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Introduction: Community health clinics/centers (CHCs) comprise the US’s core health-safety
net and provide primary care to anyone who walks through their doors. However, access to
specialty care for CHC patients is a big challenge.

Materials and methods: In this descriptive qualitative study, semistructured interviews of
37 referral coordinators of CHCs were used to describe their perspectives on processes and
barriers to patients’ access to specialty care. Analysis of data was done using content analysis.
Results: The process of coordinating care referrals for CHC patients is complex and begins with
a provider’s order for consultation and ends when the referring provider receives the specialist’s
note. Poverty, specialist and referral coordinator shortages, lack of insurance, insurance accept-
ability by providers, transport and clinic-location factors, lack of clinic—hospital affiliations,
and poor communication between primary and specialty providers constitute critical barriers
to specialty-care access for patients.

Conclusion: Understanding the complexities of specialty-care coordination processes and
access helps determine the need for comprehensive and uninterrupted access to quality health
care for vulnerable populations. Guaranteed access to primary care at CHCs has not translated
into improved access to specialty care. It is critical that effective policies be pursued to address
the barriers and minimize interruptions in care, and to ensure continuity of care for all patients
needing specialty care.

Keywords: community health clinics and centers, access to healthcare, barriers to health care
access, specialty-care referral process, care coordination, safety-net, undeserved populations,
health care system, vulnerable populations, affordable comprehensive health insurance

Introduction

In this cross-sectional descriptive study, perspectives of managerial and frontline per-
sonnel in community health clinics/centers (CHCs) in Washington State were explored
regarding specialty-care referral and coordination and the challenges of access for
CHC patients. This study provides answers to the key research questions: What is the
process of referral to specialty-care (SC) services for patients seen at CHCs?; and
What are the barriers of access to SC for CHC patients?

CHCs comprise the nation’s core health care safety net and provide primary care
(PC) to anyone who walks through their doors. Individuals served by the clinics on
average have poor health status and higher prevalence of chronic disease conditions
than the general population.'?> Twenty-five percent of patients who present to these
centers require specialty and diagnostic services that are not provided by the centers.?
The CHCs are limited in their abilities to provide specialty services and other important

submit your manuscript
Dove

http:

Journal of Multidisciplinary Healthcare 2018:11 109119 109
© 2018 Ezeonwu. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at htps:/www.dovepress.com/terms.

YA php and incorporate the Creative Commons Attribution — Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work
you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (ttps://www.dovepress.com/terms.php).


http://www.dovepress.com/permissions.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
https://www.facebook.com/DoveMedicalPress/
https://www.linkedin.com/company/dove-medical-press
https://twitter.com/dovepress
https://www.youtube.com/user/dovepress

Ezeonwu

Dove

aspects of care that go beyond PC.** Evidence shows that
CHC patients have reduced access to specialists,>*7 despite
the fact that these services are critical for continued and
consistent recovery or health maintenance. Regardless of
patient diagnosis or socioeconomic status, care coordination
and timely referrals to appropriate providers are essential.
This study examines the process of SC coordination and
referral and barriers that limit CHC patients from accessing
specialty services outside the CHCs.

CHCs constitute a critical part of Washington State’s
health care system. In 2008, 10.1% of the state’s residents
were served by CHCs.” In 2014 and 2016, CHCs were also
medical homes to 885,210 and 1,035,629 patients, respec-
tively.®® The majority of CHC patients are from vulnerable
populations. For example, in 2014, 21% (189,608) were unin-
sured, 57% (499,624) were on Medicaid, and 35% (308,265)
were under 19 years old.® Furthermore, nearly a half (49%)
of patients were visible minorities and 68% lived at or below
the federal poverty level.”® In 2016, 16% (165,357) were
uninsured, 60.7% (628,450) were on Medicaid, and 32%
(330,879) were under 18 years old.’ In addition, 63.4% of
the patients lived at the poverty level and 36.5% lived below
the poverty level.’

Securing off-site specialty referrals for CHC patients
with chronic and acute conditions remains a key challenge®’
and underscores the limited access to care for underserved
populations. Limited access to health services predisposes
vulnerable populations to fragmented care and lack of conti-
nuity of care.'®!" In addition, lack of timely access to needed
SC often leads to complications, extended hospitalizations,
and poor health outcomes,’ situations that can diminish the
high-quality care that is characteristic of CHCs.

Previous studies have examined CHC patients and access
to SC from different perspectives. For example, evaluations
have been conducted from the points of view of executive
directors and medical directors of CHCs.>!? A study of Medi-
care enrollees was conducted to determine the association
between care coordination and continuity of PC.!* Other
studies have examined patients’ perceptions of how their
care was coordinated between PC providers (PCPs) and SC
providers (SCPs).'* An analysis was also done of physicians’
satisfaction with care referral and coordination between
pediatricians and specialists."”” While these scholarly inquiries
have helped to create a broad understanding of health care
access issues for vulnerable populations, studies on barriers
to accessing SC for CHC patients from the perspectives of
frontline personnel who take on the day-to-day responsibili-
ties of coordinating SC referrals are not well documented

and are relatively uncommon. This study thus fills this gap
by examining the perspectives of CHC referral coordinators
(RCs) who understand the nuts and bolts of the process.

Materials and methods

Sample and setting

For this descriptive qualitative study, a convenience sample
of 37 RCs representing 37 CHCs in Washington State was
included. Six major counties in eastern, western, and central
Washington were represented. Three clinics were in rural areas,
far from major cities. The rest of the CHCs were located in
urban and suburban areas. RCs are defined broadly in this study
as personnel that oversee and coordinate SC referrals in CHCs.
They include clinic managers, clinic directors, and licensed or
unlicensed individuals hired as RCs. Participants’ academic
qualifications range from associate degree to doctorate.

The general inclusion criteria were that participants must
be in charge of and oversee patient flow in the facility and/
or be actively involved in decisions regarding SC referrals
and care coordination, be in the coordinating role in the
facility for at least 3 months prior to the study, work at least
half-time in the facility, and possess a degree in nursing or
in other health-related fields such as social work or public
health. Both men and women of diverse racial and ethnic
backgrounds were represented in the participant pool based
on the inclusion criteria. The basic demographic character-
istics of the participants are presented in Table 1.

Table | Basic participant demographic characteristics (n=37)

n

Sex

Female 35
Male 2
Education/highest education level

Doctorate 2
Master’s 5
Baccalaureate 22
Associate 8

Designated clinic roles

Clinic manager 23
Referral coordinator/patient-care coordinator 9
Clinic director 5
Years in current role

3 months—| year 5
|-3 years I5
3—6 years 9
6-9 years 5
>|0 years 3
Clinic affiliations

Urban/suburban 34
Rural 3
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Data collection

Email and telephone requests for participation in the study
were sent to potential participants. Clinic names and potential
participants’ contact information were obtained from the
Washington State Department of Health. Among those who
agreed to participate in the study, arrangements for face-to-
face or telephone interviews were made for data collection.
Participants who were not able to meet for face-to-face inter-
views engaged in telephone interviews. Data were collected
through semistructured face-to-face and phone interviews
that lasted 45—-60 minutes. Interviews included open-ended
questions (Figure S1). Thirty interviews were audio-recorded.
Seven participants declined audio-recording of their inter-
views; however, detailed notes were taken.

Ethical consideration

Approval for use of human participants for this study was
obtained from the Institutional Review Board, Human
Subjects Division, University of Washington. Prior to each
interview, detailed information about the study and pro-
cedures was provided to all participants. All participants’
questions were answered, and written informed consent was
obtained from each participant. For participants who were
interviewed by phone, informed consent was emailed to
them, and scanned copies of signed consents were returned
to the researcher.

Data analysis

Qualitative data from participant interviews were analyzed
using content analysis guidelines.'®!” Interview transcripts
and field notes were transcribed verbatim and reviewed by
the author for accuracy. Units of analysis were extracted
from the interview texts and field notes, and then put together
into a single text. Categories of data related to the research
questions were sorted and filtered from the units of analysis.
Themes and subthemes pertaining to processes and barriers
to SC access for CHC patients emerged from this reduction
process and constitute the findings of the study.

Results

Specialty-care referral/coordination
process

Each clinic highlighted in this study has standard protocols
for SC referral. The participants described the details of
the referral process, which starts with the PCP at the CHC.
When a PCP sees a patient and determines that consultation
with an SCP is required, a referral order is written in a paper
chart or in the electronic medical record (EMR) by the PCP.

This order goes to the RC. If the RC is not a licensed clini-
cian, the nurse reviews and signs off on the order before the
RC acts on the order. The RC evaluates the reason for the
referral, type of specialist needed, type of insurance carried
by the patient, and whether it is a new or established patient
referral to a new or established SCP.

Methods of communication differ across clinics, and
range from phone calls and faxes to electronic systems. One
participant summed it up this way:

The referral process varies for different clinic networks, and
could be quite as simple as picking up the phone and call-
ing around, or it could be sophisticated and yet simplified
through the use of the electronic medical record systems,
such as EPIC, where the referral request from the provider

drops into an electronic referral work queue.

The RC discusses the specialty referral with the patient to
confirm interest in pursuing the referral. Once the patient
acknowledges interest in the referral, an RC noted “We look
for the right fit, considering where they live, who is accept-
ing their insurance, zip-code parameters for some specialists
when relevant, and continuity of care.” A manager stated “If
the patient is used to seeing a particular doctor, we try to send
him back to the same one. Established care and continuity of
care is very important to us, but sometimes it is not approved
by insurance.”

The RC identifies and contacts appropriate and available
SCPs to confirm that the provider will see the patient. The
RC also obtains preauthorization from the insurance if the
patient is insured, then notifies the patient and sends the refer-
ral order and other required documents, such as laboratory
and diagnostic results, to the specialty clinic for processing.
Depending on the clinic, patient preference, and level of
urgency, the RCs can make the appointment on behalf of the
patient or the patient can call the clinic and set up his/her
own appointment. For urgent referrals, however, participants
noted that they process the referrals quickly (usually within
1-3 days), schedule the appointment, and then contact the
patient. A third of the respondents reported that routine
referrals take an average of 1 week from the time the referral
was ordered to the time the appointment was scheduled. The
average time from referral to actual specialist visit is 14
weeks. These timelines are variable however, often extending
6—12 months due to unique challenges associated with each
referral. Furthermore, some referrals are often not tracked,
since most PCPs do not always receive timely consultation
reports from specialists and there are long waiting times for
high-demand specialties with limited providers. The process
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of referral ends when the patient sees the SCP and the PCP
receives a record of the specialty visit.

Barriers to access to specialty care

This study reveals several patient- and system-related barri-
ers that limit access to SC for CHC clients. These are sum-
marized in Table 2.

Patient-related barriers

Socioeconomic factors

A participant noted that although income does not determine
access to CHC services because these clinics are for people
of all income levels, it is the most potent factor that prevents
people from getting SC. Participants identified poverty as a
correlate of poor education, unemployment, underemploy-
ment, mental health issues, unmanaged chronic illnesses,
and lack of health insurance, all of which impact people’s
ability to get SC. They also agreed that cost or inability to
pay upfront at specialty clinics is a huge barrier that deters
uninsured and underinsured patients from pursuing and com-
pleting their SC referrals. A participant explained it this way:
“The economic factors create fear in patients and make them
not schedule their appointments, because the sliding scale
they get at the CHC is not applicable at the specialty clinic.”
Another participant reported that around 5% of their clinic
patients have decreased literacy and thus find it challenging
to understand directions or the importance of going to the
referred specialists. These highlight how different dimen-
sions of socioeconomic factors impact SC for vulnerable
CHC populations.

Insurance

Patient insurance was identified by 86% of participants as
the most important driver of poor access to SC. Respondents
reported that lack of insurance or not having the right insur-
ance that is accepted at specialty practices is the biggest
issue facing CHC patients. A respondent said that although
their patients may encounter challenges related to cost, lan-
guage, transport, and clinic location, care coordinators can

Table 2 Barriers to access specialty care

Patient-related  Socioeconomic factors

barriers Insurance
Transportation/clinic location
Language

Health system Shortage of personnel and lack of clinic-hospital

accommodate all of those factors, but not insurance. “The
CHC is their insurance”, noted another participant. Beyond
the CHCs, the patients have limited options for specialized
care. The findings also show that there are not enough spe-
cialists in certain areas of the state who are willing to accept
CHC patients, and if one of them is accepting patients, they
often have a long waiting list and take up to 6 months to see a
patient. In addition, lengthy preauthorization processes from
insurance companies delay care for patients.

The uninsured

According to RCs, securing SC referrals for uninsured
patients is a huge challenge tied to financial barriers, since
most patients do not have enough money to pay for the
services. The patient’s ability to pay a portion of the fee
upfront for SC services is limited. A respondent explained
this challenge:

So let’s say they need to go see a urologist. The urology
office is saying “You’re uninsured? Fine, we’ll see you,
but you need to have $200 down.” The barrier comes with

whether or not the patients can afford it.

Furthermore, the logistics of location play an important
limiting role in referral and access to SC. Participants noted
that there are some SCPs who are willing to accept uninsured
patients only if they live within a certain mile radius of that
specialty clinic or within certain zip codes. This further
shrinks the pool of SCPs that is available to the uninsured.
They also reported that it is difficult for patients to gain spe-
cialty access through charity care, due to the limited number
of volunteer providers and subsequent long waiting times.

Insured/underinsured and Medicare/Medicaid patients
This study reveals that having certain insurance cover-
age often present even greater problems for the insured.
Government programs (Medicare and Medicaid) and most
managed-care plans do not translate into easier access to SC
for patients. A participant put his views this way:

Our biggest challenge in the referral process is finding spe-
cialty care that will accept our patients, whether insured or
uninsured. Mostly, the insured is where the largest barriers
are, because a lot of the Medicare and Medicaid plans we

accept are not contracted with the local specialists.

A manager stated:

barriers affiliation The biggest challenge is that a good number of our patients
Clinic-to-clinic communication gaps have insurance that the specialists won’t accept. We can
Limited availability of pro bono specialty providers refer them, but some specialists will not take them or they
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have to be referred to a practice that is over 100 miles away
. . . because local specialists are not available, unable, or

unwilling to accept the patients.

Care coordinators in rural areas noted that their patients
are heavily impacted by this issue, as they often struggle to
get to specialists in major cities who are willing to accept
their insurance plans. Those in the urban areas also reported
that CHC in cities with a high number of Medicaid/Medicare
homeless populations also encounter difficulties linking them
with SC. On the contrary, respondents noted that SC coor-
dination and referral for CHC patients who hold preferred
health insurance plans through their jobs are very easy.
However, some patients often do not have enough money to
pay for out-of-pocket costs, and in some cases do not keep
their appointments.

Transport/clinic location

Transport is another impactive barrier to access to SC,
according to 68% of respondents. A respondent summarized
it this way: “Transportation is a big issue, due to our patients’
limited resources. If we can get patients covered to see a
specialist and yet they cannot get there, we have not solved
the problem of access.” Participants noted that most of their
patients do not drive. For patients in rural areas, including
those that live in islands with limited specialty services, it
is extremely difficult to travel long distances. A respondent
noted that patients often miss appointments because the bus
or transport service could not bring them on time and they
could wait for hours after their appointments to get home.
These factors result in frustration and lack of follow-through
with hard-fought medically necessary appointments.

Language
Language impacts communication and quality of care related
to SC. Participants in clinics located in areas with high
populations of new immigrants, including refugee-relocation
areas, reported language to be an important barrier to access.
They noted that patients are not refused access to care due to
their inability to speak English. However, communication,
understanding, and compliance are significantly impacted. For
example, language is a huge factor in missed appointments,
due to scheduling miscommunications and not understanding
referral instructions, which could influence patient compliance.
Despite the fact that language constitutes a challenge in
the coordination and referral process, all participants agreed
that it is not a deal breaker. A respondent stated: “Although
language is an issue in patient care, no one is denied care

based on language. It is against the law; it is discrimination.”
The majority of participants reported that their clinics effec-
tively manage language barriers by using interpreters and
hiring bilingual and multilingual employees. Respondents
from clinics that serve a large number of the Spanish popula-
tion reported language as a nonfactor, since the majority of
their employees speak Spanish.

Health system barriers

Shortage of personnel

Findings show that the majority of SC services are provided
outside the CHCs, and access to those services are challeng-
ing for patients. All participants agreed that there are not
enough SCPs that are available to CHC patients. A manager
put it this way:

There is an extreme lack of specialists available to us. It’s
very, very hard to find specialists, especially those who
need to see a patient in a timely manner. Many times, our

patients can’t get in for 6-8 months.

A coordinator explained that a shortage of SCPs correlates
with insurance and specific specialties. For example, a par-
ticular insurance may have only one or two providers in a
particular specialty in certain areas, whereas others may have
seven or eight providers. Examples of specialty services that
are in high demand and often take longer periods of time
and more effort to arrange include cardiology, orthopedics,
neurology, gastroenterology, rheumatology, urology, gyne-
cology, oncology, dermatology, ophthalmology, and chronic
pain management. One participant said:

Neurologists, rheumatologists, and urologists? There are not
many of them. There are either so many patients on their
waitlist, maxed-out capacity, or they are not taking patients’

insurance, or they do not offer charity care.

Another participant described the challenge of not having
enough specialists as the “daily roadblocks to care”, as many
SCPs are often booked out in advance for several months.

Furthermore, a shortage of RCs at the CHCs was identi-
fied as a huge challenge, resulting in backlogs of unprocessed
referrals. A participant reported that not having an adequate
number of coordinators is a huge challenge. A manager put it
this way: “We only have one referral coordinator, and most of
her time is spent on the phone. We don’t have the capacity to
serve the need.” Some RCs in high-traffic clinics, particularly
in urban areas, reported being overwhelmed by high referral
requests due to high patient volume.

Journal of Multidisciplinary Healthcare 2018:1 |
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Clinic-to-clinic communication gaps and lack of clinic—
hospital affiliations

Gaps and delays in communication between CHCs and SC
clinics were identified by respondents as huge barriers to SC
access and utilization. The communication gap is significant
during the initial search for specialists and at the completion of
consultation. Sixteen clinics represented in this study belong to
larger CHC networks that use EMRs. These include NextGen,
Epic, and AllScripts. Study participants who use these systems
reported that the software systems’ online referral forms facili-
tate and ease the patient-care coordination and referral process
within their network. This means that coordinators can share
information about the available pool of specialists in terms of
who is accepting patients and who is not. However, outside
their networks, different EMR systems do not communicate
with each other. A respondent said, “Our electronic medical
record systems don’t talk to each other, so that’s why we’re
all faxing.” Participants expressed concern that RCs in these
clinics spend huge amounts of time on the phone and fax to
identify specialists who could see their patients.

The coordination and referral process is more challenging
if the PCPs at CHCs have no affiliations with hospitals or
specialty clinics. Only two clinics in the study were affili-
ated with hospitals. Participants reported that clinic—hospital
affiliations ease the process for the RCs and patients, and
help address the issue of finding a willing and available spe-
cialist, as well as minimize delays in SC access for patients.
Moreover, communication between PCPs and specialists
is easier within affiliated facilities. Participants expressed
frustration with the lack of a follow-up system to track
referral completions with providers in unaffiliated clinics.
One participant said:

The specialists are not very good at sending us the notes
back, even though we request on our referral forms to send
the results of the visit to us within a week. Sometimes, the
specialists require the patient to sign a release form to allow
specialists to release the records to us, even though we are
the ones that referred them to the specialist in the first place.
Everyone sort of has a different interpretation of what HIPPA
[Health Insurance Portability and Accountability Act] is.

Another participant stated:

When the specialty appointment happens, there are not often
follow-ups afterwards. I think that the ball drops there. If
we could get the specialist’s notes back with the medical
changes made, and plan of care, etcetera, that would be

better for our patients.

The majority of participants admitted that they did not usu-
ally track the number of their patients who were referred
to SC that actually got such care. Some of their reasons for
this were lack of time and lack of communication from the
specialists to the referring PCP regarding the outcome of
the specialty visit.

Limited availability of pro bono specialty providers
Specialist volunteers help fill some specialty access gaps for
patients who would otherwise not afford such care by donat-
ing their time and resources. Some RCs reported that their
patients benefit from individual volunteer specialists who
occasionally visit their clinics to provide specialty services in
behavioral health, dental care, podiatry, and women’s health.
One respondent noted that a volunteer urologist visits her
clinic once a month, and another reported that a volunteer
optometrist visits her clinic occasionally to conduct diabetic
retinal screenings for their patients.

Participants from three counties hailed Project Access
Northwest (PANW) as their big resource for securing SC for
their clients. One participant put it this way:

This program called Project Access Northwest ... is a
gateway for patients to get in to see specialists. They set
up a database of providers in specialty offices ... and ask
providers if they will volunteer their time to see patients on

a charity care basis.

PANW is a nonprofit organization that partners with hospital
systems and multispecialty medical groups throughout King,
Kitsap, and Snohomish counties to provide SC to the unin-
sured and underinsured in Washington State. The organiza-
tion matches volunteer specialists with carefully prescreened
patients in need of care.!® Participants noted that although
PANW is a very reliable resource for their patients, it is only
one organization and is for nonurgent cases, as they have a
lengthy average waiting time, between 6 months and 1 year.

Discussion

For vulnerable low-income clients who utilize CHCs as
their safety net, access to SC remains a huge challenge.
There is clear disparity in SC access for the uninsured and
underinsured. This study shows that for most CHC patients
requiring SC, coordinating their referrals is beset by multi-
faceted barriers. Care coordination is multidisciplinary and
is central to quality health care access. It involves deliberate
organizing and sharing of information among all individuals
concerned with a patient’s care.!” Coordinating patient care
involves effective relay of information across settings, with
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less repetition of information and tests and more timely and
effective delivery of needed services.? In the case of Wash-
ington State, this study shows that information sharing and
referrals are not timely.

Although anyone can see a specialist, not everyone can
pay for the services. Income is the salient undercurrent that
sets the stage for all the other patient factors that impact
access and utilization of SC services. Getting to specialists
in the first place is often challenging for most CHC patients,
due to transport or location issues, in addition to their inability
to pay for the services. Even when SCPs are in adequate sup-
ply and are available and willing to see low-income patients,
access may still not be achieved. Access is measured in terms
of utilization and is dependent on affordability, physical
accessibility, and acceptability of the services, and not merely
adequacy of supply.?!

Poverty or low socioeconomic resources intensify dis-
parities in access to SC, which is often more expensive than
PC. This study clearly shows that access to CHCs is not
income-dependent. However, there is a correlation between
poverty and financial hardships associated with paying for
medical care outside CHCs. Data from the National Center
for Health Statistics show that families with lower incomes
are more likely to experience financial burdens of medical
care.? For example, families with incomes at or below 250%
of the federal poverty level have the highest levels of any
financial burden of medical care. Also, families that have
children or an uninsured family member stand the risk of
such financial burden.?? These financial challenges of paying
medical expenses are generally cumulative and often push
families deeper into poverty and poorer health.

Scholarly review of the link between poverty and mental
health suggests that much of the risk for mental health prob-
lems can be linked to higher levels of stress among individu-
als and families living in poverty.”*?* These individuals and
families face numerous logistical, attitudinal, and systemic
barriers to obtaining mental health services, such as transpor-
tation, childcare, lack of health insurance, and difficult work
hours.?® Other stressors they face in addition to economic
strain include discrimination and violence, frequent moves
and transitions, and other traumatic experiences,? as well as
food insecurity and housing problems.?

A significant relationship also exists between poverty and
unmanaged chronic diseases. A previous study showed that
poverty negatively impacts the health care of populations
with chronic disease conditions. Based on a multidimen-
sional framework, poverty is not based only on income but
also captures deprivation in health, livelihood (education and

employment), standard of living, and housing.* For example,
for older adult patients with chronic kidney disease who also
live in poverty, research shows that they experience barriers
to treatment and renal diet adherence, limited transportation,
lack of affordable housing, and reliance on public medical
insurance.?

A key socioeconomic barrier to SC access and utiliza-
tion that is central to the findings of this study is decreased
health-literacy skills of some CHC patients. Health literacy is
multidimensional and is the degree to which individuals have
the capacity to obtain, process, and understand basic health
information and services needed to make appropriate health
decisions.?”’ Evidence shows a consistent association between
low health literacy and limited health-related knowledge and
comprehension, which impacts the use of health care services,
and disparities in health outcomes.” Health literacy is also the
capacity of an individual to understand information related
to a disease, in order to make an informed decision.?” For
example, health literacy is critical for patients with chronic
conditions, such as kidney disease, in order to understand the
complexity of the disease and self-management skills, such
as adhering to dietary restrictions and complex medication
regimens.?®? For chronically ill CHC patients with limited
knowledge of their disease conditions, their health outcomes
might be negatively impacted.

Health-insurance literacy could affect SC access. Knowl-
edge of the health system and complexities of health-insurance
coverage can be challenging. For example, in the era of the
Patient Protection and Affordable Care Act (ACA), although
the mandate requires all residents with legal documents to
have health insurance, there is no mechanism or provision
for educating potential enrollees or the public about health-
insurance options or an appropriate health insurance plan.*
For example, navigating the health-insurance marketplace
to identify coverage options for SC and out-of-pocket costs
can pose challenges for patients. Improved access to health
information, services, and care are foundational to SC access.

A key finding of this study is that government programs,
such as Medicaid, carried by most CHC patients in Wash-
ington State, are not popular among specialists in terms of
acceptability. This is supported by a previous study that
indicated that cuts in Medicaid physician fees led to sta-
tistically significant reductions in the number of visits for
Medicaid patients compared to privately insured patients.’!
Another study showed that Medicaid patients had the lon-
gest average waiting times for SC than any other insurance
group, while patients with private insurance had the shortest
average waiting time.* Data from the US Department of
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Health and Human Services show that in 2009-2010, gen-
eralist physicians had shorter waiting times for appointments
compared with SCPs.** RCs spend a significant amount of
time searching for and matching SCPs with patients who are
often wait-listed. Delays in access to specialty consultation
and treatment can have negative effects on patients’ health
outcomes.

The use of telephone consultations (teleconsultations)
or electronic consultations (e-consultations) could provide
faster access to specialist expertise without going through
the complexity of setting up clinic appointments. Evidence
shows that telehealth reduces consultation delays between
PCPs and specialist CPs and improves access to specialized
care.** Also, e-consultations as an alternative to in-person SC
referral is useful in interpreting results, defining next steps
for diagnosis and additional tests, and referring patients for
procedures.®® Evidence shows that e-consultations are easy
to use and increase the timeliness of access to SC, due to the
rapidity of specialist response and the provision of a mecha-
nism for asking clinical questions.*® Despite legal concerns,
fewer face-to-face consultations with specialists, and work-
flow and workload issues, PCPs believe that e-consultations
result in more efficient medication management, expedited
diagnostic testing, and more efficient communication with
specialists.*

Having common EMRs facilitates e-consultations
between providers. Common EMRs were not utilized by
many CHCs highlighted in this study. Poor communication
and coordination are amplified by EMRs that do not talk to
other systems. Previous research concurs with this finding
that uneven adoption of nonstandardized, noninteroperable
EMR systems only delay the chance to move more closely
to a transformed health care system.’’ Further evidence
shows that some EMRs are less able to support coordination
between clinicians and settings, in part due to their design
and a lack of standardization of key data elements required
for information exchange.*® For higher-risk patients, case
management systems help coordinate workflow, including
communication between multiple specialists and patients.*’
Improved communication and care coordination translates
into reduced cost of health care services and improved health
outcomes for patients.

This study shows that coordination and access to SC
is enhanced when PCP and SCP practices are connected.
Clinic-hospital affiliations are beneficial to patients and
RCs, as they speed up the exchange of information. CHCs
that have affiliations with hospitals provide their patients
with easier access to specialized services in those hospitals.

Evidence shows that the primary objectives of health system
affiliations are to integrate care in the community, eliminate
duplicative services, reduce costs, and standardize work
processes, while encouraging service excellence.* In an
environment where many specialists are unwilling to see
underinsured and uninsured patients, hospital affiliations
facilitate the process and often guarantee successful specialty
referral and appointment. Health care communication that
is eased by effective use of EMRs and clinic affiliations will
significantly reduce delays in SC access and improve health
outcomes for vulnerable populations.

Although the goal of the ACA is to address access to
health care by reducing the cost of care and making it afford-
able, there is however no provision under the law that states
that a physician and other providers must accept any patient’s
form of coverage.*’ As a result, increased coverage through
Medicare and Medicaid expansions, which Washington State
residents have benefited from, has led to increased numbers of
patients seen at safety-net clinics, including CHCs. However,
there has been no corresponding increase in the number of
patients accepted for care by specialists. Clearly, there is
nothing like low-cost SC. The need for SC is still not met
for underserved populations.

Specialist availability is a critical determinant of access.
This study emphasizes the limitations to access faced by
patients, due to the inadequate number of available special-
ists. The Association of American Medical Colleges reported
a significant shortage among many non-PC specialties from
2015 to 2030.! They projected that by 2030, non-PC special-
ties will experience a shortfall of between 33,500 and 61,800
physicians in the US.*' The association also projected that if
barriers to utilization were removed for underserved patients,
the US would need up to 96,000 doctors to meet patient needs
between 2014 and 2025.%

Alongside specialist shortages is the inadequate number
of RCs. As a result, many CHCs experience backlogs of
patient referrals. RCs do the bulk of the work and are the
heavy lifters in the referral and coordination process. Their
activities stretch from the time the PCP writes the initial
referral order to the time the referral is completed. They are
key personnel in the coordination and referral process and
act as multiway contacts for patients, family members, the
PCP, specialists, insurance companies, and other ancillary-
service providers. In short, RCs are the glue that connect all
the pieces of the referral system together. The effectiveness
and efficiency of care coordination hinge on the RCs. A report
showed that for CHCs that employed RCs, referral comple-
tion and written communication from specialists to referring
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clinicians were present in medical records of nearly 75% of
referral cases.’ RCs help to promote effective care delivery
by facilitating communication among the CHCs, specialty
clinics, and the patients. A shortage of RCs results in com-
munication breakdown, poor coordination of care between
providers, and poor patient outcomes.

Recommendations
Barriers to SC access for CHC patients outlined in the find-
ings of this study are interlocking. Some recommendations
for improvement were articulated throughout the “Discus-
sion” section and include:

e effective coordination of patient care among all service
providers throughout the care continuum?*

e CHC-hospital affiliations to facilitate care coordina-
tion and referral and to reduce fragmentation of care
delivery®

e availability of standardized, interoperable EMR systems,
including the use of e-consultations and teleconsultations
to mitigate delays in SC access* >’

o affordable comprehensive health-insurance coverage that
guarantees access to both PC and SC for low-income CHC
patients*

e increasing the number of specialists and RCs***

e improving health literacy related to knowledge of disease
management, health insurance coverage options, and
general health system functioning®-°

e tackling the core challenges of poverty and its associated
links to poor education, unemployment, lack of appropri-
ate insurance coverage, transportation, low health literacy,
poor chronic conditions, and mental health issues.

Study limitations and next steps

The study has limited geographic variability. Care coordi-
nators in urban clinics in Washington State constitute the
majority of participants. Because the study focused on the
RCs’ perceptions of barriers to SC coordination and the
referral process, the researcher did not collect demographic
information from the clinics that RCs were affiliated with.
The researcher also recognizes the significance of presenting
a breakdown of the proportion of patients in each insurance
category for each clinic. This breakdown was challenging to
calculate and assign values for, because the information was
provided in a generalized way. Specific numbers of patients
served at each clinic and the number of patients with condi-
tions that required SC referral were solicited, but the captured

numbers were broad and ranged from daily and weekly to
monthly. The collected data were difficult to interpret in a
meaningful way and were thus not included in the findings.
Furthermore, CHC patients were not included in this study,
because the research was designed to reflect the views of RCs
who help facilitate SC referrals for patients.

This study provides new evidence regarding the chal-
lenges facing CHC patients in accessing SC services. It
also provides baseline data for future research on a more
expansive interventional study on SC access for vulnerable
populations. Further follow-up study recommendations
include exploration of the perspectives of CHC patients on
the difficulties they encounter in accessing the services of
specialists; exploration of the views of specialists and PCPs
on the challenges they encounter in supporting CHC patients
who require SC services, and their recommendations for
improvement; and examination of how SC coordination and
referral for CHC patients have been impacted following the
implementation of the ACA.

Conclusion

This study describes the processes and barriers to SC access
for vulnerable populations in CHCs. Understanding the
complexities and challenges surrounding SC coordination
and access helps to determine the health system’s needs
in providing comprehensive and uninterrupted access to
quality health care for all citizens. This study clearly shows
that increased access to PC at CHCs has not translated into
improved access to SC. Failure to fill this gaping hole in our
health care system will result in persistent inequity in access
to comprehensive health care services. There is a need for
effective policy strategies that enhance care coordination
with all partners along the health care delivery continuum.
An integrative model of care that provides seamless connec-
tion between PCPs and SCPs must be established to ensure
continuity of care for all and to decrease the overall burden
of disease, morbidity, and mortality.
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Supplementary material

What best describes your job title? What is your role in the referral process? How long have you been in your current position?

l.

2. What is your educational level?

3.  How would you describe your clinic location, urban or rural?

4.  On average, how many patients are seen in your clinic daily? Weekly? Monthly? In the last month? In the last 3 months?

5. Thinking of all the patients seen at your clinic in the last month, approximately what percentage of your clients have the following
insurance categories? Medicaid? Medicare! Private insurance? No insurance?

6.  What proportion of patients seen at your CHC have chronic conditions?

7. What proportion of patients with chronic conditions require referral for specialty care?

8. When a primary-care provider (doctor, registered nurse practitioner, physician assistant) requests specialty-care referral for a
patient in your clinic, what do you do to initiate and coordinate the referral? What are the steps in your referral process?

9. Does your clinic have specific referral protocols or guidelines for specialty-care referral? If yes, what are the protocols?

10.  What major challenges or roadblocks do you face in referring patients to specialty care? That is, from the time the provider orders
a specialty-care consultation till the time the service is delivered, what challenges do you encounter?

I'l. What specific patient and clinic factors determine where you send the patients to receive specialty care?

12. What specialty-care services, if any, are available on-site at your clinic?

13. What specialties present more challenges than others in terms of getting timely referrals for patients?

14. Is your CHC part of a referral network, or have affiliations with any hospitals or medical centers? Please describe if yes.

15. On average, how long does it take to complete a referral?

16. How does your clinic track and receive reports from the specialists regarding patients’ status and treatment? How do your clinic
and the specialty clinics communicate with each other?

Figure S| Interview questions.
Abbreviation: CHC, community health clinic/center.
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