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ABSTRACT OF THE DISSERTATION

Improving the Linkage to HIV Specialty Care:

Referral and Authorization Process Redesign abAtBS Healthcare Foundation

by

Ashley Victoria Parks
Doctor of Public Health
University of California Los Angeles, 2016.

Professor Moira Inkelas, Chair

In September 2014 leadership of the AIDS HealthEatendation commissioned the formation
of a multidisciplinary process improvement teanmiprove the timeliness, overall satisfaction,
and specialty visit completion rate for the AHF i@athia Managed Care Plans’ outpatient
referral and authorization processes. In addtibomaking targeted improvements in timeliness
and satisfaction, the team was also tasked witkeldping a long-term monitoring strategy to
support future improvement in the processing aénrads and authorizations. The Referral
Improvement Task Force reviewed best practice nspdetated and analyzed performance data
including turnaround time and patient grievances, @onducted a series of key informant
interviews with staff and providers in order to dBp and implement targeted strategies.
Utilization Management staff in the Managed Careifdon assumed additional responsibility

for referral and authorization processing, allowfogthe division to completely own and
ii



streamline the referral and authorization procegseSalifornia managed care patients thus
addressing delays in the referral and authorizgirocess. Through this process improvement
effort, AHF drastically reduced the processing timeoutpatient specialty care referrals from an
average of 12.5 days in the pre-intervention petioén average turnaround time of 1.5 days
during the final phase of the process improvem&uath the mean number of days required to
generate an authorization and the mean numberysffdam physician order to specialty visit
decreased significantly with ANOVA and t-test pies below .01. This reduction was
accomplished through the implementation of seyenatess improvement efforts, including a
staff re-organization and process redesign asagethe development of opportunities for referral

and care coordination within the electronic medreabrd.
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CHAPTER I: INTRODUCTION

Innovative systems, processes, and solutions tbaide high quality healthcare service
to at-risk populations are needed as American heske becomes more complex. Integrating
full-spectrum healthcare documentation for diagsdsisting and treatment may expedite
payment, and facilitate clinical activities, camadination and outreach for a target population.
For example, AIDS Healthcare Foundation (AHF) camaites and aligns care delivery and
payment systems for a variety of services includhiy testing, patient linkage to treatment,
primary-care and HIV-specialty treatment servided ire sometimes customized to provide
additional supplemental benefits and disease mamegte often at low- or no-cost to the client.
The aim of this project is to characterize the iempéntation and monitoring features of a
targeted intervention aimed at increasing timebnestient satisfaction, and referral- and
authorization-completion rates 10 Los Angeles #&d& healthcare centers and its (California)
managed Medi-Cal and Medicare health plans.

Background Knowledge and Organizational Setting:

The AIDS Healthcare Foundation (AHF) is a Los Argdbased global non-profit
organization which provides a variety of serviae$itV positive individuals both in the United
States and internationally. AHF functions as apmofit, tax-exempt, 501(c) (3) organization
providing medical and advocacy services acrosgltiie. The AIDS Healthcare Foundation is
known for its advocacy efforts with a mission toyde cutting edge medicine and advocacy
regardless of a client or member’s ability to p&HF'’s core values are patient-centered, value
employees, respect for diversity, nimble, and figintwhat’s right (AIDS Healthcare

Foundation, 2014). The AIDS Healthcare FoundatifF) operates four special needs health
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plans, two in California and two in Florida. ThestMcare plan in California, known as Positive
Healthcare Partners (PHP), is the first Chronice@danagement (C-SNP) Medicare plan in the
nation to offer comprehensive and supplementalfiisrepecifically for people living with HIV
(AIDS Healthcare Foundation, 2015). The Medi-Aahpn California, known as Positive
Healthcare (PHC), provides services to clients Wwaee “a prior AIDS diagnosis, live in Los
Angeles County and have Medi-Cal with no shareost’c(AIDS Healthcare Foundation, 2015).
AHF’s Managed Care plans are all accredited byAt@editation Association for Ambulatory
Health Care, Inc. (AAAHC) which sets standardshealthcare quality and safety.

While the AHF organization has a unique layoutiefsions with services ranging from
advocacy and global health to the provision of pagment for direct healthcare services, the
majority of the financial resources come from denearious grant programs, the Center for
Medicare and Medicaid Services (CMS), and the djeraf a profitable pharmacy division. In
addition to providing public health services intionally in the form of free HIV testing and
operating 316 global clinics providing free headtteceand testing services, the Aids Healthcare
Foundation (AHF) also owns and operates 41 clings slomestically within 13 states and
Washington, DC as well as 18 Men’s Wellness CentaidF’s operation includes
approximately 3,355 employees and provides heakhservices to over 588,000 patients in 35
countries, including the US, Latin America, Afridssia, and Europe (AIDS Healthcare
Foundation, 2014).

The management team at AHF is fortunate to havisidins with staff working in a
variety of capacities to assist HIV-infected patseaccess preventive services and outpatient
treatment; however, the system is not without isarel opportunities for improvement. One of

the main areas of concern identified by AHF's exeeueadership team and Healthcare Center
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Executive Committee regarding the provision of dar@HF’s specialized patient population is
the need for improvement in the timeliness andcéiffeness of the coordination of specialty
referrals emanating from the local Los Angeles, lt&alth care centers.

The AHF organization has been growing rapidly idahg the addition of domestic and
international locations. Over the course of tlst feve years, AHF’s Department of Medicine
and the health care centers (primary and speaalty clinics) division have expanded greatly
necessitating the development of more standarcepsas and the creation of more deliberate
and coordinated directives from management. érdht year alone (since early 2015), four
healthcare centers in the United States have ldao the AHF organization. Expansion is
continuing with a projected growth plan includimgde to five health care centers being
acquisitioned from private practice physicians einlg developed by AHF each year for the next
several years. With the rapid expansion of thdtheare center business line and the growth in
membership in the four managed care health planghss the grant funded care, both the
regulatory requirements and the volume of refeinalge greatly increased.

The 2015 and 2016 calendar years were uniquelyectgahg years for AHF leadership to
implement any significant process improvement @uiaé following additional projects
consuming a large amount of staff time and orgdional resources:

1. ICD-10 Implementation — October 1, 2015

2. Introduction of new Core Administration and Claifygstem — January 1, 2016

3. Pilot Project for Potential new electronic medieadord (EMR) at single Florida
location — January 12, 2016

4. Risk Adjustment Initiative

5. Selection and implementation of a new electronre caanagement system
3



6. Meaningful Use Initiative
Despite the above pressing projects and initiatithes AHF leadership team selected the
referral process improvement effort as the singolast important performance improvement
(P1) initiative for 2015 and 2016 and as such ated clinical, technical, and administrative
resources to address the issue.
Significance and Statement of the Local Problem
The outpatient specialty referral process was aa af concern for both the AHF
Healthcare Centers and the Managed Care Divisienghe potential negative impacts on
outpatient client and managed care member experiamd coordination of care. The direct
referral process was an important element of thectlinteractions between the AHF healthcare
centers and the AHF managed care health plansidimg) the Positive Healthcare Partners
(PHP) Medicare plans and Positive Health Care (PM&Ji-Cal plans in California and Florida.
According to past meeting documentation, the rafgmrocess was by far the most common
referenced organizational issue or concern discuss®ngst AHF’'s major committees,
including the Executive Oversight Committee, thelttecare Center Executive Committee, the
Managed Care Executive Committee, and the Qualapdgement Committee.
The core process and outcomes issues associatetheiBHF referral and authorization
processes included the following:
1. the use of a complicated multi-step referral pregegolving three to five staff members
and multiple opportunities for failure and miscommuoation,
2. irregularities in the timeliness of referral prosieg including the creation, physician sign
off, managed care approval/authorization, and comaation to the patient/member,

3. delays in the sending and receiving of specialtysodt reports to the healthcare centers
4



after original referral and/or before subsequefarrals,

4. a poor client/member and patient perception of sxte specialty care as illustrated in
Consumer Assessment of Healthcare Providers artdr8ys(CAHPS) Results,

5. alack of defined policies and procedures, docuatgmt resources, and training for
referral coordinators and staff conducting dired andirect referrals at each of the
healthcare centers,

6. decreased staff satisfaction linked to a lack ofent processes and instructions for
dealing with referral processing issues,

7. alack of clear productivity and accountability egfations for both healthcare center and
Managed Care division staff.

In 2011, the leaders from managed care and healéhaenter divisions collectively decided
to delegate responsibility for routine referralsl @uthorizations directly to the healthcare
centers. Approval of initial specialty consultaiso initial optometry visits, and chest X-rays,
echocardiogram, and mammography assessments Wwehgftald to the individual healthcare
centers. Direct referrals were only made availabl@alifornia for PHC, PHP, and Ryan White
(RW) patients. Unfortunately, the shift toward eetralized decision-making made the referral
system more complex and failed to improve efficienElealthcare-center Referral Coordinators
experienced an increase in workload due to thegipe of basic referrals for all AHF health plan
(PHP & PHC) and Ryan White patients. Since refawardinator staff did not all have similar
training nor an understanding of managed care reopgnts and process, healthcare center staff
and providers reported in meetings and key infotnaerviews that often times communication
issues and processing errors would occur. Thesesswould require utilization management

staff in the Managed Care Division to have to regeavork done at the healthcare centers and
5



conduct a great deal of re-work. In some caseatiari might need a direct referral for one
service and a general referral and authorizatioahother service. For example, a direct
referral could be processed by a referral coordimfat a simple service like an EKG or
laboratory testing, while another outpatient refewould need to be processed by the
authorization coordinator in Managed Care, thusicautwo individuals to generate
authorization paperwork for the same patient irajp@lt  Additional testing is required to
understand why the concept of the direct refemat@ss could not be operationalized
successfully. Rapid cycle improvement involveslengenting and studying deliberate changes
over time in order determine what issues mightreegnting an appropriate theory from being
successfully implemented.

In addition to core issues with the direct refemadcess, there were several issues with
the CPS (Centricity Practice Solutions) electronadical record workflows requiring multiple
individuals to be involved with the processing efflerrals for the AHF health plan patients. The
main electronic medical record issues included:

1. Partially Functional Flagging System: Sharing déreal information involved the

use of an inconsistent “flagging system” which rieegi providers, referral
coordinators at the healthcare centers, and maragedauthorization coordinators to
flag specific staff members and forward to thosbviduals

2. Staff Specific Referral Storage Locations: Oneets referral flag, the referral entry

would then be stored in a folder on a staff mensdesktop. This could cause major
delays when referral coordinator staff members weiteof the office or didn’t notice
that additional referrals were waiting on theirkdep. When employees were

terminated, out on leave, or off for the day, reflr would wait on their desktop that
6



only they could access or edit.

3. No common location for entering notes on refertalus: There was no location in
the electronic medical record for entering refen@ties or sharing information that
could be viewed by both staff and providers.

Intended Improvement and Project Aim
The aim of the referral and authorization procestesign is to improve the timeliness, overall
satisfaction, and completion rate for the AHF Cahia Managed Care Plans’ (PHP and PHC)
referral and authorization process and develomg-term control plan for monitoring the
processing of referrals and authorizations goimg/éod. These project aims are only one
element of a greater mission to support accessdaoiaty care for those diagnosed with HIV.
The following five sub-aims represent the measwahbrovement goals for this project:
1) Improve the timeliness of the processing ofmrale and authorizations for AHF
California Managed Care Plan’s (PHP & PHC), as mesksby:
a. Reducing the mean referral and authorizatiam-&wound time (in days)
for specialty referrals for California Managed CépélP & PHC) plan members
as measured by the following three timeframes:
(A) Mean number of days from physician initiatingler for referral to
patient being seen by specialist, and
(B) Mean number of days from physician initiatingler for referral to
authorization being sent to specialist (phase tgssing timeline).
b. Reducing the rate of defects per million oppaitteas (DPMO) for
California Managed care (PHP & PHC) referrals dméd as referrals with

phase 1 exceeding 14 calendar days (poor turnartmedoerformance- Six
7



2)

3)

4)

5)

Sigma (SS) Defect Type #1)

Decrease incidences of voiced dissatisfactidhernprocessing of referrals and
authorizations for AHF California Managed Care RdRPHP & PHC), as
measured by:

a. Reducing the rate of documented patient grieeaper 1,000 clients from
California Managed Care (PHP & PHC) plan membecsived that reference
issues or delays with specialty referrals or autabions.

b. Reducing the rate of defects per million oppaitteas (DPMO) for
California Managed care (PHP & PHC) referrals dedilas patient grievances
received that reference issues or delays with aftgceferrals or authorizations
(unsatisfactory experiences with referrals — SSbBEefype #2).

Increase the rate of completion of specialtitvior AHF California Managed
Care Plan’s (PHP & PHC), as measured by:

a. Reducing the rate of defects per million opputies (DPMO) for
California Managed care (PHP & PHC) referrals dedilas the number of
referrals which do not result in a specialty viming completed (incomplete
referrals - SS Defect Type # 3).

Improve the overall process capability for AHFé&erral process as measured by
a reduction in the cumulative rate of defects p#lion opportunities (DPMO) for
California Managed care (PHP & PHC) referrals f8r[3efect Types 1,2, and 3).
Develop a Long-term Monitoring Strategy to measautcomes and
unanticipated potential effects of the referralgess improvement efforts by

reviewing data annually from the following sourcE&HPS coordination of care
8



metrics, CMS Star Ratings, and viral load suppogseates for California PHP &
PHC members.
Study Question
The primary study question for the Referral Perfange Improvement Team was whether or not
a focused process redesign effort could favorabtyehse both the combined referral and
authorization turn-around times for outpatient splécreferrals and the time an AHF California
Managed Care patients waits to be seen by a sgciAdditional sub-questions explored in the
analysis included the following:
1. How will managed care member retention, as meadwed least two visits per year, be
impacted by this focused performance improvemeottef
2. How will the annual incidence rate of patient gaeees related to referrals be impacted
by this focused performance improvement effort?
3. What key set-backs and delays do staff and provieeperience when processing

referrals and authorizations? (Question 8 on Saffrey Tool)



CHAPTER 2: LITERATURE REVIEW

The cultural and organizational environment atAli2S Healthcare Foundation (AHF)
has a unique challenge of interfacing the rolerof/jder and health insurer into the same
organization and internal workflows. This efforepented an opportunity for alignment and
partnership between AHF's Managed Care DivisiontiedAHF Healthcare Centers. While
AHF's structure, size, and scope make the organizat unique provider in the care of HIV and
AIDS, there are still many lessons from outsideassh and practice which can be referenced
and utilized as part of the rapid cycle improveneffurts.

Referrals and Authorizations as Key Processes in taéhcare

The workflows of Managed Care Organizations (MC@s)mally involve the generation
of referrals by primary care providers followedthg processing of authorizations by the clients
health plan prior to the provision of outpatien¢siplty care services. While these processes can
be seen as integral to linking patients to spec@ibviders and assuring appropriate care is
provided, concern has been raised that the us@inary care physician as a gatekeeper can
restrict access to medically necessary servicew¢@pZodet, 1999). The speed and accuracy
of referral and authorization processes are cragigenerating positive patient outcomes
(Gandhi, et.al., 2000). Managed Care authorizgtirmeesses serve an essential function in
assuring that scarce resources available for Hgttnent are used appropriately for the
provision of medically necessary services. Agsed review of Medi-Cal and Medicare claims
data for HIV positive patients in California, reV@éa mean cost of $33,720 for all HIV-infected
beneficiaries. Depending on claims data sourcenneests ranged from $22,000 to $34,000 for

Medi-Cal only beneficiaries and $45,000 — 48,000diaal beneficiaries in 2007 (Leibowitz,
10



Desmond, 2015). A wide variety of factors impawxstc however, appropriate utilization
management is key to reducing cost and ensurintelinfunds are spent on medically necessary
services.

Given the lack of universally recognized benchmdaokshe quantity or rate of referrals
that should be generated per patient populati@ntrtte meaning of referral type and frequency
is understanding how referral patterns impact augoand patient satisfaction (Nutting, Franks,
& Clancy, 1992). Although there are no definedoréenchmarks for expected volume of
referrals per patient, HIV patient specialty redéxrolumes do tend to be lower for providers
who either specialize in infectious disease or lmvextended history of working with HIV
positive patients compared to general practitiofleandon, et.al., 2002).

Referral Communication

While AHF physicians and staff shared their belibfst improvements in the referral
process would be key to improving patient retenfiad patient adherence to HIV treatment
regimens, some outside research supports the th®atrgoordination of specialty care is
important for both patient and physician satisfacti Specifically, improved coordination
between referring providers and specialty provideisked to increased referring physician
satisfaction and the rate of referral completioor(€st, et.al, 2000).

Coordination needs to occur along the followinggehcommunication elements involved
in the specialty referral process, including: tbenxmunication by the referring physician to the
specialist, the specialist successfully communigatiinical information and recommendations
back to the referring provider, and the referringvder, specialist, and patient successfully
negotiating treatment decisions and next stepsré€Bo et.al, 2000). One study revealed that

difficulties with referral processing are commorthie United States healthcare system due to
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provider time constraints, ambiguous informaticmmeunication challenges, self-referrals,
unclear follow-up, and limitations imposed by maaégare organizations (Gandhi, et.al., 2000).
The study reviewed primary care provider (PCP) spetialist physician communication
revealing that these communication elements oftearainconsistently resulting in major
communication failures and decreased effectiveabssferrals. Although referring physicians
provided patient background in approximately 98%edérrals reviewed, the justification and
goal of the referral was only made clear in 76%axfes, while referring physicians only
received follow-up communication from specialistbb% of cases (Gandhi, et.al, 2000). The
potential for referral communications to exclude gurpose of the referral and not include the
complete feedback loop represents considerabls tisgatient care coordination. Having
AHF’s Managed Care authorization coordinators skegphkthe communication process by
providing clear diagnosis information up front aeduesting and collecting specialty consult
reports could help mitigate these types of commatita issues thus improving quality of care.
In addition to research surrounding the need anthads for improving referral
processes, great deal of information is also abkleegarding the necessity of referrals and
factors which impact a provider’s likelihood toeet patient. A study that reviewed the referral
patterns of independent practice association (ItAjicians revealed that satisfied primary care
providers are less likely to refer their patiemtspecialists (Cowen, Zodet, 1999). Another
study suggested many psychological and behaviacabifs were not related to physician referral
patterns; however, physicians who self-identifyisk-averse are more likely to refer their
patients to specialists (Franks, et.al., 2000atielAt preference may also be a factor in specialty
referrals with some studies showing pressure fratiepts to refer may explain a large amount

of the variability in referral patterns betweerfeliént providers (Armstrong, Armstrong, Fry,
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1991). The likelihood of specialty referrals atsm vary greatly in accordance with the burden
of morbidity within a specified patient populati@@owen, Zodet, 1999). Given the clinicians at
AHF are working with a large and diverse HIV+ pagitdn, AHF leadership anticipates that
increased patient needs due to immunosuppressibocamorbidities, along with patient anxiety
and stigma may all be factors influencing “patiprdéference” and thus potentially influencing
communications with providers and the type and mawf patient referrals generated.
Value of Electronic and Technical Solutions

The struggle to improve referral processes and @awedination within electronic
systems has been researched and discussed ol&sttB6 years. Numerous studies have been
done to propose the use of or review the effecégsrof e-consultations and electronic medical
record sharing as a method for improving the raf@arocess. One study commenting on e-
consultations also specifically stated that thera great deal of evidence of clinician
dissatisfaction with managed care referral andaightion processes. However, there is
minimal research available on the impact commurdndtilures and referral barriers have on
patient health care outcomes. Patient surveyswexdellustrated a lack of patient awareness of
physician communication issues and the duplicatioservices occurring in some circumstances
due to ineffective communication (Horner, Wagnarfaho, 2011). This study cites the
potential for electronic information sharing toveeas a technique for improving referral
coordination, a key concept that will be referenitethe implementation strategies to follow.

Another study compared paper processes versugetnoglic referral communication
system and stated that an electronic system plage to facilitate an organized specialty
referral process was linked to improved providenownication and the appropriateness of

referred specialty visits (Kim-Hwang, et al., 2010his study appeared appropriately
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generalizable to the AHF care setting given thdystavolved salaried physicians and an
integrated EHR system, two components also pregekitiF.
Specialty-Referral Process Conceptual Framework

The Specialty-Referral Process Conceptual Framedevkloped by Forrest (2009),
Haggerty, and colleagues (2003) the interface batvtlee referring provider and the specialist
(Mehrotra, Forrest, Lin, 2011) and was used asyadsource for evaluating and re-designing
AHF's specialty referral process. Figure 1 belawtlioes the steps in the specialty referral
process according to Mehrota, Forrest, and Lirare@oordination steps 1-4 each represent an
opportunity for AHF Managed Care’s authorizatiombnators to work with PCP’s, healthcare
center referral coordinators, and specialists forawe the referral process. Specifically, based
on the improvements recommended, AHF's revisednafprocess involves AHF authorization
coordinators assisting with the following cruci#raents, including, the transfer of relevant
information, such as pre-visit tests including lettory and imaging results, to the specialist’s
office. Once the specialty visit is complete, timeely and accurate communication of findings

and recommendations from the specialty provideéhégpatient and primary care provider is
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crucial (Mehrotra, Forrest, Lin, 2011).

This narrative review of multiple studies conclutlest many referral and authorization
processes do not involve an effective transfenfafrmation bi-directionally between referring
providers and specialists. In cases where comratioicdoes occur, the information shared is
often insufficient to support effective clinicaladsion making and the application of evidence
based practices. This study also emphasizesnberiance of timely communication,

underscoring the findings of the Gandhi, et.aldgtteferenced previously. Also,

Figure 1: Idealized Steps in Specialty-Referral Proess and Potential Mechanisms for

Improvement at Each Step

"“ Referral decision ‘l}—l

Feedback and training

Care Coordination Pre-screening of referrals Care Coordination
Step 4 Referral guidelines Step 1
- p_ _ EMR-based disease support (referral tracking to
(care integration including role Co-location insure patient visits
of specialist) Bundled payments specialist)
Referral guidelines EMR and IT applications
Medical home Co-location
f Medical-home
Care Coordination l
Step 3 Entry into
(information transfer on Specialty Care
recommendations)

o . Tele-referrals
Communication training

Shared EMR
Co-location

Co-location
Multidisciplinary teams

Group visits

Care Coordination
Step 2
(information transfer of reason
for referral and prior work-up)

Communication training
Shared EMR and other IT applications
Co-location

Source: Mehrota, Forrest, Lin, 2011.

communication issues were found throughout thenafprocess. Research has shown that
somewhere between 25 to 50 percent of referringiptans were not even aware of whether or

not their patients had actually seen the specialigthich they had been referred (Mehrotra,
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Forrest, Lin, 2011).
Patient-Provider Relationships and Adherence to Tratment

While effective referral and authorization procagss the focus of AHF’s performance
improvement efforts, the overall goal of the orgation is to increase patient adherence to
treatment and enhance and prolong the qualityfefdr HIV+ patients. Another key factor
shown to be associated with successful HIV caredination and adherence is patient centered
care including a personalized approach by physscéand consistent follow-up by staff. The
quality of the patient-provider relationship hagmbeassociated with both better adherence and
better overall health outcomes for patients witN HEpecifically, clients who report that
providers connect with them on a personal levebwsore likely to receive and complete their
course of HAART [highly active antiretroviral thgng and have undetectable serum HIV viral
loads (Beach, Keruly, & Moore, 2006). While themutd be a difficult element to measure
amongst a diverse outpatient population, understgritie elements that contribute to a positive
patient provider relationship are crucial to impgravany process designed to increase adherence
and retention. The management of HIV positiveqras and the referral to specialty care is a

complex process requiring monitoring and followarpa frequent basis.

Studying a Process Using Statistical Process Contr&PC)

In addition to a wide array of resources on reflgpatterns and key factors, key resources
on how to analyze complex process issues werewedie Statistical process control (SPC) is
defined later in the methodology section as a legrbased approach to data analysis and a set
of methods for ongoing improvement of systems, ggees, and outcomes. Several sources in

the literature outline the benefits and limitatiafisising statistical process control methods for
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evaluating and improving a process. The use of 8B has not been shown to improve a
process; however, the use of SPC can assist osgemg with solving problems and
implementing solutions first by determining wheosmomon cause and special cause variation
exist (Thor, et.al., 2007). There has been diffeapinions voiced in the literature regarding
where to draw the UCL and LCL as an important el@nmecontrol chart construction. Shewhart
and other SPC experts recommend control limitaisg@SD for detecting meaningful changes in
process outcomes while achieving an appropriatnioal between two types of risks, type | and

type Il errors (Benneyan, 2003).
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CHAPTER 3: METHODOLOGY

The Referral Improvement Team was formed as a fgmm& performance improvement team
in September 2014 as one of four core projectsuh@eClient Experience Improvement
Initiative at the AIDS Healthcare Foundation. Btaff focused and patient focused goals for
improvement recommended by the Client Experienqgadrement Initiative can be found in
Appendix L. The goals outlined in Appendix L fothre organization’s greater strategy and
priorities for improving patient and staff expemen One core element of this strategy was to
deploy Six Sigma performance improvement methodefotp improve the patient experience
with the referral and authorization processes.

As the Director of Managed Care Program Developmdrave been responsible for
several process improvement initiatives both witiial outside of the Managed Care Division at
AHF. | was responsible for leading the referralqass improvement team as part of a greater
goal to increase collaboration between divisiors piovide support to the healthcare center
operations team. Specifically, my responsibiliieduded leading all meetings and work group
discussions, interviewing staff and providers, gatieg all process flow documentation, and
completing all statistical analysis of the procasd related data elements. With the input of our
managed care and healthcare center operations,tearaated the documentation for all Six
Sigma tools outlined below in Figure 6. AHF’'s Mged Care Division leadership assumed
joint responsibility for the delays in referralsdaauthorizations, and the division provided
billing, credentialing, and additional “back officeupport for the healthcare centers.

Ethical Issues
Several ethical issues were discussed during teeakand authorization process

improvement efforts. Specifically, the team speecbnsiderable amount of time discussing the
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appropriate allocation of resources and divisiotabbr between the Healthcare Center (HCC)
and Managed Care (MC) Divisions of the organizationmost cases, managed care operations
and provider responsibilities would be discrete sgplarate, but given AHF's integrated service
approach, designating specific responsibilities poicties for sharing information was crucial to
project success. Ethical considerations weredismussed regarding the sharing of information
and deliberate design of the CPS combined refamalxes in the electronic medical record to
ensure Managed Care staff could access only Man@geslpatient records and process
authorizations quickly.

Ethical issues were also discussed during thewesfestaff and resources allocated to
support referral volumes for each of the plansis Ppnoject is centralized around the ethical
concepts of beneficence, justice, and respectdagms, and the intent of this effort is to
improve the timeliness and satisfaction of careafbpatients regardless of status, income,
resources, etc. The AHF organization’s nimblecitme and creative environment could easily
be prone to the potential offering of special agements, extensions, and different benefits to
meet the needs of different clients which couldepttlly be unfair and would violate CMS
regulations. Special consideration was taken sarasthe workflow used and decision points
provided were standardized for all patients analignment with CMS regulations.

Setting

AHF’s California Medicare and Medi-Cal health plaargd their 10 Southern California
healthcare centers are the setting for this pedorga improvement effort. Under Rositive
Healthcarebrand, AHF operates managed care programs in @ahfand Florida caring for
more than 7,000 individuals. In California, thesRwe Healthcare Partners (PHP) HMO special

needs program (SNP) operates as both a Medicarantalye plan and a prescription drug health
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plan specifically tailored for Medicare beneficesiwho are living with HIV who reside in Los
Angeles County. Positive Health Care (PHC) functias a Medi-Cal managed care plan for
Medi-Cal eligible individuals living with AIDS in &s Angeles County. Parallel health plans
exist in Florida including Positive Healthcare Ipars (PHP) HMO special needs program (SNP)
which operates as a Medicare Advantage prescriptiog health plan specifically tailored for
Medicare beneficiaries who are living with HIV wheside in Broward and Miami-Dade
Counties. Florida’s Positive Health Care (PHC) dlamctions as a Medi-Cal managed care plan
for HIV-positive individuals who are eligible for &dlicaid and live in Broward, Miami-Dade

and Monroe Counties. Table 1 below provides thelenent totals for the month of April 2015
along with projected numbers for May, June, ang 20lL5. Enrollment for the PHP Managed
Medicare California plan is at 849 for May 2015, ilelthe Medi-Cal Plan enrollment was at 815

members (AIDS Healthcare Foundation, 2015).
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Table 1: Managed Care Member Enroliment Totals forCA PHC and PHP Health Plans

CALIFORNIA PHC
PROSPECTIVE EFFECTIVE NEXT MONTH
MONTH CURRENT |APPLICAT | CONFIRM | DROPS |REJIECTED |CAMCELLE NET
ROSTER IONS* ED BY BY DHCS O BY
DHCS MEMEER
JAN 2015 836 11 11 11 0 -0.6%
FEB 2015 831 & & 5 0 -0.6%
MAR 2015 o4z 16 16 g 0 1.3%
APR 2015 846 12 12 10 0 0.5%
MAY 2015 849 13 13 0 0 0.4%
JUN 2015 549 0 1] 0 0 0.0%
JUL 2015 849 0 0 0 0 0.0%

CALIFORNIA PHP
PROSPECTIVE EFFECTIVE NEXT MONTH
CURRENT |APPLICAT | CONFIRM | DROPS |REJECTED |CANCELLE MET
ROSTER IONS ED BY BY CMS D BY
CMS MEMEBER
g16 10 & E 2 0 -0.6%
812 & = 8 1 0 -0.5%
815 12 11 10 1 0 0.4%
818 14 13 10 1 0 0.4%
815 & 7 1 1 0 -0.4%
Gi4 0 0 0 -0.1%
815 1 1 0 0 0 0.1%

Source: AHF EZCap Enroliment and Claims System5201

While the AIDS Healthcare Foundation operates heate centers across the nation and
managed care health plans in both California anddd, a review of historical data illustrated
the need for improvements in referral processiregiigally for the California Medicare plan

(PHP) and Medi-Cal plan (PHC) and in the Califordialthcare Centers. Levels of satisfaction
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in the ease of getting referrals is one element Attfitors annually. The AIDS Healthcare
Foundation’s (AHF) health plan members participatdhe Consumer Assessment of Healthcare
Providers and Systems (CAHPS) survey every othar e required by the Centers for
Medicare and Medicaid Services (CMS). The CAHPSespis the official Medicare patient

and member satisfaction survey in which the plambers document their levels of satisfaction
with different elements of their inpatient, outjgaiti, and prescription drug coverage. Table 2
below outlines how California’s Medicare plan (PHIR) not perform as well as the Florida PHP

plan.

Table 2: California vs. Florida - Key Star Ratingsbased on Composite Scores

Reborting composite of item Estimated final Estimated
P g P stars CA final stars FL
Ratings of Health Plan Responsiveness and Care
Eaan_e of Getti_ng Meeded Care and o e e
SEEING Specialists
Setting Appointments and Care Guickly ko e or ok o
Overall Rating of Health Care Cluality e o ok e e or ok o
Overall Eating of Health Plan e ol e o o ok o
Health Plan Provides
Information/Help When MNeeded oty oty
Coordination of Health Care Services e i W i e o
Yaccines
Flu/accination
| Member Experience with Drug Plan
Ease of Getting Prescriptions Filled i o
Overall Rating of Prescription Drug Plan aRaBatiel e e 3k e

** * * * Excellent performance * * * * Above average performance
Average performance Below average performance Poor performance
* %k ge p ) © ¢ rage p Y Poor p

Data Source: Decision Support Systems (DSS) Rdse20d4.
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In addition to focusing on AHF’s California Medieaand Medicaid plans, this effort also

included the ten local AHF Healthcare Centers ginavide primary care services to AHF

patients and generate the referrals for Califok@maged Care patients. The Healthcare

Center’s included in this improvement effort ar@ideed below in Figure 2.

Figure 2: Map of AHF Healthcare Centers- Southern @lifornia
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AHF Healthcare Centers:

AHF Healthcare Center - Valley
AHF Healthcare Center - Westside
AHF Healthcare Center - Hollywood

AHF Healthcare Center - West Adams Car

Bean House

AHF Healthcare Center Downtown

AHF Healthcare Center - Redondo Beach
AHF Healthcare Center El Monte

AHF Healthcare Center - Whittier

AHF Healthcare Center - Long Beach
AHF Healthcare Center - Upland

Source: AIDS Healthcare Foundation, 2014.

Only four of the above listed healthcare centeesogen full-time five days a week.

These include the Valley Healthcare Center, the Iown Healthcare Center, the Westside

Healthcare Center, and the Hollywood Healthcaret€erBelow in Table 3 are the referral

volumes currently being processed at each of theakthcare centers. These volumes include

PHP and PHC patients along with Ryan White patiesis are also seen at these locations.
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Table 3: Referral Volumes (Specialty Outpatient andAncillary) in Select Southern

California Health Care Centers

Number of Referrals by Southern California Healthoa Center by Month
September — November 2014
HEALTHCARE September | October November R;—fztr?gls Rf.?gal
CENTER 2014 2014 2014
by HCC Coverage

Valley 158 153 162 473 0.5
Downtown 402 484 327 1,213 1.0
Westside 549 554 462 1,565 1.0
Hollywood 580 844 492 1,916 1.0
Totals by Month 1,689 2,035 1,443 5,167 3.5

Source: AIDS Healthcare Foundation, 2014.

Notes: The Valley HCC RC (Referral Coordinator)ss-dunctions as LVN providing telephone
coverage, supports the service of walk-in patigmsmotes the patient throughput, and cross-
covering of other HCC referral staff. Downtown Rf@ydes cross-coverage for Hollywood ang
Westside locations.

=

Planning the Intervention

The implementation of the referral process re-desigolves a significant amount of
commitment on behalf of the project team. Figutee®w provides a layout of the project team
at an executive level; however the Director of MgathCare Program Development engaged
referral coordinators and front-line staff in wargisessions, interviews, and site visits to inform
the improvement process. In addition to re-allmgpstaff resources to centralize and
standardize the referral and authorization prosgdke re-design also required additional
resources in the form of staff training time anfbimation technology staff.

Initial planning efforts began in September 20T¥w AHF hired a Director of Managed
Care Program Development to oversee an evaluatihre@urrent referral and authorization

processes and the use of Six Sigma tools to agsegsocess and implement targeted
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improvements.

Figure 3: Referral Performance Improvement ProjectTeam

Ashley Parks, Dir. Prgm Dev
Project Manager

- Julie Booth, Director of Quality

- Sharon Matland, Director of Nursing

- Karen Haughey and Marie Alvarez {UM/CM)
- UM/CM Staff: Fred Pedersen, Cesar Mier

- Michael Allen, VP Business Analytics
- Glenda Hale {AHF Healthcare Centers)
- Regional Medical Directors
- George Melikian, MD
- Wayne Chen, MD, MC Medical Director
- Michael Wohlfeiler, MD, Medical Director
- Mohandoss Tychicus (or IT dept. designee)

Six Sigma Performance Improvement Methodology

The AHF team utilized the Six Sigma performancpriovement methodology as
depicted below in Figures 4 and 5. Six Sigma perémce methodologies use the DMAIC
framework to define a problem, measure the cusstaie, analyze the data and workflows,
improve the process, and control the outcomesarahg term. There are several tools under
different stages in the process which the teamlexkrage to better measure, analyze, and
improve referral processes. Figure 3 illustratas the phases of Six Sigma can be implemented

as a part of rapid cycle improvement; while Figdingrovides the key elements of each phase.
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Figure 4: Six Sigma Performance Improvement Methodlogy and DMAIC
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Statistical Process Control (SPC)
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Statistical process control (SPC) was also utllimetandem with the Six Sigma
methodology to further analyze and address issitegwthe referral and authorization process.
SPC is a learning-based approach to data analydia aet of methods for ongoing improvement
of systems, processes, and outcomes. The SPC appsozentered on the core concepts of
growth and learning through frequent review orvate data and is based on the theory of
variation and the importance of understanding comarad special cause variation. Statistical
process control involves process thinking, deliteeeaalytic study, stratification and phased
analysis, process stability, process capability, thie prediction of future data trends. SPC also
includes measurement as seen in Six Sigma methmpdalata collection methods, and planned
interventions. The primary tools of SPC includepipiaal representations such as Shewhart
charts, commonly referred to as ‘control chartshy charts, dot plots, histograms, Pareto
analysis, scatter diagrams, and process flow diag(&arey, 2003). Statistical Process Control
Charts, process flow diagrams, run charts, angbldds were included in the analysis of this

process.
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The project team performed a thorough assessmenée @urrent business processes in
place and developed a revised future state workiflased on assessment findings. Figure 6

below contains each of the tools utilized by thejgut team throughout the Six Sigma process.

Figure 6: Six Sigma Tools Utilized by Phase

eReview of Historic Data, Determine CTQ Element, Creation of SIPOC Diagram,
Create House of Quality, Description of Target Population, Create Voice of
Customer Table, Provider and Staff Interviews

eCurrent State Workflows (See Appendices B & C), Create Data Collection Plan )
(See Appendix J), Conduct Initial Process Measurements of Timeliness, Review of
External Data Sources, Complete Failure Mode Effect Analysis (FMEA), Conduct
Root Cause Analysis for Major Failures using Ishikawa Diagram (Fishbone),
Calculate Initial Baseline Process Sigma, Prioritization Matrix, Develop Voice of
Customer Translation Table with Key Outcome Variables y,

\

eComplete Analysis of Pre-Implementation Data — Referral Timeliness and
Member Grievance Trends, Update Data Collection Plan based on Interim
Findings

eDevelop and Implement Future State Workflow, Create targeted list and description
of recommended and implemented improvements, Evaluate practicality/feasibility,
Create Pugh Matrix, Analysis of Post Implementation data including trends over
time, Create updated DPMO for all Metrics

J

\

eDevelop and implement Control Plan (long term outcomes monitoring- Appendix
J), Summarize Project Outcome, Capture Lessons Learned

J
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Define Phase: Initial Project Meeting and Discussis

In the Define phase of DMAIC, the key stakeholdeet and conducted several
introductory meetings which resulted in the develept of two fairly complex current state
referral process workflows for the direct and inedt referral processes. During these
conversations, the team also conducted a FailudeNidfect Analysis (FMEA) in order to
determine potential points of failure, issues, askis for the full managed care referral process.
The team also utilized the SIPOC (Suppliers, InpRtscesses, Outputs, and Customers) and
House of Quality tools to determine the requirera@fithe customers and the organization, and
the relationships between these elements. Thareddode Effect Analysis (FMEA) resulted in
the identification of the seven main problems wfte referral process as outlined in the
“Introduction” section and pointed towards a stromegd to (1) correct/remove the failed direct
referral process, and (2) implement several chatgydse Centricity Practice Solutions (CPS)
electronic medical record (EMR) to have the elautr@ystem better support the practical
workflow required for efficient processing of refals.

The FMEA created by the team was updated througheutourse of the project to
include changing organizational processes/con&matsrecommended actions. Appendix O
contains the RPN (Risk Priority Number) Prioritibat Matrix which is the final work produce
of this analysis and lists the failure modes argjgut issues with the greatest associated risk. In
addition to identifying the core issues and compteain FMEA, the team also conducted root
cause analyses (RCA'’s) of three different exampletkefective referral processing. In the
course of defining the problem, the team determthede were multiple issues with the referral

process requiring resolution and process improvésrterassist with improving patient

29



experience and patient retention. A clear plartte initial project team was developed using a
VOC (Voice of Customer) approach that resultechlnitial Process Change Request
(abbreviated project charter) provided in Appenaix

Measurement Phase: Key Informant Interviews andkav of Timeliness and Referral and

Authorization Completion Data

The define and measurement phases of the processvement effort included the
review of external and internal data sources. fpalty, the measurement phase included the
review of both mean turn-around times for referesisvell as the calculation of a process sigma
value. The measurement phase of the referral psaogrovement efforts included key
informant interviews of referral coordinator stgifpviders, and nurse managers at each of the
Southern California Healthcare Centers. The kegrmént interview instrument was developed
collectively by the Pl team and edited followindppitesting with 8 staff members and 3
providers.

Interviews began in Fall 2014 with 47 interviewsmmeted October 2014- January 2015,
including 30 California Healthcare Center staff nbems and 17 healthcare providers. Staff and
providers were asked about role and responsilsilikey barriers and challenges within the
referral and authorization processes, and recometepbcess changes. The key informant
interview instrument utilized for referral coordtnainterviews can be found in Appendix G,
while the tool for provider interviews is in Appard.

In addition to measuring the timeliness of refemalcessing by health plan, visit type,
and healthcare center site, the team followed th&igma methodology by calculating defects
in the process and developing a process capaf®lityrt along with a measure of defects per

million opportunities (DPMO). For the purpose @t Sigma efforts during the measurement
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phase, defects were defined as any referrals tanger than 14 days to result in an
authorization sent to the specialty provider, afenrals associated with a patient complaint or
grievance, as well as any referrals which did titnately result in a completed specialty
physician visit.
The SQUIRRE Guidelines for Reporting Project Elentsn

In addition to utilizing the DMAIC process to oul#i process issues, identify waste, and
design and implement improvements, the team albpaat the SQUIRRE Guidelines,
referenced in Appendix I, to appropriately documemd summarize the project process and
outcomes (Ogrinc, et al., 2008). The SQUIRRE dinds provide a clear and logical
"framework for reporting formal, planned studiesidaeed to assess the nature and effectiveness
of interventions to improve the quality and safetygare” (Ogrinc, et al., 2008). The final
summary of project results in this document is tmiesed according to the 19 categories
outlined in the SQUIRRE Guidelines including eletsesuch as ethical issues, possible reasons
for differences between observed and expected maspand comparisons of study results with
relevant findings of others.
Planning the Study of the Intervention
Study Data Elements
The data elements outlined in Table 4 below welleded and reviewed to determine the

effectiveness of the Referral Process Improvenearhts efforts as trended over time.
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Table 4: Data Variables Collected and Definitions

Measure of Success
(Metric for Evaluation)

Definition/ Calculations

Mean Referral & Authorization Turn
Around Time (in Days)

Mean number of days from physician initiatin
order for referral to patient being seen by
specialist

Trended by Month Over Time

ANOVA and T-test

Mean Referral & Authorization Turn
Around Time — Phase 1 (in Days)

Mean number of days from physician initiatif
order for referral to authorization being sent
specialist

Trended by Month Over Time

ANOVA and T-test

Number of patient complaints and
grievances regarding referral process

Rate of patient grievances received which
reference issues or delays with specialty
referrals or authorizations.

SS Defect Type # 2

Calculate DPMO

Number of referrals with Phase 1
exceeding 14 calendar days

Number of referrals with phase 1 exceeding
calendar days (poor turnaround time
performance)

SS Defect Type # 1

Calculate DPMO

14

Number of referrals without specialty
visit

Number of referrals which do not result in a
specialty visit being completed

SS Defect Type # 3

Calculate DPMO

Patient Retention — minimum of 2 visits
per year

Percent of AHF Plan Patients with at least 2
PCP visits per year

Patient No-Show Rate

Percent of Scheduled PCP Appointments
which Result in No-Shows

Referral and Authorization Volumes
(balancing measure)

Number of referrals and authorizations

generated

Appendix J contains the complete data collectiahamalysis plan for this dissertation, while

Appendix K contains the proposed long-term congitah for reviewing both internal and

external measures.

Implementing the Improvements — Phase 1 and 2
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Due to the pressing business needs and recentisfiasgon voiced by both healthcare
providers and patients seen in the AHF healthcangecs, the initial current state process
evaluation and pilot phase began immediately uperhtring of a Director of Managed Care
Program Development in September 2014. The Réfeerdormance Improvement Team
utilized the tools listed in Figure 6 to define r®blem and complete a current state assessment.
Following the assessment activities, the team edeatPugh Matrix to match key critical to
quality (CTQ) items and other criteria against flasssolution alternatives and options for
change. The full Pugh Matrix is available in ApdenN. The Pugh Matrix illustrates the
solution alternatives that are most likely to pesity impact the key criteria identified by the
organization. The first three solution alternasilisted were selected for implementation and
include (1) the creation of a consolidated refesrad authorization processing workflow,
including the removal of the direct referral pracg®) the hiring of a full-time authorization
coordinator to absorb the additional volume of atitations handled by managed care, and (3)
the development and implementation of combinedr@fenboxes and improved referral
tracking in the Centricity Practice Solutions (CR&ctronic medical record. Additional
alternatives explored but not selected includedatidition of referral coordinator staff to allow
for each healthcare center to have a full timerrafeoordinator and the relocation of referral
coordinator staff to a designated central location.

Once the initial core issues were reviewed andudsed, the AHF leadership made a
collective and thoughtful decision to combine twe turrent state workflows, located in
Appendix B and Appendix C, into a single refernadl authorization workflow for all outpatient
referrals as outlined in Appendix D. Steps outlirebold and red were removed from the

referral process and combined into more concigesstebold and green in the future state
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process flow. Instead of maintaining two sepavaiekflows and different documentation
requirements and forms, the team designed a couhlfuigre state process involving the same
staff and technical resources available. Thislwvaethe removal of the direct referral process
and bringing all PHP, PHC, and Ryan White referbask to the Managed Care Division at the
Linn House location effective 1/1/15. Key Informamterviews revealed the direct referral
process was considered a major challenge for hathasd providers. Prior to rolling out the
new referral process in all 10 Los Angeles heatthcanters, the revised process was pilot tested
in the LA Downtown Healthcare Center in Novembed &®cember 2014. Pilot testing

revealed a decrease in turn-around times and asase in reported staff and provider
satisfaction.

With the AHF health plan referral workload now unttee oversight of an experienced
team in Managed Care, the team then shifted itssféa technical EMR and workflow
improvements both in and out of the healthcarearentAppendix E provides a high level view
of the implementation schedule including the 1/lifhiplementation of the move of all plan
referral and authorization processing back to lHiwuse as well as the August 2015 changes
including the updated CPS EMR referral inboxes nogessing of all specialty consult reports
by Managed Care staff. See Appendix E for a hegielloutline of the implementation schedule
including the key milestones.

In January 2015, the first stage of the improvenbegan with the movement of all PHP,
PHC, and Ryan White referrals and authorizatiortk ba being handled by Managed Care
utilization management staff. The AHF leaderskgnt agreed moving the PHP and PHC direct
referral process to Linn House would benefit thalteare centers and allow for current staff to

operate more effectively. Increases fh@arty and commercial payers provided justificafion
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current staffing at the healthcare centers to rertie same.

The re-design of the CPS (Centricity Practice Sohs) referral system was the second
and most detailed change in the referral procepsamement effort. System changes launched
in late July 2015 and included the developmentuti@rization coordinator inboxes in the EMR,
adding a combined location for viewing and shepingrd referral through the process. This
functionality created a new location in the elestcanedical record for documenting referral
details and removed the need for referral coordirsab do any manual coordination work to
move forward referrals for AHF Managed Care pas€RHP &PHC) from the provider to the
UM staff. The creation of the combined referrdlores created transparency between
departments allowing for users on both the Man&g@ and Healthcare Center Division teams
to see those referrals that were still pendingiteyasd for what reason. This change also
included an electronic location for documentingredl and authorization follow-up to reduce
the need for phone calls to check on the statwemiy the processing of an authorization.

The CPS redesign effort also involved the reassegriraf responsibility for reception
and follow-up on specialty reports for Californiel® and PHC members. Utilization
Management staff assumed this additional respditgibffective August 2015, allowing for the
Managed Care Division to completely own and straasthe referral and authorization
processes for all PHP and PHC patients to adduspreblem #3 “delays in the sending and
receiving of specialty consult reports to the Headte centers after original referral and/or before
subsequent referrals”. In addition to reassignireggresponsibilities for key care coordination
functions, the technical improvements will resaltUM authorization coordinators being able to
handle all aspects of a patient referral and tlean &nd upload specialty reports and flag them

for immediate PCP review.
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The implementation of the AHF healthcare centezrraf and AHF health plan process
re-design required both the use of a new resowrcené re-direction of California direct
referrals back to the Managed Care Division’s zétion Management Department as well as
the reassignment of resource time from the heakthoaenter referral coordinator staff away from
the processing of direct referrals back to custoseevice and patient communication.

Specifically, the team concluded the future staferral process needed to include the
authorization coordinators at Linn House assumasgonsibility for the complete referral and
authorization process for PHP and PHC patientss ificluded the transition of one full-time
staff member into a role processing referral arti@ization paperwork for the Los Angeles
area healthcare centers. The addition of one staffiber to assist the other UM authorization
coordinators would allow for the healthcare centéerral coordinators to focus on provider and
patient communication without having to deal withlterization details. In addition to having a
current temporary staff member transition into l&ifne FTE role, the UM team also accepted
the responsibility to receive and process specatsult reports. The driver for this staff
change was to support the healthcare centers liggthhe PHP and PHC direct referrals back
into Managed Care. The team also implementeckttlegnges in order to allow the healthcare
centers utilize the additional staff time to penfiocadditional patient retention activities and
prescription and visit follow-up.

Methods of Analysis

The analysis of the referral and authorization pssdncluded analysis of referral,
authorization, and claims data and processes aasvalreview of key workflow deficiencies as
identified through the thematic analysis of 47 fsaaid provider interviews. The analysis

included both a review of the current state proeeskprioritization of failure modes and issues
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as shown in Appendix O as well as a review of keyrios throughout the project life cycle.
The Referral Process Improvement Team collectechaatyzed data according to the data
collection plan in Appendix J. The team revieweférral turn-around time data at Pl meetings
on a bi-weekly basis in addition to trending periance month over month for review by the
Managed Care Executive Committee and the Healtl@anter Executive Committee. The
integrated electronic medical record system anidhslgrocessing systems allowed for the
generation of real time reports for tracking tmeeiiness of internal processes and external
member visits.
The main methods of analysis used for assessingffbetiveness of the authorization
and referral process improvement team includedhewing:
1) Monthly trending, ANOVA, and t-test comparisonméans for authorization
timeliness data including:
a. Mean Number of days from physician initiating orétarreferral to patient
being seen by specialist, and
b. Mean number of days from physician initiating ortterreferral to
authorization being sent to specialist.
2) Calculation of the rate of defects per million ogpaities (DPMO) for California
Managed care (PHP & PHC) referrals defined as:
a. Number of referrals with phase 1 exceeding 14 c&edays (poor
turnaround time performance- SS Defect Type #1)
b. Patient grievances received which reference issudslays with specialty
referrals or authorizations (unsatisfactory experés with referrals — SS

Defect Type #2).
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c. Number of referrals which do not result in a spiegiasit being completed
(incomplete referrals - SS Defect Type # 3).

d. Cumulative rate of defects per million opportursti®PMO) for California
Managed care (PHP & PHC) referrals for SS DefeqteByl,2, and 3).

3) Calculation of the rate of documented patient gmees per 1,000 clients from
California Managed Care (PHP & PHC) plan membetsived which reference
issues or delays with specialty referrals or autabions.

Four different data collection timeframes were ugdomparison during the initial
analysis. The timeframe from January 2012 thradghch 2014 was considered our pre-
intervention timeline and first baseline data seég no interventions had yet occurred. The
April 2014 to December 2014 timeframe was consui¢ne first intervention timeframe. While
no formal interventions were implemented during timeframe, leadership did communicate
expectations to staff beginning in April 2014 felled by the Pl team forming and assessing the
referral and authorization processes in Septembi4.2 The second intervention timeframe was
January 2015 to July 2015 and included the remaividde direct referral process and
implementation of a new combined referral processgust 2015 to December 2015 was
considered the third intervention timeframe giviea development of the combined referral
inbox system and new specialty consult report receprocess were the last major process
changes implemented in August 2015. The analydd”d10 rates are depicted for each
intervention period separately while all trendethdaas analyzed monthly. The pre-intervention
baseline timeframe was defined as January 2012¢eliM2014, while the April 2014 — December
2015 timeframe was used as the intervention timedta

The mean turnaround time for processing authoozatand for having patients seen by
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the specialist were trended over time and reviewedthly by the performance improvement
team and leadership using the format shown in Egidr 8, and 9 in the analysis and results
section. The process changes were marked as oniésstvhen plotting and trending referral and
authorization data over time.

Additional analysis was completed using statistpralkcess control (SPC) charts
separated into phases according to the intervetitimeframes. SPC was used to assist the team
with identifying common cause and special causatran, and understanding what factors
contributed to variability in turn-around times. IBlen’s rules for statistical process control were
used to determine trends and interpret progrese roaer time. In line with Shewart’s
recommendations for statistical process controttsiraviewed earlier, upper and lower control
limits (UCL and LCL) were placed at three standadesiations away from the mean. A phased
analysis was conducted in which the mean and wgmtower control limits were recalculated
and adjusted based on the data points within edehvention phase.

In order to determine statistical significanceld thange in processing timeframes over
the course of the performance improvement projeetseparate implementation timeframes
were also analyzed using an analysis of varian®Q¥A) while the mean turn-around times
for the pre-implementation and post-implementatioreframes were analyzed collectively
using an independent t-test. Analysigeferral turn-around data, specialty visits jgatt
grievances, patient retention, and patient no-stad@s occurred in SPSS, MiniTab and
Microsoft Excel systems in order to allow for a @idrray of techniques and tools to be used.
The analysis of variance (ANOVA) across implemeaataphases and the independent t-tests
comparing pre and post means were performed sepafat each timeliness measure (1a and 1b

listed above) in SPSS. Trended analysis, creafigtatistical process control charts, secondary
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analysis of variance (ANOVA) across implementagdiases, two sample t-tests, statistical
process control charts, and review of individuaesawas conducted in Microsoft Excel, while
Minitab was utilized to create scatterplots, precegpability reports, and to calculate the defects
per million opportunities (DPMO) and sigma values.
Ongoing Methods of Evaluation — Control Plan

The short term summary assessment of the refen@abivement effort’s project
outcomes began in January 2016 following the impletation of all technical changes and
process improvement efforts in 2015. The AHF leslnip team anticipated that the process and
technical changes outlined above would improverraféurn-around times, patient experience,
and retention for both the healthcare centers aattthplans. However, following the initial
analysis of the implementation of the referral gsscredesign and education efforts, data
collection and analysis will extend beyond the ctatipn of this dissertation by a full two years
through Q4 2017. The Control Plan outlined in Apgig K lists outside metrics, including
CAHPS measures and Ryan White In+care measure$ wilidoe evaluated annually as
available. The ongoing monitoring strategy wi@include monthly reporting of referral and

authorization timeliness to physicians at MedidalffSneetings.
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CHAPTER 4: DATA ANALYSIS AND RESULTS

The data analysis and results are separatedwotdifferent phases with key informant
interviews and qualitative information gatheringidg the define and measurement phases as
phase 1 and the analysis of referral turn-around tlata and patient grievances as Phase 2.
Phase 1: Analysis of Referral and Authorization Rress Barrier and Recommendations for
Improvement

In order to identify key barriers and challengethwi the referral and authorization
processes and solicit front-line staff and provid@ut on potential process changes, the Pl team
members conducted 47 key informant interviews fdrral coordinator staff, providers,
authorization coordinators and nurse manageredtuthern California Healthcare Centers and
managed care offices during the define phase fratoli@r 2014-December 2014. The
interviews informed the Pl team’s decisions to reenthe direct referral process and re-work the
electronic processing of referrals. Thirty sta#mrbers were interviewed including seven nurse
managers, eight benefit counselors, six front effitaff members, three managed care
authorization coordinators, and 6 referral coortirea In addition to soliciting staff input, the
team also interviewed 17 healthcare providers dhioly 12 medical doctors (MDs) and 5 mid-
level (PA/NP) providers.

The Pl team members utilized the interview instrataén Appendix G and Appendix H
to ask clerical staff, nursing staff, and providershare their thoughts about the referral and
authorization processes. During the course okélyeinformant interviews, the team determined
a high level of variability existed in the timelsgeand perceived importance of referral
processing. One provider referred to the ref@ratess as “the single most frustrating part of

assisting patients”, while another characterizedrétfierral process as “the weak point in care
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coordination” due to difficulty expediting refersahnd an inability to track where in the process
a referral is being delayed. While some referrardmator staff reported processing referrals in
an immediate manner, others reported batch proggss$ireferrals on certain days or at the
beginning or end of the day. These interviewsrimid the design of the physical and electronic
workflows, updated referral forms for PHP and PHE@mbers, creation of staff education
materials and a referral process checklist, andipiaiating of the organization’s referral and
authorization policies for Medicare and Medi-Caligats.

Several themes were identified during the staff prodider interviews including the
shared perception of a broken current state prod@skw is a listing of the common themes
which were expressed by providers and staff angdidened during the process re-design along

with the resulting strategy(ies) utilized to addreach concern:
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Table 5: Major Themes Discussed During Key Informanhinterviews

1 ==

# | Key Theme Frequency Observations & Key Quotes | Resulting Strategy/
Referenced Action Plan

1 Communication | 17 out of 17 (100%) | “Our sites each have their own | Implementation of new
Difficulties and | of healthcare way of processing referrals and | combined referral
Interpersonal providers and 28 of | dealing with plan staff. The process workflow with
Conflict the 30 (93%) staff referral process is handled standardized steps ang

members differently depending on site and| decreased feedback
referral coordinator. The way of | loops or needs for re-
doing things needs to be work
standardized between locations.

2 Staff 17 out of 17 (100%) | All providers expressed Team building and
Commitment and| of healthcare satisfaction with internal staff institution of joint
People as an providers interviewed| interactions within the healthcard department operations
Organizational | spoke to the centers. None of the providers | meetings.

Strength commitment and interviewed named specific staff
support provided by | members or departments as a
staff. barrier or challenge (Question 9)

3 Inefficient Use of| 14 out of 17 (82%) of | There was inconsistency in the | Implementation of new

Technology providers and 30 of 3¢ overall interview respondents’ combined referral inbo
(100%) staff memberq description of the use of system to route
described the referral] technology and systems in the | referrals from providerg
processing steps in th referral and authorization directly to Linn House
electronic medical processes with a total of four with all referrals
record as being different understandings of how | transparently processe
cumbersome, difficult| the electronic workflow should bq in a shared location.
to navigate or used (Questions 5, 6, and 7).
unnecessarily
complicated.

4 Department 23 out of 23 (100%) | Five out of six referral Managed Care will
Specific Interestg| of the front line staff | coordinators interviewed listed teassume responsibility
& Bias members working in | direct referral process as a key | for all referral and

the HCCs expressed | barrier and requested Managed | authorization

the desire to see Care own all authorization processing for PHP an
Managed Care assunjeprocesses once the provider hag PHC patients.

more responsibility signed off (Questions 9 and 12).

5 Negative and 14 out of 17 (82%) o1l A review of the turnaround time | Sharing of monthly
Exaggerated providers commented| data for these sites does not mean processing
Perceptions of | that patients often illustrate routine waits this long. | timeframes and outlier
Referral wait more than one to] Mean referral timeframes as analysis involving
Timeliness two months for outlined below in Table 6 were fg providers and Pl team

referrals to be shorter than the quoted timelined members
processed and described by providers.
authorized

6 Tools and Staff | 15 out of 17 providerqd Resources suggested included | Updated PHC and PHH
Education interviewed cited a cheat sheets, guides, tools, or | referral forms created
Needed need for additional templates to enable staff membgrén CPS. Referral

resources, tools, and | to perform consistently across | process guide
training healthcare center sites. disseminated.
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Phase 2: Analysis of Referral Turn-Around Trends @vTime

A trended analysis of referral processing turn-actimes indicated project success in
the form of a decrease in the mean number of days physician order to authorization
completion from our pre-implementation timeframelanuary 2012- March 2014 to the
performance improvement timeframe beginning in ApRil4. The number of days clients were
required to wait from the physician generating eadreoto being seen by a specialist also
decreased over time. Table 6 provides the meaaround times by intervention period from

2012 through 2015, while Appendix M includes aduhitil summary statistics by month.

Table 6: Mean and Standard Deviation of Process Coponents by Intervention Timeframe,

2012 — 2015.
Turn Around Time Analysis: Mean Days to Authorization and Mean Days to Seen by
Intervention Phase
Timeframe 1: Timeframe 2: | Timeframe 3: | Timeframe 4:
Baseline- Jan 2012-| Apr 2014 - Dec | Jan 2015- | Aug 2015 - Dec
Mar 2014 2014 July 2015 2015
Mean Days to 12.5 3.4 1.4 15
Authorization
Complete
Std Dev of Days to 40.4 11.5 4.4 4.4
Auth Complete
Mean Days to 57.6 62.5 40.9 33.6
Specialty Visit
Std Dev of Days to 7.8 4.8 1.8 6.8
Specialty Visit

Figure 7 provides the mean time from physician ptdeuthorization for outpatient
specialty visits compared to the number of autladidns processed for that month for California

PHP and PHC clients. While the number of membedsvalume of authorizations has

44



increased over time from 2012 to 2015, the oveatlhorization process timeframes have

Figure 7: Number of Authorizations Processed vs. Man Days from Primary Care Physician

Order to Completed Specialty Visit Authorization, 2012-2015

Number of Authorizations Processed vs Mean Days to Authorization
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decreased greatly during this same timeframe. pEn®rmance improvement team analyzed
these metrics side by side, incorporating authtamaszolume as a balancing measure.

Figure 8 below provides the mean number of day® fpbysician order to the member
being seen initially by the specialist to whichytlveere referred compared to the number of
authorizations processed for that month for CatiiPHP and PHC members. The mean
timeframe from physician order to member being skreased sharply in late 2014 during the

initial launch of this project and implementatidintiee new workflow seen in Appendix D and
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continued to experience an overall decrease fraonuaey 2015 through December 2015.

Monthly fluctuations in variability can also be sda statistical control charts and Appendix M.

Figure 8: Number of Authorizations Processed vs. Man Days from Primary Care Physician

Order to Client Seen by Specialist, 2012-2015
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The shared decreases in mean days to authorizattbmean days to specialist visit can
be seen below in Figure 9. The overall aggregatesdse in turn-around times for
authorizations resulted in clients seeing spetsafiore quickly. Even with notable increases in

the volume of referrals and authorizations montérawonth, the AHF California Managed Care
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team still favorably decreased turn-around timesr ¢lve course of the project.

Figure 9: Decreases in Mean Days to Authorizationrad Mean Days to Specialist Visit, 2012 -

Mean Days to Provider Visit vs Mean Days to Authorization Generated
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The statistical process control chart depictediguie 10 below illustrates the decrease in the
mean days and standard deviation from physiciaardadcompleted authorization by month and
by intervention timeframe. While some degreearfation and noise is visible in Figure 10, the
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sequence of 8 data points decreasing from Junet®0Bcember 2015 meets Nelson$rdle

requiring 6 consecutive points in a single diractio define a trend.

Figure 10: Statistical Process Control Chart of Mea Days from Primary Care Physician

Order to Completed Authorization for Specialty Visit by Month and Project Phase
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Figure 11 depicts the mean days from referral ot@lepecialty physician visit and also
exhibits a 6 month consecutive downward trend fduty 2015 to December 2015. When
applying Nelson'’s rules, an upward trend can atsddtected from July 2013 to December

2013. This trend could be linked to the increaserganizational concern regarding the referral
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process amongst leadership in early 2014.

Figure 11: Statistical Process Control Chart of Mea Days from Primary Care Physician

Order to Completed Specialty Visit by Month and Prgect Phase
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The variability in authorization processing timelgs is also portrayed below in Figures
12 and 13. Between the pre-intervention and ietetion timeframes the standard deviation for
days from order to authorization decreased from #4.4. Figure 12 provides a more detailed
view of the spread in the timeframe for author@atprocessing by including each individual
authorization including outliers. There were a iwemof outliers in the 2012-2014 sample in

which referral processing was delayed for up t@8¥ibnths in cases where there were provider,
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benefit, or scheduling issues.

Figure 12: Individual Value Plot of Days to Authorize by Year, 2014 vs. 2015
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Figure 13 provides the mean number of days frogsiolan order to completed
authorization and the 95% confidence intervalsfeh by intervention period. As the project
progressed, the variability in authorization turowand times decreased. The baseline mean and
confidence interval are noticeably longer thanatthorization turn-around times observed

following the deployment of the combined referredgess and electronic referral inbox system.
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Figure 13: Interval Plot of Days to Authorize by Plase, 2012-2015.
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Note: Baseline = Jan 2012 — Mar 2014, InterventioRhase 1: Apr 2014 — Dec 2014, Intervention Phase Zan

2015 - Jul 2015, Intervention Phase 3: Aug 2015 -eb 2015.

Table 7 below features the same decrease in dayghorization and days to seen by
health plan. California Medi-Cal Members (PHC)Jifoania Medicare members (PHP), and
dual members (PHP/PHC) all experienced decreadés itime needed to receive an

authorization and the overall wait time to see ecsist.
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Table 7: Mean Number of Days to Authorization and @ys to Seen by Specialist by Plan

Days to Days to

Authorization Specialty Visit
Health Members Auth- Auths per
Plan with Auths orizations Member Pre Post Pre Post
PHC 617 7,698 12.5 12.48 207 57.04 46/66
PHP 298 4,059 13.6 13.03 212  56.73 457y
PHP/PHC 376 6,798 18.1 12.13 1.98 5892 4481
Grand
Total 1,291 18,555 14.4 12.50 2.04 | 57.58 45.77

Note: Pre= 2012 — Q1 2014, Post = Q2 2014 -2015.

Table 8 below illustrates how the frequency anqmksyof referrals being generated did

not change greatly, and a review of the indiviqualiders utilized remained consistent.

Table 8: Mean Days to Authorization and Days to Seeby Specialist by Specialty

# of Mean # of Days Mean # Days

Authorizations to Auth to Visit
Specialty Description Pre Post Pre Post Pre Post
GENERAL ACUTE
CARE HOSPITAL 1,453 1,574 10.5 2.4 55.7 44.5
OPHTHALMOLOGY 607 692 9.1 1.8 56.6 42.3
DERMATOLOGY 408 755 12.6 1.9 49.9 43.6
DIAGNOSTIC IMAGING
CENTER 443 651 8.7 1.9 49.2 38.6
CARDIOLOGY 299 601 11.6 2.1 57.6 41.5
UROLOGY 374 507 8.7 1.6 57.6 48.4
COLON & RECTAL
SURGERY 348 492 13.2 1.6 51.1 41.9
GASTROENTEROLOGY | 189 550 8.9 2.0 59.9 56.3
PODIATRY 192 340 16.3 2.8 66.4 42.8
Grand Total 4,745 6,640 9.7 2.1 50.2 44.4

Note: Pre= 2012- O1 2014. Post = 02 201-2015
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In addition to viewing trends by health plan, tHedam also reviewed authorization and
specialist visit timeliness by specialty in ordeiseek out any potential areas of concern. Table
8 below illustrates the mean days to authorizagioth days to specialty visit by specialty. The
mean number of days to seen by specialist andtdasthorization has decreased in all
specialty categories; however, some areas, su@asisoenterology, the mean days to seen is
still much higher than other specialty areas.

DMPO and Sigma Calculations

In addition to trending data by month, the teameawed the defect count and type as
described in the data collection plan. Table @Wwebutlines the number of defects, number of
opportunities, DPMO, and sigma values by type d&¢cteand overall. The number of defects
decreased in each category and overall resultimcneases in the sigma value for the referral
and authorization process from the baseline timeéréo the ¥ intervention phase. The DPMO
for patients with authorizations who were not salso decreased from 34,545 to 326 indicating
an increase in access for AHF patients to speataltg. The overall sigma value based on all

target areas identified increased from a baselirgedoto 3.6 during the final intervention period.
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Table 9: Defects per Million Opportunities (DPMO) and Sigma Calculations

Authorization Process Over 14 Days (SS Defect Typél)

Timeframe 1 Timeframe 2: i ratiaie 2 Jai Timeframe 4:
Baseline- Jan Apr 2014 - Dec 2015 - July '2015 Aug 2015 - Dec
2012- Mar 2014 2014 2015
Defects 1,075 239 76 49
Opportunities 7,179 3,542 4,764 3,070
Opportunities 12 12 12 12
for defects
DPMO 12,479 5,623 1,329 1,330
Sigma 3.7 4.0 4.5 4.5

Patient not Seen by Specialist (SS Defect Type #3)

Timeframe 1: Timeframe 2: Timeframe 3: Jan Timeframe 4:
Baseline- Jan Apr 2014 - Dec 2015 - Jul '2015 Aug 2015 - Dec
2012- Mar 2014 2014 y 2015
Defects 248 30 6 1
Opportunities 7,179 3,542 4764 3070
Opp for defect 1 1 1 1
DPMO 34,545 8,470 1259 326
Sigma 1.9 3.9 4.5 4.9
Client Grievances (SS Defect Type #2)
Timeframe 1: Timeframe 2: Timeframe 3: Jan Timeframe 4
Baseline- Jan Apr 2014 - Dec 2015 - Jul '2015 Aug 2015 - Dec
2012- Mar 2014 2014 y 2015
Defects 43 18 2 1
Opportunities 7,179 3,542 4764.0 3070.0
Opp for defect 1 1 1 1
DPMO 6,000 5000 400 326
Sigma 4.0 4.1 4.8 4.9
Total Defects
Timeframe 1: Timeframe 2: Timeframe 3: Jan Timeframe 4
Baseline- Jan Apr 2014 - Dec 2015 - Jul '2015 Aug 2015 - Dec
2012- Mar 2014 2014 y 2015
Defects 1366 287 84 51
Opportunities 7,179 3,542 4764 3070
Opp for defect 3 3 3 3
DPMO 63429 26982 5871 5537
Sigma 2.4 2.9 3.6 3.6

54




Table 10 also showcases the decrease in clieMagges associated with referrals or
authorizations from 26 in 2014 to 3 in 2015. Inliéidn to a decrease in the overall number of
authorization related grievances, the rate of gmees per 1,000 authorizations also decreased
from 6 per 1,000 in 2014 to 0.4 per 1,000 authdions in 2015. The rate of grievances per
1,000 members with authorizations also decreaseatlgrfrom 31.6 in 2014 to 3.2 in 2015 as
shown in Table 10 below. This decrease in grievaateis the only short term measure
available for gauging client satisfaction impattsyever, the project’s control plan in Appendix

K contains external long term measures for gaugatgfaction going forward.

Table 10: Grievances Related to Referral and Authadrzation Processes

Grievances Related to Referral and AuthorizaticocBsses

Timeframe 1: Timeframe Timeframe Timeframe
Baseline- Jan | 2: Apr 2014 | 3: Jan 2015 -| 4: Aug 2015
2012- Mar 2014 | - Dec 2014 July 2015 - Dec 2015

# of Grievances 43 18 2 1
Grievances per 1,000 6.0 5.0 A4 3
authorizations

Grievances per 1,000 11.8 8.7 .8 .6

authorized members

In order to test for true effectiveness of themeéntions used, the team utilized ANOVA
and independent t-test analyses. Tables 11 abelb® illustrate the results of One Way
ANOVA tests performed across intervention timefrarfee both the turnaround time for
processing authorizations as well as the turnarouamel from physician order to patient being

seen by the specialist. A MANOVA analysis was p@tformed due to the turn-around time
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data available including an unbalanced sample iclwthere were more baseline records
compared to intervention timeframe records.

The ANOVA analysis illustrates a significant diéace in the time from physician order
to authorizations being generated across the Ipasafid three intervention groups with an F

statistic of 237.076 and a p-value below .01.

Table 11: One Way ANOVA Results — Analysis of Variace in Authorization Turn
Around Times across Baseline and Three Interventio®hases
One Way ANOVA
Days to Authorization
Sum of Mean
Squares df Square F Sig.

Between 488562.991 3| 162854.330 | 237.076 .000
Groups
Within 13318156.727 | 19388 686.928
Groups
Total 13806719.718 19391
SUMMARY

Groups Count Sum Average Variance
Groupl (BASELINE) 7,649 94,421 12.34 1,629.56
Group2 3,765 14,028 3.73 178.22
Group3 4,854 6,910 1.42 24.24
Group4 3,124 5,008 1.60 21.40
ANOVA
Source of Variation SS df MS F P-value F crit
Between Groups 488563 3 162854.3 237.0763 441E-151 2.605367
Within Groups 13318157 19388 686.9278
Total 13806720 19391
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The ANOVA analysis in Table 12 illustrates a sigzaht difference in the time from
physician order to specialty visit across the basednd three intervention groups with an F

statistic of 262.024 and a p-value below .01.

Table 12: One Way ANOVA Results — Analysis of Variace in Time to Specialty Visit across
Baseline and Three Intervention Phases

One Way ANOVA
Days to Seen

Sum of Mean
Squares df Square F Sig.
Between 1844774.823 3 | 614924.941 | 262.024 .000
Groups
Within 38811884.838 | 16538 | 2346.831
Groups
Total 40656659.661 16541
SUMMARY
Groups Count Sum Average Variance
Groupl (BASELINE) 5,131 283,450 55.24 3,470.98
Group2 3,759 231,717 61.64 2,690.99
Group3 4,529 184,328 40.70 1,778.06
Group4 3,123 105,149 33.67 910.30
ANOVA
Source of Variation SS df MS F P-value F crit
Between Groups 1844775 3 614924.9 262.0236  3.798E-166 2.605446
Within Groups 38811885 16538 2346.831
Total 40656660 16541

While the ANOVA tests show significance in thefeience across the baseline and
intervention groups, independent t-tests were adsal to answer the study question and
determine if the referral performance improvemenjget made a statistically significant
difference in authorization processing and patspacialty visit timeliness. Results of T-test

results for both timeliness measures are depictd@bles 13 and 14 below.
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Table 13: Independent T-Test Comparison of Mean Dag/to Authorization for Pre-
Intervention and Intervention Timeframes.

Independent Samples Test
Levene's Test for
Equality of
Variances t-test for Equality of Means
95% Confidence
Interval of the
Sig. (2- Mean Std. Error Difference
F Sig. t df tailed) Difference Difference Lower Upper
Days to Equal
Author- variances
ization assumed 26.306 19390 .000 10.13474 .38527 9.37959 10.88990
1375.433 | .000
Equal
variances
not 21.640 | 8102.099 .000 10.13474 46834 9.21668 | 11.05280
assumed

The high F value and significance below .01 depiateTable 13 illustrate a statistically
significant difference in authorization processiimgeframes pre and post intervention. The t-
test comparison of pre and post intervention dayshiysician specialty visit also shows a

statistically significant difference.

Table 14: Independent T-Test Comparison of Mean Dag/to Specialty Visit for Pre-
Intervention and Intervention Timeframes.

Independent Samples Test
Levene's Test for
Equality of
Variances t-test for Equality of Means
95% Confidence
Interval of the
Sig. (2- Mean Std. Error Difference
F Sig. t df tailed) Difference Difference Lower Upper
Days Equal
to variances
Autho | assumed 11.527 16540 .000 9.56794 .83003 7.94100 | 11.19488
rizatio
n 55.871 .000
Equal
variances not
assumed 10.381 | 7858.552 .000 9.56794 92168 7.76121 | 11.37467
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Additional Balancing Measures Monitored

Healthcare center patient retention rates andmigti@mary care no-show rates were also
calculated and tracked over the course of the padnce improvement project in order to
evaluate for any unanticipated consequences omgelsan Primary care no show rates in the Los
Angeles area healthcare centers decreased favdrainy9% in 2012 - Q1 2014 to 6% in Q2
2014- 2015 (AIDS Healthcare Foundation, 2015) iatlig fewer patients were missing their
primary care appointments. California Managed Ceairention rates increased slightly during
the intervention period 79.4% of PHC Medi-Cal paitsehaving at least 2 primary care visits in
the year, and 84.3% of PHP Medicare compared d4nd 82.1% respectively in from 2012
to Q1 2014. The PHP/PHC dual member populatiorémber treatment retention rates

increased slightly from 91.1% to 93.2%.
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CHAPTER 5: SUMMARY & CONCLUSIONS

Summary

The implementation of the referral and authorizafioocess redesign involved
statistically significant improvements in the meamaround time of outpatient specialty referral
and authorization processing and specialty visgsgwith decreases in the volume of patient
grievances and number of members who waited mare 14 days to receive authorizations for
outpatient specialty care. The overall defectshpidion opportunities decreased for the process
overall and in each three areas evaluated. Theases in mean turnaround time and in defects
per million opportunities (DPMO) rates calculated\pded an affirmative response to the
original study question of whether or not a focupestess improvement effort at AHF could
result in measurable improvements. Table 15 bg@i@sents a summary of the outcomes for all

metrics evaluated.
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Table 15: Outcomes of Core Project Measurements

Project Measures of
Success

Observed Changes from Baseline (Jan 2012-Mar 201%)
Intervention Phase 3 (Aug 2015-Dec 2015)

Mean Referral &
Authorization Turn
Around Time to
Specialty Visit (in Days)

Favorable Outcome Mean number of days from physician ordef
to authorization decreased from 57.6 to 33.6 froeiptervention
to the third intervention timefranvaith monthly trends and trend
by intervention phase reflecting the consistentezse.
ANOVA and T-test P-values under .01

Mean Referral &
Authorization Turn
Around Time — Phase 1
(in Days)

Favorable Outcome:

Mean number of days from physician initiating orttrreferral
to authorization being sent to specialist decrefeed 12.5 to 1.5
from pre-intervention to the third intervention afmramewith
monthly trends and trends by intervention phadectiig the
consistent decrease.

ANOVA and T-test P-values under .01

Patient Grievances
regarding referral
process

Favorable Outcome:

Rate of grievances per 1,000 authorizations and &0
members both decreased.

DPMO decreased, and sigma value increased frono4L®.

Referrals with Phase 1
exceeding 14 calendar
days

Favorable Outcome:

Number of referrals with phase 1 exceeding 14 ckedays
decreased favorably (improved turnaround time perémce)
DPMO decreased, and sigma value increased frono 3L.5.

Referrals without
specialty visit

Favorable Outcome:Number and rate of referrals without
specialty visit decreased.
DPMO decreased, and sigma value increased fromo 1 9D.

Patient Retention

Favorable Outcome California Managed Care retention rates
increased in 2015 for PHP and PHC patients.

PHC: Increased from 74.7 to 79.4%

PHP: Increased from 82.1% to 84.3% of PHP Medicarepared
DUALs: 91.1% to 93.2%.

Patient No-Show Rate

Favorable Outcome: PCP No-Show rates decreased from 9%
during baseline to 6% in Q2 2014-2015.

While there were several real limitations to thigdy as outlined below, there were also
several strengths to the implementation of therraf@rocess redesign. The ability of AHF's
Managed Care Division and individual Healthcare t€ento work together was a major asset to

61



the process redesign. AHF’s nimble and agile magillowed for leadership to have a combined
group of 32 primary care providers and over 80f stefmbers consulted, informed, trained and
integrated into the initial new current state psscm less than three months.
Limitations

The referral process performance improvement pteyas implemented using rapid
cycle performance improvement methodologies, ttaesjies, tools, and referral forms were
modified several times throughout the process tetrtie organization’s needs and troubleshoot
any problems or issues as they arose. AHF’s urngg@nizational structure also limits the
external validity and generalizability of any impemment strategies, analysis methods, or lessons
learned. The representativeness of the clientlptpo observed is limited to only HIV positive
patients within the state of California who qualiéy public programs. Therefore the validity
and relevance of the referral process improvemeribpnance improvement effort’s lessons
learned are limited to future projects at AHF opther similar special needs health plans.
As a phased implementation, changes occurred maerthus creating multiple intervention
points and potential sources of change. Giverigam formed in late 2014 and implemented the
new future state workflow on January 1, 2015, dasrt chose to analyze the differences in turn-
around times and grievances for 2012 through tiseduarter of 2014 in comparison with the
second quarter of 2014 through the end of 201kceShe new workflows, staff re-assignment,
and technological improvements were all a partrafeocollective change effort, the team opted
to use a t-test comparison of means and perforamalysis of variance in order to calculate
statistical significance of results. The team a&lsoose to calculate DPMO and sigma levels both
before and after the implementation of the futduagesworkflow in order to showcase the

reduction in the rate of defects. The referral anthorization turn-around time data was
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portrayed and analyzed in dot plots, scatter photd, statistical process control charts showing
individual results as well as the summary of therease in the mean and standard deviation of
turn-around times tracked monthly (full list availain Appendix M). The team also opted to
use six sigma measures including defects per mibigportunities, rates per member and per
authorization, and sigma values as the primary austlof analysis.

A lack of consistent documentation on the time datd of specialty consult report
reception following authorized patient visits wésoaa limiting factor preventing the
performance improvement team from accurately maagany changes in the timeline for
receiving, scanning, and reviewing specialty conggorts. Another limitation is a lack of
potential for improvement going forward given thean authorization turn-around time has
been reduced to a low of 1.5 days in interventimetrame 3 from August 2015 to December
2015. Staff members may struggle to continue &rafponalize success experienced during this
project and sustain such short processing timefsafriee project team does not continue to
examine and reinforce timeliness on a frequentsbasi
Interpretation of Results

AHF leadership interpreted this targeted perforneanmgprovement effort as a success
given the large sampling of over nineteen thousaritorizations available for analysis and the
trended decreases in authorization and speciatyturn-around times. The project defect rate
(DPMO) for members not seen, members waiting muaa 1.4 days for authorizations, and
members filing grievances all decreased, indicagimgncrease in the capability of core referral
and authorization processeEhe analysis of variance (ANOVA) and t-test resulténdicate
statistically significant decreases in the mean tieframes for authorization processing and

wait times for specialty provider visits. Overall, the referral process improvement effort
63



produced a favorable improvement in timeliness fophase 1 and phase 2 of the referral
process. However, the implementation of a new future stedekflow involving multiple
changes to electronic and physical workflow elem@ver time complicated any potential
attempt at determining causal mechanisms or elitmg&onfounding factors from the analysis.
The implementation of referral and authorizatioagess changes across two separate health
plans and ten separate healthcare center siteaddisoo the potential variability in the factors
contributing to the reduction in turn-around timeshe reduction in referral processing
timeframes support a higher goal of improving asdesspecialty care.

One key factor which may have contributed to tltiotion of turnaround times was the
transparent nature of the combined referral inbaxeated within the CPS EMR. The inboxes
allowed for healthcare center staff to login anglwihe timeliness of Managed Care referrals as
well as referral notes and follow-up documentetlisTesign was meant to decrease the need
for phone calls and confusion regarding the stataithorizations, but the design also held
individual staff members accountable to their peditse final interpretation of results
involved an overall appraisal of the summary effed of the performance improvement
efforts as effective at increasing the timelinesad overall visit completion rate of the
outpatient specialty referral process.

Potential Explanation for Improved Specialty VisiWwait Times

The sizeable decreases in the wait time for sggaraits may be due to the increased
accountability and improved relationships betweemaged care authorization coordinators and
specialty physician offices. However, since nohthe process changes addressed any elements
following the generation of an authorization andeyal follow-up process, the increase in the

speed of scheduling and completion of initial spkgiphysician consults may be due to
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Hawthorne effect. The overall act of alerting tafthe fact that leadership was observing and
evaluating the process may have contributed toonga performance overall.
Financial Implications

There were no direct financial costs realizedas$ @f this intervention given the
Managed Care Division was able to re-organize stadf move one key position to provide
additional authorization services support withd hiring of any additional staff members. The
changes made in the electronic medical record s@vedinated through the use of salaried
information technology staff resources and pretgxdssupport contracts with the electronic
medical record and claim systems vendors. Thesprégad also served as a lead on several
other information technology projects allowing @dranges to be included in upgrades without
incurring any additional direct cost. The projditt involve program development and project
management staff time incurring opportunity cost areduced ability for program development
staff to work on additional performance improvemieittatives. While no financial metrics
were included in this analysis, AHF leadershipdads that the reduction in processing times
and reduction in healthcare center staff workloay mepresent increased efficiencies and
opportunities for staff to provide additional sees to patients and members.
Conclusions

AHF's referral process improvement effort serve@aractical example of a staff guided
performance improvement initiative which experiehsaccess in reducing measures of
timeliness and expressed patient dissatisfactgynassuming responsibility for the management
of all outpatient pre-service authorizations, Math@are staff deliberately executed a
performance improvement project resulting in a mestse reduction in the mean amount of

time required to generate an authorization and hanember be seen by a specialist. One key
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lesson learned from this effort included the impoce of striking a balance between
implementing interventions in a scheduled mannat ¢an be tracked and studied easily verses
maintaining an adaptive and agile approach to rapete improvement. While changing details
of processes, forms, and electronic documentatements might influence the outcome and
analysis options available for a given study, Akiffgecommends the team remain flexible in
implementing strategies to improve patient accesaddically necessary services. The final
outcome of the referral process improvement imtgabn the member perception of access to
services at AHF still needs to be determined thinaihg review of external data sources as
outlined in the project’s control plan.

While issues with timeliness and patient grievantave been addressed throughout 2014
and 2015, additional improvements in the utilizatltanagement process are crucial to ensuring
enhanced access to specialty services does naedguaubstantially elevated costs. Given the
access component for specialty referrals has bé@messed, cost and quality of those referred
visits also needs to be considered as part ofrij@nization’s monitoring plan going forward.
Funding

No outside funding was obtained or used for thapetion of this project. This
performance improvement effort was funded entitietpugh the operational budgets of the
Managed Care and Healthcare Center divisions oAtB& Healthcare Foundation. AHF
leadership’s ability to function nimbly and alloedtinding for staffing and systems changes

quickly played a key role in project success.
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APPENDIX A: INITIAL PROCESS CHANGE REQUEST

DESCRIPTION OF PROPOSED CHANGE INITIATED JANUARY 20 15
CA PHP & PHC REFERRAL PROCESS RE-DESIGN -PHASE 1

Goal:
Improve the PHP and PHC direct referral procegadilifornia in order to support the client experienc
through the provision of timely, accurate, and clatgreferrals and authorizations.

Objectives:
1. Provide timely, accurate, and complete referral auttiorization services to all PHP and PHC
clients.

2. Reduce technological and process related baroeysrhpleting timely referrals.

3. Alleviate elevated workload of HCC referral cooratior staff.

4. Increase timeliness of the reception and scanringports and documentation received directly
from specialty providers.

Proposed Change:

1. Movement of direct referral services for PHP andCRERA patients out of the HCCs and back to
Linn House. MC Plan staff will be responsible K€ referrals and authorizations, while HCC
staff will be responsible for the referral procémsother payer sources.

2. Improve the forms and tools utilized in the refemacess, including the creation of a specific
PHC referral form.

3. Perform an evaluation of the UM approval struciarerder to reduce the number of unnecessary
steps (waste/muda) in the current direct and noectreferral processes.

***See stakeholder listing on organizational chiartcomplete listing.

Key Stakeholders:

- Julie Booth, Director of Quality

- Sharon Matland, Director of Nursing

- Karen Haughey and Marie Alvarez (UM/CM)
- UM/CM Staff: Fred Pedersen, Cesar Mier

- Michael Allen, VP Business Analytics

- Glenda Hale (AHF Healthcare Centers)

- Regional Medical Directors

- George Melikian, MD

- Wayne Chen, MD, MC Medical Director

- Michael Wohlfeiler, MD, Medical Director

- Mohandoss Tychicus (or IT dept. designee)

Next Steps:
1. Gain consensus of team related to specific proziessges and re-allocation of responsibilities fidPR&
PHC direct referrals.
2. Develop a timeline, including the selection of fsite and/or degree of full roll-out within LA
area AHF Healthcare centers.
3. Develop a plan/process for increasing communicadimh mitigating any perception of distance
between patient and referral process.
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APPENDIX B: CURRENT STATE PROCESS- AHF HEALTHCAREEGTERS DIRECT REFERRALS

PCP writes an order
for a specialist in
CPs

k4

Order is sent to
referral coordinator
= may have an
automatic flag

Direct referral?

Yes

!

MNon-directs referral
| occurs -include
MRls, Imaging

3™ lovel review
occurs {Dr. Chen)

Authorization
Approved at some
tep in process3.

2™ fevel review
occurs by UM
Director

Current State Direct Referral Process — California PHP & PHC Patients

{other than X-rays

1 UM staff at Linn
12 level House reviews
[—YE review required? + fo
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procedure
rl‘du T
Referral coordinator
UM creates Is specialist’ notifies PCP and
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h 4 Primary care
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T
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Referral Coordinator and Ultrasound) Y Coordinatars scan or
creates direct Specialist coordinates 1 upload 5-fax files of
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APPENDIX C: CURRENT STATE PROCESS- AHF HEALTH PLANON-DIRECT REFERRAL PROCESS

Current State (Non-Direct) Referral & Authorization Process — California PHP & PHC Patients

AHF PCP writes an
order for a referral
via Logican

Direct referral?

No

¥

MC Authorization
Coordinator receives
referral and creates
authorization in EzCap
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supporting clinical
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) A Mo
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Lagician that
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approved

MC authorization coordinator
files a hard copy of complete
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and copy of fax confirmation
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+
MC authorization coordinator
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MC authorization
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APPENDIX D: FUTURE STATE PLAN PATIENT REFERRAL PRTESS
Future State Referral & Authorization Process — California PHP, PHC and CHAIN Patients
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department and returned il g ;h il "l Logician that CPS Referral Follow-up supporting medical information regarding
to managed care Auth appl:l:':!d"::e E:;ap referral has been location that referral documentation specialty referral (Phane
coordinator to process sop) approved has been approved obtained from Call)
Logician.

70




APPENDIX E: IMPLEMENTATION PLAN & KEY MILESTONES
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APPENDIX F: PROJECT TEAM ORGANIZATIONAL CHART

AHF Referral Performance Improvement Team

Referral Process Improvement
Team Project Support

Ashley Parks, Dir. Prgm Dev
Project Manager

x Donna Stidham,
Referral Operations (SMEs) e Shonse
In MC UM and HCCs
Sharon Matiand, Karen Haughey
Director of Nursing CA UM Director
HCC Referral UM Manager and ' ) ’
Coordinators Authorization - Julie Booth, Director of Quality
Coordinators - Sharon Matland, Director of Nursing

Organizational expertize and participation from our Subject
Matter Experts will be requested as needed in the following

aredas.
- Finance,/Revenue Cycle —Michael Allen
- Practice Management — Glenda Haile
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- Karen Haughey and Marie Alvarez (UM/CM)
- LIM/CM Staff: Fred Pedersen, Cesar Mier

- Michael Allen, VP Business Analytics
- Glenda Hale (AHF Healthcare Centers)
- Regional Medical Directors
- George Melikian, MD
- Wayne Chen, MD, MC Medical Director
- Michael Wohlfeiler, MD, Medical Director
- Mohandoss Tychicus (or IT dept. designee)

W1- Lact Updetsd 13 14.14



APPENDIX G: REFERRAL COORDINATOR & NURSING STAFF I ERVIEW TOOL

Note: We have data for some of these questiongewer in this case we are as interested in heatied perception as much as we are interested ptuéng
and understanding the actual data for timeframed @olume.

N

10.

11.

12.

13.

14.

HCC/Location:
Staff Member(s) Name(s):
Who handles patient referrals? What percentagieedrf'your time is spent on referrals?

What types of referrals do you process? What dopyocess the most of during the day?

When do you process referrals? All day vs. cettiaies of day or certain days of the week:

Please describe the steps you take to processraatefnd follow-up. How long does each step take?

How do you know the patient has been seen by theiapy provider/referring service? How do youdal-up and capture the consulting report/results?

What is the shortest and what is the longest tiamaér it has taken to completely process a refenhave the patient seen? What are some of thé usua
delays or set-backs you experience?

What are the key barriers and challenges in prougss referrals?

Do you have all of the documentation you need ftbenprovider on the first attempt? What additianédrmation might you need in order to
successfully process certain referrals?

Which insurance companies or specialty provideugscare the most challenging to work with when pssing referrals?
What one change would you make to the referralgs®d you could change anything?
What do you think could be done to make your wagki§icantly faster or smoother?

Additional Comments:
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APPENDIX H: PHYSICIAN AND PROVIDER INTERVIEW TOOL

Note: We have data for some of these questiongewer in this case we are as interested in heatied perception as much as we are interested pturéng
and understanding the actual data for timeframed @olume.

N

10.

11.

12.

13.

HCC/Location:
Provider(s) Name(s):
Who handles patient referrals? What percentagieedrf'your time is spent on referrals?

What types of specialty consults or referred seigo you order?

When do you review and sign off on specialty regdrAll day vs. certain times of day or certainglaf/the week:

Please describe the steps you take to participdteispecialty referral and care coordination gsses. How long does each step take?

How do you know the patient has been seen by theiapy provider/referring service? How do youdal-up and capture the consulting report/results?

What is the shortest and what is the longest tiamaér it has taken to completely process a refenhave the patient seen? What are some of thé usua
delays or set-backs you experience?

What are the key barriers and challenges in prougss referrals?

Which insurance companies or specialty provideugscare the most challenging to work with when sengatients for specialty treatment?
What one change would you make to the referralgs®df you could change anything?

What do you think could be done to make your wagki§icantly faster or smoother?

Additional Comments:
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APPENDIX I: SQUIRE GUIDELINES - STANDARDS FOR QUALY IMPROVEMENT
REPORTING EXCELLENCE

SQUIRE Guidelines
(Standards for QUality Improvement Reporting Excellence)
Final revision — 4-29-08

* These puidelines provide a framework for reporting formal. planned studies designed to assess the
nature and effectiveness of interventions to improve the quality and safety of care.

» It may not be possible to include information about every numbered guideline item in reports of
original formal studies. but authors should at least consider every ftem in writing thewr reports.

s Although each major section (i.e., Introducticn. Methods, Results. and Discussion) of a published
original study generally contains scme information about the numbered items within that section.
information about items from one section (for example. the Introduction) is often also needed in
other sections (for example, the Discuossion).

Text section; Item Section or Item description
number and name
Title and abstract Did you provide clear and accurate information for finding, indexing, and
scanning your paper?
1. Title a. Indicates the article concerns the improvement of quality (broadly

defined to include the safety. effectiveness, patient-centeredness,
timeliness. efficiency. and equity of care)
. States the specific aim of the intervention
c. Specifies the study method used (for example. “A gualitative study.” or
“A randomized cluster trial™)

2. Abstract Summanzres precisely all key information from various sections of the
text using the abstract format of the mtended publicaticn
Introduction Why did you start?
3. Background Provides a brief, non-selective summary of current knowledge of the
EKnowledge care problem being addressed. and characteristics of organizations in
which it occurs
4. Local problem Describes the nature and severity of the specific local problem or system
dysfunction that was addressed
5. Intended a.  Describes the specific aim (changes/improvements in care processes and
improvement patient outcomes) of the proposed intervention

b. Specifies who (champions, supporters) and what (events, observations)
triggered the decision to make changes. and why now (timing)

6. Study guestion States precisely the primary improvement-related question and any
secondary questions that the study of the intervention was designed to
answer

Meihods What did you do?
7. Ethical issues Describes ethical aspects of implementing and studving the

mmprovement. such as privacy concemns. protection of participants’
physical well-being, and potential author conflicts of interest, and how
ethical concerns were addressed

8. Setting Specifies how elements of the local care environment considered most
likely to influence change/improvement in the involved site or sites were
identified and characterized

9. Planning the a. Describes the intervention and its component parts in sufficient detail

intervention that others could reproduce it

b. Indicates main factors that contributed to choice of the specific
intervention (for example. analysis of causes of dysfunction; matching
relevant improvement experience of others with the local sifwation)
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APPENDIX J: DATA COLLECTION PLAN

Data Collection and Analysis Plan - Project Measurgof Success (Internal)

Measure of Success
(Metric for Evaluation)

Definition/ Calculations

Stratification

Timeframe for
Evaluation

Mean Referral &
Authorization Turn
Around Time (in Days)

Mean number of days from
physician initiating order for
referral to patient being seen byj
specialist

By Month
By Payer/Insurance

Mean Referral &
Authorization Turn
Around Time — Phase 1
(in Days)

Mean number of days from
physician initiating order for
referral to authorization being
sent to specialist

Trended by Month Over Time, T|-

Test, ANOVA

By Month
By Payer/Insurance

Number of patient
complaints and
grievances regarding
referral process

Rate of patient grievances
received which reference issueq
or delays with specialty referralg
or authorizations.
SS Defect Type # 2
Calculate DPMO

By Month

By Payer/Insurance
& Per Member Per
Month

Number of referrals
with Phase 1 exceeding
14 calendar days

Number of referrals with phase
exceeding 14 calendar days (pd
turnaround time performance)
SS Defect Type # 1

Calculate DPMO

T-Test, ANOVA

| By Month

oBY Payer/Insurance
& Per Member Per
Month

Number of referrals
without specialty visit

Number of referrals which do ng
result in a specialty visit being
completed

SS Defect Type # 3

Calculate DPMO

By Month

By Payer/Insurance
& Per Member Per
Month

Patient Retention

Percent of Patients with At Leas

t By Month

2 Visits per year (Stabilizing By HCC Location
Measure) By AHF Plan
Patient No-Show Rate | Percent of Scheduled PCP By Month

Appointments which Result in
No-Shows (Stabilizing Measure

By HCC Location
By Payer/Insurance

Volume of Referrals
and Authorizations

Volume of referrals and
authorizations (Stabilizing
Measure)

By Month
By HCC Location
By Payer/Insurance

Baseline 1 (Pre):
1/2012 — 12/2013

Milestone 1:
Initial Leadership
Communication;
4/2014

Milestone 2:
Project Start:
9/2014

Milestone 3:
Referrals Moved
Back to Linn
House

1/2015

Milestone 4: EMR
Improvements
8/2015

Long-term Control
Data Review
Timeframe: 1/2016
—12/2017 (outside
of initial analysis)
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APPENDIX K: CONTROL PLAN

Long Term Project Measures of Success (External)

Measure of Success Definition/ Calculations Stratification Timeframe for
(Metric for Evaluation) Evaluation
CAHPS Coordination of Care Metrics:
Q10. Callback as soon as | Medicare patient By Year
needed (% Always or perception of call back | By State 2012, 2013, 2014, 2015,
Usually) timeliness 2016 Survey Years
Q22. Doctor’s office Medicare patient By Year
followed up with test perception of follow-up | By State
results on test results
Q23. Got test results as Medicare patient By Year
soon as needed perception of timeliness| By State
of follow-up on test
results
Q35. Ease of getting Medicare patient By Year
appointments with perception of ease of By State
specialists getting appointments
with specialists
Coordination of Health Medicare patient By Year
Care Services (% Always | perception of By State
or Usually) effectiveness of
coordination of Health
Care Services (% Alwayp
or Usually)
Q38. Dr. seemed informed| Medicare patient By Year
and up-to-date about care | perception of PCP beind By State
from specialist informed regarding
specialty care
CMS Star Ratings - Two lowest ranked items in 2013
Ease of Getting Needed | Number of Stars from 1-| By Year 2014, 2015, 2016 Survey
Care and Seeing 5: Medicare patient By State Years
Specialists perception of ease of
getting care and seeing
specialists
Health Plan Provides Number of Stars from 1- By Year
Information/Help When 5: Medicare patient By State
Needed perception of health plan
helpfulness
Ryan White In+Care Measures
Viral Load Suppression Percentage of patients | By Year 2014, 2015, 2016 Survey
with a viral load less thap By State Years

200 copies/mL at last
viral load test during the

measurement year.
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APPENDIX L: AHF CLIENT EXPERIENCE INITIATIVE

Goals of the AHF Client Experience Improvement Initative
* Goals to which the Referral Process ImprovemeneBtraould have a direct link are

in bold and italics.

PATIENT FOCUSED STAFF FOCUSED
e Strengthenand promote Client e Support staff functioning at
Satisfaction levels appropriate levels
e Enhance quality of livingwith e Develop clinical care
HIV/AIDS standards/critical pathways
e Provide patients with appropriate e Develop differentiating staff
education- Ascertain personal performance program
health goals
e Improveprovider and HCC staff
e Engage patients as active satisfaction- emphasize individual
contributory participants in staff contributions

treatment planning
¢ Address staff attrition levels
e Measure quality indicators and
outcomes ¢ Promote internal and external
customer satisfaction
e Improvethe quality of referrals
e Positively impact outcomesf
e Strengthen relationships with Revenue Cycle and Patient
patients Retention
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APPENDIX M: PHASE 1 REFERRAL TURN-AROUND SUMMARY SATISTICS BY

MONTH
Order Month Mean of Days Std Dev of_Days Mean Days Std Dev of Number
to Authorize to Authorize to Seen Days to Seen| of Orders
Jan-12 18.13 67.00 54.90 58.85 457
Feb-12 16.57 50.27 43.73 49.30 319
Mar-12 13.59 44.96 47.59 40.46 244
Apr-12 16.35 46.33 49.54 52.47 225
May-12 29.66 76.42 57.96 57.93 246
Jun-12 18.5(0 53.67 59.94 74.66 215
Jul-12 16.86 43.27 62.19 66.57 244
Aug-12 13.25 35.09 52.28 64.36 244
Sep-12 20.74 50.55 48.80 38.18 212
Oct-12 17.53 42.67 57.54 55.23 254
Nov-12 12.37 31.77 56.97 53.99 265
Dec-12 17.44 41.46 57.48 48.91 237
Jan-13 11.83 47.91 54.46 56.31 308
Feb-13 13.00 40.33 54.53 63.71 285
Mar-13 8.87 27.81 50.85 37.85 321
Apr-13 9.44 22.61 54.32 53.00 312
May-13 6.42 27.12 54.14 61.08 329
Jun-13 3.44 11.90 47.11 33.98 257
Jul-13 5.46 12.41 55.60 77.77 303
Aug-13 5.99 21.07 56.14 56.09 269
Sep-13 8.76 32.86 58.44 82.17 230
Oct-13 7.92 15.89 60.81 79.57 261
Nov-13 7.87 32.38 67.71 81.68 215
Dec-13 8.63 20.59 63.43 73.69 200
Jan-14 11.48 37.76 76.07 57.04 210
Feb-14 11.34 28.25 74.88 61.07 271
Mar-14 7.68 11.90 67.25 47.81 246
Apr-14 3.19 7.56 67.39 59.40 305
May-14 5.04 13.28 70.21 57.03 314
Jun-14 6.28 13.19 62.33 41.78 246
Jul-14 4.46 9.54 67.28 75.00 397
Aug-14 4.53 10.75 59.01 40.75 425
Sep-14 3.98 17.56 56.55 39.89 425
Oct-14 2.52 11.91 64.22 51.00 501
Nov-14 1.68 8.76 62.20 48.79 416
Dec-14 1.13 6.78 57.44 37.69 513
Jan-15 1.34 3.91 43.27 49.15 620
Feb-15 0.89 3.37 41.10 42.22 610
Mar-15 1.48 6.72 41.51 42.62 747
Apr-15 1.36 4.05 42.91 45.59 800
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Order Month Mean of Days Std Dev of_Days Mean Days Std Dev of Number
to Authorize to Authorize to Seen Days to Seen | of Orders
May-15 2.18 3.79 38.25 38.72 659
Jun-15 1.2] 4.62 40.55 38.16 657
Jul-15 1.05 3.02 39.17 39.89 671
Aug-15 1.28 5.60 39.42 33.70 748
Sep-15 1.35 3.67 39.24 36.97 652
Oct-15 1.77 3.69 32.01 26.07 649
Nov-15 1.49 4.75 30.41 23.96 509
Dec-15 1.90) 3.69 23.23 20.17 512
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APPENDIX N: PUGH MATRIX & POSSIBLE SOLUTION ALTERNAIVES

Pugh Matrix - Referral Process Improvement

Solution Alternatives
Concept Selection Legend = c S o =W 5O S T = g
= S (5 = S o T 9 o ®
Better + = FAlcc N0 cc= E8 sgc
Same S 14 M CET S 28 S g NDXTD
Worse - 9 Al o X 55 55 8c 8% 8
c Bl G ,0 Iz O8 O5 €cO
© IS GC 0 © g 2 v E =¢ 909 c
= Bl S5 S ®g SE OFS
2 I 5 S St 08 §8 wo<g
o o C o = O = — = = O
S m Qn o R (O TN T T T
N = O T O © 04 o F =
Key Criteria < x O
Timeliness of Referral and Auth Processing 6 + + + + +
Successful Completion of Auths & Visits 5 + + + + +
Client Satisfaction 4 + + + + S
Provider Satisfaction 3 + + + + +
Staff Satisfaction - HCCs 2 + + + + -
Staff Satisfaction - Managed Care 2 + + + - -
Cost - Net Financial Impact 1 S - S - -
Sum of Positives| 6 6 6 5 3
Sum of Negatives| 0 1 0 2 3
Sum of Sames| 1 0 1 0 1
Weighted Sum of Positives| 22 22 22 20 14
Weighted Sum of Negatives| 0 1 0 3 5
TOTALS 22 21 22 17 9
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APPENDIX O: FMEA PRIORITIZATION MATRIX

T | © [T oo
Item /ICrﬁ:)Z?:?(?c/i Potential Failure Mode (FM)- 3 @ 8 =
# What can go wrong? <lol7|=Z
Area
1 Initial Referral |- Miscommunication between Managed Care and HCC
Processing Divisions regarding referral details,

involving the use- Irregularities may occur in the timeliness anduracy
of a complicatecbf referral processing including the creation, ptigs

multi-step sign off, managed care approval/authorization, and
_referrgl process [communication to the patle_nt/member, _ 200 10! 10! 4 | 200
involving 3-5 |- Delays can cause poor client/member and patient

staff members |perception of access to specialty care

- Patients may be unable to access or delayecin th
access to medically necessary specialty services

- Patients could suffer adverse health outcomedalue
inability to access services or extended wait times
2 Consult Report |- Delays in the sending, receiving and processfng o
Processing specialty consult reports to the healthcare cefatites
original referral and/or before subsequent referral {280 10| 7 | 4 | 280
- Provider may also be unable to make an informed
decision due to inaccessibility of information

3 Policies and A lack of defined policies and procedures for nefer
Procedures/SOHRcoordinators and staff conducting direct and iradire
referrals at each of the healthcare centers cailt ias
multiple workflows.

160 4 | 10| 4 | 160

4 Referral - Inaccurate or untimely processing
Coordinator - Decreased staff satisfaction can result fronchk & 280 4| 7| 4| 112
Resources and |current processes and instructions for dealing with
Training referral processing issues,

5 Staffing Plan andnvolving multiple departments and overlapping sole
Management |can result in a lack of clear productivity and
Expectations  |accountability expectations for both healthcaregeen
and Managed Care division staff.

112 4 | 7| 4| 117

FMEA Prioritization Elements:

Risk Priority Number (RPN: What is the measure of process risk relatetdcetfects, causes &
controls?

SEV * OCC *DET = RPN

Severity (SEV: How severe is the effect on the customer (1 patéent impact, 4= Minor event,
Non-serious patient harm, 10= Serious patient hargeath.)

Probability (OCC: How often does the failure occur? (1=Nevetdas happened once within past
5 years, 7-happens 3-5 times per year, 10 -happens times per year )

Detectability (DET: How well can you discover/prevent the failuréhwéurrent controls? (10=
Never, 7=Less than 50% of the time, 4=Over 50%eftime , 1=Alway
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