' ¢ Baseline liver previous function labs 8
infection of a”"fF’”g?" CT“mfk? Y, function labs treatment(s) ¢ None weeks post
toenails) medications significant description and treatment start
¢ Improved foot discoloration results
hygiene by Lab results
changing shoes
and socks daily
Symptoms or ¢ Foot x-ray, Brief history of
findings persist or lateral view symptoms to ¢ Ask patient to
. worsen beyond 60 | ¢ Repeatin 14 include duration, bring x-ray
Heel Pain ¢ NSAIDS days days if stress source, any film / CD to ¢ None
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Skin Diseases ¢ Brief history of
resistant to ¢ Confirmation of symptoms and ¢ Ask patient to
¢ Initial skin care resistance to ¢ None previous treat- bring ¢ None

Primary Care

treatment ment(s) descrip- medication(s
Treatment . (s) b (s)
tion and results
¢ General medical ¢ Preferred, not C e ¢ Injections limited
oo ¢ Brief history of
management / . required: Foot to 3x year
" # Foot specific L symptoms and . .
Gout and general condition : X-rays, view is . ¢ Ask patientto | ¢ If previously
i problem — pain, previous treat- . .
Arthritis — foot management / oo . dependent on . bring undiagnosed,
. difficulty walking, : ment(s) descrip- L =
related only shoe evaluation / ; location of . medication(s) baseline:
deformity, etc. . tion and results .
braces / pain, source of ¢ Xrav results 0 Sed rate- arthritis
modifications difficulty y o Uric acid- gout
Suspected ¢ None 4 Suspicion or ¢ X-ray, view ¢ Brief history of ¢ Ask patientto | ¢ Clinic follow-up to
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Osteomylelitis

confirmation of
condition

dependent on
location

¢ Wound culture
if appropriate

symptoms

bring x-ray
film/ CD to
visit

specialty referral
likely

Pediatric
Conditions
(club feet, toe
walkers, poly-
digalitic,
metaductis,
Fryberg'’s, etc.)

¢ In general, none
except for some
minor pain
management

¢ Suspicion or
confirmation of
condition

¢ Lower extremity
and walking
assessment

¢ Preferred, not
required: X-
rays, depending
on condition

Brief history of
symptoms and
deformity
description
Results of
extremity and
walking
assessments

Ask patient to
bring x-ray
film / CD to
visit

New / additional x-
rays may be
needed

¢ Will refer to

Shriner’s Hospital
as needed
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Podiatric conditions which should be treated in Primary Care:

L 2R R JER JNR JER R 2R JNR NN 4

Annual / Routine Diabetes Foot Care and Exams

Arch Support

Athlete’s Foot — if unresponsive to treatment / second opinion — send to Podiatrist
Cracked Heels

Corns / Callus — if second opinion / procedure required — send to Podiatrist
Infections — if persistent, unresolving — send to Podiatrist

Minor Trauma

Non-Mycotic Fungal Infection

Sciatica

Sprained ankle

Conditions which should be referred to Other Specialties:

¢

¢
¢
¢
¢

Back Pain

Knee Pain

Major Trauma

Status Post Stroke

Tarsal tunnel syndrome (Neurologist)

Podiatrist Contact Information:

¢
¢
¢

<removed>
For Podiatry Appointments call <removed>
Podiatry Clinic: <removed>
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Tool 8 Resource: Referral Procedures from Southside Podiatry

Original document follows.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

1. Purpose

This policy and procedure exists as a guide to be followed by primary care providers/clinic staff for all
referrals being made to the Southside Coalition of Community Health Centers’ (the Coalition) for the
Podiatry Clinic, as operated by St. John’s Well Child and Family Center at 5801 S. Hoover Street, Los
Angeles, CA 90037. This Policy is in place to assure that the referral process is completed correctly
throughout its’ sequence.

2. Scope

This policy and procedure applies to all staff at Enter Clinic name here involved in the referral process.
Staff includes: enter all staff (titles) involved in the referral process here. For example: Referral
Coordinator (RC), Provider, Medical Assistant (MA). The scope of this document outlines the process
to be followed from the initial receipt of the provider referral to the follow-up required upon the
completion of the patient visit to the Podiatry Clinic.

3. Responsibilities

. Enter Staff Title(s) has the responsibility for the maintenance of this procedure.

4. Actions

A Making the Referral

Steps Who is Responsible? Notes
1. Patient is seen at enter your Provider
clinic name here.
2. Upon examination, make a Provider

determination to refer the
patient for podiatry care at
SJWCFC.

3. Complete the Specialty referral Provider
form.

4. Give referral form to enter Provider, MA
department/staff who manages
all referrals

5. Give the patient an appointment RC * The SCC is available by
before leaving the clinic. There telephone Tuesday
are two options to do this: through Friday for
a. Call the Specialty Care scheduling appointments.
Coordinator (SCC) directly
to schedule a patient

Authorized by: Original Issue: 02/19/2007
Maintained by: Current Version: 01/28/09
Review Date: Page 2 of 6






Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes
appointment at
<removed>
b. Review the appointment
calendar that is emailed by
the SCC weekly and give
the patient an appointment
based on available time
slots.

6. Give the patient an appointment RC
card with the map and
directions to the Podiatry Clinic

7. Create a new case in Patient RC
Tracking System for the patient.

8. Enter patient referral RC e Clinic staff initiating the
information into the Coalition referral will enter the
Care Net, a web-based referral tentative appointment date
and information retrieval under the “Referral
system. Electronically scan Coordinator Notes” section
and upload any pertinent notes, in CCN. For Example:
labs, or x-rays to the referral “Pt appt requested for
system. 01/31/09 at 9:15am.”

Do not enter the
If the patient has health appointment date under
insurance: the drop down menu for
a. A treatment authorization the date of appointment.
must be completed,
scanned and attached to * Once an appointment is
the referral on CCN confirmed by the SCC, the
b. A copy of the patients medical clinic staff at the referring
insurance card (front and clinic will receive an email
back) must be scanned and to confirm the date and
attached to the referral time of the patient’s
using CCN appointment.

* Patients with health
insurance may be referred
to the Podiatry Clinic.

9. The week of the appointment, RC
the clinic staff will receive a list
of all appointments scheduled

Authorized by: Original Issue: 02/19/2007
Maintained by: Current Version: 01/28/09
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Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes

for the Podiatry clinic for their
patients, and will be responsible
for initiating reminder calls.

B Results of Referral

Steps Who is Responsible? Notes
1. Check for automatically RC * Once the patient has
generated email (to notify been seen by the
that Specialist case notes specialist, the
are completed) on a daily progress/case notes will
basis. be available within two (2)

to five (5) business days
on the web based
system. Urgent requests
will be available within
one (1) to two (2)
business days.

e SCC will notify referring
clinic of any urgent notes
within one (1) business
day of completed visit, by
telephone or email.

2. Enter progress/case note RC
information into Patient
Tracking System and close
the case.

3. Print the case note from RC
CCN and give to the
referring provider for

review.

4. Determine whether the Provider * In the event that the
patient's medical record patient will require
needs to be pulled for additional visits to the

review or the progress/case
note can be filed into the
patient's medical record

specialist, the SCC will
have the authority to
reschedule the patient for
a follow-up appointment

Authorized by:
Maintained by:
Review Date:

Original Issue: 02/19/2007
Current Version: 01/28/09
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Enter Clinic Name Here

Policy & Procedures

Referral to Podiatry Clinic

Steps

Who is Responsible?

Notes

with the specialist,
immediately following the
patients’ visit with the
specialist.

5. File progress/case notes in
patient medical record
under specify section of
medical record here once
referral is completed.

Medical records
representative

C Additional Follow-Up

In the event that additional follow up is needed for procedures, labs, x-rays,
medication or other diagnostic information the following will apply.

Steps Who is Responsible? Notes
1. Patient will bring all written Specify Specialist will make all
orders from the Specialist to requests in writing for any
Enter clinic name here and will additional follow up
present to specify a staff or needed.
department who will receive
this request.. SCC will instruct the
patient to return to
referring clinic and present
to the specify staff or
department..
2. Wil follow existing walk-in specify
Policy/Procedures outlined by
enter clinic name here to order
labs, fill prescriptions, etc.
3. Send requested labs, follow-up RC

information to SCC via
electronic transmission once
completed.

4. |If the patient requires
intervention beyond the scope
of care by the podiatrist in an

RC/SCC/Podiatrist

Authorized by:
Maintained by:
Review Date:

Original Issue: 02/19/2007
Current Version: 01/28/09
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Enter Clinic Name Here
Policy & Procedures

Referral to Podiatry Clinic

Steps Who is Responsible? Notes

outpatient setting:

a. The patient will be
scheduled directly by the
podiatrist or SCC for the
procedure at an
appropriate venue.

b. The patient will be referred
to the Department of
Health Services using RPS
by the clinic staff.

5. Associated Documents

Specialist Referral Guidelines

Authorized by: Original Issue: 02/19/2007

Maintained by: Current Version: 01/28/09
Review Date: Page 6 of 6







Tool 9 Resource: Referral Guidelines from Shasta Ambulatory Care

Excerpt of original document follows.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





SHASTA COMMUNITY HEALTH CENTER

Policy: Ambulatory Care Guidelines

Manual: Medical Staff/Clinical

Effective Date: October 28, 1998

Revision Date: Reviewed 02.02.05

Number of Pages: 61

Number of Forms: None

JCAHO STD’s: PC 1.10-15.30

Saved As: CMO 2006 Manual

Approved By:
Medical Directors
SCHC Board of Directors

Date Review/Edited:
January 3, 2006
January 24, 2006

Policy:

It is the policy of Shasta Community Health Center to provide ambulatory care

guidelines for clinicians.

Purpose/Goal:

The purpose of this policy is to provide consistent services to both patients and other
medical providers by establishing guidelines for the delivery of primary care services
and directives regarding referral consultations.

Procedure:

See
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O GASTROENTEROLOGY

PRIMARY CARE CLINICIAN SHOULD:

1.

Diagnose lower abdominal pain by history, physical examination, and appropriate lab work.
Sigmoidoscopy should be performed if clinically indicated and if trained. Referral to surgery
is appropriate for suspected acute abdomen, such as appendicitis or to gynecology for
suspected pelvic disorder. Gl consultation may be appropriate if the diagnosis remains
uncertain or is refractory to initial therapy.

Diagnose acute diarrhea with fecal leukocytes, stool culture if fecal leukocytes positive or
suspicion of salmonella, ova and parasites, and sigmoidoscopy if indicated. Treat infectious
diarrhea if identified. Refer if the diagnosis remains in question or symptoms do not respond
within 72-96 hours of the initiation of therapy.

Diagnose conditions associated with changes in stool caliber, tenesmus or an alteration in
stable bowel patterns. Evaluation may include a barium enema and flexible sigmoidoscopy
or colonoscopy. Refer if polyps or other abnormalities are found or if no diagnosis has been
established by examination.

Diagnose causes for protracted vomiting and nausea by examination, x-ray, and laboratory.
Treat with appropriate outpatient rectal or parenteral medications and 1V fluids. Gl
consultation may be appropriate if the diagnosis is uncertain or the patient is refractory to
initial therapy. Refer to surgeon for suspected bowel obstruction.

Diagnose and treat heartburn(GERD), upper abdominal pain, and symptoms of reflux or acid
peptic disease. Refer for persistent or recurrent symptoms for over eight weeks. Early
referral may be appropriate for patients over the age of 50 with new symptoms, patients with
guaiac positive stool, or patients with dysphagia or weight loss.

Diagnose functional bowel syndrome by history, examination, laboratory or other tests,
which may include sigmoidoscopy and barium enema and, if needed, psychiatric evaluation.
Treat symptomatically. Refer if abnormalities are found, there is associated bleeding or
weight loss, or if symptoms are refractory to therapy.

Diagnose jaundice by history, examination, and laboratory including hepatitis serology,
ultrasound, and CT scan if indicated. Refer if jaundice is complicated by fever, is
progressive, associated with intractable ascites or if there is undiagnosed hepatocellular
disease. Refer extrahepatic or intrahepatic bile duct obstruction for Gl and surgical
consultation.

Diagnose and treat patients with pancreatitis, expecting a favorable response to conservative
treatment in patients with chronic relapsing pancreatitis. Consult for patients with initial
episode of acute pancreatitis, and consider early surgical consultation if course is unfavorable
or complicated. Consult for patients with malabsorption secondary to chronic pancreatitis.

Diagnose ascites by history, examination, laboratory and paracentesis if qualified.
Paracentesis should be done in new onset ascites, fever, altered mental status, or changing
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10.

11.

12.

13.

14.

clinical course. Refer if paracentesis fluid is an exudate, chylous, intractable or if the
diagnosis remains in question. Treat with diet and diuretics.

Resuscitate for acute upper Gl and lower intestinal bleeding and refer immediately for
consultation with gastroenterology and perhaps general surgery.

Manage stable inflammatory bowel disease with appropriate medications. Consultation is
appropriate for the initial diagnosis, colonoscopy if indicated, or if control is not well
maintained. Consult for acute exacerbation of inflammatory bowel disease.

Screen for colon cancer according to a recommended schedule. Guidelines for usual risk
patients include an annual digital rectal exam after age 40 or 50, annual fecal occult blood test
after age 50, and flexible sigmoidoscopy every three to five years after age 50. In testing for
occult fecal blood, the dietary restriction should stress cooked vegetables, avoidance of red
meat and non-steroidal anti-inflammatory drugs prior to testing. Earlier or more frequent
examinations are indicated for high-risk patients.  Consultation for colonoscopy is
appropriate for a patient in whom an adequately done stool for occult blood test had been
positive in the absence of obvious lower Gl tract bleeding.

Screen for Hepatitis as appropriate. If referral for Hepatitis C is appropriate, see the attached
guidelines.

REFERRAL PROCESS: Gastroenterology Clinic is twice monthly at SCHC
with Drs. Blankenberg and Spinka

Endoscopy referrals can be made directly to their office
Hepatitis C Clinic is twice monthly at SCHC with Dr.

Stanfield and Mr. Houston, Hepatitis C video is monthly
and must be seen by patient prior to clinic appointment
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Tool 10 Resource: Referral Guidelines from Southside Podiatry

Original document follows.

Sharing Specialty Services: A Business Guide and Toolkit for Community Clinics





Southside Coalition of Community Health Centers (SCCHC)

Podiatry Referral Guidelines (Clinic Referring to Podiatrist)

Special
Condition / Preferred Symptoms / Diagnostic Medical Instructions | Special Follow-
Symptoms Primary Care Indicators Studies Prior Information to for Patient up Instructions
Treatment Prior Required for to Referral (if Include on for Podiatry
to Referral Referral possible) Referral Appointment
Diabetes Nail / Frank neuropathy Brief historv of
Foot Care for ¢ General foot and / or SVmMDtoms )t/o
Brittle Diabetics exam (inspection, Ongoing debride- | ¢ None SYMPp , ¢ None ¢ None
L . . include duration,
and / or sensitivity, pain) ment required
. . foot exam results
Neuropathy Specialty nail care
Brief history of
, : symptoms, prev-
Ingrown ¢ None Conf|.r.mat|on of ¢ None ious treatment, ¢ None ¢ None
Toenail(s) condition .
relevant condition
(PVD, DM)
¢ Manual debride-
ment or trimming
unless brittle Brief history of
. diabetic True mycosis — symptoms and L
Onychomycosis ¢ OTC and/or oral thickness, Lo previous ¢ FOHOV.V up liver
(fungal . ¢ Baseline liver function labs 8
. . antifungal crumbly, : treatment(s) ¢ None
infection of oS L function labs o weeks post
. medications significant description and
toenails) . . treatment start
¢ Improved foot discoloration results
hygiene by Lab results
changing shoes
and socks daily
Symptoms or ¢ Foot x-ray, Brief history of
findings persist or lateral view symptoms to ¢ Ask patient to
: worsen beyond 60 | ¢ Repeatin 14 include duration, bring x-ray
Heel Pain ¢ NSAIDS days days if stress source, any film / CD to ¢ None
Lack of ability to fracture trauma, any visit
ambulate or bear suspicion relationship to
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weight during

¢ X-ray, view

work, pain score

zaind conservative dependent on (10 point scale) ¢ None
ynaromes treatment pain location ¢ X-ray results
Neuroma / ¢ Suspicion or ¢ sB”rflf ?cl)?:gr)(/d%fra-
Tendonitis / ¢ None confirmation of ¢ None >YMP : ¢ None ¢ None
" tion, source, pain
Callus / Wart condition
score, treatment)
Preferred Symptoms / Diagnostic Medical Special
. . ymp Studies to be : Instructions | Special Follow-
Condition / Primary Care Indicators Information to : .
. . Completed for Patient up Instructions
Symptoms | Treatment Prior Required for . Include on .
Prior to for Podiatry
to Referral Referral Referral )
Referral Appointment
Deformities (i.e. o .
flat foot, bone # Suspicion or ¢ Foot x-ray, ¢ Brief history of ¢ Ask patient to
spurs, bunions, | ¢ Nope confirmation of view symptoms and bring x-ray ¢ None
hammer toe, condition dependent on description of film/ CD to
Sever’s disease, condition deformity visit
Charcot's, etc.)
Non-healing ¢ Brief history of ¢ Vascular workup
Ulcers / ¢ If possible, symptoms and likely
Wounds and & Confirmation of C&S, gram previous treat- ¢ Ask patientto | ¢ May be needed:
Other Soft ¢ Initial wound care condition stain ment(s) descript- bring 0 X-ray
Tissue ¢ X-ray, if ion and results medication(s) 0 C&S, gram stain
Conditions up needed ¢ Lab and x-ray o Bone scan
to Knee results (if done) o MRI
Skin Diseases ¢ Brief history of
resistant to ¢ Confirmation of symptoms and ¢ Ask patient to
¢ Initial skin care resistance to ¢ None previous treat- bring ¢ None

Primary Care

treatment ment(s) descrip- medication(s
Treatment . (s) P s)
tion and results
¢ General medical ¢ Preferred, not C e ¢ Injections limited
o ¢ Brief history of
management / - required: Foot to 3x year
" ¢ Foot specific - symptoms and , .
Gout and general condition , X-rays, view is . ¢ Ask patientto | ¢ If previously
" problem — pain, previous treat- : :
Arthritis — foot management / o : dependent on . bring undiagnosed,
. difficulty walking, : ment(s) descrip- L A
related only shoe evaluation / . location of . medication(s) baseline:
deformity, etc. . tion and results .
braces / pain, source of o X-rav results 0 Sed rate- arthritis
modifications difficulty y o Uric acid- gout
Suspected 4 None 4 Suspicion or ¢ X-ray, view 4 Brief history of ¢ Ask patientto | ¢ Clinic follow-up to
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Osteomylelitis

confirmation of
condition

dependent on
location

¢ Wound culture
if appropriate

symptoms

bring x-ray
film/ CD to
visit

specialty referral
likely

Pediatric
Conditions
(club feet, toe
walkers, poly-
digalitic,
metaductis,
Fryberg'’s, etc.)

¢ In general, none
except for some
minor pain
management

¢ Suspicion or
confirmation of
condition

¢ Lower extremity
and walking
assessment

¢ Preferred, not
required: X-
rays, depending
on condition

Brief history of
symptoms and
deformity
description
Results of
extremity and
walking
assessments

¢ Ask patient to
bring x-ray
film/ CD to
visit

New / additional x-
rays may be
needed

¢ Will refer to

Shriner’s Hospital
as needed
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Podiatric conditions which should be treated in Primary Care:

L 2R R JER JNR JER R 2R JNR NN 4

Annual / Routine Diabetes Foot Care and Exams

Arch Support

Athlete’s Foot — if unresponsive to treatment / second opinion — send to Podiatrist
Cracked Heels

Corns / Callus — if second opinion / procedure required — send to Podiatrist
Infections — if persistent, unresolving — send to Podiatrist

Minor Trauma

Non-Mycotic Fungal Infection

Sciatica

Sprained ankle

Conditions which should be referred to Other Specialties:

¢

¢
¢
¢
¢

Back Pain

Knee Pain

Major Trauma

Status Post Stroke

Tarsal tunnel syndrome (Neurologist)

Podiatrist Contact Information:

¢
¢
¢

<removed>
For Podiatry Appointments call <removed>
Podiatry Clinic: <removed>

Tool 10 Resrce.Refer.GuideS.sidePodiatry.doc





