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Preface

This report summarizes 2008 findings from a planned five-year evaluation (2006-2011) of the
Montgomery Cares initiative. Montgomery Cares is a Montgomery County, Maryland—funded
program designed to provide basic health care to low-income, adult, uninsured county residents
through financial support to community clinics. The report should be of interest to policymakers
in the county, as well as to individuals concerned with issues related to access to care among the
uninsured more generally.

The evaluation was sponsored the Primary Care Coalition (PCC) of Montgomery County,
Maryland, with funding from the Montgomery County government and conducted in RAND
Health, a division of the RAND Corporation. A profile of RAND Health, abstracts of its
publications, and ordering information can be found at www.rand.org/health.
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Summary

This report summarizes 2008 findings from a planned five-year evaluation (2006-2011) of the
Montgomery Cares initiative.' Montgomery Cares is a Montgomery County, Maryland—funded
program designed to provide basic health care to low-income, adult, uninsured county residents
through financial support to community clinics. Implementation of the program began in July
2005 with initial funding of $5 million; funding is slated to increase annually to a fully
operational cost of $15 million in fiscal year (FY) 2010. Health care services under this program
are provided through Community HealthLink, a network of nonprofit community health care
providers in Montgomery County, Maryland. The intent of this evaluation is both to help
ascertain the effects of the program on health care in Montgomery County and to enable
Montgomery Cares to maximize its benefit to the community over time.

The evaluation results highlight a range of noteworthy positive developments related to
Montgomery Cares:

1. Capital and human resource capacity have increased dramatically since the advent of
Montgomery Cares.

e Montgomery Cares has significantly contributed to expansions in the physical space
available for the provision of health care for the uninsured. The number of clinics serving
the uninsured expanded from eight in 2006 to ten in 2008; Mobile Medical Care
expanded its sites of operation; seven clinics added exam rooms, and five improved their
physical space.

e Human resource capacity has also increased over time as a result of Montgomery Cares,
with the addition of some 200 full-day equivalents in staff hours worked each week
between 2006 and 2008. Aggregate weekly operating hours across Montgomery Cares
clinics nearly doubled between 2006 and 2008, from 321 to 602.

e The increase in capacity comes at a critical time, as the numbers of uninsured in
Montgomery County appear to be growing significantly as a result of population growth
in the county as well as an increase in the percentage of residents who lack health
insurance coverage.

2. Montgomery Cares has expanded the number of uninsured patients served and the
level and type of services provided.

e Nearly 17,000 Montgomery Cares patients were served in FY 2008, nearly double the
number served in FY 2005 (prior to the implementation of the program) and more than
25 percent more than in FY 2007.

e Montgomery Cares patients had more than 45,000 clinic visits in FY 2008, an increase of
more than 7,300 visits over FY 2007 (a 19-percent increase) and of more than 17,500
visits over FY 2005.

e Services also expanded, with more clinics offering walk-in and evening hours in 2008
compared to 2006 and more clinics offering classes and other services. For example,
seven clinics offered diabetes education classes in 2008, compared to five in 2006. In

! Detailed information regarding the data sources for this evaluation is presented in Appendix A.
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addition, while only two clinics offered help with insurance enrollment in 2006, four
clinics offered these services in 2008.

3. Montgomery Cares clinics have made substantial strides in delivering preventive
care.

e Across a range of different types of services, a greater proportion of patients received
recommended preventive care (such as blood stool tests, pap smears, breast exams, and
mammograms) in 2008 compared to 2006.

4. Perceived accessibility of health care among Montgomery Cares patients has
increased over time.

e More uninsured patients reported having a usual source of care in 2008 compared to
2006, with the usual source of care almost universally reported to be a Montgomery
Cares clinic.

e Fewer Montgomery Cares patients reported having difficulty obtaining care or having to
put off care in 2008 compared to 2006.

e More Montgomery Cares patients reported that it was easier to get care in 2008 versus
2006.

e A smaller proportion of uninsured patients reported that inconvenient provider hours
were a barrier to obtaining care in 2008 compared to 2006.

5. Satisfaction with care received at Montgomery Cares clinics is high and rising.

e Uninsured patients reported very high levels of satisfaction with the care they received at
Montgomery Cares clinics: 91 percent reported being satisfied or very satisfied with their
care in 2008.

e In addition, patients were increasingly satisfied with their care across a range of domains,
such as how well their provider listened to them and the respect with which they were
treated.

Despite these positive developments, challenges remain for Montgomery Cares, including:

1. The availability of appointments at Montgomery Cares clinics, particularly for new
patients, and the ability of prospective and established patients to access a live voice on
the phone remain problems.

e In 2008, in a mystery shopping survey:’
o Approximately one out of every four callers was unsuccessful in connecting with a
person.
o Only one-third of callers who reached a human voice were successful in obtaining an
appointment.

o The average lag time for an appointment was 20 days (among those who were able to
obtain an appointment).

* Mystery shopping is used to measure the quality of service provided in retail and custom service settings. Posing as
normal customers, mystery shoppers execute specific, predetermined tasks (for example, purchasing a product,
asking certain questions, or filing a complaint) and then provide reports on their experiences. In our survey, mystery
shoppers phoned clinics posing as patients to determine the availability of appointments.
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2. Access to prescription drugs continues to present challenges for Montgomery Cares
patients.

e More than one-third of uninsured patients reported that getting prescription drugs was
very or somewhat difficult.

e Nearly one-quarter of patients (in both 2006 and 2008) reported splitting pills, skipping
medication, or not filling a prescription.

3. Clinics continue to struggle to find adequate and timely specialty care for their
patients.

e Specialty care available on-site at each clinic is very limited. For most types of specialty
care, only one or two clinics have an on-site provider available on an occasional basis;
others have no such provider available.

e The availability of specialty care through Project Access, a network of private physicians
who provide low-cost specialty services, and the Archdiocesan Health Care Network, a
similar network that is regional and maintained by Catholic Charities, is not sufficient to
meet current demand, and clinics report difficulties obtaining appointments for their
patients.

e C(linics not involved in the behavioral health care pilot report particular difficulty locating
mental health care for their patients.

Our recommendations are summarized below.

Recommendation 1: Continue to build on previous successes: Stay the course on
identifying patients’ language needs and monitoring the availability of bilingual staff or
interpreter services, and maintain commitment to ensuring patients receive guideline-
appropriate preventive care and recommended care for chronic conditions.

Recommendation 2: Redouble efforts to improve the percentage of calls to clinics
received by a live voice; continue to expand capacity to allow for additional
appointments; work to minimize lag times between call and appointment and in-office
wait times for scheduled appointments.

Recommendation 3: Explore ways to improve and standardize the system through which
Montgomery Cares patients obtain access to specialty care; explore new models of
specialty care delivery.

Recommendation 4: Increase attention to mental health problems among Montgomery
Cares patients and strengthen access to mental health care.

Recommendation 5: Engage in an in-depth analysis of the delivery of pharmaceutical
services, with particular attention to the effects of newly available low-cost prescriptions
from local private drug stores; more specifically, identify behavioral, cost, or other
barriers to pharmaceutical access among patients and work to abate identified barriers.

Recommendation 6: Combat pressures associated with the economic downturn by
providing clinics with opportunities to learn how to maximize efficiency and identify and
capitalize on available funding opportunities.

Recommendation 7: Consider strategies such as revisions to work flow, targeted software
modifications, additional staff training, and focused prioritization of data collection to

improve the accuracy and comprehensiveness of data collected in the Community
HealthLink CHLCare database.
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Chapter 1: Introduction

This report summarizes 2008 findings from a planned five-year evaluation (2006-2011) of the
Montgomery Cares initiative. Montgomery Cares is a Montgomery County, Maryland—funded
program designed to provide basic health care to low-income, adult, uninsured county residents
through financial support to community clinics.' The key services provided through Montgomery
Cares are primary care and prescription drugs, although the program also supports behavioral
health and oral health pilot programs and access to specialty care through Project Access, a
network of private physicians who provide low-cost specialty services, and the Archdiocesan
Health Care Network (AHCN), a similar network that is regional and maintained by Catholic
Charities.” Implementation of the program began in July 2005 with initial funding of $5 million.
Funding is slated to increase annually to a fully operational cost of $15 million in fiscal year
(FY) 2010, although budget pressures may affect the level of funding available in the future. The
intent of this evaluation is both to help ascertain the effects of the program on health care in
Montgomery County and to enable Montgomery Cares to maximize its benefit to the community
over time.

Health care services under the Montgomery Cares program are provided through Community
HealthLink, a network of independent, nonprofit clinic organizations in Montgomery County.
The Primary Care Coalition (PCC) of Montgomery County administers Montgomery Cares,
coordinating the work of and providing infrastructure to Community HealthLink clinics. PCC
provides an electronic health-record system to Community HealthLink clinics and oversees a
program that provides clinic patients with low-cost generic medicines and free medicine from the
pharmaceutical industry’s patient-assistance program. PCC also manages a private-practice
physician network that provides specialty care to the clinics and coordinates a multi-clinic
patient diabetes disease management initiative.

Funding disbursements to clinics are prorated based on the amount of care provided.’ Clinics
have broad discretion over how to invest Montgomery Cares funds. In FY 2008, ten clinic
organizations received support through Montgomery Cares:*

Community Clinic, Inc. (CCI)

Holy Cross Hospital Health Center (HCH)

Mercy Health Clinic (Mercy)

Mobile Medical Care Inc. (Mobile Medical)
Muslim Community Center Medical Clinic (MCC)

" The program does not provide health insurance coverage for the uninsured, but rather provides funding to clinics
serving these individuals. Throughout this report, we use the phrase Montgomery Cares patients to describe
individuals who are part of the target group and who use services at one of the clinics receiving Montgomery Cares
funds.

* Project Access is funded by Montgomery Cares and managed by the Primary Care Coalition of Montgomery
County (PCC). The AHCN is a subcontractor to PCC and is also supported by Montgomery Cares funds.

? Prior to FY 2009, Montgomery Cares funds were distributed on the basis of estimated numbers of unduplicated
patients. In addition, organizations starting a new clinic or opening a new site were eligible for $50,000/year in start-
up funding for their first two years of operation. In FY 2009, payments to clinics are based on the number of patient
encounters (as opposed to the estimated number of patients served).

*In July 2008 (FY 2009), Proyecto Salud opened a new clinic on the grounds of Montgomery General Hospital.
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Proyecto Salud (Proyecto)

Spanish Catholic Center (SCC)

The People’s Community Wellness Center (TPCWC)
Mary’s Center for Maternal and Child Care (Mary’s Center)
Under One Roof (UOR)

CCI operates clinics in three locations (Gaithersburg, Silver Spring, and Takoma Park). Mobile
Medical operates at numerous locations and, in some cases, in partnership with other
organizations (such as L’ Accueil-Marie-de-L’Incarnation—L’ AMI—in operating a Pan
African/French clinic).

Two clinics opened in FY 2008—Mary’s Center, in partnership with Washington Adventist
Hospital (opened June 2008) and Under One Roof, which is co-located with Outpatient
Addiction Services and specializes in serving individuals with mental health or substance abuse
disorders (opened August 2007).

Figure 1.1 shows clinic locations.

Figure 1.1: Location of Montgomery Cares Clinics
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Our evaluation relies on a range of data sources:

e clectronic medical records of patients at Montgomery Cares clinics collected through the
Community HealthLink CHLCare database

a survey of patients receiving care from Montgomery Cares clinics

a survey of Montgomery Cares clinic capacity

a survey of appointment availability at Montgomery Cares clinics

stakeholder interviews.

We briefly describe each in turn; more-detailed information on each can be found in Appendix
A. First, CHLCare is an electronic health record system currently in use among seven of the ten
Montgomery Cares clinics.

Second, for the patient survey, we collected primary data from Montgomery Cares patients in
2006 and again in 2008 to obtain a more-complete profile of patients, as well as to gather
information about use of health care services beyond those received in the Montgomery Cares
clinics, receipt of preventive care, satisfaction with care, and barriers to care. The 2008 survey
did not attempt to follow the patients surveyed in 2006 over time. Rather, a new cross-section of
patients was selected.

Third, in addition to ascertaining patients’ health care experiences under Montgomery Cares, we
also wanted information about how the Montgomery Cares program affects the availability of
services at clinics and their capacity to serve Montgomery Cares patients. To that end, we
surveyecl the executive directors and/or administrators of clinics serving Montgomery Cares
patients.

Fourth, in addition to directly surveying clinics as to their capacity, we also examined
appointment accessibility using a mystery shopping approach. Surveyors posing as prospective
patients called clinics at different times of day, on different days of the week, and in both English
and Spanish to try to obtain an appointment. They recorded their experiences and we analyzed
the resulting data.

Fifth, we conducted semi-structured interviews with the executive director and medical director
at each of the eight clinics serving Montgomery Cares patients in FY07. Finally, we used the
2000 U.S. Census, the 2006 American Community Survey, and inpatient and emergency
department (ED) hospital discharge data to provide relevant background information.’

Chapter 2 of this report describes the characteristics of Montgomery Cares patients. Chapter 3
profiles the infrastructure and capacity of Montgomery Cares clinics. Chapter 4 describes the
accessibility and use of health care among Montgomery Cares patients. Chapter 5 summarizes
the quality of care provided to Montgomery Cares patients and patients’ satisfaction with care.
Chapter 6 presents key findings and recommendations.

> Both CCI and Mobile Medical operate at multiple sites. In general, their responses were provided as an aggregate
across associated locations.

® These data sources, as well as the socio-demographic characteristics of Montgomery County residents and the
information on hospitalization rates, are described in Appendixes B and C.






Chapter 2: Characteristics of Montgomery Cares Patients

In this chapter, we summarize the characteristics of Montgomery Cares patients. Table 2.1
provides a description of the socio-demographic characteristics of 2008 Montgomery Cares
patients and compares them to the characteristics of patients in 2006." Patient characteristics
have remained largely stable over time. Key findings include:

Montgomery Cares patients are predominantly female.

More than half of patients are between the ages of 40 and 64.

About two-thirds of patients identify themselves as Hispanic.

The majority of patients are foreign-born; half have been in the United States for more
than five years (53 percent).

e Approximately half of Montgomery Cares patients report currently working for pay, and
the vast majority report having family income from work of less than $25,000 per year.

Comparing the characteristics of Montgomery Cares patients to all uninsured Montgomery
County residents suggests that Montgomery Cares captures disproportionately more women (57
percent of the uninsured in Montgomery County are estimated to be women, + 9 percentage
points) and disproportionately more of the uninsured ages 40—64 (versus those 18-39).2

A few changes between the Montgomery Cares population in 2006 and that in 2008 are
significant: A greater proportion of Montgomery Cares patients are male (in 2008 vs. 2006), a
greater proportion are recent immigrants (with smaller proportions who are U.S. born or
established immigrants, though these changes are not statistically significant), a greater
proportion are homeless or living in an emergency shelter or supported housing, and a greater
proportion are ages 40—49 (with smaller proportions of patients in all other age groups, although
these changes are not statistically significant).

" We rely on survey data instead of the electronic data from CHLCare to describe socio-demographic characteristics
of patients because of the extent of missing data in CHLCare.

* We used 2006 Behavioral Risk Factor Surveillance System (BRFSS) data to estimate the socio-demographics of
the uninsured in Montgomery County. The sample size is small, but it is the best data available for this purpose.
BRFSS estimates suggest about 35 percent of the uninsured in Montgomery county are ages 40—64 (£8 percentage
points) and 65 percent are ages 18—39 (+8 percentage points).
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Table 2.1: Socio-Demographic Characteristics of Montgomery Cares Patients,

2006/2008

Difference

(percentage
Characteristic 2006 (%o) 2008 (%o) points)
Male 28.2 35.6 7.4%
Aged 19-29 15.5 14.5 -1.0
Aged 30-39 21.1 20.8 -0.2
Aged 40-49 23.3 27.5 4.2%
Aged 50-64 323 30.9 -14
Aged 65 or older 7.8 6.3 -1.6
Hispanic 66.1 67.3 1.2
White (non-Hispanic) 7 5.5 -1.5
Black (non-Hispanic) 15.2 16.9 1.7
Asian (non-Hispanic) 8.5 8.5 0
Other (non-Hispanic) 32 1.2 —2.0%
Multiracial (non-Hispanic) 0.1 0.6 0.5%
U.S. born 16.3 14.6 -1.7
Foreign born, in US < 1 year 5.3 4.1 -1.2
Foreign born, in US 1—-5 years 24.3 28.5 4.2%
Foreign born, in US > 5 years 54 52.8 -1.2
Working now for pay 52.3 54.9 2.6
Own home 20.1 15.3 —4.8%
Pay rent 48.7 54.9 6.1%
Living with friends/family 27.5 23.8 =37
Supported housing/emergency shelter/homeless 3.6 6.1 2.4%
Family income from work less than $10,000 35 33.4 -1.6
Family income from work $10,000-$25,000 43.4 48.3 4.9
Family income from work $25,000-$35,000 16.4 12.3 —4.1*
Family income from work more than $35,000 5.2 6 0.8
Received income from government program 9.3 13.5 4.2%

NOTES': Missing values excluded from analysis. Estimates based on patient survey data.
* Statistically significant difference where p<0.10.
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Table 2.2 describes the health status of Montgomery Cares patients. Montgomery Cares patients
shoulder substantial health burdens, with nearly half reporting that their physical health is fair or
poor and 13 percent reporting fair or poor mental health.” Further, more than one-third have two
or more chronic conditions, and the majority has at least one chronic condition. Hypertension,
diabetes, and joint pain/arthritis/rheumatism are key health problems; 16 percent of Montgomery
Cares patients reported current depression. Among patients reporting height and weight (about
20 percent did not report one or the other), approximately two-thirds reported height and weight
information indicating overweight or obesity.

Table 2.2: Self-Reported Health Status of Montgomery Cares Patients

Difference

(percentage
Health Status Measure 2006 (%) 2008 (%) points)
Excellent or very good self-rated health 21.6 19.8 -1.8
Good self-rated health 29.5 32.4 2.9
Fair self-rated health 37.9 41.3 3.4
Poor self-rated health 11.0 6.5 —4.5%
Excellent or very good mental health 55.1 53.7 -1.4
Good self-rated mental health 31.5 33.4 1.9
Fair self-rated mental health 10.7 10.7 0.0
Poor self-rated mental health 2.7 22 -0.5
No chronic conditions 22.2 26.0 3.8%
One chronic condition 41.4 37.8 -3.6
Two or more chronic conditions 36.5 36.2 -0.3
Functional limitation 14.7 18.8 4.1%
Underweight 2.0 22 0.1
Normal Weight 30.6 29.0 -1.0
Overweight 38.6 38.5 -0.1
Obese 28.8 30.3 1.6
NOTES: Estimates based on patient survey data.
*p<0.10.

’ By comparison, 22 percent of uninsured adults in the 2005 National Health Interview Survey reported fair or poor
health. See U.S. Department of Health and Human Services, Summary Health Statistics for U.S. Adults: National
Health Interview Survey 2005, DHHS Publication No. 2007-1560, December 2006.
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Compared to 2006, Montgomery Cares patients in 2008 were less likely to report poor self-rated
health and less likely to report having one or more chronic conditions, but more likely to report
having a functional limitation.

Respondents self-reported current chronic conditions, and we compared estimated prevalence
rates from the survey data between 2006 and 2008 (see Table 2.3). In 2008, hypertension was the
most commonly reported chronic condition (compared to 2006, in which joint
paint/theumatism/arthritis was most commonly reported). Nearly one-third of patients reported
hypertension, followed by joint pain/rheumatism/arthritis (27 percent), diabetes (22 percent),
migraine or chronic headaches (16 percent), and depression (16 percent). Nearly one in four
respondents (22 percent) reported either current depression or fair or poor self-rated mental
health.

Table 2.3: Self-Reported Chronic Conditions Among Montgomery
Cares Patients

Difference
2006 2008 (percentage

Condition (%) (%) points)
Asthma 6.8 4.9 -1.9%
Diabetes 23.5 22.2 -1.3
Hypertension 25.7 30.7 5.0%
Depression 16.3 15.5 -0.8
Joint pain/rheumatism/arthritis 33.4 26.5 —6.8%
Heart disease 5.5 4.6 -0.8
Migraine or chronic headaches 18.1 15.9 -2.1
Cancer 2.1 1.1 -1.0%*

NOTES: Estimates based on patient survey data.
* p<0.10.



Chapter 3: Infrastructure and Capacity of Montgomery Cares Clinics

In this chapter, we summarize information about the availability of clinic services (hours,
staffing, available types of care), current level of operations, number of patients served, and
visits provided.' Our key findings are as follows:

e Two new clinics opened since 2006, and one clinic added three new sites. In addition,
most clinics added exam space and improved existing physical space.

e Between 2006 and 2008, Montgomery Cares clinics added some 200 full-day equivalents
(FDEs) in staff hours worked each week. The majority of new hours worked were among
administrative staff and medical providers.

e Total operating hours increased from 321 to 602 across all clinics, with an increase in
both daytime and evening hours.

e Nearly 17,000 patients were served by Montgomery Cares in FY 2008, nearly double the
number served in FY 2005 (prior to the implementation of the program) and more than
25 percent more than were served in FY 2007.

e With only one exception, every clinic receiving Montgomery Cares funding expanded its
patient base.

e More than 45,000 patient visits occurred in FY 2008, an increase of more than 7,300
visits over FY 2007 (a 19-percent increase) and of more than 17,500 visits over FY 2005.

e More clinics offered walk-in and evening hours in 2008 compared to 2006.

e Four clinics increased their available in-person translation services between 2006 and
2008. Two clinics kept the same level of services, and two clinics decreased available in-
person interpreter services.

e In 2008, all ten clinics reported having bilingual staff. Bilingual staff represented between
two and four languages (in addition to English) at most clinics.

Operating Sites

Since 2006, Mary’s Center and Under One Roof have been added to the Montgomery Cares
clinic network, increasing the total number of clinics to ten (compared to eight in 2006). Mobile
Medical Care has also added three new sites: Ibn Sina, which serves the Farsi-speaking
uninsured with an estimated capacity of 720 patients a year; Heart Clinic, which serves
uninsured patients with cardiac needs with an estimated yearly capacity of 384 patients; and
Upcounty, which just opened but serves uninsured residents of northern Montgomery County
with an estimated capacity of 3,000 patients per year.

In addition to the new clinics, seven of the clinics operating in 2006 added exam rooms (ranging
from one to six additional rooms). Six of the clinics specifically added space for specialized
services, including gynecology, cardiology, ophthalmology, and mental health counseling. Four
sites increased the square footage of their clinic space, while seven reported improvements in the
physical space, including remodeling clinical space (five clinics) and the addition of new
computers (five clinics) and medical equipment (four clinics).

" The primary data sources for these findings are the capacity survey, stakeholder interviews, and CHLCare.
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Staffing

In aggregate across all clinics, paid and unpaid staft (of all types) worked a total of 6,375 hours
per week, or a total of 797 FDEs per week. Total staff hours increased substantially from 2006,
when total hours averaged 4,778 weekly. Thus, clinics added some 200 FDEs in staff time
between 2006 and 2008. Table 3.1 details aggregate staff hours per week among Montgomery
Cares clinics.

The majority of the additional hours added during the 20062008 period came from increases in
administrative staff hours, which rose from 743 in total across all clinics to 2,638 (an increase of
237 FDEs per week).” Hours worked by medical providers also rose (by approximately 54 FDEs
per week), and social services/counseling hours increased by nearly 12 FDEs. Conversely, hours
worked per week by ancillary and other medical staff and nursing staff decreased (by 92 FDEs
and 10 FDEs per week, respectively).’

Table 3.1: Aggregate Staff Hours per Week Among Montgomery Cares Clinics, 2006/2008

2006 2008 2006-2008
Change
Total Paid Volunteer  Total in
Hours | Hours Hours Hours Total
pet pet pet pet Weekly
Week | Week Week Week Hours
Nursing staff 1,848 1,745 20 1,765 -83
Medical providers 1,129 1,094 465 1,559 +430
Social setvices/ counseling staff 124 209 8 217 +93
Ancillary/other medical staff 934 76 120 196 —738
Administrative staff 743 1,552 1,086 2,638 +1895
Total hours per week 4,778 4,676 1,699 6,375 +1,597
FDEs per week 597 585 212 797 +200

Most clinics (eight of ten) employ a mix of paid and volunteer staff. One clinic uses solely
volunteer staff and another uses solely paid staff. In our interviews, clinic directors reported that
recruiting and maintaining staff (volunteer or paid) is a challenge. Relatively low pay combined
with a demanding patient load contributes to a high turnover rate in many of the sites.

* This large increase is mainly driven by three clinics. One did not report any administrative hours in 2006 but
reported 664 hours in 2008; a second reported 8 administrative hours in 2006 and 162 hours in 2008; a third reported
57 hours in 2006 and 1,000 hours in 2008. Some of the increase may thus reflect underreporting in 2006.

? Volunteer hours appear to have decreased from 1,815 in 2006 (not shown in Table 3.1) to 1,699 in 2008. This in
part reflects the fact that one clinic (which reported volunteer hours in 2006) did not report volunteer hours for 2008.
The clinic reported a substantial degree of variability in volunteer hours during the year and was unable to
accurately estimate weekly total volunteer hours.
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Number of Patients Served and Number of Patient Visits Provided

Table 3.2 profiles the number of patients seen by each of the clinics. The number of Montgomery
Cares patients served increased each year between FY 2005 and FY 2008.* Nearly 8,000 more
patients were served by Montgomery Cares clinics in FY08 compared to FY05.

Table 3.2: Number of Montgomery Cares Patients Served by Clinic,
FY 2005-FY 2008

FY 2005t FY 2006t FY 2007t FY 2008t

Mercy 1,188 1,209 1,248 1,672
Mobile Med 2,778 3,041 3,679 4,635
Muslim a 429 646 962
Proyecto 1,731 2,153 2,949 4,003
SCC 860 859 701 605
TPCWC 267 311 613 748
Holy Cross HC* 740 981 1,209 1,446
CCI* 1,229 2,055 1,974 2,361
Mary's Center* -- -- - 45
Under One Roof -- -- - 296
Total 8,793 11,038 13,019 16,773
Change from previous year - 2,245 1,981 3,754
Percent change from previous year -- 26% 18% 29%

NOTES: * Based on self-reports from separate administrative databases. All other data from CHILCare.

™ Insufficient data.

" Fiscal years begin July 1 of the previous year and extend through June 30 of the named year; e.g., FY 2008
extends from July 1, 2007, through June 30, 2008.

Table 3.3 profiles the change over time in the number of patient encounters (visits). Montgomery
Cares patients had more than 45,000 visits in FY 2008, compared to less than 30,000 in FY
2005. Across all clinics, the number of visits grew by 22 percent from FY 2006 to FY 2007 and
by an additional 19 percent between FY 2007 and FY 2008.

*FY 2005 data represent the period prior to Montgomery Cares implementation; the program began with the start of
FY 2006.
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Table 3.3: Number of Patient Visits by Clinic, FY 2005-FY 2008

FY 2005 FY 2006 FY 2007 FY 2008

Mercy 4,764 5,678 6,266 5,741
Mobile Med 6,065 7,237 8,985 10,948
MCC ~ 863 2,237 2,848
Proyecto 7,168 5,138 7,629 9,618
SCC 2,745 3,479 1,620 1,597
TPCWC 496t 750 1,408 2,135
Holy Cross HC* 2,813 3,346 5,171 6,213
CCI* 3,893 4,697 4,824 5,620
Mary's Center* - - - 50
Under One Roof - - -- 710
Total 27,944 31,188 38,140 45,480
Change from previous year 3,244 6,952 7,340
Percent change from previous year 12% 22% 19%

NOTES: + TPCWC data may be incomplete for FY 2005.

* Based on self-reports from separate administrative databases, not CHIL Care.
™ Insufficient data.

-- Not in operation.

Clinics were asked about whether they were currently operating “at capacity” (given available
staffing and physical space) or below that level. Operating levels varied: Five clinics reported
operating at full capacity every day, two reported operating at full capacity on most days, and
three report not operating at full capacity.

Clinics were asked what additional resources would be needed to increase the number of patient
visits they could accommodate.” Eight clinics reported that they would need additional provider
hours to accommodate more patients, eight reported that they would need additional ancillary
staff hours, and seven reported needing additional nursing staff hours. Four clinics also reported
needing additional examination space in order to accommodate more patient visits.

Capacity constraints can lead to extended time periods between a patient’s initial request for an
appointment and the appointment (the appointment /ag time). In 2008, four clinics reported an
appointment lag time of between two and ten days for new patients, and a handful of clinics
reported the same for established patients. On the other hand, two clinics reported that the typical
appointment lag time was more than 30 days for new patients or established patients. We
compared the lag times reported by clinics in 2006 and 2008. Clinics varied in whether lag times
increased or decreased between 2006 and 2008. For new and established patients at five clinics
that reported in both years, lag times increased at three clinics and decreased at two clinics.

> Both clinics operating at capacity and those operating below capacity answered the question.
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Operating Hours

As of September 2008, Montgomery Cares clinics operated in total for 537 daytime hours
(between 7:30 a.m. and 5 p.m.) and 64.5 evening hours, for a total of 601.5 hours each week (see
Table 3.4). This represents a substantial increase of approximately 280 operating hours from
2006, with an increase in hours both during the day (increase of 245 hours) and evening
(increase of 15.5 hours).®

Clinics operated in total for close to 100 hours on each weekday. Aggregate weekend hours
nearly doubled between 2006 and 2008, from 12.5 to 24 hours. Two clinics offered regular
weekend hours in 2008 and another two clinics offered weekend hours on occasion. By
comparison, three clinics offered regular weekend hours in 2006.

Table 3.4: Aggregate Operating Hours Among Montgomery
Cares Clinics, 2008

Daytime Hours  Evening Hours Total Hours
(7:30 am-5:00 pm) (after 5:00 pm)

Monday 82.5 11 93.5
Tuesday 113 14 127
Wednesday 116.5 15 1315
Thursday 103 19 122
Friday 98 5.5 103.5
Saturday 18 0 18
Sunday 6 0 6
Total—2008 537 64.5 601.5
Total—2006 292% 29 321
Change, 2006 1o 2008 +245 +15.5 +280.5

NOTE: *Daytime hours were 8:00-5:00 PM in 2006.

As in 2006, six clinics operated 40 or more hours per week. Four clinics operated less than 40
hours per week, and the minimum number of weekly hours at any clinic was 27. Seven clinics
have walk-in hours and five are open during evening hours. By comparison, in 2006, four clinics
(of eight) offered walk-in hours, and four offered evening hours.’

®In 2006, we indicated daytime hours were from 8:00 am to 5:00 pm. No clinics were open earlier than 8:00 am. In
2008, one clinic opened at 7:30 am; we thus re-defined daytime hours to include 7:30 am—5:00 pm.

" While we do not have data on the average wait time for walk-in appointments in 2006, in 2008, the average
waiting time for a walk-in (time between entry and seeing a physician) at six of the clinics with walk-in hours was
between 172 and 2 hours.
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Disease Management Classes

Some clinics offer disease management classes to patients.® Seven clinics, compared to five in
2006, offered diabetes education classes in 2008. In addition, while only two clinics offered help
with insurance enrollment in 2006, four clinics offered these services in 2008. There was no
increase between 2006 and 2008 in the number of clinics offering weight-loss classes (three).

Table 3.5: Availability of Classes at Montgomery Cares Clinics

Number of
Clinics
Disease Management Classes Offering
Diabetes education 7
Nutrition education/weight loss 3
Cholesterol/hypertension 2
Men’s or women’s health/lifestyle education 2
Breast cancer 1
Smoking cessation 1

Pharmaceutical Services

Pharmaceuticals are made available to Montgomery Cares patients through several programs,
including Community Pharmacy (CP), the Montgomery County Medbank Program (Medbank),
and the Medbank of Maryland, Inc. Central Fill Pharmacy (CFP). CP is a point-of-service
dispensing system (pharmaceuticals are available on site at each clinic) offering 33 generic
medications to Montgomery Cares patients, pneumovax and flu vaccine, an allotment for over-
the-counter medications, and diabetic management supplies including glucometers, strips, and
lancets (a formulary is included as Appendix E). Medbank provides low-income individuals
access to the pharmaceutical industry’s patient-assistance programs for free or reduced-cost
name-brand medications. CFP provides access prescriptions via mail-order. Further, clinics
sometimes supply patients with samples of prescription drugs; some also purchase prescription
medications with their own funds.

Clinics varied with regard to specific pharmacy services and policies. For example, two clinics
indicated that they had an on-site pharmacist. Five of the ten clinics require patients to return to
the clinic in order to get authorization for prescription refills; the remaining clinics allow for
refill authorizations through telephone requests. One clinic also provides refills by mail. In terms
of fees for filling prescriptions, one clinic charged a prescription co-payment on a sliding scale
depending on the medication cost and two clinics charged dispensing fees ranging from 5 to 10
dollars.

Clinics reported dispensing between $14,000 and $500,000 in prescription medications per year
(among the six clinics reporting) and between $5,000 and $15,000 worth of nonprescription

¥ Clinics also offer medical equipment to patients. Montgomery Cares provides clinics free glucometers, lancets, and
glucometer strips for distribution to patients. In addition, five clinics offer free insulin syringes.
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(over-the-counter) medications (among five clinics reporting). Table 3.6 provides additional
detail on the distribution of the reported value of medication dispensed across clinics.

Table 3.6: Distribution Across Montgomery Cares Clinics of the
Reported Value of Medication Dispensed

Value of
Medication
Dispensed Number of
Type of Medication Dispensed Reported Clinics
Prescription Medicines (n=06) $14k—$150k 2 clinics
$150k—$300k 0 clinics
$300k—$500k 4 clinics
Nonprescription Medicines (n=5) $5k—$10k 4 clinics
$10k—$15k 1 clinic

Despite the range of programs designed to ensure access to low-cost or free pharmaceuticals for
patients, some clinic directors reported needing better pharmacy access for their patients, more
specifically with a wider number of medications on formulary. In addition, some clinic directors
reported an insufficient supply of medications for common conditions such as diabetes and
hypertension, which may in part reflect logistical challenges associated with inventory
management.

Specialty Care

Access to specialty care among Montgomery Cares patients is facilitated by Project Access, a
network of private physicians developed in collaboration with the Montgomery County Medical
Society and hospitals who provide low-cost specialty services, as well as by AHCN. Project
Access and AHCN act as points of referral to the established voluntary networks.

In addition, clinics sometimes have their own strategies to help patients find specialty care. Some
clinics are able to provide their patients with access to specialty care on-site through volunteer
providers who donate time to the clinic. These include a broad range of specialists, including
providers in obstetrics, cardiology, neurology, orthopedics, otolaryngology, podiatry,
pulmonology, and gastroenterology. Several clinics also report having on-site dental services.
The most common specialty care available on-site at Montgomery Cares clinics is orthopedics
(four9 clinics), followed by otolaryngology and endocrinology (three clinics each) (see Table

3.7).

’ We asked clinics about specialists that were available “on-site” at the clinic. This is distinct from off-site specialty
referral programs such as Project Access.
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Table 3.7: Availability of On-Site Specialty Care Across
Montgomery Cares Clinics

Number

of
Specialist Type Clinics
Cardiology 1
Dermatology 1
Endocrinology 3
Gastroenterology 3
Nephrology 1
Neurology 2
Ophthalmology/Optometry 1
Orthopedics 4
Otolaryngology 3
Podiatry 2
Psychiatry/Psychology 2
Pulmonary 2
Rheumatology 1
Urology 1

Further, nine clinics offer routine gynecology services, and four have specialized gynecology
services, such as colposcopy. Four clinics offer diagnostic cardiology services. One clinic
specified that it offers exercise treadmill tests; other clinics did not specify what services were
offered. (One clinic indicated that it offered electrocardiograms, which we did not count as
offering diagnostic cardiology services.)

In addition, several clinics have developed relationships with local hospitals for free or discount
radiology and laboratory services. Many clinics also report being able to arrange surgeries for
their patients at low cost through such relationships. Some also report being able to get special
cardiology services through the National Institutes of Health.

Many clinics reported that arranging for specialty care through Project Access has been difficult.
For those patients who do get care through Project Access, some clinics stated that it was
difficult to obtain reports regarding the visit and that it was difficult to arrange follow-up
appointments. Some of these issues may reflect the current division of labor—Project Access and
AHCN act as points of referral to the established voluntary networks, while clinics are
responsible for obtaining reports from specialists and managing patient care. Similarly, AHCN
was reported by the clinics to have a sparse number of specialty slots and typically long
appointment lag times. One clinic noted that many of the providers through AHCN are located in
Washington, D.C., which makes it difficult for Montgomery Cares patients to obtain care.

A recent evaluation of specialty care access for Montgomery Cares patients found that the
quality and content of the information provided by the clinics to specialists was often limited in
scope and quality, that managing specialty referrals was made more difficult by the fact that
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Montgomery Cares patients often miss scheduled appointments, and that charitable hospital care
is often difficult for patients to access in a timely fashion.'® The study also offered specific
suggestions as to how Montgomery Cares may be able to achieve a more systematic approach to
specialty care and identified potentially complementary models for improving the availability of
specialty care, such as specially designated sites for particular types of care and the increased use
of telemedicine/telehealth and “‘e-referrals.”

Helping Montgomery Cares patients find appropriate mental health care is reported by several
clinics to be a particular challenge. Some clinics report that they do not engage in depression
screening because of the limited resources available for follow-up care if depression is identified.
Other clinics reported initiating care with medication therapy (through primary care) but not
being able to offer other types of therapy.

Three Montgomery Cares clinics—Proyecto, HCH, and Mercy—currently are participating in
the Montgomery Cares Behavioral Health Pilot (MCBHP), which provides on-site mental health
assessments, medication management, short-term therapy, and referrals. The goal of the pilot is
to identify patients with mental health needs, evaluate them to determine diagnoses and
appropriate levels of care, and collaborate with primary care providers to provide appropriate
treatment, including medication, support, social-service intervention, and/or referral to primary
psychiatric or substance-abuse services. The pilot was implemented in Proyecto in December
2005, in HCH in October 2006, and in Mercy in February 2008. In FY 2008, the MCBHP
screened more than 300 patients and performed full evaluations on nearly 200 patients. Among
those evaluated, nearly two-thirds indicated for exposure to interpersonal trauma and two-thirds
screened positive for depression. Patients showed a decrease in symptoms of depression and/or
anxiety following the MCBHP intervention, and cost estimates ranged from $534—-$895 per
person treated."!

Finally, clinics reported additional developments in their service offerings since 2006 that have
improved the range and scope of patient services. These include the development of a dental
clinic and the introduction of a monthly women’s and men’s clinic providing gender-specific
preventive services. One clinic now has a telemedicine grant to help patients self-manage
diabetes and hypertension. Another clinic was awarded a grant to fund a pharmacy coordinator
and is actively working on developing quality assurance initiatives. Two clinics offered HIV
testing in 2008 (compared to one in 2006), four offered insurance/enrollment services, and one
offered assistance with transportation.

Language Services

Data from our 2006 survey revealed that language was a major barrier faced by patients using
Montgomery Cares clinics. Clinics use a combination of in-person and telephone-based
interpreter services, bilingual staff, and family assistance to counter language difficulties. This
section describes the availability of various language services at clinics.

""Health Management Consultants, LLC, “Design of a Specialty Care Network for Montgomery Cares,” July 30,
2008.

" For a recent status report on MCBHP, see Georgetown University Department of Psychiatry, Center for Mental
Health Outreach, “Montgomery Cares Behavioral Health Project: A Summary of 2007-2008,” July 31, 2008.
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Eight clinics report having telephone-based interpreter services that provide access to translators
for an extended choice of languages. Of these, half reported they did not use this type of
“language line” to a significant extent (one to two times per week or less frequently). However,
four clinics reported using a language line to a more significant extent, from five times per week
to more than once per day. The language line was commonly used for translation services in
Spanish, French, Urdu, Amharic, Nepali, Chinese, Vietnamese, Russian, and Swabhili.

In 2008, the availability of in-person interpreter services varied across clinics:

e Four clinics offered in-person interpreter services for more than one language all of the
time.

e One clinic offered in-person interpreter services for more than one language some of the
time or on an on-call basis.

e Two clinics offered in-person interpreter services for one language all of the time and
other languages on an on-call basis.

e Three clinics had no in-person interpreter services but did have bilingual Spanish-
speaking staff; of these three, two reported having neither in-person interpreter services
nor any telephone-based interpreter services.

Four clinics increased their available in-person services between 2006 and 2008, two clinics kept
the same level of services, and two clinics decreased available in-person interpreter services.

Bilingual staff are also important to minimizing problems associated with language. In 2008, all
ten clinics reported having bilingual staff (as compared to seven clinics reporting bilingual staff
in 2006)."* Bilingual staff represented between two and four languages beyond English at most
clinics, although two clinics had only one language other than English represented and two
clinics had five or more languages other than English represented.

In 2008, we asked for additional detail about the availability of bilingual staff by staff type.
Clinics reported that the majority of bilingual staff were medical providers (approximately 60
percent), 16 percent were receptionists, and 15 percent were ancillary medical staff, with the
remainder in nursing or social services.

Only one clinic stated that it had a problem with a lack of interpreter services for a language
(Portuguese) spoken by patients who frequently use clinic services.

Finally, from our interviews with clinic directors of eight clinics last year, we learned that three
clinics held cultural competency classes for their staff. Another clinic received a $1,000 grant to
obtain this training in 2008. Other clinics reported no training but felt that such training was not
necessary given the diverse nature of their staff.

"2 Four clinics had between 2 and 20 bilingual members, three had between 11 and 20 bilingual staff members, and
three had more than 20 bilingual staff. Seven clinics reported having bilingual staff in both 2006 and 2008. Of these
seven clinics, three reported an increase in the number of bilingual staff from 2006 to 2008 (with the increase
ranging from 6 to 28 additional bilingual staff). One reported having the same number of bilingual staff in both 2006
and 2008. Three clinics reported having a decrease in bilingual staff from 2006 to 2008 (a range of decrease of
between 1 and 16 bilingual staff members).



Chapter 4: Accessibility and Use of Health Care for Montgomery Cares
Patients

In this chapter, we first use patient survey data to summarize perceptions of accessibility among
Montgomery Cares patients. Next, we describe reported use of hospital-based care. Finally, we
report on the results of our analysis of data collected through a mystery shopping survey in
which surveyors posing as patients called clinics to see if they could reach a live voice and, if so,
schedule an appointment. Key findings include:

e Fewer Montgomery Cares patients reported having difficulty obtaining or putting off care
in 2008 compared to 2006. In 2008, 44 percent of patients reported difficulty.

e The percentage of Montgomery Cares patients reporting having a usual source of care
increased between 2006 and 2008, with the majority of patients reporting a Montgomery
Cares clinic as their usual source.

e A smaller proportion of patients in 2008 versus 2006 reported not being able to get
through on the phone or inconvenient provider hours as barriers to obtaining care.

e More than one-third of patients reported difficulty obtaining prescription drugs, and
approximately one-quarter reported splitting pills, skipping medication, or not being able
to obtain prescribed medication.

e Nearly half of patients reported waiting two or more weeks for their appointment.
e In the mystery shopping survey of appointment accessibility:

o Callers were successful in reaching a human voice 73 percent of the time.

o The success rate for calls made during the lunch hour improved from 2006.

o Of calls that were answered by a person, surveyors were successful in making an
appointment in 32 percent of cases.

o Among calls that did result in an appointment, the average lag time to the
appointment was 20 days.

Patient-Reported Accessibility of Care

Table 4.1 summarizes patients’ perceptions of their experiences obtaining care, showing estimates
for 2006, 2008, and the difference between them. Asterisks indicate the statistical significance of
the results after regression adjustment.' The top panel describes accessibility of care among all
Montgomery Cares patients, while the bottom panel focuses on established patients only.

' We indicate whether the difference in means over time is statistically significant after controlling for differences
between 2006 and 2008 in the characteristics of Montgomery Cares patients in selected tables. Patients surveyed in
2008 are not the same patients surveyed in 2006 (i.e., the survey is a repeated cross-section and not a longitudinal
survey). Also the group of patients served by Montgomery Cares has changed over time. The population in 2008
does contain, for example, proportionately more men and more recent immigrants and has a slightly different age
distribution compared to 2006. Where appropriate, the tests of statistical significance control for these differences
(footnotes to each table indicate whether differences are regression adjusted or not). We note in the text instances in
which point estimates for the means are statistically significant but the regression-adjusted difference is not.
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Table 4.1: Potential and Perceived Access to Health Care Among Montgomery Cares

Patients
Difference

2006 2008 (percentage

(%) (%) points)
Al Patients
Had difficulty getting care, put off getting care, did not get care 49.2 44.3 -4.9*
when needed
Have usual source of care 60.7 68.7 8.0*
Ever not fill a prescription, split pills, or skip medication 20.7 24.3 3.6
Harder to get health care compared to a year ago 30.3 28.2 -2.0*
Same ease of obtaining care compared to a year ago 31.6 32 0.4
Easier to get health care compared to a year ago 38.1 39.7 1.6
Established Patients Only
Have usual source of care 67.4 74.1 6.7*
Clinic is usual source of care among those who have a usual 92.6 95 2.4
source of care
Ever not fill a prescription, split pills, or skip medication 22.3 23.4 1.1

NOTES: Al figures based on patient survey data.
* Statistically significant after regression adjustment, p<0.10.

There were several indicators of improved accessibility in 2008 among all patients (top panel).
First, fewer Montgomery Cares patients reported having difficulty obtaining or putting off care
in 2008 compared to 2006 (44 compared to 49 percent). In addition, the percentage of patients
reporting having a usual source of care increased between 2006 and 2008, from 61 to 69 percent.
Having a usual source of care is an indicator of “potential access” and is important because it is
associated with more preventive care and better care for chronic conditions. In addition, the
percentage of patients who reported that getting health care was easier than a year ago rose by
almost two percentage points (38 to 40 percent), and the percentage indicating it was harder fell
commensurately.

However, perceived access to pharmaceuticals among Montgomery Cares patients did not
improve over time. (Though the point estimate for the percentage of patients who did not fill a
prescription, split pills, or skipped their medication is higher for 2008 compared to 2006, the
increase in access problems is not statistically significant after regression adjustment. )’

The pool of Montgomery Cares patients represented in the survey on which these estimates are
based includes individuals who are first-time users of a Montgomery Cares clinic as well as
patients who have an established patient relationship with the clinic. It is reasonable to think that
the effects of Montgomery Cares on perceived accessibility may be greater among those who are

* The unadjusted difference in means is statistically significant.
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established patients. In the second panel of Table 4.1, we also examine potential and perceived
access to care among established Montgomery Cares patients. Established patients were more
likely to report having a usual source of care in 2008 compared to 2006. We asked established
patients if the clinic was their usual source of care; as in 2006, an overwhelming majority (95
percent) indicated yes.

Table 4.2 profiles the specific barriers cited by patients who reported difficulty getting care or
delaying care.

Table 4.2: Specific Barriers to Health Care Among Montgomery Cares Patients

Difference

(percentage
Barrier 2006 (%) 2008 (%0) points)
Could not afford the cost of care 65 72.4 7.4%
Did not know where to go for help 39 41.9 29
Could not get an appointment soon enough 38.8 22.9 -15.9%
Worried about provider speaking another language 23.2 20.6 -2.6
Could not get through on phone 22.7 15.7 -7.0*%
Do not drive/no public transport 17.1 16.7 -0.4
Lose pay from work 14.8 11.1 -3.7
Provider hours were not convenient 14 8.3 -5.7%
Takes too long to get to provider 11.1 9.5 -1.7
Refused services 11.8 5.7 -6.1*
Did not think they could be helped 10.3 21.3 11.0*
Embarrassed to discuss problem 6.1 6.7 0.5
Needed childcare 52 5.4 0.2

NOTES': Al estimates based on patient survey data.
* Statistically significant, p<0.10.

A greater proportion of respondents reported the ability to afford the cost of care as a barrier in
2008 compared to 2006 (72 versus 65 percent). Obtaining care can incur not only direct costs
such as co-payments, but also other costs, such as for transportation, time off work, and
childcare.

In addition, compared to 2006, a smaller proportion of patients reported not being able to get
through on the phone, not being able to get an appointment soon enough, or inconvenient
provider hours as barriers in 2008.

Table 4.3 describes patients’ perceptions of the accessibility of care at Montgomery Cares
clinics.
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Table 4.3: Perceived Accessibility of Care at Montgomery Cares Clinics

Difference
2006 2008 (percentage
Measure (%) (%) points)
Very or somewhat difficult to get to this clinic 26.1 22.9 -3.1
Very or somewhat difficult to contact clinic during business hours 48.2 49.1 0.9
Very or somewhat difficult to contact clinic after hours for urgent medical needs 69.2 67.5 -1.0%
Very or somewhat difficult to get prescription drugs T 371 T
Length of time since requested appointment = today or yesterday T 8.7 T
Length of time since requested appointment = within the last week T 23.2 T
Length of time since requested appointment = 2 or more weeks ago T 45.1 T
Wiait time to see provider (among patients with an appointment)
Less than 15 minutes Tt 7.3 Tt
15-30 minutes 11.9
30 minutes-1 hour Tt 22.2 Tt
1-2 hours I 36.5 I
More than 2 hours Tt 11.2 Tt

NOTES: All estimates based on patient survey data.

7 Not estimable; no 2006 data.

71 Data not comparable over time.

* Statistically significant after regression adjustment, p<0.10.

There were no statistically significant changes in patients’ perception of how difficult it was to
get to the clinic (in 2008, about 23 percent of patients found it very or somewhat difficult to get
to the clinic), and the percentage of patients reporting difficulty contacting the clinic during
business hours (approximately half) remained unchanged. The percentage of patients reporting
that it was difficult to get through to the clinic after hours for urgent medical needs decreased
slightly.

Several new survey items were added in 2008, and the 2008 values provide a baseline for future
analyses of changes over time. More than one-third of patients reported difficulty obtaining
prescription drugs, and nearly half of patients who had an appointment and were not walk-in
patients waited two or more weeks for their appointment.’ In addition, approximately one-third
of patients with an appointment reported waiting one to two hours, and an additional 17 percent
waited more than two hours; thus, half of patients waited an hour or more for care. One
limitation to this self-reported data is that we do not observe if patients arrive early or late for an
appointment and consequently whether some of the extended waiting times reflect that.*

? Among established patients only, 34 percent reported that it was very or somewhat difficult to obtain a prescription
drug.

* The waiting time to see a provider cannot be easily compared over time because of differences in the survey
questions. In 2008, we limited this question to patients who had an appointment (excluding walk-ins). In 2006, we
eliminated from analysis patients from clinics that offered walk-in visits on a regular basis, but we were not able to
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In interviews, clinic directors recognized that wait times on the day of the appointment can be
long, but some clinic directors felt that waiting times were no longer than in the private medical
care world. A key challenge in booking appointments is the level of patient “no show,” which
reportedly ranges from between 8 and 30 percent. (Day workers, for example, are likely not to
show up if they can obtain work on the day of the appointment). As a consequence of the no-
show rate, clinics may double or triple book appointments, which can result in longer wait times
if more patients show up than expected. To improve scheduling and reduce no-shows, some
clinics have instituted strategies such as a call reminder system. One clinic reported trying to
reduce the amount of overbooking it routinely does to help reduce wait times.

Use of Hospital Care

We profile self-reported use of hospital services, inpatient and ED, among Montgomery Cares
patients in Table 4.4, which shows estimates for 2006 and 2008 and the difference over time.
The top panel reports health care use among all patients surveyed—patients new to the clinic and
who are established patients—and the bottom panel excludes new patients who, when surveyed,
had not yet received services through Montgomery Cares.’

Table 4.4: Use of Hospital Care Among Montgomery Cares Patients

Difference
(percentage
2006 (%) 2008 (%) points)

All Patients

Emergency department use (last 12 months)

No visit 71.5 64.2 -7.3
1 visit 18.3 21.8 3.5
2 otr more Visits 10.3 14 3.8

Inpatient hospital admission (last 12 months)
One or more admissions 28.5 35.8 7.3
Established Patients Only

Emergency department use (last 12 months)

No visit 70.6 64 -6.7
1 visit 19.5 22.1 2.5
2 ofr more visits 9.9 14 4.1

Inpatient hospital admission (last 12 months)

One or more admissions 29.4 36 6.7

NOTES: No differences were statistically significant after regression adjustment. Based on patient survey
data.

identify selected patients who may have walked in and been seen at other clinics or eliminated patients who in fact
had an appointment.

> We hypothesized that the effects of Montgomery Cares on hospital use may be greater among those who are
established patients.
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While the differences between 2006 and 2008 in the point estimates of the percentage of patients
reporting two or more ED visits and/or reporting at least one inpatient stay are large in
magnitude (6 to 7 percentage points in some instances), the changes were not statistically
significant after regression adjustment.® We hypothesized that the increased availability of
primary care might result in reductions of hospital-based care use among Montgomery Cares
patients, but several factors may explain the absence of any observed reduction.

First, it may be important to distinguish between hospitalizations that are potentially sensitive to
the availability and effectiveness of ambulatory care and those that are not. Appendix C
describes analyses of hospital discharge data that are aimed at profiling rates of ambulatory-care
sensitive (ACS) hospitalizations over time among the uninsured, although the analyses are not
able to identify a specific effect of Montgomery Cares. In addition, economic forces may be
limiting the wages earned by uninsured workers, which may in turn limit their ability to pay even
minimal co-payments for prescription drugs or outpatient care as well as their ability to take time
off of work to obtain primary care. Further, while Montgomery Cares has been successful in
increasing the availability of primary care, challenges remain for patients who require specialty
care and in ensuring timely access to primary care. Also, our best estimates suggest an increase
in the uninsured population in Montgomery County. If the uninsured have to increasingly
compete for primary and specialty care resources (even despite the increase in availability of care
as a result of Montgomery Cares), it may make obtaining primary care more difficult. Finally,
changing individuals’ use of the ED may require behavioral changes—modifications to long-
standing patterns of care-seeking—which can take time to occur.

Prospective Patients’ Experiences (Mystery Shopping)

In addition assessing accessibility of care through the patient survey, we also conducted a survey
of appointment availability using a mystery shopping approach. Survey administrators posing as
patients called clinics to see if they could reach a live voice and, if so, schedule an appointment.
Surveyors called at different times of the day and on different days of the week and used one of
two scenarios. In the “urgent” scenario, the surveyor posed as a 40-year-old hypertensive
uninsured woman seen in the ED the night before who required urgent follow-up care within one
week. In the “preventive” scenario, the surveyor posed as a 40-year-old woman seeking care for
the first time for a general physical exam/primary care visit. Calls were conducted in English and
in Spanish. More detail about the survey is provided in Appendix A.

We provide data for 2008 and comparison data for 2006 for two key outcomes—success in
reaching a live voice (Table 4.5) and success in scheduling an appointment in instances in which
a live voice was reached (Table 4.6).

® The simple (unadjusted) differences in means were statistically significant for the percentage of patients with two
or more ED visits and the percentage with at least one hospital admission, both among all patients and among
established patients only.
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Table 4.5: Percentage of Prospective Patient Calls Received
by a Live Voice, by Time of Day and Day of Week

Calls Received by a
Live Voice

2006 (%) 2008 (%)
Overall 75 73
Time of Day

Morning (9am-noon) 85 72
Lunch (noon-1pm) 46 64
Afternoon (1pm-5pm) 74 79
Evening (5:01pm-9pm) 100 75
Day of Week
Monday 64 84
Tuesday 78 86
Wednesday 72 74
Thursday 74 70
Friday 75 48
Saturday 60 50
Sunday 100 100

NOTES: Based on 168 calls in 2008 and 132 calls in 2006. Only the difference in the
percentage of evening calls answered was statistically significant, p<0.05.



26 Serving the Underserved: A Mid-Course Evaluation of Montgomery Cares

There was little change in the overall percentage of calls received by a live voice in 2008
compared to 2006 (73 vs. 75 percent, respectively). Although the success rate in reaching a
person during the lunch hour was higher in 2008 compared to 2006 (64 vs. 46 percent), the
difference was not statistically significant.” The success rate for reaching a human voice varied
across clinics, with a range from 25 to 100 percent and a median of 79 percent.®

While the patient survey showed fewer patients reporting that getting through on the phone was a
barrier (16 percent in 2008 versus 23 percent in 2006), the sampling frame is different—respondents
in the patient survey interviewed are those who were ultimately successful in obtaining an
appointment. In our interviews, clinic directors reported that adequately manning phone lines is
challenging because of the high volume of calls. They have been working on various approaches to
deal with the problem, including installing a central phone system and incorporating a plan to return
calls left on an answering machine outside of a clinic’s hours of operation. However, most clinics
reported that they could still use additional help ensuring that phones are answered.

Table 4.6 profiles surveyors’ success in scheduling an appointment in instances in which a call was
received by a human voice. Overall, surveyors were successful in making an appointment in 32
percent of calls that were answered by a person, which was not appreciably different from the 2006
success rate.” The appointment success rate varied by clinic and ranged from 0 to 58 percent.

The appointment success rate for Spanish-speaking callers improved between 2006 and 2008
(from a 14- to a 28-percent success rate).'* The success rate for urgent scenario appointments
was higher in 2008 compared to 2006 (33 percent versus 14 percent). As a result, in 2008, the
appointment success rate was similar for urgent and preventive care scenarios.

The average lag time to the appointment (the number of days between scheduling call and day of
appointment) was 20 days, with a range of 1 to 81 days. In 2006, the average lag time was
similar, at 21.5 days.

7 The sample size for lunch-hour calls is smaller than the full set of calls because only a subset of calls were
performed during the lunch hour.

¥ We do not present clinic-by-clinic success rates to avoid inferential identification of the three new clinics.

? Appointment success rate for all calls, including those not received by a human voice, was 23 percent.

' In the majority of calls by Spanish-speaking “patients” received by a person, staff who answered the phone spoke
Spanish (78 percent). In the calls received by staff who did not speak Spanish, an interpreter was offered in 8
percent of cases. In other cases—when the person answering the phone did not speak Spanish and no interpreter was
offered—callers asked for an interpreter; however, interpreters were not available in these instances.
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Table 4.6: Appointment Success Rate Among Answered Calls by Scenario and Language

Calls Received by a Live
Voice (%)

2006 2008

Overall 28 32
Scenario

Urgent 14 33%*

Preventive 40 31
Language

English 40 35

Spanish 14 28*

NOTES: Based on 168 calls in 2008 and 132 calls in 2006.
*Statistically significant difference, p<0.05.

Table 4.7 profiles the reasons for appointment scheduling failures.

Table 4.7: Reason for Appointment Scheduling Failures

Failed Appointment Attempts (%)

Reason 2006 2008
All appointments booked” 31 32
Not open to new patients 11 24%
Language barrier 17 15
Walk-in appointments only 10 8
Enrollment appointment needed 16 8
No doctor available to treat 7 2
Need information the caller could not provide 4 2
System down/can’t make appointment at time of call 3 4
Referred to another site due to location 0 2

NOTES: Based on 84 appointment failures in 2008 and 68 appointment failures in 2006.

™ Caller was told no appointments were available or was told appointments were not available for several months and no
appointment date conld be made.

* Statistically significant difference between 2008 and 2006, p<0.10.
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The most common reasons appointments were not scheduled in 2008 were that all appointments
were booked (32 percent) or that the clinic was not open to new patients (24 percent). A
language barrier accounted for 15 percent of appointment failures.'" Some clinics reported only
being available for walk-ins (8 percent), that an enrollment appointment was needed (8 percent),
or that no doctor was available to treat the condition (2 percent). In some cases, information was
needed that the caller did not have (2 percent). In 4 percent of cases, the system was down at the
time of call or the caller was unable to make an appointment on the day specified. In 2 percent of
cases, callers were told to call another site for an appointment.

" The reason for failed appointments was classified as “all booked” if the caller was told no appointments were
available for several months and was not offered a specific appointment date. In some cases, no appointments were
available for 2—3 months ahead; in other cases, callers were told no appointments were available without a specific
time frame given.



Chapter S: Quality of Care and Satisfaction with Care

One goal of the evaluation is to track changes in the quality of care received. Some commonly
used markers include receipt of preventive care among patients and receipt of recommended care
for chronically ill patients. In this chapter, we provide estimates of receipt of preventive care and
an analysis of patients’ satisfaction with care provided by Montgomery Cares clinics. In addition,
our baseline analysis indicated that CHLCare was not yet sufficient to support an assessment of
quality of care, and we recommend increased attention to ensuring the accuracy of the data
entered. We provide the results of a new assessment of the quality of data collected in CHLCare
for tracking the quality of care provided to diabetic patients in Appendix A.

Key findings include:

e Despite the challenges clinics face in providing preventive care services, rates of patient-
reported receipt of such services increased across a range of types of preventive care.

e Montgomery Cares patients are increasingly satisfied with their care across almost every
domain.

e We found substantial discordance between the hard-copy medical records and CHLCare
data for clinical data elements when we analyzed these data for a sample of diabetic
patients.

Receipt of Preventive Care Among Montgomery Cares Patients

Montgomery Cares clinics report that the majority of clinical time is spent on disease management
because the burden of chronic disease is high, and consequently, time for providing preventive care
is limited. Additional challenges to providing preventive services for patients include the limited
number of providers, limited availability of necessary equipment (such as pap test kits), and limited
availability of services such as colonoscopy.

Clinics cope with these challenges in various ways. One clinic reported only doing pap smears
on symptomatic patients, two sites refer patients to Planned Parenthood for pap smears, and
another uses the Centers for Disease Control National Breast and Cervical Cancer Early
Detection program for breast and cervical cancer screening.’ In addition, three Montgomery
Cares clinics (Mercy, MCC, and TPCWC) are engaged in a Susan G. Komen Foundation—funded
program to increase breast cancer referral and screening rates, primarily through a patient
navigation program, clinician training, and improved patient tracking.

Despite the challenges that clinics face providing preventive care, the provision of these services
to Montgomery Cares patients appears to be increasing. Table 5.1 provides summary statistics
(based on patient survey data) regarding receipt of preventive care for the subpopulation of
patients for whom the care is most relevant (subpopulations are noted next to each measure). The
shaded columns include all patients (new and returning); the subsequent columns exclude
patients who, when surveyed, had not yet received services through Montgomery Cares.

! This program covers screening for low-income women with incomes below 250 percent of poverty. In Maryland,
at least 75 percent of women who receive mammograms must be over 50 years old; screening for women between
40 and 49 depends on risk factors. Pap screening is available for women between ages 18 and 64.
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Table 5.1: Receipt of Preventive Care Among Montgomery Cares Patients

All Patients Established Patients Only
Difference Difference
2006 (percentage 2008 (percentage
Type of Care Subpopulation (%) 2008 (%) points) 2006 (%) (%) points)
Cholesterol check in the last 2 Men 34+, women  80.3 80.6 0.3 83.7 83.8 0.1
years 44+
Routine check-up in the last All patients 60.0 57.5 -2.4 68.2 60.7 -7.5%
year
Routine check-up in the last 1-2 All patients 14.6 21.5 6.9% 11.8 22.9 11.1%*
years
Flu shot in the last year Age 50 and over  29.9 30.2 0.3 30.3 31.8 1.5
Flu shot in the last 1-2 years Age 50 and over  13.6 16.8 3.1 13.8 16.2 2.3
Blood stool test ever Age 50 and over  36.4 46.9 10.5* 38.0 47.8 9.8%*
Colonoscopy/sigmoidoscopy ~ Age 50 and over ~ 32.8 40.1 7.3*% 35.4 42.0 6.7
ever
Pap smear in the last year Women 21 and 45.1 43.6 -1.5 48.3 44.4 -3.9
over
Pap smear in the last 1-2 years Women 21 and 25.4 33.1 7.7* 24.1 35.2 11.1%
over
Breast exam in the last year Women 40.3 42.7 2.5 44.3 44.7 0.4
Breast exam in the last 1-2 Women 18.0 23.0 5.0% 18.6 24.5 5.9%
years
Mammogram in the last year Women 50 and 42.3 41.2 -1.1 46.1 41.5 -4.5
over
Mammogram in the last 1-2 Women 50 and 19.9 26.9 7.0% 18.9 29.5 10.5%

years

over

NOTES: Estimates based on patient survey data.

* Statistically significant, p<0.10.

Across a range of different types of services, a greater proportion of patients received

recommended preventive care in 2008 compared to 2006. In 2008, a greater fraction of patients
in the relevant subpopulation:

received a routine check-up in the last two years
had ever received a blood stool test
received a pap smear in the last 1-2 years
received a breast exam in the last 1-2 years
received a mammogram in the last 1-2 years. >

* Though our ability to detect statistically significant differences is limited, we compared the differences over time in
breast exam and mammography rates between the three Komen grant sites and the other sites. The increase over time in
breast exam rates was larger for the Komen sites, though we did not detect a statistically significant difference in
mammography rates over time across the two groups of clinics. These comparisons do not represent a full evaluation of
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Satisfaction with Care

Table 5.2 profiles patients’ satisfaction with the care they received at Montgomery Cares clinics
across a range of domains, showing estimates for 2006 and 2008 and the difference between
columns.

Table 5.2: Satisfaction with Health Care Received from Montgomery Cares Clinics

Difference
2006 2008 (percentage

Satisfaction Measure (%) (%) points)
Opverall satisfaction with care at this clinic

Very satisfied or satisfied 89.7  91.2 1.5

Neither satisfied nor dissatisfied 8.9 6.7 -2.2

Dissatisfied or very dissatisfied 1.4 2.1 0.7
How well the doctor or other provider listened to you

Excellent or very well 653 644 -0.9

Well 22.6 29 6.4

Fairly well or not at all 12.1 6.6 —5.5%
How hard to speak with or understand provider

No problem/not vety hard 89.1 91.4 2.3%

Somewhat hard or very hard 10.9 8.6 —2.3%
Thoroughness/catefulness of examination and treatment

Excellent or very good 60.4  57.1 -3.3

Good 29.2 346 5.5

Fair or poor 10.4 8.3 —2.1%
Respect and dignity doctor treated you with

Great deal 84.0 8438 0.8*

Fair amount 13.0 13.2 0.1

Not much or none 3.0 2.1 -0.9
Amount of time provider spent during visit

As much as wanted 60.5 50.3 -10.1*

Almost as much as wanted 31.1 37.1 5.9

Less or lot less than wanted 8.4 12.6 4.2

NOTES: Based on patient survey data.
* Statistically significant, p<0.10.

the effectiveness of the program, which would include taking into account differences across clinics in population
characteristics, for example.



32 Serving the Underserved: A Mid-Course Evaluation of Montgomery Cares

As in 2006, respondents in 2008 by and large reported satisfaction with the care they received at
Montgomery Cares clinics, with 91 percent of patients reporting being satisfied or very satisfied.
Patients were increasingly satisfied with their care across a number of domains: Compared to
2006, patients were less likely to report that their provider listened to them poorly or not at all,
had fewer problems speaking with or understanding their provider, were less likely to rate the
thoroughness of the exam as fair or poor, and were more likely to report being treated with a
great deal of respect by their providers. The only downward trend in satisfaction related to the
amount of time the providers spent with patients during their office visit, with fewer people
indicating they received as much time as they wanted in 2008 compared to 2006.



Chapter 6: Key Findings and Recommendations

In this chapter, we review key findings and summarize recommendations.

Key Findings

The evaluation results highlight a range of noteworthy positive developments related to
Montgomery Cares:

1. Capital and human resource capacity have increased dramatically over time since the
advent of Montgomery Cares.

Montgomery Cares has significantly contributed to expansions in the physical space
available for the provision of health care for the uninsured. The number of clinics serving
the uninsured expanded from eight to ten between 2006 and 2008, Mobile Medical
expanded its sites of operation, seven clinics added exam rooms, and five improved their
physical space.

Human resource capacity has also increased over time through Montgomery Cares, with
the addition of some 200 FDEs in staff hours worked each week between 2006 and 2008.
Aggregate weekly operating hours across Montgomery Cares clinics nearly doubled
between 2006 and 2008, from 321 to 602.

The increase in capacity comes at a critical time, as the number of uninsured in
Montgomery County appears to be growing significantly as a result of population growth
in the county as well as an increase in the percentage of residents who lack health
insurance coverage.

2. Montgomery Cares has expanded the number of uninsured patients served and the
level and type of services provided.

Nearly 17,000 Montgomery Cares patients were served in FY 2008, nearly double the
number served in FY 2005 (prior to the implementation of the program) and more than
25 percent more than served in FY 2007.

Montgomery Cares patients had more than 45,000 clinic visits in FY 2008, an increase of

more than 7,300 visits over FY 2007 (a 19-percent increase) and an increase of more than
17,500 visits over FY 2005.

Service expansion also occurred, with more clinics offering walk-in and evening hours in
2008 compared to 2006, and with more clinics offering classes and other services. For
example, seven clinics (compared to five in 2006) offered diabetes education classes in
2008. In addition, while only two clinics offered help with insurance enrollment in 2006,
four clinics offered these services in 2008.

3. Montgomery Cares clinics have made substantial strides in delivering preventive
care.

Across a range of different types of services, a greater proportion of patients received
recommended preventive care (such as blood stool tests, pap smears, breast exams and
mammograms) in 2008 compared to 2006.
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4. Perceived accessibility of health care among Montgomery Cares patients has
increased over time.

e More uninsured patients reported having a usual source of care in 2008 compared to
2006, with the usual source of care almost universally reported to be a Montgomery
Cares clinic.

e Fewer Montgomery Cares patients reported having difficulty obtaining care or putting off
care in 2008 compared to 2006.

e More Montgomery Cares patients reported that it was easier to get care in 2008 versus
2006.

e A smaller proportion of uninsured patients reported that inconvenient provider hours
were a barrier to obtaining care in 2008 compared to 2006.

5. Satisfaction with care received at Montgomery Cares clinics is high and rising.

e Uninsured patients reported very high levels of satisfaction with the care they received at
Montgomery Cares clinics, with 91 percent reporting being satisfied or very satisfied
with their care in 2008.

e In addition, patients were increasingly satisfied with their care across a range of domains,
such as how well their provider listened to them and the respect with which they were
treated.

Despite these positive developments, challenges remain for Montgomery Cares, including:

1. The availability of appointments at Montgomery Cares clinics, particularly for new
patients, and the ability of prospective and established patients to access a live voice on
the phone remain problems.
e In 2008, in a “mystery shopping” survey:
o Approximately one out of every four callers was unsuccessful in connecting with a
person.
o Only one-third of callers who reached a human voice were successful in obtaining an
appointment.
o The average lag time for an appointment was 20 days (among those who were able to
obtain an appointment).
2. Access to prescription drugs continues to present challenges for Montgomery Cares
patients.

e More than one third of uninsured patients reported that getting prescription drugs was
very or somewhat difficult

e Nearly one-quarter of patients (in both 2006 and 2008) reported splitting pills, skipping
medication, or not filling a prescription.

3. Clinics continue to struggle to find adequate and timely specialty care for their
patients.

e Specialty care available on-site at each clinic is very limited. For most types of specialty
care, only one or two clinics have an on-site provider available on an occasional basis;
others have no such provider available.
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e The availability of specialty care through Project Access and the AHCN is not sufficient
to meet current demand, and clinics report difficulties obtaining appointments for their
patients.

e C(linics not involved in the behavioral health care pilot report particular difficulty finding
mental health care for their patients.

Recommendations
In developing recommendations for 2008, we first revisited our 2006 recommendations:

Improve patients’ access to a live voice at the end of the telephone line.

Increase the availability of appointment slots.

Work to minimize wait times for an appointment.

Better identify patients’ language needs and increase the availability of bilingual staff or
interpreter services among administrative staff.

Sharpen providers’ attention to potentially under-diagnosed conditions.

e Make complete and accurate data collection in CHLCare a priority.

Maintain commitment to ensuring patients receive guideline-appropriate preventive care
and recommended care for chronic conditions.

Clinics appear to have made significant progress in increasing the availability of bilingual staff
and/or interpreter services and, further, clinics have made significant strides in their provision of
preventive care. Thus, we recommend that clinics continue to build on the success of their earlier
efforts related to these recommendations.

While clinics have made progress in increasing the availability of appointment slots through
expansions of physical space, including new sites and new exam space, and human resource
capacity, the ability of new patients to obtain an appointment is still very restricted, as evidenced
by the results of the prospective patient survey. We further recommend that clinics redouble their
efforts to minimize wait times for appointments and improve the ability of patients to connect
with a live voice at the end of the telephone line.

Given the limited availability of on-site specialty care and the reported problems with Project
Access and AHCN, we recommend focused attention on this issue and consideration of the
strategies advanced in a recently performed evaluation of specialty care. Mental health issues in
particular may require more focused consideration. Mental health problems are a substantial
burden for the Montgomery Cares population: Thirteen percent report that their mental health is
fair or poor, and 16 percent self-report current depression; nearly one in four patients (22
percent) report either fair or poor mental health or current depression. However, clinics not
involved in the behavioral health care pilot report that obtaining mental health care services for
their patients is a significant problem and even that they are sometimes reluctant to diagnose
depression because of a lack of available treatment options. Other clinics reported initiating care
with medication therapy but not being able to offer follow-up appointments or other types of
treatment. Thus, we recommend increasing attention to mental health problems among
Montgomery Cares patients and strengthening access to mental health care.

In addition, we recommend concerted attention to issues related to access to pharmaceuticals. As
described, among both new and established patients, approximately one-third of uninsured
patients reported that getting prescription drugs was difficult, and nearly one-quarter of patients
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reported splitting pills, skipping medication, or not filling a prescription. Further, some clinics
reported difficulty maintaining sufficient supply of medicines most in demand. The specific
difficulties with access to medications deserve further scrutiny: What are the barriers to
pharmaceutical access and how can they be best addressed? How might access to
pharmaceuticals be improved?

Finally, the current economic downturn is likely to put substantial pressure on Montgomery
Cares clinics both from new pressure on traditional funding sources as well as increased demand
from residents (to the extent that employment, and consequently health insurance, declines). To
ensure their continued success, Montgomery Cares clinics need to maximize efficiency and be
entrepreneurial in acquiring resources. PCC can play an instrumental role in helping clinics
administer their services more efficiently, manage volunteer staff, develop quality improvement
projects, identify potential funding sources, and learn effective grant-writing.

Finally, our 2006 analysis indicated that CHLCare was not yet sufficient to support an
assessment of quality of care. The results of our 2008 assessment of the quality of data collected
in CHLCare for tracking the quality of care provided to diabetic patients (see Appendix A)
suggests continued emphasis on improving data integrity.

Our recommendations are summarized below.

Recommendation 1: Continue to build on previous successes: Stay the course on
identifying patients’ language needs and monitoring the availability of bilingual staff or
interpreter services, and maintain commitment to ensuring patients receive guideline-
appropriate preventive care and recommended care for chronic conditions.

Recommendation 2: Redouble efforts to improve the percentage of calls to clinics
received by a live voice; continue to expand capacity to allow for additional
appointments; work to minimize lag times between call and appointment and in-office
wait times for scheduled appointments.

Recommendation 3: Explore ways to improve and standardize the system through which
Montgomery Cares patients obtain access to specialty care; explore new models of
specialty care delivery.

Recommendation 4: Increase attention to mental health problems among Montgomery
Cares patients and strengthen access to mental health care.

Recommendation 5: Engage in an in-depth analysis of the delivery of pharmaceutical
services, with particular attention to the effects of newly available low-cost prescriptions
from local private drug stores; more specifically, identify behavioral, cost, or other
barriers to pharmaceutical access among patients and work to abate identified barriers.

Recommendation 6: Combat pressures associated with the economic downturn by
providing clinics with opportunities to learn how to maximize efficiency and identify and
capitalize on available funding opportunities.

Recommendation 7: Consider strategies such as revisions to work flow, targeted software
modifications, additional staff training, and focused prioritization of data collection, or

other methods to improve the accuracy and comprehensiveness of data collected in
CHLCare.
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CHLCare

CHLCare is an electronic health record currently in use among seven of the ten Montgomery
Cares clinics. Three clinics, CCI, HCH, and Mary’s Center, do not use CHLCare at all; rather,
each maintains their own separate electronic database.

CHLCare has the ability to capture comprehensive patient data, including administrative data
(patient name, address, emergency contact); appointment information; patient socio-demographic
characteristics; medical history (allergies, medications, previous illnesses, immunizations); visit
history, including date of visit, provider, diagnoses, procedures, and lab test results; and referral
data. The database keeps retrospective (e.g., previous visits, previous illnesses) and current
patient information. The data provide the best way to track (among participating clinics), the
number of patients seen by clinic and by year and the number of visits associated with those
patients. Clinics that use CHLCare vary in the extent of data collected. Some primarily track
patient visit dates, while others also record socio-demographic information, and still others
regularly use CHLCare to track diagnoses and procedures.

Analysis of Concordance Between CHLCare and Hard-Copy Medical Records

As we did for our baseline report, we analyzed the concordance between the hard-copy and
electronic medical records (in CHLCare) for diabetic Montgomery Cares patients. The analysis
compared 2007 hard-copy medical record data to 2007 CHLCare data.'

Clinics are required to enter the following data into CHLCare for diabetic patients: patient
contact and demographic information (name, date of birth, address, gender, ethnicity, and
primary language); visit information (date of visit, location); patient health information (blood
pressure at each visit); Type 1 or Type 2 diabetes; use of specific medications that are indicated
for most diabetics; and quality of care indicators, including date of most recent retinal exam,
indication of referral for retinal exam if applicable, date of most recent foot exam (Lower
Extremity Amputation Prevention, or LEAP exam), indication of referral for foot exam if
applicable, date of last flu shot, date and result of hemoglobin Alc (HbAlc), date and result of
low-density lipoprotein (LDL) screening, and date and result of microalbumin screening.

Our analysis is designed to assess the viability of using data from CHLCare to analyze the
quality of care provided to Montgomery Cares patients with diabetes; naturally, the higher the
rate of concordance, the more trustworthy the electronic data can be deemed. The analysis is one
step toward the long-term goal of monitoring changes in quality of care over time as the
Montgomery Cares initiative continues.

We analyzed data from 70 diabetic Montgomery Cares patients who had at least one visit to a
Montgomery Cares clinic in calendar year 2007. Patients were from one of the following
locations: HCH, Mercy, Mobile Medical, MCC, TPCWC, SCC, or Proyecto. Patients were
randomly sampled from the population of eligible patients (adult, diabetic, Montgomery Cares
patients) within clinics.

" PCC reports that substantial changes have been made in CHLCare data collection beginning in 2008. We
recommend additional analyses to track changes over time in the concordance of hard-copy and electronic data.
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We compared the hard-copy medical record for each of the 70 patients in the sample to the data
recorded in CHLCare. A single trained abstractor abstracted data from the hard-copy medical
record using a standard abstraction instrument. The abstractor only recorded data from 2007
Visits.

Table A.1 shows the number and percent of the 70 cases for which data in the hard-copy medical
record do not match those in the electronic record (CHLCare). We compare recorded values
when appropriate (e.g., for cholesterol) and compare whether or not a service was received in
other cases (e.g., for flu vaccine).

Table A.1: Concordance of Data Between Hard-Copy and Electronic Medical Records

Observations with Non-Matching Values

Number
Variable (n=70) Percentage
Date of birth (value) 5 7
Gender (value) 2 3
Number of visits (value) 35 50
Blood pressure (value) 31 44
Foot exam (received) 54 77
Flu vaccine (received) 6 9
Eye referral (received) 29 41
Foot referral (received) 14 20
HbAlc (value) 17 24
Cholesterol (LDL) (value) 24 34
Microalbumin/creatinine ratio (value) 15 21
Microalbumin (value) 22 31

As shown in Table A.1, the concordance in basic data elements such as date of birth and gender
is good between the hard-copy medical record and the electronic data in CHLCare. Date of birth
differed in only five cases and gender in two. The date of birth discordance between the MR and
CHLCare appears to be largely because of typographical errors (e.g., month and day of birth
transposed). However, there is substantial discordance between the hard-copy records and
CHLCare data for clinical data elements. Specific findings include the following:

e The total number of visits over the past year by a patient is different in half of cases (35
of 70). This discordance may reflect some definitional issues in what “counts” as a visit
in CHLCare. In 24 cases, there were more visits in CHLCare than were observed in the
medical record, while in the other 11 cases, there were visits in the hard-copy record that
were not included in the medical record.

e Foot exam information differed between the electronic and hard-copy record in more than
half of cases. In 35 cases, the medical record contained evidence of a foot exam but no
exam was recorded in CHLCare. In the remaining cases, the date of the most recent foot
exam differed.
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e Receipt of flu vaccine differed in only six cases; however, only 15 cases had any
evidence of a flu vaccine. Thus, 6 of the 15 cases with evidence of flu vaccine had
incongruent information regarding date and receipt.

e Information about eye referral differed in 29 cases, with 17 of those being instances
where an eye referral was included in the hard-copy record but not in CHLCare.

e HbAIc testing differed in nearly one-fourth of cases (17 out of 70). In 14 of the cases
where differences were observed, there was a 2007 value recorded in the hard-copy
record but not in the CHLCare data.

e In 24 cases, most recent 2007 LDL values differed across the two sources. In 15 of these
cases, there were no LDL data in CHLCare though data existed in the hard-copy record.

e Microalbumin/Creatinine (M/C) ratios were disparate in 15 out of 70 cases with, again,
the majority reflecting no data in CHLCare despite data in the hard-copy record.

e Microalbumin testing did not match in 22 out of 70 observations; nearly all reflected

situations where a value was available in the hard-copy record but not CHLCare (21 out
of 22).

A general finding is thus that the hard-copy medical records contain more information on the
health and health care of diabetic patients than is reflected in CHLCare. Given the discordance
between the sources (and more specifically the extent of missing data in CHLCare) it appears
premature to use the CHLCare data to assess the quality of care being provided to diabetic
patients over time.

Our 2007 interviews confirmed that for many clinics, electronic record entry continues to be a
challenge. Some clinic leaders report that the time spent on data entry is excessive. In most
clinics, data is entered in a paper record and then is later input into the electronic record. Real-
time data entry would help with reducing inefficiency related to double entry. Clinics also
suggested some improvements to CHLCare, including, for example, functions that auto-populate
specialty referral forms. Recent changes to CHLCare to simplify lab result entry, eligibility
screening, appointment management, patient payment recording, and quickly displaying the
desired patient record that became operational during the time of this study may improve clinic
capabilities, ease of use, and effectiveness. Improvements to the quality and integrity of
CHLCare data are likely to require concerted attention to work-flow issues, additional training
for staff to improve their proficiency with the system, and a continuing prioritization of data
entry by clinics. High staff turnover and reliance on volunteers may also reduce the effectiveness
of EMR technology. Future analyses of the concordance between the electronic and hard-copy
medical record is essential, and clinics may be able to regularly undertake some of these analyses
themselves as a means of ensuring data quality.

Patient Survey

We collected primary data from Montgomery Cares patients in 2006 and again in 2008 to obtain
a more complete profile of patients, as well as to gather information about use of health care
services beyond those received in the Montgomery Cares clinics, receipt of preventive care,
satisfaction with care, and barriers to care. The 2008 survey did not attempt to follow the 2006
patients over time. Rather, a new cross-section of patients was selected. The survey will be
repeated in 2010.
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We surveyed a sample of patients receiving services at each of the clinics using a survey
instrument developed by drawing questions from a number of previously fielded surveys (such
as Healthcare for Communities, Community Tracking Survey, and the Medical Expenditure
Panel Survey). Surveys covered socio-demographic information (such as race, gender, age, zip
code of residence, and income), health status (such as chronic conditions, functional limitations,
self-rated health, and self-rated mental health), health care utilization (including number of visits
to the clinic, use of the emergency department, inpatient hospital admissions, prescription
medications received, and barriers to care), and satisfaction with care.

We developed a plan for surveying a set number of patients at each clinic with the goal of
obtaining 1,100 responses in total from across all participating clinics. The primary goal of the
sampling strategy was to enable us to describe the entire population of Montgomery Cares
patients. We designed the sample using historic information on the number of patients and
number of patient visits at each of the clinics. We constructed sample weights and applied them
in our analyses so that the results are representative of Montgomery Cares patients as a whole.

RAND’s Human Subjects Protection Committee approved the data-collection effort. The survey
was administered under a subcontract by Westat, Inc., during several weeks between July and
September 2008. Survey administrators approached patients who were waiting to be seen at each
of the clinics, informing them of the survey and requesting their participation. The first page of
the survey provided additional information about the survey, including an assurance of
confidentiality. Survey administrators reported that only a handful of patients refused to take the
survey (e.g., because they were feeling ill or were taking care of a child).

Surveys were offered in Spanish, English, and Chinese. Respondents filled out the paper survey
with a pen or pencil, and survey administrators ensured the safekeeping of the surveys following
their completion. For respondents who had difficulty reading, survey administrators read the
survey aloud in a private place and marked answers.

Survey administrators exceeded the overall target for survey completes with a total of 1,310
surveys completed. In 26 cases, individuals who filled out a survey were later determined to be
ineligible because they were not Montgomery County residents. An additional 20 respondents
were dropped because they were under the age of 19. Table A.2 profiles the sampling plan and
number of surveys completed by site.
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Clinic Survey

Table A.2: Distribution of Surveys Across Sites

Site Target Completed
Mobile Medical (excluding Pan Asian) 142 134
Proyecto 309 404
Mercy 166 94
HCH 140 173
MCC 75 92
SCC 53 59
CCI—Gaithersburg 62 71
CCI -Silver Spring 20 34
CCl—Takoma Park 31 66
Mobile Medical—Pan Asian 22 52
Mary’s Center 25 32
TPCWC 32 59
UOR 25 40
Total 1,102 1,310

In addition to ascertaining patients’ health care experiences under Montgomery Cares, we also
wanted information about how the Montgomery Cares program affects the availability of
services at clinics and their capacity to serve Montgomery Cares patients. To that end, we
surveyed the executive directors and/or administrators of clinics serving Montgomery Cares

patients.”

Survey questions included, for example, the number of appointment slots for both new and
established patients, average waiting time for an appointment, average appointment slot duration
for both new and established patients, number and type of staff, language services (interpreters
and bilingual staff), and special/social services. Staffing categories were defined as follows:

e Nursing staff: registered nurses, licensed practical nurses, nurses aides, and medical

assistants

e Medical providers: nurse practitioners, physician assistants, primary care or specialty
care physicians

e Social services staff: social workers, mental health counselors, substance abuse
counselors, case managers, nutritionists, diabetic counselors, and interpreters

o Ancillary/other medical staff: pharmacists, physical therapists, lab technicians, other
medical staff

? Both CCI and Mobile Medical operate at multiple sites. In general, their responses were provided as an aggregate
across associated locations.



42 Serving the Underserved: A Mid-Course Evaluation of Montgomery Cares

e Administrative staff: executive director, deputy director, information technology staff,
and other administrative staff.

Respondents were asked to answer questions based on the time period during which surveys
were administered (August 2008) and were instructed to answer questions with reference (where
applicable) to adult patients only. In some cases, clinics did not respond to all of the survey
questions. These instances are noted in the tables profiling the result of the surveys.

A methodological detail of note is that the survey results may be sensitive to the time of year in
which the data are collected. For example, the average number of days a patient is likely to have
to wait for an appointment may differ seasonally. Typically, summer months are less busy times
for clinics and thus, average wait times may be lower than during other months of the year. To
ensure comparability of the data over time, subsequent waves of the clinic survey (the next is
planned for 2010) will be administered during the same month of the year.

Survey of Appointment Accessibility

In addition to directly surveying clinics about capacity, we also examined appointment
accessibility using prospective patients. This mystery shopping approach to examining capacity
was similar to that done in 2006 and was based on a nationally validated approach by Brent
Asplin and colleagues.’

Surveyors called clinics at different times of day, different days of the week in both English and
Spanish. One of four trained surveyors presented one of two scenarios. In the “urgent” scenario,
the surveyor was a 40-year-old hypertensive uninsured woman seen in the ED the night before
who required urgent follow-up care within one week. In the “preventive” scenario, the surveyor
was a 40-year-old woman seeking care for the first time for a general physical exam/primary
care Visit.

A total of 12 calls per clinic were made: three calls for each of the two scenarios in English and
three calls for each scenario in Spanish. All calls were made during the clinics’ hours of
operation. In total, 168 calls were made to 14 different clinic sites.

The clinics called were:

CCI-Gaithersburg
CCI-Takoma Park
CCI-Silver Spring

HCH

Mary’s Center

Mercy

TPCWC

Proyecto—OlIney, Maryland
SCC

MCC

Mobile Medical (central intake)

3 Asplin BR, Rhodes KV, Levy H et al. 2005. Insurance status and access to urgent ambulatory care follow-up
appointments. JAMA. 294: 1248-54.
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e Mobile Medical Care/Community Ministries of Rockville*
e UOR
e Proyecto.

Each of the CCI locations (Gaithersburg, Silver Spring, and Takoma Park) was included as a
separate site because they schedule appointments independently.

Callers made up to five attempts per call; if, after five attempts, there was no answer or
voicemail, callers counted that call as an inability to reach a human voice. In order to avoid
taking up a slot that would otherwise be filled with a real patient, any appointments were
canceled immediately after being made.

Surveyors recorded information about the type of call (time of day, day of week, language,
scenario, and clinic) as well as the outcome of the call (whether they reached a person and if they
were able to make an appointment). Surveyors also recorded other information about the call
including interpreter availability for Spanish-speaking callers.

The main findings from the survey are profiled in Chapter Four. Tables A.3, A.4, and A.5
provide additional results from the patient survey.

Table A.3: Percentage of Prospective Patient Calls
Received by a Live Voice, by Clinic (2008)

Calls Received

by a Live Voice
Clinic (%)
Overall (All clinics) 73
Clinic A 75
Clinic B 83
Clinic C 92
Clinic D 67
Clinic E 50
Clinic F 83
Clinic G 33
Clinic H 25
Clinic I 100
Clinic J 92
Clinic K 100
Clinic LL 92
Clinic M 67
Clinic N 67

* Mobile Medical Care/Community Ministries of Rockville has a different appointment intake number than the
general Mobile Medical Care sites, and is therefore included separately.
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Table A.4: Appointment Success Rate Among Answered Calls, by Clinic (2008)

Clinic Appointment Success Rate (%)
Overall (All clinics) 32
Clinic A 33
Clinic B 10
Clinic C 36
Clinic D 13
Clinic E 0
Clinic F 50
Clinic G 25
Clinic H 33
Clinic 1 33
Clinic ] 36
Clinic K 58
Clinic L. 36
Clinic M 13
Clinic N 38

Table A.5: Appointment Lag Time, by Clinic (2008)

Minimum Average Maximum
Overall 1 20 81
Clinic A 10 50 71
Clinic B* NA 65 NA
Clinic C 32 50 62
Clinic D* NA 81 NA
Clinic E** NA NA NA
Clinic F 1 9 16
Clinic G* NA 7 NA
Clinic H* NA 4 NA
Clinic I 10 19 28
Clinic J 7 14 19
Clinic K 1 4 6
Clinic L 1 8 20
Clinic M * NA 5 NA
Clinic N 4 7 12

NOTES': Among calls resulting in an appointment.
NA=Not applicable.

* Only one appointment made.

** No appointments made.
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Stakeholder Interviews

RAND conducted semi-structured interviews with the executive director and medical director at
each of the eight clinics serving Montgomery Cares patients in FY 2007 (we did not interview
UOR or Mary’s Center directors). Our interviews focused on several topical areas, including
changes in clinic services, staffing, or capacity since the release of the first-year Montgomery
Cares evaluation report, challenges the clinic faces maintaining adequate staff and ensuring high
quality medical care, and sources of funding that the clinic relies on to maintain its financial
viability.

Interviews were conducted in the summer of 2007. In most cases, interviews were conducted
separately with the executive director and medical director of each clinic. In two cases,
interviews were completed with only one clinic leader because of scheduling conflicts. All
interviews were approximately one hour in duration.






Appendix B: Socio-Demographic Characteristics and Health Insurance
Coverage of Montgomery County Residents

We used data from the U.S. Census to describe county and within-county socio-demographics
for 2000. To describe the characteristics of county residents in 2006, we used the American
Community Survey. We also described the health insurance coverage of Montgomery County
residents using several data sources.

Key findings regarding changes in the population over time include the following:

e The Montgomery County population grew between 2000 and 2006 and became more
racially diverse.

e Immigrants accounted for a larger share of the population in 2006 compared to 2000.

e The percentage of families with income over 185 percent of the poverty line increased
between 2000 and 2006.

e The percentage of adults with no health insurance increased between 2000 and 2007.

Socio-Demographic Characteristics of Montgomery County Residents

The smallest geographic unit for which we can characterize changes over time in socio-
demographic characteristics is the Public Use Microdata Area (PUMA).! Montgomery County
contains seven PUMAs, as depicted in Figure B.1.

' PUMAs are created by the U.S. Census Bureau and comprise areas that contain at least 100,000 people and are
wholly enclosed within a state (or statistically equivalent entity such as the District of Columbia).
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Figure B.1: Montgomery County PUMASs
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Table B.1 shows socio-demographic changes occurring between 2000 and 2006 at the county
level and the PUMA level. County-level changes include the following:

e In total, the population of Montgomery County increased from 873,341 in 2000 (based on
2000 U.S. Census estimates) to 932,131 in 2006 (based on American Community Survey
estimates), about a 7-percent increase.

e The number (and percentage) of families with income over 185 percent of the poverty
line increased between 2000 and 2006.

e The population became more diverse, with an increasing number of African-Americans,
Asians, and Hispanics. Immigrants became an increasing presence in the county,
increasing from 27 to 29 percent of the total population.

PUMAs within Montgomery County vary socio-demographically. Comparing the 2000 data for
each PUMA reveals:

e PUMAs 1 and 4 are the most educated, have the lowest percentages of individuals living
in poverty, and have the greatest proportion of residents who are Caucasian.

e Relative to other PUMASs in the county, 6 and 7 have the greatest proportion of residents
who are African-American. Hispanics are concentrated in PUMAs 5 and 7.
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e PUMAsS 3 and 7 have the highest concentration of new immigrants. These PUMAs also
have a large proportion of established immigrants (22.5 and 23.1 percent) but PUMAs 5
and 6 also have a substantial portion of established immigrants.

e The percentage of residents who are children is highest in PUMA 1. Older individuals
(65 and over) are most heavily concentrated in PUMASs 4 and 5.

The composition of PUMASs changed between 2000 and 2006, especially in the racial makeup of
each PUMA’s population. Specifically:

e There was a statistically significant decrease in the percentage of residents who are white
in PUMASs 1, 2, 3, and 6, and an increase in PUMA 7.

e The concentration of Asians increased in PUMASs 1 and 3. In PUMAS 2 and 6, the
percentage of residents who are African-American appears to have increased, but the
change is not statistically significant.

e PUMAs 1, 2, 3, and 6 witnessed a statistically significant increase in the percentage of
residents who are established immigrants and who speak a language other than English at
home.

e While the percentage of residents who are Hispanic or Latino appears to have increased
in each PUMA, the changes were not statistically significant.

The income distribution within PUMASs remained stable. With one exception, there were no
statistically significant changes in the income distribution in each PUMA between 2000 and
2006.
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Table B.1: Socio-Demographic Changes in Montgomery County Residents, 2000 and 2006

Montgomery
County (%)

PUMA 1 (%)

PUMA 2 (%)

PUMA 3 (%)

PUMA 4 (%)

PUMA 5 (%)

PUMA 6 (%)

PUMA 7 (%)

Characteristic | 2000 2006 | 2000 2006 | 2000 2006 | 2000 2006 [ 2000 2006 | 2000 2006 [ 2000 2006 | 2000 2006
0—17 years 254 24.6 | 30.5 30.1 | 285 254 | 265 254 | 222 228 23 23 257 231 23 22.2
18-39 years 303 27.8 | 25.1 224 | 379 338 | 31.5 283 | 241 22,5 | 29.7 29 30 28.2 | 36.9 33.7
40—64 years 33 35.7 | 37.2 39.6 29 35.5 | 32.8 358 | 36.8 37.3 | 30.5 30.6 | 33.5 354 | 30.1 345
65 years and

older 11.2 119 7.3 7.9 4.6 5.3 9.2 10.4 17 17.4 | 169 17.3 | 10.8 13.3 10 9.6
High school

oraduate or

higher 90.1 916 | 942 942 | 926 91.8 | 88.7 92.3 96 97.1 83.9 84.8 | 91.7 92 83.7 85.3
[Bachelor's

degree or

higher 543 56.8 | 53.7 55.3 | 46.3 47.5 | 53.4 587 | 748 77.8 | 40.8 432 | 51.8° 50.6 | 49.4 51.8
Percent

unemployed 2.2 2.8 1.4 2.3 24  -NA-| 24 2.6 1.6 1.7 2.5 34 2.4 3.1 3.0 -NA-
[ncome

< 100%

poverty level 5.5 4.6 3.1 2.2 4.6 4.1 6.4 5.0 3.7 3.7 6.9 5.9 4.8 4.7 8.8 7.4
[ncome 100%—

185% poverty

level 7.4 6.6 3.7 3.1 7.7 6.3 7.9 8.1 3.8 2.6 9.4 11.2 7.6 53 11.6 113
[ncome

> 185%

poverty level 87.1 88.8 | 93.1 947 | 87.7 89.6 | 857 869 | 925 937 | 83.6 828 | 87.6 899 | 79.6 814
Caucasian 59.5 549 | 79.4 70.5 | 56.0 42.0 | 56.6 504 | 78.6 78.0 | 51.6 51.2 | 451 36.8 | 41.1 431
[African

|American or

black 14.8 15.9 7.5 7.2 17.2 242 | 104 10.3 3.5 3.8 16.2  17.1 | 29.7 352 | 27.2 24.6
|Asian 11.3  13.3 6.8 12.9 | 122 133 | 16.8 22.6 9.5 10.3 | 10.0 7.9 14.3 144 7.6 8.2
[T'wo or more

races 2.4 1.6 1.6 2.1 3.0 14 2.3 1.4 1.9 0.9 2.5 2.1 2.6 1.4 3.0 2.3
Hispanic or

Latino 11.5 13.8 4.3 6.9 11.0 182 | 132 149 6.1 6.8 19.0 21.3 7.7 11.1 | 20.5 21.0
Born in the

U.S. 71.7 689 | 86.8 79.4 | 73.7 682 | 67.1 637 | 745 748 | 66.8 650 | 71.3 653 | 65.2 64.3
Foreign-born,

in U.S.

>5 years 19.8 222 | 103 174 | 184 245 | 225 23.6 | 16.6 17.7 | 245 242 | 21.5 26.5 | 23.1 23.2
Foreign-born,

in U.S.

< 5 years 7.1 8.9 1.6 3.2 6.4 7.2 9.2 12.7 7.1 7.5 7.4 10.8 5.7 8.2 10.0 12.5
Language other

than English at

home 31.7 355 | 154 254 | 30.1 344 | 38.1 44.0 | 26.4 265 | 383 409 | 31.9 38.4 | 384 40.8

NOTES: Bolded figures indicate a statistically significant change from 2000 to 2006 (95-percent confidence interval). 2000 data are from the 2000 U.S. Census,
2006 data are from the 2006 American Community Survey. Income is individual level. Edncation is among those 25 years and older; employment status is among
those 25 years and older.
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Health Insurance Coverage

Two data sources that can be used for estimating health insurance coverage rates in Montgomery
County are the Behavioral Risk Factor Surveillance System (BRFSS) and the Small Area Health
Insurance Estimates (SAHIE), based on the Current Population Survey’s Annual Social and
Economic Supplement (CPS-ASEC).? Table B.2 provides estimates of uninsurance developed
from each. (SAHIE estimates for 2000 are for a slightly different population—those 18 and over
instead of the age 18—64 population.)

Table B.2: Health Insurance Estimates for Montgomery County, 2000-2007

2000 2005 2000 2005 2006 2007
SAHIE SAHIE BRFSS BRFSS BRFSS BRFSS

Population (18+, in 657 NA NA NA NA NA
thousands)
Population (18—64, in NA 587 557 585 587 591
thousands)
Percent uninsured 11.4 NA NA NA NA NA
(18+)
Percent uninsured (18- NA 19.2 7.4 10.1 8.3 14.8
64)
95% confidence 9.5-13.3* 17.4-21.0 4.4-10.3 7.1-3.0 5.6-10.9 10.7-18.9
interval
Number of uninsured 75 NA NA NA NA NA
(184, in thousands)
Number of uninsured NA 112 41 59 49 88

(18-64, in thousands)
NOTES: Esitamtes are from BRESS and SAHIE. SAHIE estimates are from
http:/ | www.census.gov/ | did) www/ sabie/ and

http:/ | www.census.gov/ | did/ www/ sabie/ data/ 2005 tables.him!
* 90 percent confidence interval instead of 95 percent.

Though the SAHIE and the BRFSS provide significantly different estimates of the percentage
and number of uninsured, both show a substantial increase in the percent uninsured over time.

* The BRFSS is an ongoing data-collection program designed to measure behavioral risk factors in the adult
population (18 years of age or older) living in households. BRFSS is a collaborative project of the Centers for
Disease Control and Prevention (CDC) and U.S. states and territories. BRFSS field operations are managed by state
health departments, which follow guidelines provided by the CDC and participate in developing the survey
instrument. The data are transmitted to the CDC’s National Center for Chronic Disease Prevention and Health
Promotion’s Behavioral Surveillance Branch for editing, processing, weighting, and analysis. The BRFSS estimates
are based on survey data alone; the SAHIE estimates reflect a modeling-based approach.


http://www.census.gov//did/www/sahie/
http://www.census.gov//did/www/sahie/data/2005/tables.html




Appendix C: Ambulatory-Care Sensitive Inpatient and Emergency
Department Discharges Among Montgomery County Residents

Hospital discharge data can be a valuable tool for monitoring access to and quality of outpatient
care and for detecting trends in certain diagnoses. In particular, inpatient hospitalizations and ED
visits can be classified into those that are ACS or not. ACS hospitalizations and ED visits are
those that may be preventable with timely access to high-quality primary care. For example,
good management of asthma at the first sign of exacerbation can usually alleviate symptoms or
keep them from progressing to the point that hospitalization is required. A large body of
evidence suggests that ACS admissions are a reflection of access to and quality of primary care.
As such, ACS rates have been used as indicators of the availability and effectiveness of the
primary care system.

In this section, we explore changes over time in ACS inpatient hospitalizations and ED visits
among Montgomery County residents. We provide profiles of ACS inpatient hospitalization rates
(ACS-IP rates) and ACS ED rates (ACS-ED rates) over time among adults ages 18—64. We also
profile trends in ACS hospitalizations and ACS-ED visits separately for the uninsured and
insured, and compare ACS-ED and ACS-IP trends among the uninsured in Montgomery County
to those in neighboring counties.

While these analyses provide useful background information on trends in ACS rates, they are not
designed to identify the specific effect of Montgomery Cares on ACS inpatient and ED
hospitalization rates. There are several issues that preclude estimating such an effect. First,
estimating the number of uninsured in the county (the denominator for the rate) is difficult; no
data are currently available to estimate this with adequate precision. In addition, even if we were
able to more precisely estimate the uninsured population and thus ACS rate(s) particular to the
uninsured, we would not be able to attribute observed changes over time in the estimated rates
among the uninsured solely to Montgomery Cares because many factors may influence ACS
rates.

Classifying Inpatient Hospitalizations and ED Visits

Standard, well-validated methods exist for classifying inpatient hospitalizations and ED visits
into those that are ACS or not. These methods, which were first established by Billings et al.
(2000), are used by the U.S. Agency for Healthcare Research and Quality and by several states in
monitoring the progress of their health care system.” In addition, the Institute of Medicine
recently adopted a short list of measures for use in tracking the U.S. health care system, and ACS
rates were included in the list.

'One way to identify the effect of Montgomery Cares is to compare changes over time in ACS rates between the
“treatment” group (the uninsured) and a “control” group whose ACS rates are not expected to be influenced by the
program. But finding a reasonably good control group is a challenge. Insured Montgomery County residents are one
candidate for a control group, but such a comparison requires the assumption that other factors that influence the
ACS rates are influencing the rates in the same way for both groups over time. Residents of Prince George’s County
are another candidate, but there may be spillover effects of Montgomery Cares on Prince George’s County residents.
? Billings J, Parikh N, Mijanovich T. Emergency Department Use in New York City: A Substitute for Primary Care.
Commonwealth Fund Issue Brief, November 2000.
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Inpatient stays are classified as ACS or not on the basis of diagnosis codes. Examples of ACS-IP
admissions include diagnoses of asthma, dehydration, and hypertension, among others. Non-
ACS hospitalizations consist of a mixture of those that are for urgent or emergent conditions,
such as heart attacks or major trauma, obstetrical care, medical treatments, and surgeries.

Algorithms for ED visits first classify them into four groups: (1) non-emergent (i.e., did not
require immediate medical care), (2) emergent/primary care treatable (needed medical care
urgently but such care could have been provided in a primary care setting), (3) emergent but
preventable (the need for such visits could have been prevented if effective primary care had
been available), and (4) emergent not preventable (such care needed urgently and could not be
provided in a primary care setting). Diagnosis codes are used to associate with each ED visit a
probability of falling into one of the categories. The first three categories of visits are considered
ACS. Examples of diagnoses associated with ACS-ED visits include asthma, chronic obstructive
pulmonary disease, congestive heart failure, and diabetes, among others.’ In the ACS-ED
analyses, we only consider ED visits that did not result in a hospital admission.

To construct ACS-IP and ACS-ED rates, we divided the number of ACS hospitalizations or ED
visits by the number of individuals in the appropriate population. We used population estimates
from the County Characteristics Resident Population Estimates File produced by the U.S. Census
Population Division. We derived estimates of the uninsured population using a three-year
moving average of the rate of uninsurance from BRFSS and applied that to population estimates.

Interpreting ACS Rates

ACS rates have been used as an indirect measure of the functioning of the primary care system,
including the accessibility and effectiveness of primary care. Conceptually, ACS rates may be
influenced by a range of factors related to primary care, including:

e the availability of primary care and hospital-based care

e the price that a patient pays for hospital care compared to the price they would pay for
office-based care (i.e., the out-of-pocket costs of care)

e non-pecuniary or indirect costs of obtaining hospital care relative to those for obtaining

primary care (such as the costs of transportation, the time spent traveling to and from the

location of care, and time spent waiting to be seen)

individuals’ preference for hospital care compared to primary care

the quality of primary care and hospital-based care

the underlying burden of illness in the community

perceg)tions of access, cost, and quality—which may or may not reflect true levels of

each.

? In contrast to the ACS-IP algorithm that classifies ACS and non-ACS hospitalizations using diagnosis, the ACS-
ED algorithm takes each diagnosis code and assigns a probability that the visit was in one of the categories.

* See Institute of Medicine. Access to Health Care in America, edited by M. Millman, Washington, D.C.: National
Academy Press. 1993
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Various studies have confirmed the link between aspects of the availability and effectiveness of
primary care and ACS rates. For example, Bindman et al. (1995)° and Ansari et al. (2006)°
provide evidence of an inverse relationship between self-rated access to health care and ACS
rates (the better self-rated access, the lower are ACS rates) in urban areas. Results from Ansari et
al. (2006) support the hypotheses of negative relationships between ACS rates and both primary
care visits and the supply of primary care physicians. Further, Epstein (2001)" shows that
populations in medically underserved areas (MUAS) served by a federally qualified health center
had significantly lower avoidable hospitalization rates than did other MUA populations. In
addition, Laditka et al. (2005)° find that physician supply is inversely associated with ACS rates
at the county level and that physician supply had the greatest magnitude of effect compared to
other variables. However, not all studies have found a robust inverse relationship between
physician supply and ACS rates. For example, Krakauer et al. (1996) find the inverse
association only for areas with lower to moderate levels of physician supply.

Beyond physician supply and self-rated access to care, studies confirm that ACS rates are higher
in areas with lower levels of income and lower levels of education, which may reflect different
preferences for primary and hospital care compared to other population groups; different costs—
including in terms of money, time or convenience—associated with primary and hospital care for
lower income/lower education groups (i.e., primary care may involve long waiting times for an
appointment); differences in the quality of care; and/or different perceptions of availability, cost
or quality. In addition, some evidence suggests that the supply of hospitals and specialists in an
area may also contribute to hospitalization rates (Dartmouth Atlas Project, 2007).'

Parsing out the influence of each contributing factor on the level of ACS hospitalizations in an
area is a challenge. As described, we did not attempt to identify the specific effect of
Montgomery Cares on ACS rates given the lack of good estimates of the uninsured and lack of
an adequate methodology for identification.

Data

To explore whether the rate of ACS inpatient stays and ED visits changed among the uninsured
with the implementation of Montgomery Cares, we analyzed hospital discharge data from the
Maryland Health Services Cost Review Commission (HSCRC) and the District of Columbia
Hospital Association (DCHA). The HSCRC data contain the universe of inpatient and ED

* Bindman AB, Grumbach K, Osmond D, Komaromy M, Vranizan K, Lurie N, Billings J, and Stewart S. 1995.
Preventable hospitalization and access to health care. JAMA. 1995. 274 (4): 305-11.

® Ansari Z, Laditka JN, and Laditka SB. 2006 Access to health care and hospitalizations for ambulatory care
sensitive conditions. Med Care Res Rev. 63: 719-741.

7 Epstein AJ. 2001. The Role of public clinics in preventable hospitalizations among vulnerable populations. HSR.
36:2 (June 2001): 405-419.

¥ Laditka JN, Laditka SB, and Probst J. 2005. More may be better: Evidence that a greater supply of primary care
physicians reduces hospitalization for ambulatory care sensitive conditions. HSR. 40 (4): 1148-66.

? Krakauer H, Jacoby I, Millman M, and Lukomnik, JE. 1996. Physician impact on hospital admission and on
mortality rates in the Medicare population. HSR. 31 (2): 191-211.

' Dartmouth Atlas Project, Center for Evaluative Clinical Sciences. Supply Sensitive Care. Project Topic Brief,
January 15,2007.
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discharges from Maryland hospitals.'' The inpatient data span 2000-2007, and the ED data span
2002-2007. The data contain information on zip code and county of the patient’s residence, so
are able to identify Montgomery County residents. The DCHA data, likewise, contain the
universe of inpatient and ED discharges from hospitals in the District of Columbia. The inpatient
data span 2000-2007, but the ED data only cover 2004-2007. The data contain each patient’s zip
code of residence, which we used to count and track admissions among Montgomery County
residents to hospitals in the District of Columbia. We looked at the trends in inpatient discharges
using DCHA and HSCRC data from 2000 onward and at trends in ED discharges from 2000—
2007 (excluding discharges from hospitals in the District of Columbia) and from 2004-2007
(including discharges from hospitals in the District of Columbia).

Findings

Among all payers, the ACS-IP rate for adults ages 18—64 remained relatively steady between
2004 and 2007 (Figure C.1), although there were some differences by age group (not shown).
The ACS-IP rate increased among adults ages 18—39 by about 6 percent between 2006 and 2007
and decreased by about 4 percent among adults ages 40—-64. Among all adults ages 18—-64
(regardless of payer), the rate of ACS-ED visits decreased approximately 8 percent from 2005 to
2007 (Figure C.2).

Figure C.1: ACS-IP Rates Among All Montgomery County Residents 18—64
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ACS-IP Rate
Marker Condition Rate

" The structure of the HSCRC data changed substantially in the second half of 2007. For the second half of 2007,
we identified ED discharges using cost variables instead of identifying outpatient discharges from the ED using a
variable indicating source of discharge as we did in previous years. For 2007, using the “source” variable
dramatically underestimates ED discharges compared to the cost variables. Comparing the two methods on data
prior to 2007, we found differences of less than 1 percent versus using the ED indicator variable. The tables shown
use the source for years prior to 2007 and the cost variable for 2007.
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Figure C.2: ACS-ED Rates Among All Montgomery County Residents 18—64
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Figure C.3 depicts the number of ACS inpatient discharges (top panel) among the uninsured over
time from 2000 through 2007, the number of ACS-ED visits (middle panel) among the uninsured
over time from 2002 through 2007, and the size of the uninsured population over time (bottom
panel) from 2001 through 2006, which we measured with a three-year moving average derived
from BRFSS estimates. Because the estimates of the uninsured population were not measured
with much precision, we depicted the changes over time in the number of ACS-IP and ACS-ED

hospitalizations as opposed to constructing ACS-IP and ACS-ED rates (as in Figures A3.1 and
A3.2).

We find:

e Among the uninsured ages 18—64 alone, the number of ACS inpatient discharges
increased from 2005 through 2007 by about 7 percent each year; however, the size of the
uninsured population also appears to have been growing. Using the three-year moving
average estimates, we approximate growth to be 13 percent between 2004 and 2006.

e The number of ACS-ED visits declined from 2005 to 2006 by about 4 percent and
remained steady in 2007, despite the apparent growth in the uninsured population.

The findings thus do not suggest markedly different ACS-IP and ACS-ED patterns between the
insured and uninsured, with ACS-IP rates remaining relatively steady among both groups and
ACS-ED rates declining.
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Figure C.3: ACS-IP and ACS-ED Discharges Among Uninsured Montgomery County
Residents

Uninsured ACS-IP Discharges

T T T T T T T T
2000 2001 2002 2003 2004 2005 2006 2007
Uninsured ACS-ED Discharges

Discharges
200 400 600 800

Discharges
5000 1000015000

(@
T T T T T T T T
S 2000 2001 2002 2003 2004 2005 2006 2007
(=]
5 < Uninsured Population (95% ClI)
8 o
g 8
=T Nt
Q

T T T T T T T T
2000 2001 2002 2003 2004 2005 2006 2007

NOTE: Uninsured population estimates are based on a three- year moving average of BRESS yearly estimates of the percent uninsured in
Montgomery County applied to U.S. Census Montgomery County population estimates.

Figure C.4 compares the trends among the uninsured in Montgomery County to those in other
Maryland counties.



Ambulatory-Care Sensitive Inpatient and Emergency Department Discharges 59

Figure C.4: ACS-IP and ACS-ED Discharges Among the Uninsured, by County
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NOTE: Uninsured population estimates are based on a three-year moving average of BRESS yearly estimates of the percent uninsured in
each county applied to U.S. Census county population estimates.

As in Montgomery County, the number of ACS-IP discharges in Prince George’s County has
been increasing over time; however, while the uninsured population in Montgomery County
appears to be growing, the uninsured population in Prince George’s County appears to be
declining. Further, the decline in ACS-ED discharges in Montgomery County is not mirrored in
Prince George’s County, despite the apparent decline in the uninsured population in that county.






Appendix D: Background on Organization and Financing of Montgomery
Cares Clinics

For clinics receiving Montgomery Cares dollars, both the patient population and set of sources
comprising the overall funding stream are often diverse. Many Montgomery Cares clinics serve
not only Montgomery County residents but also patients from other surrounding areas. Clinics
themselves receive funds not only from Montgomery Cares, but also from patient fees, private
foundations, other government grants, and other sources. In this appendix, we describe the
patient population mix at Montgomery Cares clinics as well as their overall funding. We also
provide information on aspects of the organization of clinics.

Patient Population

On average across all Montgomery Cares clinics, 80 percent of patients are from Montgomery
County. The range across clinics is from 43 to 100 percent. Although several clinics screen for
residency, only three clinics limit their availability to Montgomery County residents. Three
clinics serve residents from all counties but give priority appointments to Montgomery County
residents while another clinic charges non-Montgomery residents an additional fee. The most
common county of residence for patients who live outside of Montgomery County is Prince
George’s (an average of 17 percent of patients).

Revenue

Montgomery Cares funded an average of 33 percent of clinic revenues (at a range of 850
percent).! Other sources of revenue included patient fees (an average of 17 percent of revenues)
third-party payments by Medicaid or other insurers (an average 11 percent of revenues), other
government contracts (an average 4 percent of revenues), private foundations (an average 8
percent of revenues), donations (an average 4 percent of revenues), and in-kind revenue (an
average 19 percent of revenues). See Table D.1.

Seven clinics only see patients without insurance. Medicaid was the most frequent source of
coverage for other patients who present to the clinics. Most of the clinics do not charge their
patients set fees. One clinic charges a flat fee of $40, five charge a sliding scale or copay (only
one clinic reported an amount, which was $5 to $20), and three clinics ask for donations (with
one clinic reporting an average donation of $10).

' Mary’s Center was excluded from calculation of average revenue since they were not funded by PCC last year and
one clinic did not report revenue.
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Table D.1: Sources of Revenue for Montgomery Cares Clinics, 2008

Min Average Max Range Number

Source of Funding () () (%) (%) of Clinics
Montgomery County (n=8) 8 26 50 0-15 3
16-30 2
31-50 3
Patient fees (n=8) 0 17 44 0-15 4
16-30 2
31-50 2
Third-party payments (n=8) 0 11 55 0 7
1-40 1
41-60 1
Other government contracts (n=8) 0 4 16 0 3
0.1-10 4
10-20 1
Private foundation grants (n==8) 0 8 50 0
1-20 3
21-50 1
Donations (n=8) 0 4 20 0 2
1-10 4
10-20 2
In-kind revenue (n=8) 0 19 71 0 5
1-40 1
41-80 2

Organization

Five clinics report having their own independent board of directors. The other five are governed
by a board as part of a larger organization. Most of the time of the boards of directors is spent in
providing policy direction for the clinics (on average 29 percent of time) and in operations (28
percent of time), with 8 of 10 clinics reporting. On average, about 19 percent of time is spent
fundraising, 14 percent of time in management, and 2 percent of time on grant writing. Eight of
the clinics also report having an advisory board. Five of the clinics report that the financial health
of their organization is monitored by either the board of directors, the chief financial officer, the
chief executive officer, or the executive director. One clinic reported its financial health is
monitored by its division director.



Appendix E: Community Pharmacy Formulary

Antibiotics

Amoxicillin
Cephalexin
Ciprofloxacin
Ery-tab
Metronidazole
Penicillin (PVK)
SMZ/TMP DS
Metronidazole

Mental health

Buproprion SR
Fluoxetine
Phenytoin ER
Sertraline
Trazodone
Venlafaxine HCI1
Citalopram

Dermatological

e Tac Acetonide

Respiratory

e Albuterol Inhaler
e QVAR

GI Tract

e Generic Prevpac

Cardiovascular

Amlodipine
Atenolol

Captopril

Clonidine

Diltiazem SR
Furosemide
Gemfibrozil
Hydrochlorothiazide
Isosorbide Mononitrate
Lisinorpril
Lovastatin
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Cardiovascular (continued)

Potassium Cl ER
Simvastatin
Spironolactone
Triamterene / HCTZ
Verapamil ER
Verapamil HCI
Verapamil SR

Diabetes/Endocrine
Glipizide
Humulin Insulin
Levothyroxine
Metformin HC1
Prednisone

Immunology

Pneumovax

Flu vaccine

Family Planning
Cesia

Previfem

Solia

Tri-Previfem
Medroxyprogesterone
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