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Executive Summary

This paper is an examination of the effects of the Medicaid expansion in California,
Medi-Cal as it is known within the state, on Federally Qualified Health Centers, or safety net
clinics in Los Angeles County. To begin with there is a history of health care reform within the
United States, starting with the passage of the most recent legislation, the Patient Protection and
Affordable Care Act. This is specifically looking at the expansion of Medicaid and increased
funding to community clinics. Additionally, the case of health care reform in Massachusetts is
framed as a model for expansion to help understand how health care reform will effect the
population. The research is then situated through looking at the role of Community Clinics more
broadly, and specifically within Los Angeles County, where the bulk of the paper is focused.

Through an examination of State and County policy, as well as an in-depth analysis of
Federally Qualified Health Centers in Los Angeles County, | look to examine the preparedness
of these organizations moving forward towards 2014 and their ability to adequately serve an
increased patient population. The findings from this research has been broken down into five key
categories that show how clinics are moving forward, and what additional steps need to be taken
to ensure that they are properly prepared for the Medi-Cal expansion of 2014. These categories
are key concerns focused on health care reform, steps taken towards expansion, the role of
technology, HealthyWay LA as Los Angeles County’s LIHP Transition Program, and the
Relationship with Los Angeles County.

Based upon the findings from the State, the County and the Clinics, | was able to create a
series of recommendations to help ensure that Los Angeles County and California are able to
transition well from the current system, to the expansion of 2014. On the state level there is the

necessity to pass comprehensive reform legislation that not only benefits the county and clinics,



but patients as well. The county must play a role in increasing education, enhancing the role of
technology, and reevaluating their role within specialty care. Finally, Federally Qualified Health
Centers must continue with key steps to reform as well as taking additional steps to ensure
patient education, as well as increasing the quality of their health care delivery and ensuring that

their patients receive the best care possible from both their clinics and their partner organizations.



Table of Contents

a1 oo [U 101 o] o PSPPSR 7
Health Care Reform in the United STatesS.........ccccviieiieii i 10
Passage of the Patient Protection and Affordable Care ACt ..., 10
Impact and IMPIEMENTALION ...........cviiieie e e nne e 12
EXPansion Of MEICAIA ........ccouiiiiiiie ettt nne e 14
HEAITNYWAY LA ... oottt e te et e e s e nteeteeneesre e teaneenres 15
Health BEnefitS EXCNANGE.........coiiiiieiiee et 17



St John’s Well Child and Family CeNnter .........c.ooveiiiiiiiieceseee e e
QueensCare Family CHNICS .....ocviiieice et neenes
COMMON TREIMES ...ttt ettt b et b e e te st e beebeeneesreenteenes
HealthyWay LA role as Los Angeles County’s LIHP Transition ..........cccccocevvvieiivenesiennenn,



Introduction
The passage of the Patient Protection and Affordable Care Act is a landmark moment in

American history, with the desire for universal health coverage dating back to the 1960s and with
the beginning of Medicaid and Medicare. As the United States moves forward, it is becoming
more apparent that old ways of understanding healthcare and the lack of focus on the patient as a
whole, but on profits instead are becoming increasingly outdated and need to be refocused. Most
nations that are comparable to the United States in population, economic status, and political
ideology, offer some type of universal health coverage for its citizens. Such countries include
Canada, Sweden, France, and the United Kingdom, providing examples of more functional
health care systems, with lower costs. Despite the fear within the United States of moving
towards a “socialized” society, it has become increasingly necessary to redevelop the ways in
which health care delivery and insurance is dealt with in the US.*

With the election of President Barack Obama in 2008, the right moment, both politically

and socially, had come to move forward with comprehensive health care reform. The Patient



interning at the University of Arizona, College of Medicine, Office of Multicultural Affairs.

Through this internship, | worked on a variety of projects, one of which was to conduct
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on December 24, 2009, the Senate was able to pass their bill, the Patient Protection and
Affordable Care Act, which did not include a public option, with 60 votes, the two-thirds needed
to avoid a filibuster.* These two bills needed to be merged into one, approved by Congress and
then signed by President Obama. However, on January 19, 2010, Scott Brown, a Republican,
won the Senate special election, filling Ted Kennedy’s seat; Kennedy, a Democrat, had died in
2009 and was a true champion of health care reform. With this election, the Democrats lost their
super majority in the Senate, and the ability to prevent a filibuster.”

As opposed to reconciling the two bills that had be
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Medicaid expansion.” While the President Obama’s goal of universal health coverage was not
reached, it became a step in that direction.

Many states and insurance companies challenged the passing of the Affordable Care Act.
One of those challenges, National Federation of Independent Business v. Sebelius, eventually
reached the Supreme Court. On June 28, 2012, the Supreme Court upheld the ACA, 5 to 4. There
are two major components to this ruling, one addressing the individual mandate, and one
addressing Medicaid. The Justices voted to uphold individual mandate as a tax, thus requiring
people to purchase health insurance or pay a penalty. In the case of Medicaid, the expansion was
upheld; however, the justices ruled that the federal government could not take away Medicaid
funding from states that refuse to expand coverage, instead states that refuse to expand coverage
will not receive any additional funds from the federal government.? In terms of the future of
health care, the ruling means that states that chose not to expand their Medicaid coverage will
not be penalized, as originally intended in the law.
Impact and Implementation

The Patient Protection and Affordable Care Act will expand coverage to millions of
Americans by expanding Medicaid eligibility, continuing funding for the Children’s Health
Insurance Program (CHIP), and subsidizing private insurance premiums and cost sharing for
some lower-income individuals enrolled in exchange plans, among others.” While the act is

expected to extend coverage to over 30 million Americans, it is also believed that by the final

" Hossain, Farhana. "Proposed Changes in the Final Health Care Bill." The New York Times, sec. US Politics, last
updated March 22, 2010. http://www.nytimes.com/interactive/2010/03/19/us/politics/20100319-health-care-
reconciliation.html (accessed December 8, 2012).

8 parlapiano, Alicia. “How the Justices ruled on the Health Care Law.” The New York Times, sec U.S., June 28, 2012.
http://www.nytimes.com/interactive/2012/06/28/us/how-the-justices-ruled-on-health-care.html?ref=us (accessed
December 7, 2012).

° Chaikind, Hinda, Curtis W Copeland, C. Stephen Redhead, and Jennifer Staman. “PPACA: A Brief Overview of
the Law, Implementation, and Legal Challenges.” (March 2, 2011).
http://www.nationalaglawcenter.org/assets/crs/R41664.pdf (accessed December 8, 2012).
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stages of implementation in 2019, there will still be 18 million Americans without health
insurance.’® These residually uninsured include undocumented immigrants, who because of their

lack of status in the United States do not qualify for government benefits; those who are eligible
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with disabilities into managed care plans.’® All three of these components are intended to help
make the transition into health care reform easier.

The responsibility of providing health care to the lower income childless adults between
the ages of 19 and 64 has largely been left up to the counties at this point. With the help of this
waiver, coverage is expanded to them through two programs, Medicaid Coverage Expansion
(MCE) and Health Care Coverage Initiative (HCCI). MCE is targeted at childless adults between
ages 19 and 64 who are not enrolled in Medicaid and have family incomes at or below 133%
FPL ($14,484 for an individual in 2011). '® HCClI is targeted at childless adults between ages 19
and 64 with family incomes between 133% FPL ($14,484 for an individual in 2011) and 200%
FPL ($21,780 for an individual in 2011). " Both of these programs are run at the county level in
the state of California and meant as “bridges” into reform to allow patients to start receiving
health coverage before 2014. Once the coverage expansion begins in 2014, participants in MCE
and HCCI will be transitioned into one of the reform programs, Medi-Cal, and health insurance
exchanges, respectively.

HealthyWay LA

Currently, the county of Los Angeles is running both a MCE and a HCCI program, called
HealthyWay LA, HWLA. This program is a “bridge” into health care reform, helping to enroll
people as well as educating them about their rights as health care consumers. HWLA, which is
administered by the Department of Health Services, unlike Medi-Cal, which is administered by
the Department of Public Social Services, must meet certain guidelines, such as assignment of

enrollees to a medical home, network adequacy, locations must be geographically accessible, and
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providers, as well as educational materials, must be culturally competent. ** As of September
2012, there were 219,604 people in Los Angeles County enrolled in LIHP, 219,419 in MCE and

185 in HCCI.*®
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According to a study conducted in 2011, approximately half of newly insured people in
the state of California by 2016 will be residents of Los Angeles County. % While there is still a
large uninsured population in Los Angeles, this program is helping to transition patients into a
health care system by providing them with coverage and directing them to specific clinics to
receive health care, thus helping to give them a medical home. However, this is increasing
patient numbers for clinics and forcing them to come up with tactics as to how they will deal
with an increased patient population, but still maintain the same standard of care.
Health Benefits Exchange

The health benefits exchange in California is known as Covered California, which is
governed by the California Health Benefit Exchange Board. Their mission is to “...increase the
number of insured Californians, improve health care quality, lower costs, and reduce health
disparities through an innovative, competitive marketplace that empowers consumers to choose
the health plan and providers that give them the best value”.?®

The current HCCI enrollees in HealthyWay LA will be transitioned into the exchange,
once it becomes available on January 1, 2014; however, open enrollment is expected to begin in
October. The exchange is a virtual marketplace where uninsured Californians can go to purchase
health insurance. Under the ACA, the federal government will provide subsidies for those

earning between 138 percent and 400 percent of the federal poverty level. It is estimated that

more than 3 million Californians will purchase health insurance subsidized by the federal

17



government, and another 2 million will purchase unsubsidized insurance plans.?* There will be
enrollers throughout the state to help guide individuals through this process, both at clinics,

stand-alone organizations, and over the phone. It is also important to note that those who are
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and to increase preventative and primary care services.?> The National Association of
Community Health Centers estimates that this funding will allow clinics to double their current
capacity, serving upwards of 40 million patients by 2015.%° Even within the language of the
PPACA, the necessity of a strong safety net is recognized and the funding to support this is

provided. Through this expansion of sites and servi
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financial modifications. *? In addition, within the first 10 weeks of the act being signed into law,
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number of patients served.® Additionally, as expected, community health centers saw a drop in
uninsured patients seeking care between 2005 and 2009 due to expanded coverage under Chapter
58. However, despite this drop, community health centers saw a dramatic increase in patients due
to more patients being covered and those who remain uninsured still needing a clinic where they
are able to receive services at a low cost.

In many ways, the case of Massachusetts will be repeated all over the country in 2014. As
seen with patients in Massachusetts, newly insured patients do not leave the clinic setting that
they are comfortable with, but instead return to it with their new public benefits. The residually
uninsured continue to rely on safety net clinics, as their only option for health care coverage,
beyond the emergency room, in addition to those who are newly insured and seeking health care
for the first time. It is necessary that safety net clinics are prepared for this reality and receive the

necessary funding and support to accommodate their broadening patient base.

The Role of Community Clinics in Health Care Delivery

Structure and Role of Community Clinics
Community Clinics, as they function today, were created in the 1960s as part of President

Lyndon B. Johnson’s War on Poverty. At the time, they were called neighborhood health centers,
unique in that health care was provided by a multidisciplinary team that provided not only
necessary medical services, but also prevention, social and environmental services.> In 1989, the
Medicaid and Medicare federally qualified health center (FQHCSs) program was initiated due to
concern within the Department of Health and Human Services that clinics were not using the

funds from their Section 330 grants properly. Under the new system, clinics are paid the cost of

% Ku, Leighton, Emily Jones, Peter Shin, Fraser Rothenberg Byrne, and Sharon K. Long. “Safety-Net Providers
After Health Care Reform: Lessons From Massachusetts”. Archive of Internal Medicine 171, no. 15 (2011).

¥ Dievier, Anne, and Terence Giovannini. “Community Health Centers: Promise and Performance.” Medical Care:
Research and Review. 55, no. 4 (December 1998): 407.
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the services they provide, not the established Medicare or Medicaid cost of the service.* This
allowed designated clinics to serve better their patient population. FQHCs also receive grant
funds from Section 330 of the Public Health Service Act; these funds are not available to health
centers that have not been given the FQHC designation. Historically, this is where FQHCs
received most of their funding from; however, they also receive funding from state and local
grants, reimbursements from Medicaid, Medicare, and private insurance, as well as uninsured
patient fees. ** It is possible for clinics to be designated a FQHC look alike, meaning they meet
the same qualifications as a FQHC, but they do not receive the same government funding.
However, they are eligible for similar benefits.

There are certain criteria that FQHCs must meet to receive this designation; each clinic
must be located in or serve a high need community, governed by a community board, provide
comprehensive primary health care, provide services to all no matter status or ability to pay, and
meet other standards regarding administrative, clinical, and financial operations.*> One of the
most important criteria that a clinic must meet to receive the designation of FQHC is being
located in a MUA, medically underserved area. These areas are designated by the Index of

Medical Underservice, IMU, which takes into conside
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responsible for making many of the large decisions for the clinic are patients who are affected by
the decisions they make. ** It is important for CHCs to have consistency within their clinicians,
so limiting high turnover and ensuring that patients see the same clinician every time; it makes
the clinic more efficient and gives their patients a consistency to their health care.

Safety net clinics play a strong role in the community, not only through providing health
services to underserved populations, but also through their work with other organizations to
bring additional resources into the community. They are focused not only on meeting the
medical needs of their patients, but also the social needs of their patients. Due to their work with
low income, at risk populations, clinics understand that meeting medical needs is not always
enough and that in many cases a prescription for medicine is not enough. This focus and
understanding is one of the many reasons that it is important to protect and examine the role of
safety net clinics; it is about more than health care, it is about the comprehensive needs of a
patient. Based upon previous research, many believe that the safety net was in crisis up until
recently. With limited funds and a large patient population to serve, it is the focus of the safety
net to make the most out of its funds, but also to provide the best care possible. As safety nets
were beginning to fade in the minds of some, the ACA was introduced with a distinct focus on
FQHCs and their ability to serve the underserved.

Recommendations for Reform

The Patient Protection and Affordable Care Act is an important piece of legislation in
recognizing the importance and priority of safety net clinics, specifically FQHCs. Due to their
population served and unique payment structure, government funding and support is important in

maintaining these clinics. In a study done in 2011, conducted by The Commonwealth Fund,

*“ Dievier, “Community Health Centers.” 410.
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Modern Healthcare Health Care Opinion Leaders Survey, nearly seven out of 10 respondents
believe that health care reform will improve access and financial protection for vulnerable
populations.*® Without a strong safety net, these protections cannot be guaranteed, as shown by
the 98 percent of respondents who believe that the traditional safety net will still play an

important role after 2014.%
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services; and assess and pay clinicians based on outcomes and quality of care. “® However, when
looking to do this, specifically looking at clinician payment, it is important for a uniform set of
qualification to be maintained across the board, thus not having discrepancies from clinic to
clinic. Such discrepancies could cause clinicians to question their role within the clinic and lead
to higher turnover. In order to serve the increased patient population, it is estimated that FQHCs
across the country will need close to 16,000 additional primary care providers and 14,000
additional nurses.*

In order to maintain old patients and attract new patients who are newly insured through

the health exchanges, it is necessary for clinics to receive the designation of “essential
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The Future of Los Angeles County Safety Net Clinics
Due to Los Angeles County’s diverse, lower income, population there is an increased
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health care reform with increased funding, giving them the opportunity to not only expand their
current services, but build new sites to increase capacity.>* As the uninsured population in
California has continued to grow, this growth has somewhat offset the increase in funding. In the
state of California, health centers receive an average of $181 per uninsured individual from the
federal government. This is significantly less than the national average of $270, or other large
states, Texas at $229, and New York at $276.>°

With the implementation of the Section 1115 waiver, Los Angeles FQHCs have been
able to work with the county to create a health plan that enrolls qualified patients now to help
them transition into healthcare reform and start receiving health services earlier. This plan
mentioned above, is known as HealthyWay LA. It has allowed Angelenos to transition into
health plans, while allowing clinics to prepare for increased patient population over time. While
there is still expected to be a boost in patient population in 2014, this program has helped to pave
the way and make the transition less jarring for both clinics and patients.>®
Health Status in Los Angeles County

Los Angeles County is sprawling, with a population of 9,866,194 people, as of 2011.%"
This is the ninth largest population in the country, meaning that Los Angeles County is larger
than 42 states. The necessity for health care reform to work in Los Angeles County is not only

important for the state of California, but for the
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coverage. This data will help to illustrate the necessity for a strong safety net, when dealing with

a large population.
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at THE Clinic, Inc, Itohan Oyamenden, COO; at St John’s, Regina Clemente, Campaigns
Coordinator, and Nomsa Khalfani, Chief of Policy and Support Services; at QFC, Barbara Hines,
President and CEO, and Alex Armstrong, COO. The only clinic where I met with middle

management was St John’s Well Child and Family Center; however, | was unable to meet with
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Managing Attorney, National Health Law Program - Los Angeles Office. The National Health

Law Program works across the country to help educat
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Community Health Alliance of Pasadena
The Community Health Alliance of Pasadena, ChapCare, was founded in 1995 after a

community coalition made up of residents, social service agencies and city governmental
officials came together to find a way to increase access to affordable and culturally-sensitive
medical and dental services. In 1998, ChapCare opened its first medical clinic, and in 2001, they

opened their dental clinic. In 2004, they were desi
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There is not a lot of readily available information about ChapCare as an organization;

their website is out of date, with not much useful information beyond a timeline of their history.
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THE Clinic, Inc
THE (To Help Everyone) Clinic was established in 1974 by a group of eight medical

volunteers. Their mission was to bring affordable, quality health care to uninsured women living
in the underserved, economically challenged community of South Los Angeles. Since its
inception in 1974, THE Clinic, Inc has expanded its service beyond women to include men, teens
and children. Their mission statement “...is to provide high quality, customer-friendly primary
care and related services to all residents of South Los Angeles, especially those who are
underserved”.®® They provide health care services as well as preventative education on a low cost,
or ability to pay, basis. Within this, they recognize that not only is it important to provide health
care to this community, but to do it in a way that recognizes the cultural, social and economic
factors that affect the community.” In 2011, THE Clinic was one of the first clinics in the
country to be accredited as a Primary Care Medical Home, also known as Patient Centered
Medical Home, PCMH, by The Joint Commission. This accreditation recognized them for their
“...highest commitment to delivering primary health care in a comprehensive, coordinated and
accessible model”.”!

THE Clinic is focused on providing health care to South Los Angeles. They have one
main clinic site that is open 6 days a week serving the community. Additionally, they have three
satellite sites that are associated with different community partners, Lennox School District,
Community Development Institute Head Start, and HOPICS, and a mobile clinic that provides

services at Susan Miller Dorsey High School, Crenshaw High School, and various locations

69
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throughout Lennox. * (See Appendix 3.1) They provide a wide variety of services focused on the
whole person, “body, mind, and spirit”. "* Beyond basic medical services, they also offer

services targeted specifically at women, men, teens and children, ensuring health care access for
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They also have a strong focus on outreach, health education, child development and literacy
education, case management, and insurance enrollment.®
This network functions on a budget of approximately $22 million a year. These funds

come from a combination of government grants, private grants, noncash contributions,
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service fees, 21% from the QFC/QueensCare partnership, 14% from contributions and in-kind
donations, and 12% from HRSA Section 330 grant.*” They have a board of directors made up of
15 voting members, QFC is different from the other clinics in that all but one of their board
members are compensated for their time. Currently, QFC employs 217 individuals between their
six clinic sites and their administrative team. >

In 2011, QueensCare Family Clinics served 36,927 patients, including 57.34% uninsured,
38.44% covered by Medicaid/CHIP, 3.02% covered by Medicare, and 1.20% covered by a third
party. Of their total patient population, 92.40% identify as a racial or ethnic minority, 77.20%
Hispanic/Latino, 22.43% Asian, 4.12% African American, 0.20% American Indian/Alaska
Native, and 0.06% Native Hawaiian/Other Pacific Islander. Additionally, 53.55% of their
patients reported being best served in a language other than English. ** (See Appendix 5.2 for
additional statistics)
Health Reform: California Moving Forward

The state of California’s government must determine what health care reform is going to
look like before any governmental agency or other organization can move forward. Steps have
been taken to address parts of the ACA, the health benefits exchange has been established, and
other reforms have been made. However, the Legislature and Governor Brown are having
trouble agreeing on what the Medi-Cal expansion is going to entail and whom it will affect. The
Legislature has proposed that individuals earning up to 138 percent of the federal poverty level

would be eligible for Medi-Cal. They have also proposed reform for the enrollment process,

% Queenscare Family Clinics “Standing Up: Queenscare Family Clinics 2012 Annual Report”. (2012) pg. 16

They also provide a more specific breakdown of the patient service fees, 53% HWLA, 40% Medi-Cal, 3% Medicare,
4% Individual Patients.

% Guidestar.org. “990 Form filed for Queenscare Family Clinics” (2011) pg. 5-6.
http://www.guidestar.org/organizations/95-3702136/queenscare-family-clinics.aspx

% United States Department of Health and Human Services, Health Resources and Services Administration. UDS
Summary Report Queenscare Family Clinics. (2011).

42






things, this is a fraction of California’s budget. Ultimately, this seems like a stall tactic, the
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There is a necessity for the process to be as streamlined as possible. Eventually, either the
Legislature or the Governor will have to give in on the proposed amendments to move forward
with this process. The Governor is focused on balancing the state budget no matter what the cost,
while the Legislature is looking to streamline the process for Medi-Cal enrollees, making these
public benefits available to as many people as possible. The Legislature is hoping to pass
legislation for a state run program by the end of May; however, the Governor wants to revisit the
issue in May after he has time to revise his proposed budget plan.’*” While the state needs to
make the ultimate decisions as to how this expansion will be handled, the counties have no

choice but to take steps on their own as they wait for state officials to agree on a plan.

Health Reform: Los Angeles County Moving Forward

HealthyWay LA to Medi-Cal Transition
Despite the lack of state guidance moving forward, Los Angeles County has started to

move forward with8208(w)0.622nt w1W7(u)-0.956417(h)-10.9765(i)-2.53436(n)-0.9564
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with them. These contracts need to be finalized by January 2014 to ensure that HWLA patients

will still be able to see their same specialty care provider.

Restructuring of HealthyWay LA Unmatched Program
The county is also very focused on how they will be restructuring the HWLA unmatched

program. It is estimated that there will be 1 % to 2 ¥2 million residually uninsured by 2017 in Los

Angeles county; 75% of these people will be eligibl
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determine how their funds will be affected. At this point, there will be real numbers as to who the
residually uninsured are as opposed to speculative statistics.™’

The county is also looking to restructure the payment method and criteria for enrollment
into HWLA unmatched moving forward. Currently, the community clinics are paid a fee for

service rate, meaning for each visit with a HWLA un
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Key Concerns focused on Health Care Reform

Community Health Alliance of Pasadena
ChapCare has four primary concerns as they look to addressing the requirements of the

ACA: continued reimbursement for the uninsured, patient retention, capacity to serve the newly
insured, and what a decrease in self-pay patients’ means for their funding. Currently, they
receive reimbursement from the federal government for seeing uninsured patients because of
their mandate as a FQHC to care for anyone who comes into the clinic. However, with the

changes to the health care system through the ACA leaves very few options for the residually
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are focused on making sure that they have the capacity to attract and serve the newly insured
patients. 1% It is seen as a necessity to bring in these patients, for their reimbursements and
payment streams, and to make sure that ChapCare is not just left with the residually uninsured.

The final concern voiced by ChapCare is whether they will see a decrease in self-paid,
cash, patients, and what this will do to their pool of funds. If this number is decreased, it is
imperative that ChapCare maintains their same level of funding as a FQHC to make sure that
they are best serving their patients. It is also making sure that when these patients do come that
ChapCare’s staff is helping them access coverage if they are eligible for it.
THE Clinic, Inc

THE Clinic, Inc, located in South Los Angeles, had two key concerns, patient retention
and patient education. Like ChapCare, they are concerned “since patients who have been
historically uninsured will now have insurance, we need to make sure that they will continue to
utilize our services.”*? This again is about making sure that they retain their patients, and are
giving them the best care possible. They are also concerned with patient education, there is a lot

of information available about what is happening un
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very strong social justice focus, which changes the way they view their patient population and
how they work with them. They are very focused on the lack of inclusion of the undocumented
in the ACA, both the CEO, Jim Mangia, and the organization overall are pushing for
immigration reform to have a piece about health care, hopefully allowing undocumented
immigrants to be covered under the ACA in the future. **

Their biggest concern moving towards 2014 is how people will become enrolled into the
new health care system. They are in the process of developing strategies, which will be discussed
later, to target low income and hard to access communities to ensure that they are educated about
the changes and to help them enroll into the system. **® They are also worried about how to
increase capacity and meet the needs of everyone coming into the clinic. It was described as an
“exciting and stressful time,” as everyone is waiting to see what the state will decide to do based
upon the federal guidelines, but also taking into consideration what is best for California as a
whole.*?’

Concerns about payment reform were also expressed. If the amount that each clinic is
reimbursed per patient is decreased because there are more patients to cover, they will have to
figure out how to maximize care at a lower cost, while still meeting the demands of the ACA,
integrated care, case management, and linking to service. This is also largely speculation because
the California state government has yet to announce what the new reimbursement system will be;
it could change or it could stay the same. *?® Depending upon what this reimbursement looks like,

St John’s is also examining their current partnerships with hospitals and other clinics. If there is a

125 Clemente, Regina. Los Angeles, CA. March 22, 2013.

126 Clemente, Regina. Los Angeles, CA. March 22, 2013.

127 Khalfani, Nomsa (Chief of Policy and Support Services, St John’s Well Child and Family Center) Interviewed
by author. Telephone Interview. March 25, 2013.

128 K halfani, Nomsa Telephone Interview. March 25, 2013.

54



drastic change in the payment system, there may be a need to rework their partnerships to better
serve the needs of their patients.
QueensCare Family Clinics

QueensCare Family Clinics expressed three key concerns: what the enroliment process
will look like, patient retention and education, and the necessity for payment reform. Since there
has been nothing handed down from the state yet, due to the disagreements between the
legislature and the governor, there is no concept of what the enrollment process is going to look
like. QFC is largely concerned with how people who are currently outside the health care system
are going to be brought into it, as Alex Armstrong, COO, stated, “We are a safety net clinic, it
isn’t like we advertise”.** They are waiting for guidelines to see how those outside will be
brought in, as well as who will be handling the expansion, the state or the county (although as
previously discussed, it seems as though the county option is not a real option). Without
guidelines, it is simply waiting to see what will happen, people are expecting something to
happen starting January 2, 2014; however, there is currently no system setup and there is
supposed to be one by October. There was also concern expressed as to where Medi-Cal patients
would be assign, which was interesting. The other clinics spoke of it as if patients would have a
choice in where they receive their care; however, at QFC the belief seems to be that patients will
be assigned to different clinics based upon certain criteria, i.e. where they live, work, or which
clinic they originally register with. Due to this assumption, there is a worry about a disruption of
care if current patients are reassigned to a different clinic. This is when patients need to take

some initiative to ensure that they are able to stay with the same provider or clinic, so when they

123 Armstrong, Alex. (COO, Queenscare Family Clinics). Interviewed by author. Los Angeles, CA. March 4, 2013.
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are enrolling making sure that QFC is their assigned medical home.*® They are also worried how
under this system they find out which patients have been assigned to them, and what that patient
population will look like. Depending upon what this population looks like, more needy, less
needing, “the young and healthy”, very sick population which has never sought care, it could
drastically change the ways in which QFC deals with patients.'*! Ultimately, until guidelines are
handed down from the state, clinics can only speculate.

They also have concerns about patient retention and education. Similar, to THE Clinic,
Inc, patients do not have all the facts about what the expansion is going to look like so they are
expecting things in 2014, which may or may not happen. ** This is also a patient population that
has not been previously insured, which means in the past they have had no appeal for other
health care providers. However, now they have a payer source attached to them, which means
other providers may try to solicit them away from their traditional care providers, the safety net
clinics. %3

The final concern of QFC is what the payment structure is going to look like. It could be
assumed that the payment structure will stay the same; however, based on recent history and the
fact that Governor Brown tried to get rid of the PP
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care, providing preventative services, the notion of keeping a patient well as a whole. Despite
these new requirements, much of these services are not covered under reimbursement, FQHCs

have to find the money in other places to cover preventative services and other programs. ** This
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reform the payment structure, however what is common throughout all these different opinions is
not only the need for reform, but also that this reform needs to increase the reimbursement that is
given to clinics. In the next four years, FQHCs are going to see a great numbers of changes due
to the ACA. They are expected to provide patients with complete health care focused on the
patient as a whole, not just the disease or symptoms present. Due to this push to focus on
preventative care, clinics need to have the funding and the resources to provide this prevention.
While, there are funds written into the ACA for preventative medicine, it is not enough to cover
the complete change in care expected. This is perhaps where QFC idea of redefining what a
“visit” means becomes key.

Patient retention and education was also a key concern. Many of the FQHCs patients
have never had health coverage before, or do not even realize that they will soon be eligible for
health coverage. It is important for patients to understand what their options are, and what the
ACA is doing because currently there are many misstatements circulating that have been pushed
forth by the media and other organizations. This is where patient education comes in; however,
once again until better guidelines are given from the state it is hard to know what to patients need
to be educated on.

Patient retention was also mentioned numerous times. However, it is interesting to note

the different reasons that these FQHCs are focused on patient retention. Both St John’s Well
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only as a necessity for continuation of care, but also tying it back to the payment aspect, how if
they lose these patients they will lose the money that comes along with them. This is not to imply
that these two organizations care any less about their patients needs, because this is not true, it is
merely to point out the concern within both clinics focused on the funding aspects. This once
again brings the conversation back to the need for payment reform.

All of the clinics also pointed out how these newly insured patients will be targeted by
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Additionally, they are planning to increase their capacity, by both maximizing the space
they currently have and opening a new site. They recently conducted a study to see how many
patients were being seen on a daily basis at each site. A key finding from this was that on the
days where they have the most providers available, some of their clinics are seeing the least
amount of activity. Currently, they are looking to understand why this is, and what can be done
to fix it, if it is shifting clinic hours, shifting provider days or hours, or encouraging people to
come to the clinic on different days. ** Understanding why this is happening will allow them to
maximize their capacity at all of their sites, and increase access to services. Specifically, for their
Fair Oaks Clinic, which is the largest clinic, they have just acquired the lease for the entire
building from the city of Pasadena. By having the entire building, as opposed to sharing it with

another non-profit as they do currently, they will
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physician assistants, nurse practitioners to come in”.**® All of these mid-levels function under the
supervisor of a physician. This is becoming an increasingly common practice in FQHCs to

dealing with the primary care physician shortage, a
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patients to make appointments, view medical records, view labs, and communicate with their
provider, in addition to other services. **° This is one of the criteria all FQHCs must meet under
meaningful use; however, it is not mandated until 2015. THE Clinic, Inc is using this early

implementation as a strategy to both keep and attract patients. Currently, they are reaching out to
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doing, and how they can benefit from the law. For this campaign, they plan to hire three new full
time Outreach and Education workers.*®

As previously mentioned, their biggest concern within health care reform is getting those
from low income or hard to access communities to enroll in the system. In addition to the

launching of the “Get Ready, Get Covered” campaign,
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Esperanza Community Housing Corporation, and SAJE, Strategic Alliance for a Just Economy,
to utilize each other’s membership base for their own campaigns.*>* St John’s will encourage
their patients to attend these events and will be bringing their mobile clinic to different events
sponsored by Esperanza and SAJE. At these events, they will provide health screenings as well
as educational materials about the ACA, and provide people with information about their
coverage options. St John’s focus is on providing as much information as possible to a wide
variety of people. While they hope that all these people will chose to be St John’s patients, they
seem to care more about educating a large population of people so they can make informed
decisions regarding their own health.

Since St John’s is very focused on social justice issues and equality for all, they are
looking for an option to provide undocumented immigrants with health coverage. Currently they
are pushing for something in immigration reform to provide the undocumented with health
coverage, however until this happens, they as the residually uninsured will have no health
coverage. St John’s network of clinics sees more undocumented immigrants than any other clinic
in the SPA 6 area.™ They are currently working with LA Care to come up with a health
insurance plan for the undocumented immigrants living in Los Angeles County. If and when this
is developed, they would start publicizing it at their various outreach events as an option for
those who are undocumented, therefore they do not qualify for Medi-Cal or the health insurance
exchange. Since this plan is still in the works, it is hard to know what it will entail, it will most

likely only work at St John’s, which has the potent
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In addition to this strong community outreach and education focus, St John’s is also
taking steps to prepare their clinics for an increased patient population. This year they will be

opening up at an eleventh clinic site, their fifth
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have health enrollers at every clinic site. A health enroller meets with every new patient to
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before looking to expand more, especially when they are not sure what their future patient

population is going to look like.**

Common Themes
Four common themes emerged when looking at the steps being taken by clinics to
prepare for the Medi-Cal expansion of 2014.

Expanding Clinic Capacity
Clinics are expanding their capacity, focusing on outreach and education, looking to hire

more providers, and transforming the care that they provide. Three of the clinics are adding new
sites to be opened within the next year, St John’s being the exception to this. However, they are
adding an additional school site and are in the process of completely remodeling their pediatric
clinic site. In addition to adding new sites, all are looking to improve and expand their current
facilities to ensure that they are ready to handle an increase in their patient population. Expanded
site capacity allows the clinics to see more patients physically, and newer facilities can be a
marketing point to attract new patients. An issue that goes hand in hand with this is the ability to
attract and hire new providers. Without new providers, no new capacity matters, because they
will have the space to serve the patients, but not the clinicians. Ultimately, finding new providers
will be the key to the expansion. It seems as though it will be a combination of clinics hiring
non-traditional primary care providers, nurse practitioners and physician assistants, to be
overseen by physicians. As well as attracting providers with loan reimbursement plans that will
help them pay off their student loans while serving the community. Clinics must also play an
active role in lobbying the state to not cut reimbursement rates for Medi-Cal providers. While

FQHCs are required to see all patients, if they are receiving a hire reimbursement rate for Medi-

161 Armstrong, Alex. Los Angeles, CA. March 4, 2013.
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Role of Technology within the ACA

Community Health Alliance of Pasadena
ChapCare was the first site that I interviewed. They pointed out how the adoption and use

of technology under the ACA is key especially for FQHCs. The use of electronic health records,
EHR, is mandated through meaningful use; however, some clinics, like ChapCare have been
using EHR for much longer. ChapCare adopted the system the use of EHR in 2007.*% This is
seen as an advantage because their clinical and administrative staff is well versed in the
technology and have already adapted to using it on a daily basis. ChapCare also believes that
they will be better able to manage growth because they have the data to help them make
informed decisions because they have been using the EHR system longer.'®®

ChapCare is also creatively using technology to help them better serve their patient
population. They have signed an agreement to implement a new software system, PointCarePA,
which will help them evaluate their patients health coverage needs and determine which health
program best suits them. ChapCare is the first community health center in Los Angeles to begin

using this specific software. This system uses a five question, 90-second eligibility assessment to
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THE Clinic, Inc
THE Clinic, Inc, began using EHR approximately two years ago, and activated their

Patient Portal a year ago. Most clinics have not begun to activate their patient portals yet,

because it is not mandated by meaningful use until 2015. However, THE Clinic, Inc, made the
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QueensCare Family Clinics
QFC was an early adopter of EHR, like ChapCare, with final implementation taking

place in November 2007.'%® Since they were an early adopter, they have a wide data set to pull
from, which allows them to report better and quicker. QFC was quick to point out that while
EHR has many advantages, it does not make patient visits faster as many people believe, the visit
time is actually lengthened after initial implementation, and eventually returns to normal because
the physicians are still required to chart everything and take the steps mandated by the system
with each patient. It ensures that nothing slips through the cracks because of the required
checkilists, and all the patient data is stored in an easily accessible format, but patient visits are
not shortened.

While QFC does think that they have a competitive advantage as an early adopter, they
do not think it will last long. Currently, many clinics are working through the same struggles
QFC had about 5 years ago after they adopted their EHR system, according to them, in about 3
years that advantage will be gone, as most clinics will have worked through the initial problems.
They also mentioned the high cost of the product and the continued cost of maintenance and staff

training. EHR is not a one-time cost, but a continued expense every year once it has been
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primary care provider to communicate with the specialty care provider is key. Currently, there is
no such interface, it is also complicated by the fact that not every clinic is running the same EHR
software, and the county has its own system as well. For the ACA to be fully realized looking at
technology and FQHCs, the whole system needs to be able to communicate, which is not
possible at this time.**
Common Themes

Technology is cited as important by all four clinics, not only because of their obligation
through meaningful use, but because it allows them to provide the best patient care possible.
There are two distinct arguments around the use of electronic health records, whether the
advantage goes to those who were early adopters or those who are recent adopters. Ultimately, it
seems as those the advantage goes to those who were early adopters as they have more
experience with the system. With all the other changes taking place because of the ACA, it is one
less thing that they must ask their providers to learn and understand. Additionally, they are able
to provide detailed histories about long standing patients, and disease patterns in their service
area. While, the recent adopters will have the most up to date technology, this advantage will
disappear when the earlier adopters have to update their systems in a few years. They also have
to work through the learning curve that the early adopters have already been forced to deal with.

Another aspect where technology becomes important is through incentive payments. Due
to the HITECH Act in 2009, providers that use EHR will be paid incentive payments through the

state’s Medi-Cal office. This is another way in which technology becomes important because it

74



which early adopters will have the upper hand over
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will look like or how it is going to function. There is a lot of conversation around the new
program, and the idea of open enrollment starting in October, however, until the state makes a
decision, nothing is actually known. They are working with the county to ensure that the
transition will be as smooth as possible and that past mistakes, from implementation and
transference of the HWLA program, will be learned from. However, if the past is any indication,

they do not believe that the transition will ultimately be smooth. 2

QueensCare Family Clinics

QFC also has reservation about the transition for the HWLA matched into Medi-Cal.
They also cited the recent transition as a complete and total disaster. The electronic program did
not work in the way the county thought it would, the network was continually crashing, and
people were getting lost in the system, due to this clinic were not being reimbursed for visits.'"
Similarly, QFC does not believe that the transition will be smooth, the county and the state still
need to work out a lot of details to determine what this all is going to look like. The number of
patients currently enrolled in HWLA matched is equal to the number of patients enrolled in
approximately 60% of the other LIHP programs in California. 1™ Additionally, all of the patients
who are currently enrolled in the HWLA program need to be informed about their transition into
Medi-Cal and what it means, this is a patient population that has been routinely denied for Medi-
Cal, but will now be eligible, something that might not be understood by all.*” Regardless of all

these concerns, whether the transition works or not, FQHCs are still required to see any patient

who walks through their doors, no matter their status, health coverage, or ability to pay. *"®

172 Oyamenden, Itohan. Telephone Interview. March 27, 2013.
13 Hines, Barbara. Los Angeles, CA. March 4, 2013.

7% Armstrong, Alex. Los Angeles, CA. March 4, 2013.
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Common Themes
While all the clinics believe that HealthyWay LA was a useful transition program, there

are also concerns as to how smooth this transition will be. The 1115 waiver provided the funding
for the HealthyWay LA program; however, it provided limited guidelines beyond who was to be
covered and funding requirements. Due to this lack of guidance, there has been struggle after
struggle in determining how the program will function. When the program first began the
guidelines in place did not function as promised, causing many issues for both the clinics and the
county. Additionally, last year when the county transitioned to using the Leader system, in hopes
of making the transition to Medi-Cal smoother, it was not smooth at all, and created issues for
the county, clinics and patients. The hope within the county, that this transition will elevate any
future problems, since they are using the same system now; however, the clinics are less than
hopeful. The county has been working very hard to ensure that these same struggles do not
appear in 2014, when HealthyWay LA is rolled into Medi-Cal. Until the state determines what
the Medi-Cal expansion will look like and who is handling it, the state or the counties, it is hard
to know what this transition will entail.

As outlined in the County section, there is some plan for what is to happen to the HWLA
unmatched program. It does seem as though this plan as not been shared yet with the clinics, as
the clinic administrators that | interviewed all expressed concern about what is going to happen
to those in unmatched. They all plan to continue to see those enrolled in the unmatched program,
they are just unsure as to what their reimbursement will look like and whom they will be serving
through this program. This is an opportunity for the county to work with clinics in determining
what the unmatched program will look like moving forward, since they are a key provider for the
residually uninsured. Additionally, clinics need to voice their concerns to the county in a

constructive way so that they may come together to determine how to best serve the residually
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THE Clinic, Inc
Itohan Oyamendan has been included in a county committee preparing for health care

reform, called the Everyone on Board Committee. It is made up of different clinics, county
partners, and governmental organizations, including Department of Health Services, 211,
Department of Public Health, and Department of Social Services. They are working together to
plan for health care reform, and the exchange. They want to ensure that future patients and the
community do not receive varying information, making sure that all levels of involvement, from
the smallest community organization to the county are on the same page.*®
QueensCare Family Clinics

Currently, QFC is working with the county in a variety of capacities. They are one of Los
Angeles County’s largest community partners, therefore, the county comes to them for
recommendations, “if a change works for QueensCare Family Clinics, it will work for the
others”.*®! Additionally, they work with a variety of non-profits, CPCA, California Primary Care
Association, and CCALAC, Community Clinic Association of Los Angeles County. CCALAC is
an association of the majority of clinics in Los Angeles County, they negotiate all contracts
between clinics and the county, doing everything expect the rate setting, for HWLA unmatched,
which is done on an individual basis, but everyone is reimbursed at the same rate.®?

Additionally, QFC once again sited the need for technology and a system that is in full
communication in respect to their relationship with the county. Since specialty care is handled by
the county, it would be ideal if the different EHR systems could communicate about the same

patient. This would decrease the change of patients being lost in the cracks. It would also stop

180 Oyamenden, Itohan. Telephone Interview. March 27, 2013.

181 Hines, Barbara. Los Angeles, CA. March 4, 2013.

182 Medi-Cal reimbursements come from the state and are determined on a clinic-by-clinic basis. HWLA matched
reimbursements are the same as the Medi-Cal reimbursements, because of the one to one match, meaning that
different clinics are reimbursed differently for seeing matched patients. HWLA unmatched reimbursements are
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the practice of duplicate tests and labs if different providers were able to see what had already
been ordered, saving the county, clinics, and patients’ time and money.
Common Themes

As clinics move forward, continuing to foster a positive working relationship with the
county is important. There is a concern about competition with the county, not only for patients,
but for providers as well. While this is a legitimate concern, it seems as though it is necessary to
see the county as a partner not a competitor. The provider shortage does proposed a legitimate
problem, it is important to work with the county to ensure that providers are used to their
maximum capacity. Currently, specialty care under HWLA is handled by the county through
referrals, perhaps primary care should also be referred to the county or to another clinic, if a
clinic does not have the providers to manage the amount of patients.'®* Additionally, how
specialty care is handled does seem to need reform. Patients enrolled in HWLA have their
specialty care handled by the county through a referral system. The county is working hard to
ensure that these patients are able to keep their specialty care providers. However, due to the lack
of patient autonomy within the current system, many new patients do not show up for their
specialty care appointments because the appointment times are assigned to them. The belief is
that if patients were able to schedule their own appointments, this would increase the rate of
patients coming to their appointments. Ideally under a new system, patients would be able to
schedule their appointments, thus be held accountable for missed appointments. This would help

to decrease the rates of no shows within specialty care.

183 However, this does seem unlikely, as noted above in the Key Concerns about Health Care Reform, the no show
rate for FQHCs is incredibly high, thus they have the available appointments, it is just about maximizing those
appointments.
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Recommendations
Based upon my findings through my interviews with individuals working at the state and

county levels, as well as an in depth look into Federally Qualified Health Centers in Los Angeles
County. I will provide a series of recommendations as to how clinics, the county, and the state
should move forward to ensure that they are best serving their patient population.
Legislation and the State of California

The first recommendation that | will offer is that the state needs to quickly decide how it

will be moving forward. There is limited time befor
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providers to encompass all aspects of health care. If clinics are going to be expected to provide
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Additionally, all clinics must become Patient Centered Medical Homes. This certification

gives them added benefits, stating that they provide the best patient care possible for the patient
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Federally Qualified Health Centers play a dual role moving forward towards the

expansion of Medi-Cal. Not only do they working with their patient population, and must
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some states refusal to implement the act as it was originally envisioned, the act is largely intact
and it seems like it will remain that way. Moving forward the Medicaid expansion is one of the
ways in which large populations of people will be afforded health coverage for the first time.

This is allowing a new population to access health
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St John’s Well Child and Family Center (4)
4.1 St John’s Well Child and Family Center Locations
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QueensCare Family Clinics (5)

5.1

98






L. T TR R R T R e

— - I ar poa-ae.
IO 0 T - i
> 1 e

== a7 T e T T P ST L T T A e AT e S 0 < P S

100



Glossary of Terms %

AltaMed IPA: AltaMed’s Independent Practice Association (IPA) contracts with community-
based primary care physicians. The goal of AltaMed’s IPA is to expand access to a broader array
of services to a greater number of independent physicians and offer additional services. AltaMed
IPA is one of the largest in Los Angeles County working largely with community clinics serving
low-income populations.

Bundled Payments: This is a system by which doctors and hospitals in an area are paid not at a
fee for service rate, but on a capitation system linked to outcomes. It is seen as the middle ground
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submits them to the insurance company, or are submitted by the provider to the patient’s
insurance carrier for reimbursement. %
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coordination; improving population and public health; and ensuring adequate privacy and
security protection for personal health information. The implementation was divided up into
three phases, data capture and sharing (2011), advanced clinical processes (2013), and improved
outcomes (2015).

Medicaid: Medicaid finances medical care for the very poor through federal funding that
matches state expenditures. States administer the program and have some leeway in setting the
rules; in the past, many excluded individuals with no children. The new healthcare reform
extends Medicaid to cover all American citizens, including childless adults, with incomes up to
133% of the Federal Poverty Line.

Medicare: Medicare is the government health insurance program for those 65 or older as well as
the disabled and those with end stage renal disease. Health reform expanded Medicare’s
prescription drug provision to close a gap in coverage known as the “doughnut hole”. In addition,
reform removed subsidies to private insurers involved in the Medicare Advantage program and
increased Medicare taxes on individuals earning more than $200,000 per year or families making
more than $250,000 annually.

Medi-Cal: This is the name of the California Medicaid welfare program serving low-income
families, seniors, persons with disabilities, children in foster care, pregnant women, and certain
low-income adults. It is jointly administered by the California Department of Health Care
Services (DHCS) and the Centers for Medicare and Medicaid Services (CMS), which is the
federal agency responsible for Medicare and Medicaid.

ObamaCare: Term commonly used by conservative critics to refer to the Patient Protection and
Affordable Care Act. In reality, President Obama only outlined general principles to guide
Congress and did not offer a particular legislative proposal.

Public Option: The public option was a policy promoted by progressives and many Democrats
to create a government run health insurance plan that people and businesses could choose instead
of a private plan. A national public option was not included in the final version of the 2010
healthcare reform legislation, though the new maw makes it possible for states to choose to
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