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Executive Summary

The Community Health Care Collaborative (CHCC) Grant Program was established by
Engrossed Second Substitute Senate Bill (E2SSB) 6459 and enacted as chapter 67, Laws of
2006. Section 6 of the act directs the Health Care Authority (HCA) to provide the Governor and
Legislature with an evaluation of the program, which will expire June 30, 2009, unless the
Legislature takes action.

The 2006 Washington State Legislature found that despite federal and state efforts, too many
Washington residents continue to be without access to quality, appropriate health care. The intent
of the Legislature was to enhance and support the development of collaborative community-
based organizations working at the local level to improve access to quality health care for
Washington residents.

About one in 11 Washingtonians is uninsured, which is 9.3 percent or about 593,000 of the
state’s population. Of those uninsured, 66 percent have incomes under 200 percent of the federal
poverty level.! The Washington State Health Care Planning Grant Access to Health Insurance
Project defined the uninsured as, generally, young, low-income, part of a working family,
without children, and with limited education.? Additionally, a disproportionate number of
Hispanic and American Indian/Alaskan Natives are more at risk of being uninsured than any
other race or ethnic group.

The Legislature was particularly concerned that the most vulnerable populations are left to
navigate a fragmented treatment system that fails to support their long-term well-being. They
found that many community-based health organizations had recently demonstrated promising
results in improving access to health care. By effectively leveraging funding and support through
collaboration with other local organizations these groups were addressing health care access
issues on a local level.

The Legislature created the CHCC Grant Program and authorized the HCA to administer a
competitive grant to fund community programs that addressed access to medical treatment,
efficient use of resources, or improvements in quality of care. The CHCC grants began in April
2007,

Upon examining the first year of the 14 CHCC grant-funded programs, the results show the
programs have been a worthy investment for the state. Services have been provided to over
60,000 individuals who needed access to health care. State dollars have been leveraged by an
estimated 4.8 to 1 return. Nearly $5 million of volunteer medical services have been coordinated.
Many of these programs would not exist without the CHCC grant funds.

Overall, the results demonstrate that the CHCC grant-funded programs have potential beyond
what has been accomplished in the first year. It takes time and effort for these programs to
effectively establish commitments of funding, resources, time, and the local support necessary to

1 2006 Washington State Population Survey: The Uninsured Population in Washington State.
2 Washington State Blue Ribbon Commission Presentation, Health Care Costs and Access, October 27, 2006, Vicki
Wilson, Ph.D., Director, Washington State Planning Grant Access to Health Insurance Project.



sustain them in the long term. There continues to be a role for the state in supporting and
sustaining community-based health care collaboratives. Based upon the findings of the first
year’s results, the HCA recommends the following actions:

1.

Continue the CHCC Grant Program with sufficient funding for both the grants and program
administration.

Adjust CHCC Grant Program funding to operate concurrently with the state’s biennial
budget cycle. Address the funding gap for Cycle 1 grant recipients—the first year of the
two-year grant cycle should coincide with the first year of the biennial budget cycle.

Continue to provide funding for start-up programs, expansion projects, and programs
developing emerging models.

Coordinate discussions with CHCC grant-funded programs and state agency partners
regarding barriers to program success.

Collaborate with Washington Community Connect to coordinate a “best practices” meeting
for CHCC grant-funded programs to share program information, discuss suggestions made
by grant recipients, standardize performance measures, and share strategies for reduction of
inappropriate Emergency Department (ED) utilization and Return on Investment (ROI)
throughout the state.

Require CHCC grant-funded programs to develop a measure related to long-term
sustainability of their program and to report on the measure as part of the quarterly
reporting process.



Background

The Community Health Care Collaborative (CHCC) Grant Program was established by
Engrossed Second Substitute Senate Bill (E2SSB) 6459 and enacted as chapter 67, Laws of 2006
(see Appendix A) to enhance and support the efforts of collaborative community-based
organizations to develop innovative health care delivery models that can be replicated throughout
the state.

The Washington State Health Care Authority (HCA) was authorized to provide competitive grant
awards to eligible community-based organizations, in consultation with the Department of
Health (DOH), the Health and Recovery Services Administration within the Department of
Social and Health Services (HRSA/DSHS), and the Office of the Insurance Commissioner
(OIC). The HCA designated Community Health Services (CHS) as the agency program to
implement and administer the grant program. The program became effective July 1, 2006, and
expires June 30, 2009.

Section 6 of the act directs the HCA to provide the Governor and Legislature with an evaluation
of the program, which will expire June 30, 2009, unless the Legislature takes action. The agency
evaluation is to include recommendations related to statewide replication of particularly
successful community programs. Further, the report is to include recommendations from
participating organizations on CHCC program improvements and other options for state support
of community-based health care access efforts.

The Legislature created the CHCC Grant Program because it found that community-based health
organizations had recently demonstrated promising results in improving access to health care.
The program was to provide grants to serve employed low-income persons who are uninsured
and underinsured through local programs that address access to medical treatment, efficient use
of health care resources, or improvements in quality of care.

Some eligible community organizations in Washington State had been funded by the Healthy
Communities Access Program (HCAP), a federal initiative of the Department of Health and
Human Services (DHHS). HCAP supported local collaborative efforts to coordinate and
strengthen health services for the uninsured and underinsured. The federal grant was
discontinued. Funding ended in 2007, placing local efforts to improve health care access at risk.

The Legislature appropriated $1.4 million in the 2006 supplemental budget to fund the CHCC
program; $700,000 for grant awards in fiscal year 2007 and $700,000 for fiscal year 2008. The
enabling legislation (Engrossed Substitute Senate Bill 6386, Section 213(12), enacted as chapter
67, Laws of 2006 [see Appendix B]) specified that the awards were to be capped at $250,000
per organization on a two-year grant cycle with matching funds of $2.00 for every $1.00
awarded. An additional $200,000 was appropriated for administrative costs; $100,000 for each
fiscal year. The HCA provided $50,000 in fiscal year 2007 from agency funds for start-up costs.

In 2007, the Legislature appropriated an additional $500,000 for continuation of the CHCC
Grant Program. It specified $250,000 to be awarded in fiscal year 2008 and $250,000 in fiscal
year 2009. No additional funds were appropriated for administrative costs. (Substitute House Bill
1128, Section 214(11), enacted as chapter 522, Laws of 2007 [see Appendix C]).



Program Implementation

The HCA regulations further defined fair and equitable procedures for determining eligibility
and distribution of state funds for the CHCC Grant Program. (See Appendix D, Washington
Administrative Code (WAC) 182-20-600, 182-20-610, and 182-20-620.)

Eligibility for the grant awards was limited to nonprofit organizations (including governmental
and tribal entities) that serve a sub-state region, maintain a formal collaborative governance
structure, and have a decision-making process for improving access. Additionally, only
organizations that could provide at least two dollars in matching funds for each dollar awarded
could be considered.

Minimum application requirements established in the legislation called for applicants to:
e Define the geographic region served.
e Demonstrate that the structure and operation of the organization reflects the interests of
and is accountable to that region.
e Specify a dollar amount requested and how it would be spent.
e Provide sufficient information for an evaluation of the application based on the criteria
established by the HCA.

The grant application was developed, in consultation with DOH, HRSA/DSHS, and OIC, with a
focus on creating a format to determine the applicants which would best serve the Legislature’s
intended purpose: improving access to medical treatment, efficient use of health care resources,
or quality of care. (See Appendix E, Grant Application Review Criteria.)

The grant program was officially announced on November 6, 2006. The deadline for grant
applications to be submitted to the HCA was January 5, 2007.

Grant Recipients

Twenty-seven grant applications were received. Ten grant recipients were selected based upon
information in their applications that demonstrated their ability to achieve at least one of three
legislative goals: provide access to medical treatment, demonstrate efficient use of health care
resources, or improve quality of care. The HCA Administrator selected the recipients in
consultation with DOH, HRSA/DSHS, and OIC. All ten finalists were awarded grants following
site visits conducted in March and April 2007. (See Appendix F, May 22, 2007, Press Release.)

The first ten recipients were granted funding in the first cycle of a two-year grant, running from
April 1, 2007, through March 31, 2009. Following the appropriation of additional funds in 2007,
four more programs (designated as alternates in the original review process) were granted
funding. These four programs received grants in the second cycle of a two-year grant running
from October 1, 2007, through September 30, 2009. (See Appendix G, December 13, 2007, Press
Release.)



Program Funding

The CHCC Grant Program was created during the 2006 supplemental budget year. The
authorizing legislation directed the HCA to award the grants on a two-year cycle, resulting in the
disbursement of grant funds to be split between two separate biennial cycles. Administrative
funding began July 1, 2006 (FY07).

Following development and implementation of rules and the grant application process and
organization of the review panel and selection process, ten Cycle 1 awards began April 1, 2007.
Cycle 1 awards continue through March 31, 2009. Funding for four Cycle 2 awards began
October 1, 2007, and continue through September 30, 2009.

Table 1: Grant Program Funding Cycles

FYO7 Jul Aug Sept Oct Nov \Dec Jan Feb Mar Apr May Jun

FYO8 Jul Aug Sept Oct Nov |Dec Jan Feb Mar Apr May Jun

Jul Aug Sept Oct Nov |Dec Jan Feb Mar Apr May Jun

Jul  Aug Sept Oct Nov |Dec Jan Feb Mar Apr May Jun

The program funding schedule was complicated by initiating funding during a supplemental
budget year and granting program awards on a two-year cycle split between two biennia. It was
further complicated by running two cycles of grants with overlapping schedules following the
appropriation in 2007.

The Legislature allocated a total of $2.1 million for the CHCC Grant Program during the 2006
and 2007 legislative sessions; 90 percent of these funds went to fund grant programs and 10
percent was expended on administrative costs. Disbursement of funds is made on a quarterly
basis. Initial disbursement of funds for Cycle 1 began April 2007. The second year of funding
began April 2008 following the review of grant performance and satisfactory determination by
the HCA Administrator. The Cycle 2 disbursements began October 2007 and are also made on a
quarterly basis.



Grant Programs

There are a total of 14 CHCC grant recipients spread equally throughout eastern and western

Washington counties. Services are available through CHCC grant-funded programs in 28
counties.® (See Figure 1 below.)

Figure 1. Map of CHCC Counties
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The CHCC Grant Program serves uninsured and underinsured populations in rural and urban
settings. Some programs are mature organizations and some are start-up programs that used

CHCC grants to fund development. Table 2 (on following page) provides an overview of the
organizations funded including the funding cycle, whether the funding is for a start-up or the
expansion of a mature project, the funding level, the counties served, and the program focus.

® Services are no longer available in Benton and Franklin Counties effective May 1, 2008, due to the closing of
Benton-Franklin Access to Care.



Table 2. Overview of Grant Recipients

OVERVIEW OF GRANT RECIPIENTS

RESOURCES

EFFICIENT
QUALITY OF

=
Z
w
=
=
<
L
14
=

FUNDING
OUNTIES
ACCESS TO

MEDICAL

C
S

2 Community Health Partners (CHP) to develop a place-based community advocacy Start-up $50,000 Cowlitz
program.
1 Free Clinic of Southwest Washington to start Project Access of Clark County (PACC). Start-up $75,000 Clark

1 Community Health Center of Snohomish (CHCS) County for their Kids Get Care (KGC) Expansion J $75,000 Snohomish
dental program.

1 International Community Health Services (ICHS) to develop a community collaborative for J| Start-up $100,000 § King
culturally, linguistically, and medically appropriate prevention and self-management.

1 Port Gamble S'Klallam Tribe (PGST) to implement digital technologies. Start-up $100,000 | Kitsap

2 Yakima County Department of Community Services for Yakima County Health Care Expansion § $100,000 § Yakima

Coalition for Kids Connect.

1 Peninsula Community Health Services (PCHS) for Kitsap Partnership for Access to Health § Start-up $125,000 | Kitsap
Care (KPAH) Services to integrate primary and behavior health care services.
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1 | Yakima Valley Farm Workers Clinic for the Yakima County Asthma Project (YCAP). Start-up $125,000 | Yakima

2 Benton-Franklin Access to Care (BFAC) for Project Access expansion, a pharmacy Expansion § $175,000 § Benton, Franklin
network program, and to reduce the unnecessary use of emergency rooms.

2 Community Minded Enterprises for Health for All (HFA) for access for the Expansion J $175,000 f| Spokane, Stevens, Pend
uninsured/underinsured and efficiencies in the delivery system. Oreille, Ferry, Lincoln,

Grant, Garfield, Whitman,
Asotin, Adams, Columbia

1 Community Choice Physicians Hospital Community Organization (PHCO) for Project Expansion § $175,000 § Chelan, Douglas,
Access expansion of benefits enroliment services and a mobile mental health unit. Okanogan, Grant, Adams

1 Spokane County Medical Society Foundation for Project Access Spokane (PAS) expansion. | Expansion [ $175,000 | Spokane

1 | Whatcom Alliance for Healthcare Access (WAHA) for Project Access for a hospital ED Expansion § $200,000 § Whatcom
referral system and to develop a small business insurance connector.

1 CHOICE Regional Health Network for Project Access Program to implement the Patient Expansion § $250,000 | Grays Harbor, west Lewis,
Access Link (PAL). Mason, Pacific, Thurston
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Patient/Client Demographics

CHCC Grant Program recipients are required to provide the HCA quarterly program
performance and patient/client demographic reports. The information presented in this evaluation
represents one year of program data for the ten grant programs funded in Cycle 1 and six months
of data for the four programs funded in Cycle 2.

Since the CHCC is a new program, the reporting requirements were new for the grant program
recipients. Some recipients experienced challenges implementing the new data collection
requirement into already developed management systems. The HCA continues to work to
improve the data collection and reporting process through collaboration with the recipients and
streamlining/standardizing the format. (See Appendix H, Quarterly Reporting Requirements.)

For this evaluation, aggregate program data is presented in the following graphics based upon the
grant programs’ quarterly report submittals. We believe these numbers are a conservative
reflection of actual patients/clients served, due to some of the reporting challenges experienced
by grant recipients. The number of employed and unemployed patients/clients is not included in
the data findings. The recipients did not have the ability to capture this information to a degree
that would be significant to report.

CHCC grant-funded programs reported 41,193 unduplicated patients/clients served, and 13,595
of this population were identified as new patients/clients. The programs provided a total of
169,777 services to this population. (See Figure 2.)

Figure 2. Patients/Clients Served
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Nearly 85 percent of the patients/clients served reside in households with incomes at or below
200 percent of the Federal Income Guidelines (FIG). Fifty-two percent of the patients/clients
served reside in households with incomes under 100 percent of the FIG. (See Figure 3.)

Figure 3. Patients/Clients FIG by Percentage

Patients/Clients FIG by Percentage
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Three of the CHCC grant-funded programs targeted services for children. This emphasis is
reflected in the distribution of patients/clients served by age data. As seen in Figure 4, 76 percent
of the unduplicated patients/clients served are under the age of 19. The 20-64 age group accounts
for 20 percent of the patients/clients served and the 65 and over age group is only 2 percent of
the population served. The ages of a small portion of the population served are unknown.

Figure 4. Patients/Clients by Age
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Several CHCC grant-funded programs offer services targeted to meet specific needs of certain
racial and ethnic populations. As seen in Figure 5, the distribution of unduplicated
patients/clients by race/ethnicity is consistent with the populations served by those programs.

Figure 5. Patients/Clients by Race/Ethnicity

Patients/Clients by Race/Ethnicity
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Payer source data is based on client-reported insurance status at time of initial contact with the
grant-funded program. (See Figure 6.)

Figure 6. Payer Source by Percentage
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Twelve of the grant-funded programs have designated performance measures to track access to
health care benefits by connecting the uninsured to publicly funded programs. The programs
assisted patients/clients over 60,000 times to apply for or maintain insurance or coverage for
medical care. (See Figure 7.)

Figure 7. Insurance Assistance
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The majority of patients/clients seeking services were in need of primary medical or dental care.
Only six percent sought assistance to access specialty care. (See Figure 8.)

Figure 8. Access Assistance
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Nearly $5 million of donated care was reported for the first year of the grant. Eight programs
make and track referrals to specialty care; of those, six reported the dollar value for donated care.
This includes specialty care, primary care, and ancillary services (lab, x-ray, etc.). Figures 9, 10,
11, and 12 describe the types of referrals made and the value of the donated services provided.

Figure 9. Donated/Discounted Services
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Note: CHOICE Regional Health Network donated clinical services are noted separately. CHOICE tracks the total
value of donated services; however, it is unable to report them by category.

Figure 10. Specialty Care
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Figure 11. Specialty Care — Surgical
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Figure 12. Specialty Care — Other
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CHCC Grant Program Highlights and Dashboards

The CHCC grant-funded programs vary; some are mature organizations with developed local
networks and partners that have well-established procedures and systems. Conversely, there are
start-up programs in the early stages of development that CHCC grant funding assisted. The
grant-funded programs also differ in size and scope, and in their approaches to address defined
community health care needs. However, many of the programs’ goals and objectives are similar
and produce similar outcomes.

Table 3 (see next page) provides an overview of the services addressed by the 14 programs
through performance measures or significant achievements demonstrated in their results.

Table 4 (see following pages) provides a section of dashboard overviews for each of the 14

grant-funded programs. The dashboards highlight the individual accomplishments of each
program.

-14 -



Table 3. Grant Recipients’ Services Addressed Through Performance Measures and Outcomes

GRANT RECIPIENTS’
SERVICES ADDRESSED THROUGH
PERFORMANCE MEASURES AND OUTCOMES
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Table 4. Dashboard Overviews — Community Health Partners

Community Health Partners (CHP) to develop a place-based community advocacy ~ Start-up Funding: $50,000

program to provide access to health insurance coverage, prescription assistance, and $25,000 per year—Cycle 2
other health services.

Served: 488
Specialty Care Referrals: 163
Value of Donated Care: $4,989
Insurance Assistance: 213
Access Assistance: 970

Emergency Reduction Strategy: New question added to the intake process at the free clinic—"If
not seen at the free clinic where would they have gone for care?” Responses: ER 171; MD 1; Don't
know 14; FHC 13; Vancouver 15; Health Dept. 1; Nowhere 10; MD office 2; Other 36.
Return on Investment Method: Specialty care—providers do not provide documentation for
patient care beyond the first appointment. The value of $165 is used for the first appointment. All
care is donated.
Goal 1. To understand and serve the health and wellness needs of the uninsured and medically under-served in the Cowlitz
County region, thereby reducing health disparities and eliminating barriers to access.
Maintain the Cowlitz Free Medical Clinic at an easily accessible location for community residents.
« 389 patients seen at the free clinic.
o Patient satisfaction surveys and triage nurse questionnaires identify areas of patient concern; surveys reviewed weekly and reported to
the board.
Regularly schedule patient case reviews with providers and agencies with focus on barriers to care.
« 3 provider meetings; part of regular quality assurance review; no patient issues raised.
Actively refer patients to local health care providers for medical and mental health services.
o 527 referrals of patients to local medical and mental health providers.
Assist community residents and free clinic patients who qualify for state and/or federally sponsored programs; assist clients in developing
knowledge and skills to complete applications.
106 clients assisted to complete insurance applications.
« Insurance forms being completed through free clinic and off-site at Cowlitz County Health Department.
o AmeriCorps person trained to assist clients and supported by Community Health Advocate (CHA).
» Plans to develop single community resource directory and supplement for people who are low-income.
Goal 2. To function as a community collaboration for the delivery of medical and social services.
Develop and maintain place-based services to neighborhood residents through agreements.
« While working closely with the free clinic and the health department, project is negotiating with two community organizations in low-
income neighborhood.
 Cowlitz County Health Department has signed partnership agreement.
o Goodwill Industries-Vocational Services signed Memorandum of Understanding (MOU) to provide site and support.
Develop and maintain place-based services to neighborhood residents through agreements with community health care providers.

» Regional Support Network (RSN) and Family Health Center signed MOU.

Goal 3. To increase local community awareness and support for the free clinic and community health advocacy services.
Establishment of a sustainability plan through the CHP for continuation of activities beyond the end of the CHCC grant.

 CHP received a $2,500 Technical Assistance grant from Kaiser Permanente for fund development.

o Technical Assistance for Community Services (TACS) of Oregon will assist CHP with fund development plan; scheduled workshop on

funds development and sustainability.

Unanticipated Results 3

Connection made with vocational training and drug rehab programs.
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Table 4. Dashboard Overviews — Free Clinic of Southwest Washington

Free Clinic of Southwest Washington Project Access of Clark County Start-up Funding: $75,000

(PACC) to start a Project Access of Clark County. The program will coordinate donated ~ $37,500 per year—Cycle 1
specialty and primary care services to low-income residents.
Served: 2 Emergency Reduction Strategy: Primary component of PACC; strategy is to enroll patients before
Specialty Care Referrals: pending the need for ED arises.
Value of Donated Care: N/A Return on Investment Method: Pending; all data will be tracked through a central system. Two
Insurance Assistance: 2 strategies will be used through: 1) physicians specialty care system and 2) tracking provisions of
Access Assistance: N/A physician, hospital, pharmacy, and ancillary care to quantify the cost and relationship to patient
health care outcomes and quality of life.
Goal 1. Uninsured people in Clark County will have access to quality specialty health care.
Start-up program has focused on development of administrative structure of program, patient referral system, physician recruitment, and
partner trainings.
« Continued efforts to build relations with members of local health care community.
» Worked with six organizations for potential funding.
 Developed policies and procedures manual.
« Developed Project Access website.
e 2 newspaper/press releases announcing program.
 Purchased Project Access Data Management system; 16 hours of database training for staff.
o Developed patient flowchart process.
o PACC to “go-live” on March 3, 2008: 10 (=) referrals per month from two safety net clinics on target for pilot March thru May.
e Collaborated with Statewide Health Insurance Benefits Advisors (SHIBA) and Retired and Senior Volunteer Program (RSVP) to
develop screening and eligibility processes.
o “Patient Referral” trainings with two safety net primary care clinics, one training with hospital; developing training plan and materials for
participating providers; developing dispensary training.
To increase coordination for 30 patients needing specialty care during pilot.
« 2eligible patients enrolled; 24 referrals in eligibility determination process.
Goal 2. Participants in PA Clark County will have increased productivity.
To increase the number of patients who are available to return to work as a result of services.

o Created pre-patient survey: 2 completed; post-patient survey is developed, but not yet relevant.
Goal 3. Improve the overall health status of uninsured people in Clark County.

Objectives/Results
Improve quality of life and perceived health status of 95% of PACC patients.
« Tested the Behavioral Risk Factor Surveillance System (BRFSS) survey tool with first two patients.
Goal 4. Reduce the high cost of un-reimbursed charity care for hospitals and safety net clinics in Clark County.
n developmental stages.
Goal 5. Increase health care satisfaction of the community by providing equitable care spread across the community by a broad
range of specialties.
Increase the number of medical providers and ancillary services participating in PACC to 70% by 2009 (end of grant).
o Developed physician recruitment procedures for specialty recruitments; recruited 22.9% of target specialists.
« Management of physician recruitment process; developed targeted recruitment plan.
 Created protocol to recruit physician groups by using champions.
o Planned and facilitated 120 meetings with physician groups and hospitals.
o Designed, created, and distributed over 300 physician recruitment packets.
o 170 agreements with practicing physicians signed.
e 72 new participation agreements obtained.

o Received 22 referrals from safety net providers.

Goal 6. Demonstrate accurate financial “return on investment” of PACC.

o Columbia United Providers providing claims processing and will generate in-kind donation report.

o Argus/Providence system to track all prescriptions.

o No Return on Investment method to report yet.

Unanticipated Results

o PACC has successfully directed potential patients to other programs for medical help: a patient to the Breast and Cervical Health
Program for a breast biopsy and a patient to Southwest Washington Medical Center for urology surgery. They were outside the scope of
the program, but we were able to assist in getting medical help for these people.

» Through working with SHIBA, have helped patients find access to other health insurance available to them.
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Table 4. Dashboard Overviews — Community Health Center of Snohomish County

Community Health Center of Snohomish County for Kids Get Care Dental ~ Expansion Funding: $75,000
Program (CHC-KGC) to identify and link families in need of health care with dental $37,500 per year—Cycle 1

and medical health care homes. Emphasis will be given to families that experience
barriers because of ethnicity, ancestry, or linguistic isolation.

Served: 34,496 Emergency Reduction Strategy: N/A
Specialty Care Referrals: N/A Return on Investment Method: N/A
Value of Donated Care: N/A
Insurance Assistance: 43,510

Access Assistance: 42,677
Goal 1. Improve effectiveness, efficiency, and continuity of care.
Expand KGC program to seven locations.
o Hired 4 staff. Placed 3 to 3 clinics connecting to 2 Dental clinics and 2 WIC offices. One Newborn Access Specialist (NAS) works with 2
hospitals. Includes Vietnamese-, Spanish-, and Russian-speaking staff.

Goal 2. Develop self-sustaining networks between community-based organizations and health care organizations.
Develop training and coordination meetings.
20 collaborative meetings between KGC staff, Snohomish Health District, and other community-based organizations (CBO).
Conduct Oral Health Education Presentation to WIC participants at Snohomish Health District offices.
e 26 presentations made to: WIC Oral Health Training, Everett Shelter, Everett School District Nurses, Get Moving program, Early Call
Center, Families and Children Early Support (FACES), Everett Community College Head Start, and Childhood Education Assistance
Program (ECEAP).
Goal 3. Improve access to medical care.

Establish new medical homes for 400 children (newborn to 21 years) per year.
» 1,318 children establish medical homes.
« Daily contact with hospital social services staff at Providence Everett Medical Center and Stevens Hospital, and the KGC Newborn
Access Specialist; Newborn Access Specialist is ensuring mother has access to health care prior to leaving the hospital.
|« Vietnamese and Russian outreach workers conducting home visits. |

_Goal 4. Improve health status of children andyouth. ... |

Increase Well Child Checkup (WCC) Visits by 10% per year.
o First year served: 0-2 years 4,907, 54%; 3-6 years 1,498, 36%; 12-21 years 1,762, 22%. Age-specific reports generated from new
Electronic Medical Record (EMR) system.
Increase immunization rates to 62% for 0-2 years, 70% for 3-6 years, and 41% for adolescents.
o Age-specific reports to verify patients are up-to-date in recommended WCC for each age group.
o 0-2 years 4,907 WCC, 54%; 3-6 years 1,498 WCC, 36%; 12-21 years 1,762 WCC, 22%.
Increase number of children 1-4 years who have a structured developmental assessment by 15% per year.
e 2,734 1-4 year-olds assessed; trained providers on new EMR Developmental Screen tool; previously assessments tracked manually.
Increase the number of youth that receive tobacco use screening to 80%.
¢ 861 3rd quarter tobacco use screenings of 13-19 year-olds; conducting provider training on EMR Social History-tobacco usage
template.

Goal 5. Improve access to dental care.

Establish new dental homes for 400 children per year.
2,593 new youth patients served with preventative or acute visits at CHC Dental Clinics.

Goal 6. Provide early prevention, identification, and treatment of childhood caries.

Increase by 15% per year the number of children with a dental visit before 2 years old.
e 723 children less than 2 years old received a dental visit.

Increase by 10% per year the number of children, less than 2 years of age, that receive both a medical and dental visit.
o 453 children less than 2 years old received a medical and dental visit.

Increase by 15% per year the number of children under 5 that receive fluoride varnishes, as indicated based on risk.

o 674 children less than 5 years old received fluoride varnishes based upon risk through medical provider.

Goal 7. Increase access to mainstream health insurance resources.
Increase access to mainstream health insurance resources.
» 1,818 children enrolled in public insurance programs. Goal is 400 new children per year.

Unanticipated Results

Connect with educational institutions and social service agencies. Collaborating between these ‘service silos’ has enabled the collaborative
to efficiently connect children to preventative health care services and optimize use of resources. For example, it is well documented that
children with well child visits are half as likely to have avoidable hospitalizations; in 2007, supported by the Kids Get Care team, Community
Health Clinic provided 7,172 children with well child visits, an increase of 7.1% over the previous year.
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Table 4. Dashboard Overviews — International Community Health Services

International Community Health Services (ICHS) to develop a community Start-up Funding: $100,000
collaborative for culturally, linguistically, and medically appropriate prevention and self-  $50,000 per year—Cycle 1
management of chronic conditions prevalent among Asian/Pacific Islander communities.

Served: 382 Emergency Reduction Strategy: ICHS patients enrolled in Basic Health are tracked for ER use

Specialty Care Referrals: N/A via reports provided by CHPW. ICHS currently has low ER utilization rate. Non-Basic Health

Insurance Assistance: N/A patients are not easily tracked for ER use; there is not an EMR field related to this currently in use.

Access Assistance: 263 Return on Investment Method: Overall 4 to 1 CHCC funding.

Goal 1. In-language, culturally appropriate and relevant health education information available re: risk factors for and behaviors to

prevent and/or better self-manage chronic diseases. i
Inventory maintained of translated, culturally appropriate materials for diabetes, hypertension, hyperlipidemia, cardiovascular disease, and

smoking cessation in Chinese, English, Korean, Tagalog, and Vietnamese.

o 65% developed and completed health education materials to ensure medical accuracy, and culturally and linguistically appropriate.
Approved by medical director and health education manager. Including: Diabetes, Pre-Diabetes, High Cholesterol, High Blood
Pressure. Drafts of Smoking Cessation, Carbohydrate Foods, fiber facts, healthy eating, Stress and Relaxation, Weight Management,
Physical Activity, and Asthma are in review. Cancers, Osteoporosis, and Menopause are to be developed. Health Literacy tools and
presentation on Western Health Care are in development. Patient Guide for ICHS services is in development.

o 35% health education materials available in languages other than English for top four health conditions.

Resource list of current services supportive of preventing and/or self-managing chronic diseases.
o 25% health education guidelines drafted and used routinely.
o 25% complete community survey of supportive services and resource list.
Goal 2. Participants learn how to prevent and/or better self-manage chronic disease(s).
Individual, family, and/or group health education sessions and classes equip participants to prevent and manage chronic disease.
o 132 referrals to one-on-one and group interventions in 1st year.
o 88 scheduled appointments/groups in 1st year.
o 92% appointments kept.
o 75% written policies and procedures regarding health education referrals and tracking and/or self-management.
Participants discuss “teach back” health education information accurately.

o Classes in participant’s language used 75% of the time.

 Teach back method, used for competency development, is standard 50% of the time for Limited English Proficiency (LEP) population.
Participants analyze their own chronic disease risk behaviors (using self-assessment tool).

o 50% of participants developed self-management goals in EMR.
Participants identified lifestyle changes that are necessary for them to prevent and/or better self-manage chronic disease(s).

» Personal relevance emphasized in sessions and lifestyle changes necessary to prevent and manage chronic disease are identified.

Goal 3. Participants develop personal health goal(s).
Identify action steps for health goals over which they have control to achieve.

¢ 50% of participants have documented self-management goals for chronic disease in EMR.

Identify appropriate support services and activities, including regular physical activity, to achieve their health goals.

« Participants identified action steps for specific health goals.

o Participants established timelines for implementing.

Goal 4. Participants develop personal, individualized “Personal Health Plan” (PHP).

Establish realistic timeline for implementing steps and achieving goals.

» 50% of the participants developed PHPs and implementation steps, established realistic methods for tracking, and finalized their PHPs.

Goal 5. Participants implement Personal Health Plan.
Implement lifestyle changes to achieve personal goals.

» 50% of participants implemented changes; evaluation of effectiveness to begin in 2nd year of grant.

Goal 6. Participants progress in achieving personal health goal(s).

o 50% of éarticiéants maintain self-determined acceétable level of coméliance with PHP and modified as necessa&.

Goal 7. Improved participant health indicators (consistent with Healthy People 2010), particularly re: referral for chronic disease.

Trackiné beéins 4/1/08 — results not available iet.

Goal 8. Improved satisfaction with ICHS health care services.

Trackiné beéins 4/1/08 — results not available iet.

Unanticipated Results
o Translated health education materials; collaborations with local Community Health Clinic for AmeriCorps.
o Community support for program: partnered with local libraries, churches/temples, grocery stores, community groups.
o Sustained community advocacy for the Chinese, Vietnamese, and Filipino communities.
o Enhanced outreach to the Samoan/Pacific Islander communities.
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Table 4. Dashboard Overviews — Port Gamble S'Klallam Tribe

Port Gamble S'Klallam Tribe Community Collaborative Health Care Project | Start-up Funding: $100,000

(PGST) for implementation of digital technologies with focus on electronic medical $50,000 per year—Cycle 1
records and continuity of care.
Served: 4,013
Specialty Care Referrals: 1,039 (not
donated care)
Insurance Assistance: 1,275
Access Assistance: 27,059
Goal 1. Native Americans and other low-income individuals and families in Kitsap County will have access to medically necessary
health care.
Increase number of patients who have insurance.
o 351 patients assisted with applications to obtain insurance; 98% successfully obtained insurance coverage.
o 245 patients assisted with insurance re-certification to retain insurance; 98% successfully retained insurance without having a gap in
coverage.
To increase the number of patients who receive medically necessary specialty care.
o 1,022 referred for specialty care (not donated services); 100% referred to and accepted by providers—when no providers in Kitsap
County will accept uninsured or underinsured, clients were referred to care outside the county.
o Protocol established to determine whether referrals are medically necessary.
o Chart review completed to obtain a baseline measure of the proportion of referrals deemed medically necessary according to
established guidelines.
Goal 2. The providers in the Port Gamble S’Klallam Health Department’s network of care will work at maximum efficiency.
To eliminate duplication of collection, data entry, and management of patient registration and of demographic information.
o 25% reduction from 4 to 3 locations where patient registration and demographic data are being stored.
To eliminate the use of transcription services for documentation of patient medical records.
» 100% elimination of transcription services for documentation of patient records.
To eliminate the need for staff time to verify patient coverage for non-Port Gamble (Tribal) Health Services Department (PGHSD) providers.
» Protocol established and time study conducted to obtain a baseline time required to verify patient coverage: 30 minutes per week.
(Target for change is December 2008.)
o Protocol established and time study conducted to obtain a baseline time required to process a referral to a non-PGHSD provider; 759
minutes. (Scheduled change is August 2008.)
To eliminate the need for staff time to process claims manually.
» Protocol was developed and a time study conducted to obtain a baseline time required to process a claim manually: 1 hour. (Scheduled
change is August 2008.)
Goal 3. Native Americans and other low- income individuals and families in Kitsap County will receive the highest quality health
care.
To increase the use of evidence-based medicine. Evidence-based clinical guidelines will be incorporated into the EMR system for access at
the point of care to ensure quality of treatment plans.
« Diabetes care protocol developed for evidence-based care guidelines. Review of 100% of diabetic patient charts to establish baseline
data.
« Chronic pain management protocol was developed; chart review conducted.
To increase the number of patients who complete age-appropriate health screenings.
o Protocol for age-appropriate screenings was developed for patient population; chart review was conducted to establish baseline data.
o 76% of patients in different age groups have documented up-to-date screenings according to established guidelines.
To increase the efficacy of medication management for patients.
o Chart review conducted to establish baseline of up-to-date medication lists.

« Protocol was developed to establish guidelines for up-to-date charting and chart completeness.

Emergency Reduction Strategy: RN, PA, and ARNP staff take after-hours calls. Calls are triaged
to ensure appropriate responses to medical needs and containing ED use. Measurable decrease in
ED use since implementation.

Return on Investment Method: N/A

Unanticipated Results

A reduction of non-clinical staff and reallocated resources to increase access and quality.
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Table 4. Dashboard Overviews — Yakima County Department of Community Services

Yakima County Department of Community Services for Yakima County Expansion Funding: $100,000
Health Care Coalition (YCHCC) to help families with children establish medical $50,000 per year—Cycle 2
homes, reduce unnecessary emergency department visits, and assist in accessing

insurance coverage.

Served: 312 Emergency Reduction Strategy: 1. Access Specialists located at 2 hospital ERs; those without a
Specialty Care Referrals: N/A medical home are referred and follow-up is made by CHC. 2. Plan is to measure the return rate
Value of Donated Care: N/A after the connection to CHC is made and education provided. 3. Access Specialists to follow up
Insurance Assistance: 97 with clients. Information system will be used to record and track information through web-based
Access Assistance: 608 case management system at 6 months after intake to report if client has used ED for potentially

avoidable reasons.

Return on Investment Method: Families referred to a medical home will be surveyed after 6
months to identify if the family is still connected to the medical home, if they have health coverage
for the child/children, and if they still remember how to access their primary care provider after-
hours.

Goal 1. To reduce the unnecessary use of the Emergency Rooms by the clients assisted in the project throughout the grant

period.
Track ER usage of Kid Connect families prior to project assistance and throughout project participation, and compare.
o 54 kids who appeared at Emergency Rooms in Yakima and Sunnyside and said they did not have a medical home were referred to Kids
Connect Access Specialists to assist in finding a medical home.
Goal 2. Reduce the number of uninsured children in our county.
Identify uninsured participants (children and family members) and document reasons for lack of insurance at intake.
o |dentified 79 uninsured children and their family members through this project and offered assistance.
Access Specialists assist in application processes for clients to obtain insurance.
» Assisted with 97 health coverage applications for children and their families — Medicaid, Children’s Health, and Basic Health.
Goal 3. Assist clients seen at the ERs to engage in the process of finding a primary care physician and/or a “medical home.”
Access Specialists explain the benefits and encourage voluntary referral assistance to finding a PCP local to the client.
» 54 families referred by Access Specialists to medical homes for ongoing care.
Goal 4. Provide clients with educational materials and consultation regarding appropriate use of the health care system and where

and how to find resources for their families’ needs and promote greater responsibility for their care and healthier living.
Document consultations and materials exchanged with clients by Access Specialists and referral services used.
¢ 468 documented consultations and materials exchanged with clients by Access Specialists and referrals services used.
Goal 5. Obtain client and ici i ify broader system improvements in access to services, service quality, and
delivery.

No results yet.

Goal 6. Host a series of forums to provide public awareness of the project and to engage community leaders and providers in
supporting larger strategic plans to address demographic and geographic health care service delivery in Yakima County.

No results yet.

Unanticipated Results

The level of knowledge in our network of local community organizations has been increased, not just among the Access Specialists, but ]
among the people who refer to them.
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Table 4. Dashboard Overviews — Peninsula Community Health Services

Peninsula Community Health Services (PCHS) for Kitsap Partnership for Start-up Funding: $125,000

Access to Health Care Services (KPAH) to integrate primary care and behavioral ~ $62,500 per year—Cycle 1
health and improve access to appropriate care.
Served: 913 Emergency Reduction Strateqy: Tracking using 3 strategies, all in early stages: 1) Chronic Care
Specialty Care Referrals: 1,117 Manager receives copy of ED report for patient, contacts patient for follow-up, and tracks number of
Insurance Assistance: 729 visits; 2) BH therapists record patients’ self-report of ED use; and 3) PCHS patients of record
Access Assistance: 1,404 inpatient hospital admits—a quarterly report to find relationship between physical health and
behavioral health.
Return on Investment Method: N/A
Goal 1. Kitsap County residents requiring behavioral health services will have access to an integrated primary care and
behavioral health medical home.
Increase access to integrated primary care and behavioral health population-based health care among 2,240 PCHS clients.

o 100% integrated care staffing model in place: 1.8 FTE MS BH therapist, .1 FTE ARNP, .2 FTE Chronic Care Coordinator.

o 133 ARNPs carry cell phones; calls assigned to Kitsap Mental Health Services (KMHS)/psychiatric consultant when off-duty.

o ARNP psychiatric consultation and case review available to PCPs.

o 1,273 Behavioral Health (BH) therapist-provided brief BH interventions.

o ARNP provided 2 BH trainings and mentoring to PCP.
To support implementation of the Kitsap County Behavioral Health Alliance’s strategic plan to achieve access to effective, quality behavior
health services for county residents.

« Describe barriers to integrated care, include financing and possible means to reduce barriers—end of year report.
Goal 2. Health care service providers in Kitsap County will manage integrated primary care and behavioral health services
resources efficiently consistent with medical home and mental health standards of care.
Improve efficiencies when behavioral health is a component of patient’s treatment plan:
o Developed flow chart of PCHS referral process.
o Exceeds goal of length of time to post first BH visit to PCP referral—result suggests immediate transition; BH perception of ease of
consult with PCP.
o Exceeds goal of less than 24 hours ARNP return call to PCP’s consult; result suggests immediate response.
Improve cross-system coordination, collaboration, and integration.
o Established staff person at each agency as single point of contact for referral processes.
o Established data sharing agreements.
» 100% (=) of PCHS patients referred to KMHS with feedback to PCHS within 30 days regarding referral status.
Goal 3. Kitsap County integrated primary care and behavioral health services will provide high quality patient care consistent with
medical home and mental health home standards of care.
To institute a successful integrated primary care BH brief treatment model with PCP, Master's level therapist and chronic care manager for
patients in need of services.
o 40 chart reviews indicate elements adhere to consistent quality care and standardized brief treatment protocol.
o 100% PCP referrals of patients with BH concerns to BH staff for improved coordination of appropriate level of care.
» Conducted qualitative review via focus groups and interviews.
o 90% BH clients with follow-up plan charted in EMR.
o 100% PCPs assessing, treating, and referring BH appropriately per PCHS protocol.
o Completed review of operations (once per quarter) by PCHS/KMHS Medical Directors to make adjustments in model if indicated.
To increase appropriate assessment, treatment, and referrals for BH care by PCHS PCP.
o 100% staff training in cross-cultural staffing model.
To increase appropriate assessment, treatment, and referrals for BH care among Kitsap County PCPs and clinical care staff.
» Produced pre- and post-questionnaire re: treatment, barriers, and solutions.
Unanticipated Results
o Increased cross-system collaboration administratively, technologically, and provider-to-provider.
« Acculturation between two disciplines through co-location of services and adherence to a brief treatment model appropriate in a medical
setting.
o PCPs reported increase in productivity and increase in confidence for diagnosing and treating Behavioral Health conditions.
o PCPs reported new feeling of being supported in their work to treat patients and better able to respond to patients; i.e., “don't know how
they practiced without them (BH therapists).”
o Client perception of change at Peninsula Community Health Services resulting in more comfortable place for behavioral health care.
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Table 4. Dashboard Overviews — Yakima Valley Farm Workers Clinic

Yakima Valley Farm Workers Clinic for the Yakima County Asthma Project  Start-up Funding: $125,000

to provide training, education, assessments, action plans, emergency care plans, and $62,500 per year—Cycle 1
changes to policies in home and school environments to care for children with asthma.

Served: 73 Emergency Reduction Strateqy: Program expects to decrease utilization. Students in the
Specialty Care Referrals: N/A program will be self-reporting ED visits. Tracking system is in the planning stages.

Value of Donated Care: N/A Return on Investment Method: Estimates a minimum cost savings based upon hospitalization
Insurance Assistance: N/A rates for high-risk patients.

Access Assistance: 73

Goal 1. Yakima County students with asthma in the targeted Local Education Agency (LEA) will have access to appropriate,
affordable asthma home education and health care resources.
Increase the number of families and students with asthma that have asthma management knowledge by 10%.
o 41 new clients/children in Wapato school district with asthma received Asthma Home Education during the first year (a 15% increase).
Increase the number of students with asthma that have self-management knowledge by 20% by March 2008.
» 79% of asthmatic children in LEA have action plans and/or emergency care plans: 10 with asthma actions plans and 213 with asthma
emergency care plans.
o 270 children have been identified as having asthma in the LEA.
o Wapato School Nurses planned to contact parents at kindergarten registration this spring to get children’s asthma history and parent's
authorization on medication forms.
o Nurses are also developing Asthma Kit for student to take home to parent and return to school when forms are completed.
« Working with Sunnyside physician to develop outreach to physicians to increase the number of student asthma action plans.
Increase the number of students that have asthma with self-management skills by 20%.
o 94% or 253 asthmatic children in the target LEA have authorization to self-administer medications on file.
o 97 students met with the Asthma nurse for the assessment of ability to self-carry/self-medicate at school.
» Developed plan to provide school forms for permission to self-administer medications to YVFWC AHE to distribute to the families that
they visit.
Goal 2. On behalf of Yakima County, health care, school, and community providers will make efficient use of health care resources
for target LEA students with asthma.
Decrease the number of students with asthma that have self-reported asthma related ED visits and/or hospitalization by 5%.
« Developing plan to collect information at parent interview during kindergarten registration and parent night.
o Collecting information at home visits.
o Data not yet available.
Increase the number of coordinated local health care resources for residents with asthma by 20%.
o 50% of projects coordinated by Yakima Asthma Action Coalition members; including promotional activities, funding activities, and
coordinated service delivery.
Goal 3. Yakima County health care, school, and community providers will improve the ity of care for residents with asthma.
Increase the number of health care providers/staff trained to improve the quality of care for residents with asthma by 10.
 Providers/staff attended Asthma Educator Institute training: 5 physicians, 2 pharmacists, 20 nurses, 2 respiratory therapists, and 2
certified asthma educators.
» Providers/staff attended Asthma Management in Educational Settings (AMES) training: 27 participants—21 school nurses from Yakima
County.
Increase the number of school personnel in the target LEA trained to improve the quality of care for students with asthma by 50%.
« School personnel attended Asthma Educator Institute (AEI) training: 7 Yakima County school nurses and one assistant principal.
o School personnel attended AMES training: 20 Yakima County school nurses.
Increase the number of child care providers trained to improve the quality of care for children with asthma by 30.

e Childcare providers attended Little Lungs Breathing training: 16 childcare providers.
Unanticipated Results

o The project area is Wapato School District; however, the funding resulted in bringing training to the area that benefited all the local
partners. Also, the training brought in different individuals from the lower valley which increases our contacts and possible collaborative
partners for future projects.

o School nurses who attended the training have increased knowledge and confidence in asthma management. All nurses in ESD 105
area have increased knowledge and motivation to use new asthma guidelines.

« School nurses from other school districts who have heard of the collaborative effort from Wapato are also starting to refer students with
asthma to the project.
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Table 4. Dashboard Overviews — Benton-Franklin Access to Care

Benton-Franklin Access to Care (BFAC) to expand existing general and specialty ~ Expansion Funding: $175,000
physicians’ pro bono network, develop a pharmacy network program, and work with $87,500 per year—Cycle 2
hospitals to reduce the unnecessary use of emergency rooms.

DISCONTINUED PROGRAM: BFAC closed their doors effective May 1, 2008. Despite BFAC’s achievements in effectively
addressing access in Benton and Franklin Counties, they did not have adequate local support from the counties and some of the
local hospitals to continue the necessary funding match of $2 for every $1 awarded.

Served: 2,624 Emergency Reduction Strategy: BFAC follows up with clients who utilize the ED and counsels

Specialty Care Referrals: 569 them about appropriate use, redirecting them to PCP. HIPAA is difficult issue and prevents getting

Value of Donated Care: 365,973 the ED data from one hospital.

Insurance Assistance: 642 Return on Investment Method: Based on total program cost versus value of services documented

Access Assistance: 577 as received. ROI for 2nd quarter is $2.13 per $1 invested. The cost per active client in the 2nd
quarter was $55.22; the value of services received per active client in the same period was
$126.00.

Goal 1. BFAC will increase access to medical care by connecting the uninsured to public-funded health insurance programs for
which they appear to qualify and/or BFAC services.
Track number of people screened and number enrolled in BFAC.
o Referral system set up with Grace Clinic and Miramar Clinic.
o 507 clients screened for services.
e 392 new clients enrolled.
o Hired highly-qualified bilingual care coordinator.
o Developed/evaluated an off-site registration/enrollment pilot with Miramar Clinic.
» 100% of clients offered assistance in completing Basic Health enrollment application.
Goal 2. BFAC will promote the efficient use of health care resources by referring uninsured clients to primary care and connecting
them to specialty care, thus reducing the number of visits to the Emergency Departments for non-emergent care.
Maintains and expands a network of general practice and specialty physicians and ancillary service providers who will provide pro bono or
reduced cost medical treatment to clients. Track number of referrals to various forms of care.
o 204 primary care homes assigned in 1st quarter; discontinued assigning homes; instead clients are referred to a federally qualified
health center (FQHC).
o 57 referrals; 53:48 ratio of need in 1st quarter and 1:1 in 2nd quarter.
Clients will appropriately utilize Emergency Department care. Track number of post-enroliment client visits to ED.
o 2.3% of active BFAC clients made visits to the ED; all visits were coded appropriately, although many could have been avoided if client
| went to PCP first, working with Community Health Alliance to develop a better system of care for bi-county uninsured.
Assists clients with Prescription Assistance Program (PAP) application and refills or finds alternative ways to meet the Rx need of clients.
Track number of scripts filled and value.
o 875 prescriptions filled in two quarters.
« $309,844 value of donated prescriptions.
Goal 4. BFAC will explore increasing access to dental care for uninsured, low-income adults.
Work with dentists and other dental professionals to develop a Dental Access to Care model program. Report on progress.
o Under development.
Goal 5. BFAC will establish capacity to carry out the “community engine work” in association with community partners to create a

sustainable health care safety net for the uninsured.
Develop administrative/staffing capacity to carry out collaborative activities.
« Due to reduction in force at BFAC, the Benton-Franklin Community Health Alliance is assuming the lead in developing engine work
capacity. “A System of Care for the Uninsured” Provider Summit scheduled for April 17, 2008.
Achieve sustainability by end of grant (9/30/09).

« Lack of county support, and some of the hospitals continued support, for the BFAC resulted in the closing of the program.

Unanticipated Results

As a result of the loss of the program, we are taking a fresh look at developing a system of care for the uninsured in Benton and Franklin
Counties.
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Table 4. Dashboard Overviews — Community Minded Enterprises

Community Minded Enterprises for Health for All (HFA) to increase accessto  Expansion Funding: $175,000

affordable, appropriate health care services and insurance coverage, and to reduce the $87,500 per year—Cycle 2
inappropriate use of emergency rooms and uncompensated hospital care.

Served: 122,455 Emergency Reduction Strategy: Referral system for uninsured designed. Only 1 ED uses the
Specialty Care Referrals: N/A system. Efforts to establish similar system in other ED in area.

Value of Donated Care: N/A Return on Investment Method: Two reports completed: one shows $1 to $4 return to hospitals.
Insurance Assistance: 2,959 Another conducted by providers shows a Return on Investment Method of $16 to $1 of clients who
Access Assistance: 642 were linked to HFA.

Goal 1. The uninsured and underinsured in eastern Washington will have access to affordable, appropriate health care.
To increase the number of people enrolled by HFA from 681 to 1,021 in year one and 1,361 in year two of funding period.
¢ 1,670 people enrolled in coverage by HFA.
o There were 6 volunteers during this quarter and another PT staff was added.
o 127 hrs of volunteer time.
393 households referred by partners; marked increase over the previous 4 quarters in number of referrals from other agency partners.
112 callers report contacting the program as a result of Public Service Announcement (PSA).
Helpline for health care access handled 109 households with issues in 1.5 hours; 42 with issues in 2 hours in first quarter.
PSAs are running daily on CMTV, Cable Channel 14. Three versions; a woman who was pregnant without insurance, a young athlete
without insurance, and a middle-aged man who lost his job and employer-sponsored insurance.
To educate and refer 100% of individuals who become insured through this program and who do not have a medical care home to a primary
care home during the funding period.
o 1,045 callers recommended for HFA enroliment.
o 696 HFA applications submitted.
o 493 successful HFA enrollments.
To increase the number of individuals, for whom an insurance solution is unavailable, that receive education and referral to appropriate
primary and preventative care services.
« Preventative/primary care continues to be a main topic of discussion not only when we engage a new client, but also when we are
working with established clients.
o Referrals are made to no less than 8 community clinics (2 have closed or are closing and 1 opened), as well as to private practices and
other health care resources. Still working on reporting tool to aggregate this information.
To reduce barriers to accessing other services for 25 people in year 1 and 100 people in year 2, whose screening reveals multiple, complex
challenges during the final 18 months of the funding period.
o 1,154 households screened.
» 18 clients receiving coaching and referral.
Goal 2. The uninsured and underinsured in eastern Washington will receive high quality health care services regardless of insured
status.
To increase the quality of doctor visits among all Columbia Care clients, they will receive informati