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Stakeholder Engagement

Obtaining buy-in from key stakeholders involved in specialty care efforts in the county proved to be a major focus of this project.  The grantee successfully engaged the Specialty Care Work Group created by the Montgomery Cares Advisory Board in 2007 to support the goals of this project and address the unmet specialty care needs of the Montgomery Cares patients.  Representatives from the following interests currently comprise the Specialty Care Work Group: 

· Hospitals;
· Clinics;
· Private physicians and Montgomery County Medical Society;
· Health policy experts and academia;
· County health officials.  

Over the course of the project, this group has become an effective advocate and subject matter expert in presenting a picture of the specialty care problem among the leadership of Montgomery County.  Each member of the group holds a position of influence and can mobilize resources or promote the group’s efforts.

The Work Group’s role is one of high-level change, coordination and policy development.  It chose several priority areas to focus its efforts.  One priority was improved coordination and consistency of hospital-based specialty care services.  Each of the county’s five hospitals contributed services to clinic patients but each had its own policy related to financial assistance for these patients.  Discounted care to uninsured clinic patients was not distributed equitably among the hospitals. 

The Work Group wrote a concept paper describing the environment and challenges faced by area specialists and hospitals.  It also documented unmet need by specialty type.  This document served as a starting point to discuss options for improving coordination of care for the uninsured.  The Work Group hosted a meeting with chief executives of all five hospitals in January 2011 and the hospitals decided that each one would choose an unmet need and commit resources.  These services will be documented to provide cost data to determine the level of care that can be sustained over time.  A pilot study aimed at expediting surgical referrals to decrease the need for emergency care, improve health outcomes and decrease costs is planned and will be implemented in August 2011.  

A second priority area was to decrease the barriers preventing federally-employed physicians from volunteering to treat clinic patients.  Specialists working at National Institutes of Health (NIH) and Food and Drug Administration (FDA) desire to maintain their skills and are willing to volunteer, but have varying degrees of access to medical facilities.  The main barriers are Maryland licensure and liability coverage. Several models were discussed that might be used, such as designating clinics or hospitals as training sites.  These models could establish sustainable specialty clinics in community-based clinic facilities or hospitals.  Thus far, three such clinics exist:

· Heart Clinic, a partnership between the National Institutes of Health (NIH), Suburban Hospital, and Mobile Medical Care;
· Endocrine Clinic, a partnership between the NIH, Suburban Hospital, and Mobile Medical Care;
· Rheumatology Clinic, a partnership between the NIH and Spanish Catholic Center.

A fourth clinic is being considered with hematology/oncology specialists from the FDA.

Framework for Provision of Specialty Care Services

With the activities of the Specialty Care Work Group and the many stakeholders involved in these efforts, a framework is beginning to emerge that would permit access to specialty care for most of the over 26,000 clinic patients.  Although the hospital CEOs expressed concerns when presented the option of creating linkages between hospitals and specific clinics, this concept is currently being used in the grantee’s ED-PC Connect Project where hospitals refer uninsured patients seen in the ED to specific clinics.  The success of this model indicated that geographic clusters of clinics to hospitals and their affiliated specialists might pose a viable framework for specialty care.

Outpatient specialty care can be provided by the pro-bono networks of private physicians on a limited basis.  In some cases, specialists must be reimbursed due to the high cost of supplies and staffing to provide services in their private practices.  The program hopes to maintain services to a minimum of 2,000-3,000 patients using these community provider networks.

Outpatient specialty care services provided in the clinics has obvious advantages for patients who face transportation and language barriers.  The creation of “hub” clinics was promoted initially.  Equipment and supplies were purchased with program funds and specialists were recruited.  There were several hub clinics that are no longer needed as clinics developed their own services or other resources became available (i.e. colposcopy services).  The administrative burden of these clinics proved challenging.  Several of these hub clinics are currently serving patients from all clinics, such as podiatry, endocrine and vision care.  Due to the challenges in recruiting specialists, the NIH/FDA-supported clinics might prove more sustainable, particularly where administrative staff members from the federal agency are used to staff and support the clinic.

Systems Integration

With the advent of healthcare reform, linkages to social services resources and transitions from the safety-net clinic system into Medicaid will become essential.  The Montgomery County Department of Health and Human Services has assigned several eligibility workers to facilitate these transitions.  Processes and tools, such as a screening form to more accurately identify potentially eligible patients, are being developed to guide clinic and program staff.

A resources database called iCarol makes resource information and forms readily available.  This database is maintained by PCC and all clinics have access to it.  Training and technical assistance is also provided.  All clinic referral coordinators and managers received training in care coordination of complex patients.  Monthly conference calls provide support for this function and help clinic staff to share resources.

Quality Improvement

Quality of care and efficiency are related concepts.  Funds from this grant permitted the program to explore staffing models that increased efficiency and quality of care.  Nurses with significant clinical experience in multiple specialty areas were hired to manage referrals.  Each nurse was paired with a bilingual staff member for administrative support whose role was to send the necessary referral documents to specialists and contact patients as needed.  This model decreased the time nurses spent on administrative functions and improved communication with patients.

Referral guidelines designed to assist primary care providers in making their diagnoses have been developed in six specialty areas.  These guidelines will be distributed to clinics in both hard copy and electronic version in FY12.  A referral checklist was also distributed to clinics.  This tool is used to enhance internal communication between providers and clinic staff members so that referrals are submitted properly and with complete documentation.  

Electronic tools to improve coordination of care, patient tracking and the management of referral documents will have a great impact as the program expands.  The ability to attach supporting documents to referrals being submitted has improved the quality of referrals as well as enabled those working with the patients to see complete information.  As a next step, the program plans to test the feasibility of providing the specialists access to the referral information electronically.  For complex cases, the Care2Care electronic referral module can be used for care coordination. 

Internal tools are used to enhance efficiency.  The staff calendar and contacts list are maintained on GoogleDocs.  A policies and procedures manual was completed and will be updated as needed.  Process flowcharting has become a common tool used to define and improve processes.  

Measurements of efficiency are becoming more standardized.  Cycle times can be measured and used to compare improvements over time.  Over the last three years, clinics have achieved great success at decreasing the time required to submit a specialty referral.  Cycle times for program staff to process referrals and make the initial appointment have also decreased overall.  

Data Systems

Although the IT component of this project focused mainly on the enhancement of internal IT improvements and data systems, significant progress was made in terms of Health Information Exchange (HIE) with external partners.  Documents describing several of the major changes to the electronic referral system are attached.  These changes include:

· Reporting:  Allows for enhanced data collection and management of patients;
· Fax Management:  Allows consult reports from specialists to be attached to the referral;
· Care2Care Module:  Allows case management interventions to be documented and shared on a web-based management module;
· Referral Appointment Tracking:  Allows program staff to schedule and track specialty appointments electronically;
· Medhix:  HIE platform linked to Montgomery Cares ID card.

[bookmark: _GoBack]The Medhix HIE is an information warehouse that can be used by hospitals and providers serving this population to view select patient information for treatment purposes.  The Montgomery Cares ID card is being issued to patients with a photograph, unique identifier, and primary care provider.  The ID card can be presented at hospitals and other community providers who are able to verify eligibility using an electronic system.  This ability has greatly enhanced access for patients using providers in the community, including labs, radiology providers and hospitals.  It also will improve data collection for hospitals as they can better identify Montgomery Cares patients and document their contributions to the program.  

Measuring Success

Efforts have been made to improve the program’s ability to measure its impact.  In addition to enhanced data reports, the program has developed its process improvement capacity through the use of tools and techniques of flowcharting and cycle times measurement.  The Dashboard of Indicators created during this project links broad program goals to objectives and allows the program to set targets for improvement.  Standardized instruments to gather stakeholder input have also been developed.

Previous measures for the program were largely based on inputs to the system, such as number of specialists participating in the networks and number of referrals received and appointments made.  Recognizing that this data provided a limited picture, new reports were added to the electronic referral system to permit the tracking of additional indicators.

Process measures, such as interventions completed by procedure code by specialty, will help the program in several ways.  This type of data will allow the program to measure changes in the level of services provided over time.  It will also provide the program with better data to measure the unmet need for the clinic population.

At this time, the program has very limited ability to measure outcomes in cost or health status.  Data in these areas is not routinely collected and available data is incomplete.  PCC is participating in community-wide efforts that would provide information related to health outcomes and general health status.  PCC currently works with the Montgomery Cares clinics to track specific health indicators, but plans to broaden the scope of these indicators to measure health status.  

Future Strategies and Challenges

The grantee and Montgomery County will face a number of challenges in order to expand its efforts to address the specialty care needs of the uninsured population.  Healthcare reform, the local economy and changing practice models that integrate various providers into healthcare systems will influence future strategies and program design.  Several strategies in response to the needs that have been identified in this project and in anticipation of upcoming changes in the healthcare environment are:

· Expand the specialty care networks and facilitate participation by pro-bono specialists and volunteerism in the program; 
· Align services in the community;
· Create financing and reimbursement strategies;
· Develop on-going training and education for all partners in the program, including clinic providers and staff members, patients and specialists;
· Create mechanisms for smooth care transitions and improved communication among providers, including social services and other community resources.
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