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Module 5. Special Considerations When Working With 
Safety Net Practices 

Instructor’s Guide 
Practice facilitator (PF) competencies addressed in this module: 

• Foundational knowledge of primary care environments 
• Basic coaching skills for working with safety net practices 

Time 

• Pre-session preparation for learners: 80 minutes 
• Session: 65 minutes 

Objectives 

After completing this module, learners will be able to: 
1. Identify three characteristics of an exemplar safety net practice based on the Clinica Family 

Health Services case study. 
2. Describe two current challenges facing most safety net organizations today and two potential 

strengths of safety net organizations. 
3. Describe how these challenges might affect a practice facilitator’s work with these 

organizations. 

Exercises and Activities To Complete Before and During the 
Session 

Pre-session preparation. Ask learners to review information in items 1-3 (90 minutes) 
1. The content of this module. 
2. Hall MA. Rethinking safety-net access for the uninsured. N Engl J Med 2011 Jan 6;364:7-9. 

Available at http://www.nejm.org/doi/full/10.1056/NEJMp1011502. 
3. Bodenheimer T. Clinica Family Health Services (formerly Clinica Campesina). Notes from 

April 18, 2011, visit. UCSF Center for Excellence in Primary Care. See Appendix 5. 

During the session. Presentation (20 minutes) 
1. Present key concepts from the module. 

Discussion. Ask questions and explore answers with learners (45 minutes). 
1. What are some pressures and challenges safety net organizations are facing nationally and in 

their community, and what are the implications of these for your work? 
2. What are three lessons you learned from the Clinica case study, and how might these inform 

your work? 
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Module 5. 

Safety net practices are defined by the Institute of Medicine (IOM) as “those providers that 
organize and deliver a significant level of health care and other needed services to uninsured, 

Medicaid and other vulnerable patients” (Lewin & Altman, 2000). 

The IOM identifies “core safety net providers” as providers that maintain an “open door” to 
patients regardless of ability to pay and whose case mix primarily includes uninsured, Medicaid, 
and other vulnerable patients. These core providers include: 

• public hospital systems 
• state and locally supported community health centers 
• Federally Qualified Health Centers (FQHCs) 
• local health departments and special service providers such as: 

o family planning clinics 
o school-based health programs 
o Ryan White AIDS programs 
o some communities’ teaching and community hospitals 
o private physicians who care for predominantly uninsured or Medicaid patients 
o other ambulatory care sites with demonstrated commitment to serving poor and 

uninsured patients (Lewin & Altman, 2000) 

Because of their patient populations and mandate to serve poor and uninsured populations, safety 
net practices differ from traditional practices. They have unique needs and drivers that will affect 
your work with them, and that you, as a practice facilitator, will need to be prepared to meet. 

Challenges of Working With Safety Net Practices 

Demand exceeds supply. Safety net practices often have more patients needing care than they 
have the clinical capacity to serve. As provider of last resort, they do not turn patients away but 
they may lack the resources to hire more staff to meet demand for services. In addition, many 
patients who are cared for in the safety net have more complex health issues, which need more 
clinical time to adequately address. Therefore, demand for service often exceeds supply, which 
can result in overcrowded waiting rooms, stressed clinicians and staff, and practices that view 
anything that takes time away from direct patient care, including quality improvement (QI), as a 
problem. 

Financial challenges. Reimbursement rules may create barriers to implementing new treatments 
and care models. Reimbursement structures and rules vary across States and regions but a 
common thread across all is that safety net practices are often under resourced. Many safety net 
practices receive capitated payments to care for publicly insured or uninsured patients. Often, the 
costs of delivering this care exceed payments received. 
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While providing flexibility, these payment structures can create disincentives for practices to 
provide indicated but expensive or time-consuming procedures or treatments. Practices may refer 
patients out for services or care that are too costly for them to deliver. For example, safety net 
practices may refer patients out for pneumococcal vaccinations because of the difficulties they 
encounter receiving reimbursement for this service. 

The practice’s ability to provide important services, such as health education and self-
management support training, may also be affected by reimbursement structures. In some cases, 
practices are only reimbursed for physician services, not for ancillary service providers. This 
payment model requires physicians to deliver services that others could handle and creates 
barriers to implementing new models of patient care such as team-based care. In other cases, 
practices may only be reimbursed for a single visit in a day. Having the patient see multiple 
clinicians the same day may be the best approach to improving the care and health of the patient 
but can create real financial challenges for the practice. 

As a practice facilitator, you will need to become familiar with the financial barriers that may 
affect your practices’ ability to implement new approaches to care and new treatments. 

Improvement can create costs for both safety-net and non-safety net practices alike. While 
improvement can be cost neutral, at least at the beginning, improvement activity can result in 
increased costs for the practice. For example, estimates of the costs of implementing the Care 
Model (see Module 24) vary from $6.41 to $23.93 per patient (Huang, et al., 2007). Under fee-
for-service reimbursement, savings associated with implementing the Care Model ($685-$950 
per patient [Bodenheimer, et al., 2002]) mostly accrue to payers, such as health plans, rather than 
to practices (Huang, et al., 2007). 

As a practice facilitator, you will need to familiarize yourself with the financial environment in 
which your practice operates. In the current climate, many organizations need their clinicians to 
see patients every 10 to 15 minutes to generate sufficient revenue for the organization to remain 
open. This can create barriers to implementing new models of care if these new models increase 
the amount of time a clinician must spend with a patient. 

For example, engaging patients as partners in care can take more of the clinician’s time. 
Implementing care teams is one way to alleviate this problem. Ancillary members of the care 
team can handle routine tasks through standing orders and other means. This frees the clinician 
to spend more time with more complex patients and carry out important activities such as 
wellness planning and proactive care. But care team roles must sync with reimbursement 
mechanisms and requirements. 
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Reimbursement structures also affect the ability to implement guidelines. Guidelines may call for 
lab tests that insurers may not cover or that patients cannot afford. The tests also may be too 
expensive for practices to routinely obtain under capitated contracts. You will need to work with 
the practice to develop work-arounds to overcome this financial barrier to guideline 
implementation. For example, the practice might modify guidelines if appropriate. Another 
option is to expand your role to help practices reach out to health plans to modify terms so that 
the practices can deliver care not currently supported by existing payment structures. 

As a facilitator, you will need to remain aware of the pressure clinicians and staff are under and 
modify your methods and approaches appropriately. Optimal models of care may be 
intellectually interesting to clinicians in these contexts but may be met with skepticism by those 
who struggle to deliver even basic care to patients in short periods of time. 

You will need to work with your program and the practice to evaluate how the improvements 
you support can improve or at least not negatively affect the practice’s financial standing (e.g., 
streamline care, increase efficiency, secure payments for performance or QI). Resources such as 
the AHRQ toolkit Integrating Chronic Care and Business Strategies in the Safety Net can help 
you analyze the financial drivers of a safety net practice and can help you and your program 
identify strategies for improving practices’ bottom line. More information on understanding 
primary care practice management is in Module 4. You may also want to look to financial 
“exemplars” in your area—practices that have found creative ways to solve some of these 
problems—and set up site visits or learning sessions for your practices to exchange ideas with 
them. 

For example, group visits can be a way to increase access when demand exceeds supply. They 
can also improve patient experience and outcomes by connecting patients to peers and 
strengthening their social networks. However, while group visits can improve patient care, 
depending on the state and area, a practice may have difficulty implementing them because of 
reimbursement rules for patient visits. Practices that have been early adopters of group visits 
have often found ways to overcome barriers to reimbursement. These practices can be a resource 
for practices interested in adopting group visits. 

Administrative challenges. The unique organizational and structural designs of safety net 
practices can lead to special challenges with administration, clinician staffing, management and 
human resources. 

Complex and layered administrative structures. Safety net organizations, particularly FQHCs, 
often operate more than one practice site. Many have 3 or more sites and some as many as 40 or 
50. In these cases, practice-level and organizational-level leadership structures exist. 
Organizations may have chief executive officers, chief financial officers, and chief operating 
officers in addition to site medical directors and practice managers. Sometimes what central 
leadership wants to change in the organization may be at odds with the needs of staff and 
clinicians at individual practice sites. 
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You will need to know the leadership and reporting structure of the organization and the 
priorities of both central leadership and the individual practice sites you will support. One 
important role for you will be to optimize communication between administration and frontline 
practitioners and staff. You may serve as an advocate for clinicians and staff at the practice level, 
helping to communicate their challenges and needs to the organization’s leadership. Similarly, 
you can help central leadership adapt and modify interventions so they are effective at each 
practice site. 

Complex staffing patterns. Many staff and clinicians who work in the safety net are mission 
driven and derive great satisfaction from caring for poor and underserved patients. In addition, 
care provided through FQHCs and similarly organized practices can be some of the best 
available anywhere. However, working in the safety net has downsides. 

Clinicians in safety net settings are typically paid less than clinicians in non-safety net settings. 
To attract and maintain clinicians in these practices, clinic leadership often offer flexible 
schedules and job-sharing types of arrangements. These present challenges to scheduling, 
empanelment, and team-based approaches to care. For example, an organization with the full-
time equivalent (FTE) of 15 clinicians may actually employ 40 individuals for varying 
percentages of time to make up the 15 FTEs. 

Turnover can also be a problem for the safety net. Intense workloads, pressure to see a patient 
every 15 minutes, and lower pay can create stress, job dissatisfaction, and early burnout. Thus, 
practices may rely heavily on temporary staff. Furthermore, some safety net practices use 
volunteers who, in addition to having unpredictable schedules, may not be as responsive to 
directives of the practice leadership. 

You will need to consider the impact of complex staffing issues on your work with your practices 
as it has implications for everything from forming lasting relationships with staff and clinicians 
to how you schedule and structure your support sessions with a practice. These issues also have 
implications for core changes such as empaneling patients, implementing care teams, and 
ensuring that improvements are sustained over the long term. You will need to work closely with 
practice leadership to understand staffing issues at each practice and to determine the best way to 
address these challenges. 

Limited management experience of practice leadership. Physicians and others practitioners who 
occupy leadership roles in safety net practices are often excellent clinicians but may lack 
administrative, leadership, and change management skills. You will need to be aware of this and 
not assume that an individual’s title implies management or leadership skills. In some cases, you 
may need to provide executive coaching support for leadership to build their skills in these areas. 
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Insufficient staff and human resources. It will come as no surprise that safety net practices may 
lack the financial resources to hire staff to provide self-management support for patients, manage 
patient panels, or ensure health information systems at the practice are optimized. Some 
organizations solve this problem by obtaining grant funds to cover a health educator or to support 
a promotora program. However, these are often not sustainable solutions. 

Thin staffing will have implications for any improvement work you engage in with a practice and 
the ability of staff to take on additional activities or roles related to the targeted improvements. 
You will need to remain aware of this issue and work with the QI team and leadership at the 
practice to design or modify improvements so that they are feasible, do not cause staff burnout, 
and can be sustained in the long term. 

Suboptimal health information technology. Health information technology (IT) resources 
present yet another challenge not only for safety net practices but for all types of primary care 
practices. Improving quality of care often requires robust, well-organized, and intuitive health IT 
systems that enable clinicians to manage panels of patients, plan and track all care, and identify 
and track patients with special needs. These systems should also provide decision supports at 
point of care that can be easily updated as new evidence is produced and treatment guidelines 
change. 

Electronic health records (EHRs) have been implemented with great speed in FQHCs and other 
safety net settings due to financial incentives and technical support made available by the U.S. 
Government. However, few, if any, of the systems easily support team-based or population-based 
approaches to care, both of which are central to the Care Model and the Patient-Centered 
Medical Home. Indeed, most EHRs need substantial modification after implementation to 
support even the most basic population management functions. 

Many times, practices opt to maintain parallel standalone registries because of the inadequacies 
of EHRs. This is an additional cost to the practice and can require dual data entry or expensive 
software to enable EHRs and the registry product to exchange data. As a facilitator, you will 
need to become familiar with the EHR and registry systems your practices use. You will also 
need to be aware of the available technical support and develop a working relationship with the 
staff at the organization or practice charged with overseeing their EHR or registry. 

Much of the work you will do as a facilitator, especially at the start of an improvement project, 
involves collecting data and setting up performance reporting systems. Depending on the focus 
of the improvement intervention, your work may also include helping practices structure their 
EHRs to support panel management and cross-team communication. 
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Obtaining the training you need to accomplish these tasks can be difficult. Product vendors are 
motivated to protect information about modifying their product because technical assistance is a 
revenue stream. Similarly, except in organizations that can afford dedicated IT staff, practice 
staff charged with maintaining health IT systems are often inexperienced working with health IT 
products and limited in their knowledge and skills. 

As you continue your training, you will need to look for opportunities to increase your 
knowledge and skills working with the EHR and registry products most commonly used in your 
area. You can acquire this training by: 

• Sitting in with your practices when they receive vendor-led training, 
• finding and connecting with practice staff who have become “exemplars” in the use of a 

particular product and learning from them, and 

Patient challenges. Many patients who receive care through the safety net have low incomes, 
come from cultures with different health beliefs and practices, may lack fluency in English or 
prefer to speak a different language, and have limited health literacy. Interventions that work 
with more affluent, health literate, or cultural majority populations may not work with patients 
from a safety net practice. For example, a depression management program involving nurse 
follow-up calls with patients that was effective with middle class patients was difficult to 
implement in a safety net practice. When nurses would call to follow up with patients, the 
patients did not understand the purpose of the call and ended up coming into the practice to “see 
what was wrong,” creating anxiety for the patient and additional work for practice staff. 

In addition, many patients receiving care in the safety net have more complex and serious illness. 
These conditions often result from environmental stressors, delayed access to health care and 
treatment, limited access to healthy food and spaces for exercise, and exposure to stressful life 
situations and environments. 

As a practice facilitator, you will need to develop a deep understanding of the patients coming to 
the practice, their daily lives, and the factors affecting their health and ability to participate as 
partners in their care. This is particularly important as care moves to becoming more “patient 
centered” and activating and engaging patients as partners in care becomes the gold standard. 
You will need to work closely with your practices to assess the degree to which they are 
addressing the cultural and health literacy needs of their patients and effectively engaging 
patients as partners in their care. 

Various resources are available to help practices improve their ability to address the health 
literacy needs of their patients. The Agency for Healthcare Research and Quality (AHRQ) has 
an excellent collection of resources for assisting practices to improve in this area, available at 
https://www.ahrq.gov/health-literacy/index.html. The Centers for Disease Prevention and 
Control offers free online training on health literacy, and cultural competence, available at: 
https://www.cdc.gov/healthliteracy/gettraining.html. The Institute of Medicine’s discussion 
paper provides a roadmap for becoming a health-literate organization (Brach, et al., 2012). 
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Finally, you will need to learn about the National Standards for Culturally and Linguistically 
Appropriate Services (HHS, 2013), available at https://thinkculturalhealth.hhs.gov/clas and 
build them into your work. 

You may also want to work with your practices to include patients on their QI teams. Module 30 
on Building Teams in Primary Care provides a brief introduction to this area and links to 
resources. 

Challenges accessing specialty care and community support services. Safety net patients can 
experience great difficulty accessing specialty care depending on their insurance status. 
Similarly, clinicians working in the safety net can have problems getting specialists to respond to 
requests for case consultation. In the words of one safety net provider, “They are not interested in 
working with us because we don’t send them patients that pay.” This can create barriers to 
implementing targeted improvements in your practices and can have a significant impact on 
patient outcomes and experience. 

You can help a practice develop productive relationships with specialty practices by conducting 
outreach and building communication protocols between the practices and specialists. Specialists 
may have misconceptions about the practices’ patients, which you can dispel, or you can enlist 
the help of an opinion leader in the community to gain specialists’ cooperation. You can play a 
similar role in helping a practice develop relationships and effective referral protocols with 
community support programs. 

You can also help practices improve referral processes and follow-up by evaluating the 
effectiveness of the current processes and helping the practice redesign workflow. Collecting 
data on wait times and unmet requests for specialty care services can provide valuable 
information that practices can use to advocate for increased support from area health plans and 
health departments. In addition, you can help your practices explore programs designed to 
improve specialty care access, such as Project ECHO (available at http://echo.unm.edu), or to 
participate in telehealth initiatives in your area; and also consider similar initiatives to improve 
access to community-based services. 
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Assets in Safety Net Practices 

As you grapple with challenges, you will also benefit from the assets safety net organizations 
offer. Most staff and clinicians in FQHCs, look-alikes, and other community health centers are 
mission driven and are committed to improving the lives of underserved individuals and their 
families. Therefore, these practices can bring the best and brightest clinicians into their field. 

Similarly, many of these organizations and practices have benefited from resources provided 
through HRSA, the Centers for Medicare & Medicaid Services, and others. These may have 
included opportunities to participate in learning collaboratives and early access to patient 
registries to support population management. Most practices are also required to report quality 
metrics to HRSA, health plans, and county, state, and local officials, so they have some data 
systems in place to use for QI and practice transformation work. 

FQHCs and larger community health centers often provide a wider range of care and more 
comprehensive care than many traditional, non-safety net practices. For example, FQHCs often 
have full dispensaries and some have licensed pharmacies onsite. Many have health education 
programs and social services that link patients to outside resources. Still others have 
implemented telemedicine and e-consultation programs to facilitate specialty care access. They 
may also serve as training sites for residents from local medical schools and residency programs, 
which can help keep them abreast of developments in medicine and care. It is important that you 
view your practices through an assets-based lens. 

While these things may be less true of private, for-profit practices in the safety net, clinicians and 
staff in these practices may welcome the support and connections you offer as a facilitator, as 
well as the opportunity to participate in a learning community of other practices. While quality 
and motives can be a concern in some of these practices, some may look similar to community 
health centers and FQHCs in their area and offer comprehensive and high-quality care to their 
patients. For example, a private safety net practice in Los Angeles provides a full range of health 
education programming for its patients and access 7 days a week. The practice also opens its 
doors in the evening for parenting and youth groups and is active in a number of QI projects that 
are also taking place in the area FQHCs. 

As a practice facilitator, it is important for you to be aware of the challenges your practices face 
in delivering care to vulnerable populations. But you also need to pay attention to the many 
strengths these organizations have that can be leveraged to support continuous QI and 
implementation of new models of patient care (Kretzmann & McKnight, 1993). This is important 
not only in providing resources, but also in building your practices’ confidence and hope in their 
ability to improve. Module 9 on Appreciative Inquiry will introduce you to a process that can 
help you and your practices pay attention to organizational strengths instead of weaknesses. 

Note: this module is based on Module 2 of the Practice Facilitation Handbook. Available at 
http://www.ahrq.gov/professionals/prevention-chronic-care/improve/system/pfhandbook/. 
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Module 5. Special Considerations When Working with Safety Net Practices 

Appendix 5. Clinica Family Health Services Case Study 

Note: This case study was developed by Tom Bodenheimer, M.D., Center for Excellence in 
Primary Care, Department of Family and Community Medicine, University of California, San 
Francisco, and is used with permission. It has not been modified or edited except to correct 
typographical errors, grammatical errors, or misspellings. Questions may be addressed to 
TBodenheimer@fcm.ucsf.edu. 

Clinica Family Health Services 
Notes from April 18, 2011 visit 
History and Demographics of Clinica by Thomas Bodenheimer 
Clinica Family Health Services is a non-profit Federally Qualified Health Center serving the area 
northwest of Denver, Colorado. 

Clinica was founded by Alicia Juarez Sanchez, a woman with a serious chronic condition who 
assisted other patients, driving them to their medical care providers. She realized that Latinos in 
Colorado needed a clinic to care for them, and organized community members to open a clinic 
which began one night a week in her kitchen. A local physician volunteered his time, and a nurse 
practitioner began seeing patients regularly. Within a year the clinic had moved to a store front, 
and was open 5 days a week. The nurse practitioner continued working for 30 years with the 
community as the organization grew. In 1981 the clinic became a federally funded community 
health center. The clinic was initially called Clinica Campesina, since many of its patients were 
farmworkers (campesinos). More recently, “campesina” was removed from the name since 
urbanization changed the occupations of most patients from farmworkers to service workers. 

Since its inception, Clinica has grown enormously, now caring for one-third of low-income 
people in the communities in which it is situated, with 40,000 active patients, 170,000 visits per 
year, 46 physical health providers, 13 behavioral health providers, 4 dental providers, 2 full 
pharmacies, and a total staff of 320. Clinica has 4 sites, Pecos and Thornton in Adams County, 
and Lafayette and People’s in Boulder County. 

Fifty percent of Clinica’s patients are uninsured, 40% are Medicaid recipients, and 3% have 
Medicare. 56% are below the federal poverty line and 98% are below 200% of the federal 
poverty line. The majority are Spanish-speaking only, and all providers and staff working 
directly with patients are bilingual. 

In 1998, Clinica began its never-ending improvement journey, joining the Health Disparities 
Collaborative sponsored by the federal Bureau of Primary Health Care and led by the Institute 
for Healthcare Improvement and the MacColl Institute for Healthcare Innovation. Clinica 
worked on improving chronic illness care for patients with diabetes by focusing on making 
appointments available, tracking patients with diabetes with a registry, and implementing 
evidence based guidelines for delivering indicated care. In 2000 Clinica initiated more far-
reaching changes in the clinic, redesigning its entire care model by drastically improving access 
to care, prioritizing continuity of care as the bedrock of the clinic, creating care teams, and 
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instituting group visits. From 2001 to 2004, Clinica re-designed its care of chronic conditions 
and preventive services based on its care teams, and changed the internal architecture of its 
clinics to allow co-location of care teams. A series of non-stop improvements followed, 
including behavioral health integration, a nurse and pharmacist-run anti-coagulation service, the 
implementation of the NextGen electronic health record with changes in dozens if not hundreds 
of workflows associated with a computerized primary care clinic, population management to 
provide outreach to patients overdue for chronic or preventive services, improved care 
coordination with specialists and hospitals, and the addition of case managers to care teams to 
provide self-management support to all patients with chronic conditions. 

Clinica has amassed much wisdom that other primary care clinics and practices could learn from. 
This summary of how Clinica functions is based on an April, 2011 visit to Clinica’s Pecos site. 

Continuity of Care and Access to Care 

Every patient is empaneled to a primary care provider (PCP -- physician, nurse practitioner or 
physician assistant) and a care team (called a pod). Each pod has a color, and patients know their 
pod by its color. Continuity of care is measured regularly by determining the percentage of 
patient visits that are visits to the patient’s own PCP or to the patient’s pod. Clinica’s goals are 
70% PCP continuity and 90% pod continuity, goals that are often reached. 

PCP continuity is most easily achieved by having providers who work at least 80% time. 
Because of the difficulty recruiting excellent primary care providers, Clinica has chosen not to 
demand full-time status of its providers, and about half are part time, with others occasionally 
absent due to maternity leave or vacations. Given these conditions, 70% PCP continuity is about 
as good as one could get. 

The secret to achieving continuity of care—which is important because it improves care, reduces 
costs, increases patient and provider satisfaction, and reduces unnecessary demand—lies in how 
clinic staff are trained. Clinica has a call center, located in the Pecos site, serving all four sites. 
The call center attendants, who are generally high school graduates trained by the call center 
director, have clear instructions how to balance the needs for both continuity and access. When a 
patient calls, the attendant will offer an appointment with the patient’s PCP. Only if the patient 
wants to be seen today or tomorrow and the PCP is unavailable those days, will the patient be 
given an appointment with another provider on the same pod. In many practices, staff answering 
phones say to patients something like: “If you want to see your doctor, the next appointment is in 
2 weeks, but you can see a different doctor tomorrow.” This message essentially prioritizes 
access over continuity, while the Clinica message prioritizes continuity but allows patients to 
choose access if their PCP is not available promptly. All clinic personnel understand that 
continuity of care is the bedrock of good primary care. Clinica has a continuity of care 
improvement team, and the call center director participates on that team. 

If achieving continuity of care is like climbing a 5,000-foot mountain, sustaining prompt access 
to care is like scaling one of Colorado’s 14,000-foot peaks. For over ten years, Clinica has been 
able to provide almost all care to its patients within 5 days of their request for an appointment, 
usually within 2 days. How is this done? 
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The first challenge is to provide reliable phone access, which is done through the call center, 
which has sufficient call center attendants to handle a huge volume of calls, 1200-1500 per day, 
with a peak of 1100 calls before 11 AM Monday mornings. 98 to 100% of calls are handled (not 
dropped), and 80% are picked up within 90 seconds, with these metrics followed on a regular 
basis. 

Call center attendants are well trained in the pod system, the NextGen EMR, how to use the 
clinical protocols, how to refer callers to outside resources, and customer service. The call center 
director listens to a certain percentage of calls and mentors the attendants. Initial training takes 2 
weeks, and new attendants work with a trainer until they are ready to take calls alone. The 
attendants have protocols, for example, to have the patient call 911 in case of chest pain or other 
emergent symptoms, to call the cell phone of the RN on the patient’s pod in case of urgent but 
not emergent symptoms, to send an electronic message to the RN on the pod for non-urgent 
clinical matters, and to make appointments using the continuity of care priority. 

After phone access comes prompt access to appointments. Clinica measures Third Next 
Available Appointment (TNA), a well-recognized access metric. The appointment template is 
opened up for only 2 weeks; no appointments are made after 2 weeks. This allows all providers’ 
schedules to be empty, meaning that TNA cannot exceed 14 days. Moreover, the no-show rate 
with schedules open for 2 weeks is about 8%. Clinica has experimented with opening up 
schedules for 3 weeks, but the no-show rate jumps to about 30%. Clinica attempts to fill 
providers’ schedules only from 8 to 10 AM and to leave the remainder of the schedule open for 
same or next day appointments. This is not always possible during the first week, but for most 
providers many slots are open the second week. Clinica-wide, TNA in 2010 ranged from 2 to 6 
days, often higher in flu season and in August/September with back-to-school physicals. TNA is 
also measured for each site, each pod, and each provider. 

Call center attendants, in addition to their understanding that continuity is the first priority, are 
instructed that they never say No to a patient. Either patients receive an appointment within 2 
weeks, or if patients request a later appointment they are asked to call back close to the time 
when they want the appointment, or their call is forwarded to the pod to squeeze them in that 
day. 

Providers, when they are in clinic, have appointment slots every 20 minutes from 8:20 through 
12:20—13 patients in the AM. Lunch is from 1-2 and huddle from 2-2:20. The afternoon runs 
from 2:20 to 5 with the last patient seen at 5. On days when the clinic is open until 8, many 
providers work 12-hour shifts, from 8 to 8. Those having evening clinic do not work in the 
morning. Providers have one 20-minute slot for each 5 slots for catch-up and care coordination, 
but many transfer that slot to the end of the day to get home earlier. Many do part of their 
documentation from home. 

Full-time providers are expected to see 100 patients per week, a necessity because Clinica 
depends on visit-based FQHC reimbursement for patients on Medicaid. 80% providers need to 
see 80 patients per week. Providers can vary their schedule templates as long as they see enough 
patients per week. When a provider is participating in a group visit, the schedule is blocked for 
the time in the group visit. 
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An important policy supporting continuity of care is that providers are expected—within 
reasonable limits—to squeeze patients into their schedule for their patients, but not for another 
provider’s patients. The RN on the pod, who also functions as pod coordinator, would receive a 
request from the call center to squeeze a patient in, and depending on the acuity of the patient 
and how backed up the providers are, would decide whether to squeeze in the patient or have a 
nurse encounter (in person or by phone). 

If patients want appointments in, for example, 2 months, they are told to call back the week they 
want the appointment. If providers want to make appointments for their patients in 3 months, that 
is not possible, but two mechanisms are available to ensure that those patients will not drop 
through the cracks. First, many patients are entered into a chronic disease registry (see below 
under Panel Management), and will be called by a panel manager when they are due for care. 
Second, providers can task themselves or task the front desk (with an e-mail message through the 
EMR) to contact a patient who needs an appointment in 3 months—essentially an electronic 
tickler system within the EMR. In this way, providers are not anxious about patient needs being 
dropped. To allow this access policy to work, patients are informed about it on their first visit to 
Clinica, and by now patients are used to the policy and accept it. 

Clinica is able to keep its TNA under a few days by matching demand and capacity, which is 
done in four ways: 1) limiting panel size to control demand, 2) adding capacity through RN and 
case manager care (see below under Care Teams), 3) adding capacity by extending the interval 
between visits if medically appropriate, and 4) adding capacity through group visits (see below 
under Group Visits). 

Demand for appointments is determined by risk-adjusted panel size. Risk-adjustment is done by 
determining the number of visits per year of different strata in the clinic’s population; for 
example, infants, young women (who often become prenatal patients) and the elderly require 
more visits per year. Clinica has made the decision to provide high-quality, comprehensive 
primary care with prompt access to its patients (40,000 of them) rather than to provide lower-
quality urgent care to everyone. In other words, you cannot take care of the whole world, and if 
you have too much work, you simply have too much work and you cannot do it well. This is a 
policy decision each primary care clinic/practice needs to make. As a result, Clinica has a 
waiting list sometimes reaching 4,000 patients, who would like to receive care but cannot do so 
because panels are full. Average active panel size is about 1200, which takes into account the 
large number of infants and prenatal patients who require frequent visits. Panels are reviewed 
and tweaked regularly to determine if patients are actually seeing the provider to whom they are 
empaneled and whether a provider is over- or under-paneled. Patients who have not been to the 
clinic for 18 months are removed from active panels because many of these patients never return 
to the clinic. 

Access to care must also balance the needs of patients with the needs of the clinic and clinic 
personnel. Clinica sees patients from 8-6 Mondays, 8-8 Tuesday, Wednesday, Thursday, and 8-5 
Fridays. It is closed weekends. When the clinic is closed, a nurse line (run by the municipal 
Denver Health system which is paid by Clinica for this service) picks up calls and forwards them 
to the call center by e-mail or pages Clinica’s on-call provider. 
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The clinic is closed from 1 PM to 2:20 PM, with one hour for lunch and 20 minutes for the 
afternoon huddle on each pod. Phones are also closed during this time, and call center attendants 
also have their huddle from 2 to 2:20, discussing any changes in scheduling or protocols, 
reviewing training, and going over problems that might have arisen. While the phones are off, 
the Denver Health nurse line picks up calls and forwards them to the call center by e-mail. Each 
call center attendant has a 15-minute break in the AM, but no break in the PM because the PM 
phone hours are 2:20 to 5 (2:20 to 4 on Fridays). 

Using these policies and protocols, Clinica has been able to balance the goals of continuity and 
access, a huge challenge for any primary care organization. 

Pods (Care Teams) 

All clinical activity at Clinica centers around the pod. For patients, the pod (the same thing as the 
care team) is where they receive care. It is well known that patients prefer to receive their care in 
smaller health care settings. Breaking down a larger organization into smaller units—in the case 
of Clinica, pods—allows patients to feel comfortable because the members of the pod know 
them and they know the people on their pod. Clinica patients see themselves as patients of the 
Green Pod or the Blue Pod or the Purple Pod. Because Clinica is a good place to work, many 
physicians, nurses and medical assistants have worked there for 12 or 15 years, making 
longitudinal continuity of care possible and allowing pod members to truly know the patients on 
their panels. 

Each of the four Clinica sites has several pods. The walls of each pod reveal the pod’s color. 
Pods are both physical entities and organizations of people. Architecturally, each pod consists of 
a central open area—either a rectangle or a circle—surrounded by patient exam rooms. Pod 
members are co-located, working right next to one another so it is very easy to communicate. 
Not only can pod members easily interact with one another, they can also see all the patient 
rooms, which have multicolored flags (black is the MA, red is the provider, blue is the 
behavioral health provider, green is the case manager) telling everyone on the pod who is in 
which room. 

The suborganization of the pod consists of a provider (physician, nurse practitioner or physician 
assistant) always (with rare exceptions) working with the same medical assistant (MA). The 
provider and MA sit facing each other on the pod. Each of the thirteen pods at Clinica’s four 
sites has 3 full-time equivalent providers (generally 4 people due to part-timers), 3 MAs (one per 
provider at each session), 1 behavioral health professional, 1 RN, and 1 case coordinator, and 
one medical records person. Front desk personnel are part of the pod, and geographically sit 
between the physical pod and that pod’s waiting room. The same people always (with rare 
exceptions created by vacations or other absences) work on the same pod. Patients are 
empaneled both to a pod and to a provider/MA dyad. For each dyad, a colorful business card 
shows patients the name of their provider and MA. 

From 8 to 8:20 and from 2 to 2:20, each pod has a huddle, going over the patients scheduled for 
the day—the schedule is available in hard copy to take notes on—to plan what each patient 
might need. For example, the behavioral health provider and the case coordinator will gain an 
idea of which patients are likely to need their time, and MAs will know who will need a 
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procedure. If a group visit is scheduled, everyone will know which provider, RN and/or MA 
involved in the group visit will be off the pod for a certain period of time. 

Two people on each pod have leadership roles. One MA is half-time MA and half-time MA team 
manager (training and supervising MAs, handling their time sheets, and doing their performance 
reviews). The pod’s RN is also the flow coordinator, making sure that all runs smoothly and 
intervening to solve problems. Because everything can be seen from anywhere in the pod, 
problems that arise are easily seen. An example of a flow problem might be a provider who is 
running an hour behind due to unexpected complicated patients. In that case, the RN will initiate 
the visit with patients who are waiting, allowing the provider time to be greatly shortened. 
However, patients empaneled to a stressed provider are not switched to another provider in order 
to preserve the all-important continuity of care. 

A striking visual impression of a Clinica pod is that everyone—providers, MAs, RNs, behavioral 
health providers—carries a laptop everywhere they go. The laptops are like a third arm, and no 
one dares go anywhere without them. In this way, the electronic medical record goes with each 
team member rather than having care team personnel go back to a computer to document care 
that is given. 

Patient flow on the pod seems calm and organized. After patients have checked in with the pod’s 
front desk person, that patient’s MA receives an electronic message in her in-box, and she brings 
the patient into the exam room. Since each provider has 3 exam rooms, everything—pre-visit, 
visit, immunizations, lab work, behavioral health discussions, goal setting with the case 
manager—all happen in the same exam room. 

Two pods share a procedure room, which focuses on obstetric ultrasounds (read by primary care 
providers), sigmoidoscopies, culposcopies, vasectomies, circumcisions, skin biopsies, and IUD 
insertions and removals. While Clinica has plenty of complex patients, a large number of its 
patients are young women and children, which explains the predominant types of procedures 
needed. MAs set up the procedure room, using a detailed manual that describes exactly what is 
needed for each type of procedure, and assist with the procedures. Each provider does each type 
of procedure in the same way, demonstrating the standardization of care processes so evident at 
Clinica. 

Medical assistant role 
The MA brings the patient into the room, does vital signs, checks smoking status, and takes a 
detailed history using the template on the NextGen EMR. Templates exist for well child checks 
(templates may vary by age), diabetes, ADHD, asthma, anticoagulation, prenatal care, tobacco 
cessation, SBIRT screening, and complaint-specific history of present illness. In the case of 
patients with diabetes overdue for an HbA1c (done by a point-of-care machine) or a foot exam, 
or an appointment for a retinal exam (done with a retinal camera as a group visit), MAs perform 
those tasks. After the MA enters the history into the templated EMR, the EMR provides the 
history in a form easily reviewed by the provider. For children, the EMR includes decision 
support on which immunizations are needed, and the MA draws up the immunizations while the 
provider is seeing the patient and gives the shots in the post-visit. Providers are not involved in 
providing immunizations. MAs do not have time to do medication reconciliation or behavior 
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change counseling; those functions, if indicated, are provided by the case manager immediately 
following the provider visit. The MA pre-visit takes 10-15 minutes. 

If the provider wants the MA to do a post-visit (immunizations, blood draws, or other activities), 
an electronic message is sent to the MA and the black flag is put into the MA-needed position. If 
an appointment is needed within 2 weeks, the MA would make the appointment. 

RN role 
Many primary care practices do not have RNs, and for other practices, the RN role may not fully 
utilize the depth and breadth of skills possessed by RNs. RNs at Clinica have clearly defined 
roles that allow and require them to work at the very top of their license. The RN role has three 
interrelated parts: 1) addressing situations that arise everyday in primary care, situations needing 
skill in assessment and decision-making, 2) handling less complex clinical matters that can be 
protocolized with physician-written and approved standing orders, and 3) serving as pod flow 
coordinator. 

For the first area of work, RNs receive electronic or phone messages from the call center 
regarding clinical problems faced by patients. A patient may call about abnormal uterine 
bleeding, a severe headache, or a medication refill; a family may call because grandmother has 
fallen or suffered a brief episide of right leg weakness. Hundreds of such situations arise, and 
RNs need the clinical acumen to assess what is needed: 911? Emergency room? Appointment 
today? Prescription called into the pharmacy? Physician to call the patient within the hour? 
Clinica RNs make dozens of these decision everyday. 

The second area of work is the management of certain specified acute problems. Clinica 
physicians have approved standing orders for RNs to treat positive strep throat infections, 
uncomplicated conjunctivitis and ear infections, head lice, sexually transmitted diseases such as 
chlamydia and gonorrhea, uncomplicated urinary tract and respiratory infections, and the 
management of warfarin dosing for patients needing anti-coagulation. Some of these problems 
can be diagnosed and treated by the RN—without the provider—based on a phone call or face-
to-face RN visit. Others come to the RN’s attention through certain lab results that are channeled 
to the RN’s EMR in-box (“RN labs”), for example, positive strep cultures, urine cultures, or 
chlamydia cultures. The RN would call these patients, provide patient education, and order the 
appropriate medications according to the standing orders. Thus the RN is not diagnosing, but is 
initiating treatment based on a diagnosis provided by the lab. RNs taking on these 
responsibilities allows providers to spend more time caring for complex diagnostic and 
management problems, and building relationships with their patients. 

RNs also take care of warfarin dosing for patients on anti-coagulation, checking the INR lab 
results (with an on-site INR machine) and titrating warfarin doses according to a dose calculator. 
Pharmacy students review the warfarin registry to look for drug interactions, patients who may 
be missing timely INR checks. As part of Clinica’s robust self-management support philosophy, 
patients are asked to write down their warfarin doses and INR results on their personal anti-
coagulation card, and are asked how confident they are, on a 0-10 scale, that they can self-
manage their anti-coagulation treatment. Having patients do these simple things themselves helps 
activate them as participants in their care. 
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The RN role as pod flow coordinator often involves RNs performing patient visits if a patient 
drops in, if no appointments are available, or if a provider is running far behind. If the RN visit 
involves a clinical problem with an RN treatment protocol (standing order), the RN can do that 
visit herself. More often, these visits turn into co-visits with the patient’s provider coming at the 
end of the visit to confirm a diagnosis, and approve, change, or make a care plan. 

The RN is constantly assessing how things are going on the pod, checking her EMR in-box, 
making outgoing phone calls or taking incoming calls. At Clinica, RNs do not work as chronic 
care managers because they do not have time. For less complex patients, the pod’s case manager 
assumes that function, and for more complex patients the task remains largely with the provider. 

Case manager role 
Case managers could also be called health coaches and navigators. They meet with patients with 
chronic conditions, doing patient education and smoking cessation counseling, providing health-
related resources, and collaboratively setting goals and action plans with patients. In the twice-
daily huddle, or in the provider visit, patients are identified who need a planned visit with the 
case manager. These visits ideally take place immediately after the provider visit. Because case 
managers are on the pod, they often hear or see things—for example, an overweight or obese 
patient or a patient with diabetes whose HbA1c is high on point-of-care testing—that indicate the 
need for case manager services that day. A case manager might spend from 5 to 30 minutes with 
a patient. 

Clinica has created a self-management support template on the NextGen EMR, which case 
managers use for almost every patient. The template includes the patient’s goal, the name of the 
patient’s support person, the level of importance (0-10) the patient places on healthy behavior 
change, the specific action plan, the patient’s level of confidence (0-10) in being able to achieve 
the action plan and the goal, and the barriers the patient anticipates. The case manager prints the 
action plan for the patient on a form that allows the patient to write how well he/she 
implemented the action plan each day. 

The percentage of patients with diabetes who set goals has improved from 28 to 46% and 
continues to improve as the case managers place a priority on goal setting. 

The EMR has the capacity to print out an after-visit summary, but for some patients with low 
literacy this summary is not so helpful unless the case manager reviews it with the patient. For 
patients who want the summary, the provider reviews it with the patient; in the future Clinica 
would like to have more case managers with one of their functions being to make sure that 
patients understand the care plan provided in the after-visit summary. 

Behavioral health integration 
Clinica has integrated behavioral health into primary care, with one behavioral health 
professional (licensed clinical social worker, psychologist, or licensed professional counselor) 
per pod. Behavioral health professionals (BHPs) have some 30-40 minute appointments, but are 
available much of the time for warm handoffs—providers introducing patients to the BHP who 
conducts a 10-15 minute unscheduled visit done in the exam room after the provider visit. Warm 
handoffs may be planned during the morning or afternoon huddle or may take place when the 
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provider uncovers a behavioral health problem. Common issues are depression, anxiety, and 
psychosocial problems. Like case managers, BHPs work with patients on goal setting and action 
plans. MAs taking patients’ history may uncover depression symptoms and do the PHQ-9 
depression screening questionnaire, and then contact the BHP, who would follow patients with 
positive depression screens over time by phone or follow-up visit. Providers would be involved 
if medications are indicated. Not all patients are screened for depression, but all postpartum 
women are screened. BHPs also have English and Spanish group visits for patients with anxiety, 
1½ hour sessions for 6 weeks. Under the payment guidelines for federally qualified health 
centers, a BHP visit can be billed, but a provider and BHP visit on the same day can be billed 
only once. A psychiatrist comes to Clinica 2 days per month, each day seeing 3 new patients and 
4 follow-ups in addition to consulting with providers and BHPs. 

Front desk 
Each pod has its own front desk staff, though they are generally situated between the pod space 
and the pod’s waiting area. The front desk does not handle telephones, which are separated from 
the pods in the call center; the absence of constantly ringing phones contributes to the calm 
atmosphere at Clinica. Front desk staff check patients in, collect copays before the visit 
(uninsured patients are on a sliding scale), and may make follow-up appointments though MAs 
often perform that function during their post-visit. Front desk staff also make confirmation calls 
to remind patients of appointments, call to inform patients of normal lab or x-ray results, and 
comb lists and registries to do outreach panel management calls to remind patients with care 
gaps (see below under panel management). 

Referrals 

Each of the four Clinica sites has at least one referral coordinator, whose job is to arrange and 
track specialty and imaging referrals. Referrals are a challenge for Clinica because few 
specialists will accept Medicaid and fewer will take uninsured patients. Referral coordinators 
have a database of these specialists, arrange appointments, send clinical information to the 
specialist, inform the patient, and track in the EMR whether the referral was made, appointment 
kept, and specialty consultation referral letter returned to Clinica. A tracking report is run every 
week and if no consultation letter has arrived, the referral coordinator follows up to determine if 
the patient no-showed or if the letter has not yet been sent. Clinica does not arrange for referrals 
for patients who request referrals but whose providers do not feel that specialty care or imaging 
is indicated. A similar tracking program has been implemented for laboratory results. 

Group Visits 

Group visits are a central feature of care at Clinica, with well-designed group visit rooms at 
every site. Group visits are offered for prenatal care, well-child care, diabetes, chronic pain, 
cold/flu, allergy, anxiety, and other chronic conditions. Patients always have the option of 
receiving care in a group or one-on-one. 

Different groups are led by different staff people—MA, RN, BHP, case manager—with a 
provider present in the group for most of the time. Each type of group visit has clear protocols 
and delineation of responsibilities and an established length (generally 1 or 1½ hours). The 
scheduling of personnel for group visits is carefully meshed with the one-on-one pod schedules. 
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Because providers spend some time with each group visit patient, the group visits are billable. A 
small exam room is available to the side of each group visit space for care requiring privacy. 

An initial prenatal group is offered in English and Spanish to bring newly diagnosed pregnant 
women into care as early in their pregnancy as possible. Currently, 80% of women at Clinica 
receive their first prenatal visit during the first trimester, up from 30% in the past; this statistic is 
associated with better pregnancy outcomes. Clinica providers—with obstetric backup—deliver 
about 2,000 babies each year (almost six per day). 

Following the initial prenatal group, pregnant women can choose to receive their prenatal care in 
a Centering Pregnancy group or one-on-one. Well child care can be done in a Centering 
Parenting group or one-on-one. For the Clinica’s Pecos site, 10% all care and 14% of prenatal 
care takes place in groups. The Pecos site does 850 group visits per year (between 2 and 3 each 
day). During the time that providers are seeing patients in groups, they are 30-40% more 
productive (patients seen per hour) than seeing patients one-on-one. Thus groups are good not 
only for patients, who interact with other patients like themselves, but also for Clinica 
financially. 

Pharmacy 

Two of the four Clinica sites have full-service pharmacies. For patients at the other 2 sites, 
medications are sent by courier. Medications are sold at cost plus a $12 dispensing fee, with a 
sliding scale for very low-income families. Clinica receives pharmacy assistance from University 
of Colorado pharmacy students and some PharmD residents. Sometime in the future, Clinica 
would like to place pharmacists on the pods. 

Dental 

Two Clinica sites have dental suites with dentists, hygienists, and dental assistants. Clinica 
provides fillings and comprehensive dental exams, and acute care for dental emergencies, but its 
priority is prevention, especially for the three groups covered by Colorado Medicaid: children, 
pregnant women, and patients with diabetes. 

Panel Management 

Clinica has set up systems to improve the chronic and preventive care not only of its patients 
who come for appointments, but for all patients empaneled to Clinica’s sites, pods, and 
providers. This is done by providing outreach to patients who are overdue for periodic services 
recommended by well-accepted clinical practice guidelines, for example, women between 50 and 
75 years who have not had a mammogram in the past two years or patients with poorly 
controlled diabetes who have not had an HbA1c lab test in the past 3 months. This activity is 
known as panel management—managing the care of Clinica’s panels of patients. 

Outreach is done by making reminder phone calls to patients with care gaps, meaning patients 
overdue for a guideline-recommended service. Outreach could be performed with mailings, but 
in the low-income population served by Clinica, letters are relatively ineffective in reaching 
people. Cell phones work better. Outreach calls are entered into the registry and tracked. Pod 
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members share the outreach work—some calls are done by the front desk, others by case 
managers, others by BHPs. The patients needing outreach are identified through Clinica’s many 
registries and lists. 

Registries are lists of patients with a particular chronic condition (Clinica has registries for 
ADHD, anti-coagulation, asthma, chronic pain, depression, diabetes, abnormal Pap tests, and 
hypertension) or a life situation requiring monitoring (prenatal care and parenting). Registries 
include patients’ demographic information and clinical data, including the dates when each 
indicated test or service was last done, with prompts indicating what is overdue. Clinical practice 
guidelines are embedded into the registries. Lists are simpler; for example, a mammogram list 
includes all patients overdue for the mammogram. The designated pod member responsible for 
outreach to patients identified on the registries and lists as having care gaps calls those patients to 
close the care gap. Providers are not involved in this routine work, thereby freeing up more time 
for providers to address patients’ acute complaints and complex management issues. Currently, 
Clinica’s IT department is working to unify the disease-specific registries into one large registry. 
Clinica does prioritize which care gaps are addressed since there is not time for outreach to every 
patient overdue for a service. 

Panel management can also be done through in-reach, meaning that care gaps are addressed 
when patients come to the clinic. Clinica’s NextGen EMR does have a health maintenance 
screen that shows care gaps in red; thus far MAs and case managers are regularly not using that 
screen to address care gaps when patients come to the clinic. Clinica is hoping to add in-reach to 
its panel management activities at some point in the future. 

Complex care management 
In most health care organizations 10% of patients incur about 70% of health care costs; these are 
usually patients with several chronic physical and mental health conditions who frequently use 
the emergency department and are admitted to the hospital. It is widely believed that with 
excellent primary care, many of these emergency department and hospital costs could be 
avoided, and Clinica is well situated to reduce these costs. 

Clinica has plans to devote more resources to these patients by increasing the number of case 
managers and focusing on prompt follow-up for patients seen in the emergency department or 
discharged from the hospital. A pilot program for complex care management is starting with a 
Colorado Medicaid Accountable Care Collaborative. 

EMR Implementation 

Clinica adopted the NextGen electronic medical record in 2006. No one at Clinica would ever 
imagine going back to paper charts; the EMR has been a key contributor to the improvements in 
Clinica’s workflows. When Clinica made the transition from paper to electronic records, only a 
small amount of data was transferred to the EMR: diagnoses, medications, allergies, and 
immunizations. As providers saw patients, they could flag other pieces of information they 
wanted in the EMR, for example, lab results, imaging reports, patient consents, advance 
directives, hospital discharge summaries, and specialty consults. These could be scanned, but 
more commonly providers would highlight the key conclusions of these reports and indicate 
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where in the EMR the information should go, and medical records personnel would input the 
information. If a paper chart has not been pulled for 18 months, it is sent to storage. 

Clinica wisely kept its medical records staff, who now work on each pod to input information 
requested by providers. Because many institutions with which Clinica interacts are not 
electronic, a large amount of paper continues to enter Clinica and medical records personnel are 
needed to input provider-highlighted information. 

With its disease-specific templates for conditions commonly seen at Clinica, and its decision 
support tools which make clinical practice guidelines quickly available to providers, the EMR 
has helped to standardize how common conditions are handled by Clinica’s providers and care 
teams. Some practice guidelines were written by Clinica’s physician leaders; others are available 
from Colorado HealthTeamWorks, which has developed a rigorous process for writing, 
approving, and disseminating guidelines. 

Clinica is currently initiating a web portal so that patients and care team members can 
communicate electronically, which is expected to streamline care for those patients with access 
to computers. 

Creating Workflows 
Every process in primary care has an invisible or visible workflow: what are the steps in the 
process, who does each step, and how do the steps fit together to make the process function 
smoothly? Clinica has tried to make hundreds of workflows, which naturally changed after EMR 
adoption, as visible as possible to every person working in the organization. 

Creating smooth workflows is a long, slow journey, in part because primary care is composed of 
so many specific workflows. Take incoming phone calls as an example. Who receives the call, 
what script is used to answer the call, and how are emergent, urgent, and non-urgent requests 
handled? What can be handled by the call center attendant, what needs to be referred to the RN 
(which ones by phone, which by e-mail), or to someone else? If the call is for an appointment 
how is that appointment made, how is the call documented, and how is the quality of the call 
(how long the phone rang before being picked up, how satisfied was the caller) measured and 
how were those measurements entered into the clinic’s database? Multiply the steps in that 
workflow by the hundreds of workflows taking place in primary care; improve, try out, improve 
again, spread, and make visible and provide training on each step of each workflow: one can 
begin to appreciate how much effort is involved in elevating a clinic to a high level of efficiency 
and quality. 

Not only does each clinic function (e.g., managing the appointment template to ensure prompt 
access, optimizing continuity, drawing blood, reviewing lab results, refilling prescriptions, and 
on and on and on) require workflow design, but for a couple of dozen common primary care 
clinical conditions, visible workflows are needed (e.g., for diabetes, creating the EMR template 
for the MA to follow, deciding who does foot exams, eye exams, HbA1c lab tests, who and how 
the diabetes registry is managed, which medications are available in the pharmacy, who does 
patient education and activation and how it is done, how and how often and by whom diabetes 
care is measured and discussed among the clinic staff, to mention a few of the many steps 
required). 
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Clinica has created, tested, improved, and implemented hundreds of workflow redesigns, taking 
one workflow at a time, requiring years of continuous improvement that never ends. Yet Clinica 
has found that the very act of improving a workflow, which needs to involve everyone taking 
part in that workflow, builds teamwork and makes visible how each person’s job interacts with 
the job of one’s teammates and reveals the part that each person plays in providing care to 
Clinica’s patients. 

Performance Data 

For many years, Clinica has kept run charts that demonstrate how the organization as a whole, 
each site, each pod, and each provider has performed on a number of metrics. Moreover, a 
databoard on the wall of each pod shows everyone whether or not performance has reached 
Clinica-set goals and where improvement is needed. The databoards are updated every couple of 
weeks with metrics such as continuity of care, documentation of smoking status, percentage of 
smokers receiving counseling, and process and outcome measures associated with diabetes, 
hypertension, prenatal care, and other conditions. The twice-daily huddles are used to discuss 
areas needing improvement. Clinica is a data-driven organization. 

2006 2008 2010 YTD 
2011 

HEDIS 
Medical 

Continuity for 
Patients with 
Diabetes 

PCP 58.00% 63.25% 69.07% 
Team 82.00% 78.75% 84.75% 

Access Time to Third 
Available 
Appointment 
(Days) 

6 4.9 4 3.6 

Prenatal Trimester of Entry 
to Care (Patients 
Entering Care in 
1st Trimester) 

66.00% 58.95% 79.69% 82.74% 83.40% 

Low Birth Weight 6.07% 5.93% 6.00% 5.57% 
C-section rates 20.34% 20.25% 20.40% 
Pap Test in Last 3 
Years (Women 
age 24-64) 

76.51% 82.87% 83.76% 

2 Year Old 
Immunizations 

62.52% 81.30% 91.84% 

Diabetes Patients 
with A1c 7% 

33.86% 39.92% 41.32% 33.90% 

Diabetes Patients 
with A1c 9% 

21.81% 20.67% 22.71% 44.90% 

Hypertension 
Patients with BP 
140/90 

56.40% 67.38% 67.69% 59.80% 

Total number of medical visits for 2010 was 145,596. 
HEDIS Medicaid is the average score for all Medicaid health plans in the US in 2009 (www.ncqa.org ). 
National data on % of births with low birth weight for Hispanics in 2008 = 7.0%. 
National C-section rate among US Hispanics 2007 = 30%. 
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NCQA medical home accreditation 
Community health centers across the United States are debating whether to seek NCQA 
designation as a patient-centered medical home. In some states, such designation brings 
increased revenue, in others not. Clinica decided to become NCQA accredited even without the 
payment incentive, feeling that the exercise of gaining designation forces a primary care practice 
to think about the areas in which improvement is needed. For Clinica, accreditation was simple 
because all NCQA elements were already in place. 

Pay for performance 
From 2003 to 2007, Clinica utilized a pay-for-performance system. The clinic did not receive 
additional external payments for high quality; rather the organization held some of its revenues 
in a pool to create internal incentives for improvement. In contrast with most organizations that 
bonus only providers for improved performance, Clinica gave bonuses to every person on high-
performing pods, thereby demonstrating that improvement is made possible by the efforts of the 
team, not only the provider. Recently, Clinica put a hold on its pay-for-performance system 
because of debate whether the pod-level data is sufficiently accurate. Discussions of the 
effectiveness of financial incentives are ongoing. 

Financing Clinica 

Clinica, like all community health centers in the United States, has a complex system of 
financing. As a federally qualified health center (FQHC), Clinica receives an enhanced payment 
for Medicaid because FQHCs are required to care for the uninsured, and the Medicaid payments 
provide funds that help to offset the losses incurred in caring for the uninsured. In addition, 
Clinica has received Public Health Service Act Section 330 grants, raises funds from local 
foundations and benefactors, collects sliding-scale payments from some uninsured patients, and 
benefited for years from the Colorado tobacco tax moneys. In the changing world of post-
Accountable Care Act politics combined with federal and state budget crises, Clinica joins all 
community health centers in navigating through an uncertain world. 

Learning From Clinica 

Clinica has solved many of the problems facing primary care clinics and practices, and continues 
to confront the challenges that still remain. For clinics and practices whose improvement journey 
began later than that of Clinica, Clinica has much to teach. Why was continuity of care made the 
centerpiece? How was prompt access achieved and sustained for so many years? Who should be 
on care teams, how many of each job category, what are their job roles, what are the workflows, 
and why is co-location such an important feature of a successful care team? How is care for each 
common condition provided? How does care become a shared responsibility of all care team 
members rather than the sole responsibility of providers, and how does the shift from provider to 
team improve the quality of care for patients and the work life of clinic personnel? How is 
population-based care carried out, and measured, and how does data drive improvement? No 
clinics or practices will blindly copy Clinica’s answers to these questions, but all can learn from 
Clinica’s leadership. 
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