










based approach can improve patient’s access to
quality care by altering existing structures and rou-
tines within our clinic. With the proposed changes
of Medicaid Managed Care in North Carolina and
further discussions of value-based care in the health
care system, these results are of importance to our
medical system. Not only have these interventions
showed a decrease in inpatient admissions and
potentially avoidable readmissions in Medicaid
patients, our cost per patient per month remains at
$35 to $40 a month less than expected to the
Medicaid System. If this cost difference is added to
the 2296 patients on our panel primarily insured by
Medicaid, this amounts to $80,000 to $91,000 a
month. This demonstrates the vital role primary
care plays in a sustainable medical system. Not only
are family physicians capable of higher quality care

for patients, they are capable of doing so without
unnecessarily draining the system of funding.

Our home-visit program was able to decrease
both ED use and admissions for our highest-risk
patients. Due to the limit of resources and the
labor-intensive process of home visits, our panel
could only hold around 20 patients at a time. Even
though the results for the patients who received the
services were positive, it had a less sustainable effect
on overall Medicaid admissions. This was likely due
to the number of those enrolled only represented
1% of our total Medicaid population; however, this
1% of our population held 12.1% of our Medicaid
admissions before intervention. This patient panel
was 3.3% of our Medicaid admissions for all 2018,
postintervention. There was no effect to on-site
clinic availability with this intervention given the

Figure 2. The overall trend of potentially avoidable readmissions for our clinic compared with the statewide

expected benchmark. The 3 M/L panel reporting software used to collect data were unable to do so accurately

during the ICD-9 to ICD-10 conversion, however, we have data from before the conversion and after. There is an

overall down trend in potentially avoidable readmissions. Our clinic rate dropped 41.8% from preintervention

and is 53.8% below the statewide expected. The greatest drop was seen following Phase 2. Abbreviations: ICD-9,

International Classification of Disease version 9; ICD-10, International Classification of Disease version 10 .
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small panel size. In our experience, while this serv-
ice is not feasible for us to use on all our patients, it
is very important for our most complex, high-risk
patients.

Same-day-access visits went from an average of
57 visits completed per month to 224 completed per
month after Phase 2 interventions. This allowed for
our clinic to accommodate more patients who could
be seen with urgent issues and funnel them back
from the emergency department, or into the clinic
before they need urgent hospitalization. This phase
showed the greatest decrease in both admissions and
readmissions. These decreases have now been suc-
cessfully sustained for nearly 2 years. Of all the
phases, this was the most complex to implement
because it restructured how our clinic half
days functioned. The team-based approach
helped with stakeholder buy in since every mem-
ber of the team had a voice in process of
implementation.

Our Nurse Care managers and Health Check
Coordinators from CCLCF in combination with
our direct phone access and no-show letters helped
bridge the communication gap between patients
and the clinic. Different communication barriers
among our patients complicated this barrier. Many
did not have working phone numbers or valid
addresses. Many did not use computers and there-
fore could not access our hospital’s online portal in-
formation. Care managers utilized multiple levels
of communication including text reminders, article
letters, phone calls, direct interaction in the clinic,
and computer portal messages, to individualize
patient care plans and optimize patient communica-
tion methods. These methods helped aide in
rescheduling as well as securing interventions such
as home visits, Medicaid ride assistance, refill assis-
tance, and general patient education.

With the addition of an in-house phlebotomist,
lab order completion rate improved to an average

Figure 3. Our 18-patient home-visit panel of highest risk patients showing their use of the Emergency department

(ED) and admission rate in the 12months before and after enrollment in the home visit program. These patients

were all covered either by Medicaid or with the combination of Medicare with Medicaid Secondary coverage. An

85.2% decrease in ED visits and 80.1% decrease in admissions was seen.
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of 95%. The removal of travel distance between our
clinic and the outside laboratory led to the improve-
ment in completion rate and our ability to closely
monitor and actively manage chronic disease states.
With this phase, we saw no increase in our cost to
Medicaid data. This shows that an in-house phle-
botomist did not increase our use of unnecessary
labs, which if proper education is not completed,
could become a complication of easier access.

Limitations of this study include the use of our
residency patient population, which carries a high
proportion of Medicaid patients. Our patient com-
plexity scores were assessed and found to be similar
to the internal medicine residency program at our
institution. Readmission rates of patients seen by
residents and faculty physicians were nearly identi-
cal. In the inpatient setting our patients are cared
for by our residency team, the same physicians that
care for them in the outpatient setting. There were
no major changes to the structure of the inpatient
service during this time, however, the physicians all

had knowledge of this project’s Quality initiatives
and used them when counseling patients.

Looking into the future, we would like to
examine what other types of services we can bring
into our clinic to further improve our care to
patients. We also plan to send another version of
our initial barrier survey to our patients to see if
there have been any changes after our initial
round of interventions.

Every patient population has unique barriers to
their medical care. If a health care system seeks to
deliver the highest-quality care possible to its
patients, these barriers need to be adequately ana-
lyzed and intervened on. However, it should be
noted that these barriers do not end with improve-
ments in access. The patient’s social situation must
be examined as well to optimize their care. Multiple
studies have concluded that the Medicaid population
is at higher risk of missing care opportunities,
admissions to the hospital, and avoidable readmis-
sions.18 These results can be addressed through a

Figure 4. The increase in same day access for all patients shown in 2018 to 2019 after restructuring our process

to accommodate a walk-in clinic, Monday to Friday, 8 am to 5 pm. The 2015 data were before our restructure

and shows a much lower rate of completed same day visits per month.
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team-based approach similar to the one taken by
Coastal Family Medicine. Our team was able to
improve our patients’ care by listening both to their
individual voice as well as the voices of everyone on
the patient’s primary care team. This approach has
proven to be helpful in decreasing overall Medicaid
admissions and avoidable readmissions in our setting
and is something that can be easily adapted and
replicated. Through our process, we have been able
to bring higher-quality care to our patients while
keeping inpatient admissions, avoidable readmis-
sions, and overall costs down.

Editing credits to Carly Devis and Jesse Harlin.

To see this article online, please go to: http://jabfm.org/content/
33/2/220.full.
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