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Expanding Health Care Coordination 
November 2016 – April 2018 

Summary:  
This pilot examined and compared the effectiveness of different approaches for using Medical Assistants to extend care 
coordination to IHN-CCO members. One approach used Medical Assistants to proactively engage assigned members to 
come in for needed follow-up care. The other effort expanded the role of Medical Assistants in the exam room by having 
them work side by side with the provider during visits to attend to documentation and assist with orders. The Medical 
Assistant then wrapped up the visit and helped the patient arrange testing, treatments, and follow-up. Shifting 
appropriate tasks to the Medical Assistants ensures better care coordination while freeing up provider time to engage 
with patients and manage more complex medical care. 
 

Budget:  
• Total amount of pilot funds used: SFMRC: $44,406.20, Lebanon Resident Clinic $164,303.08, Geary St. Clinic 

$164,303.08.  Total: $373,012.36 

• Please list and describe any additional funds used to support the pilot.  
Most of the allocated funds were used for medical assistant labor within the clinics to provide additional 
staff time to conduct patient outreaches.  

 
B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  

Many protocols and trainings for medical assistants were created. These instructional pieces were very valuable in 
better enabling office staff to comfortably conduct outreach to patients and feel confident they can address most 
common concerns around those screenings. There were many goals with this pilot, many were not able to be 
addressed above and beyond the fundamental goal of educated patient outreaches.  

 

Goal Measure(s) Activities Final Results 

Improve access Average visit per ½ day 
clinic 
 
Average time from 
appointment request to 
occurrence 

Patients were contacted 
throughout the pilot for 
appointments. Access for 
these patients were made 
available via outreach.  

No metric was established 
to measure any “increase” 
in access, however 
targeted patients may have 
been offered appointment 
they otherwise may not 
have scheduled 
themselves.  

Improve patient 
satisfaction 

Clinic created survey A change in patient 
satisfaction vendors 
occurred. Data is not able 
to be compared during the 
course of the pilot.  

Data unavailable 

Improve provider 
satisfaction 

Clinic created survey Maslach survey was 
completed prior to the 
pilot and at the end of the 
pilot.  

Final Maslach report came 
back with only 2 results 
compared to the last 
survey which had 22 
results. Data is not able to 
be compared.  

Improve MA job 
satisfaction 

Clinic created survey Maslach surveys 
completed. 

Not enough data to 
compare.  
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Establish transferable work 
flow and MA training 
protocols 

Provider and MA 
participation with provider 
during the visit, as well as 
pre-visit planning and 
patient check in. Not 
directly measured 

Protocols were created for 
Diabetic, colon cancer, 
cervical cancer, high blood 
pressure, chlamydia, well 
child checks outreach.  

Office staff were educated 
on the protocols and gap 
lists were provided for 
medical assistants to 
conduct outreach to those 
patients using protocols.  

Improve diabetic care 
metrics 

Percent of patients 
assigned to provider with 
documented up to date:  

• HGBA1C  

• Diabetic eye exam  

Diabetic foot exam 

% of diabetic patients who 
had an A1c value available 
was measured.  
 
In Geary street Office staff 
education provided, 
registries created and 
worked with  
 

SFMRC went from 72% of 
diabetics measured to 79%.  
SFMRCL  end of Pilot: 
76.7% 
 
Geary street 28% poor 
control decreased to 17.7% 
poor control judged by a1c 
over 9 

Improve colon cancer 
screening rates  

Percent of patients 
assigned to provider with 
documented up to date 
colon cancer screening 

Colorectal cancer screening 
rates were tracked.  
 
 
Geary Street—staff 
education, protocols and 
registries created and used 

Rates remained mostly the 
same. 54% at the beginning 
of the pilot to 56% at the 
end of the pilot.  
 
SFMRCL: 75.89% to 76.3% 
 
Geary street: 60.5 at 
beginning to 79.5% had 
screening at end 

Improve adult 
immunizations rates 

Percent of patients 
assigned to provider with 
documented up to date:  
Influenza vaccine, Tetanus 
vaccine 

Not addressed in the pilot. Not measured 

Improve adolescent 
immunization rates 

Percent of patients 
assigned to provider age 
10-18 with documented up 
to date:  

• Meningococcal vaccine  

• Tetanus  

HPV vaccine 

Not addressed in the pilot. Not measured 

Improve documentation of 
contraceptive counseling 

Percent of patients 
assigned to provider with 
documentation of annual 
contraceptive counseling 

Not addressed in the pilot.  Not measured 

Improve cervical cancer 
screening rates 

Percent of patients 
assigned to provider with 
up to date cervical cancer 
screening, in whom 
cervical cancer screening is 
appropriate  

Protocol created but 
education and outreach did 
not occur.  
 
Outreach did occur in 
Albany, but was 
challenging 

Not completed 
GSFM Baseline= 51% 
 End of Pilot = 61% 
 
SFMRCL end of Pilot: 70% 
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Improve breast cancer 
screening rates 

Percent of patients 
assigned to provider ages 
56-75 with documented 
breast cancer screening 

Medical assistants were 
not educated on the 
protocol 

Not completed 

Improve percentage of 
patients utilizing MyChart 

Percent of patients 
assigned to provider with 
MyChart access 

Not addressed in the pilot Not measured 

Blood pressure (BP) 
management 

Blood pressures measured 
in the office 

Medical assistants 
educated on the protocol 
and outreach 

76% from beginning of 
SFMRC pilot to 70%. 
**Change in reporting tool, 
unable to compare.  
GSFM Baseline = 70% 
End of Pilot = 82% 
 
SFMRCL end of Pilot: 
79.28% 
 

Hemoglobin A1c’s at goal Hemoglobin A1c Protocol created and 
training provided to 
medical assistants.  

Measured by percentage of 
patients who’s A1c was 
measured.  

Hemoglobin A1c’s 
measured 

Frequency of A1c 
measurements 

 % of diabetic patients who 
had an A1c value available 
was measured.  

 SFMRC went from 72% of 
diabetics measured to 79%. 
 
SFMRCL- 76.7%   

Colon cancer screening 
rates 

Percent of patients with 
iFob or colonoscopy 
complete 

 Colorectal cancer 
screening rates were 
tracked.   

 Rates remained mostly the 
same. 54% at the beginning 
of the pilot to 56% at the 
end of the pilot.   

GSFM: Baseline = 60% 
End of Pilot = 80% 
 

Decrease MA burnout  Maslach burnout inventory  Maslach surveys 
completed.  

Not enough data to 
compare.  

Increase MA retention Staff retention Unable to measure No data available 

Adolescent well care visits Percent of teen who get an 
annual Well Child Care 
(WCC) visit 

Protocol created and 
training conducted.  

Medical assistants 
conducted outreach to 
patients.  

Cervical cancer screening 
rates 

Percent of age appropriate 
women whose pap smears 
are done 

 Protocol created but 
education and outreach did 
not occur.  
 
See above, Geary street did 
create protocol outreach 
and education, but was a 
challenge 

 Not completed  
GSFM Baseline= 51% 
 End of Pilot = 61% 
SFMRCL End of Pilot: 63% 
 

Chlamydia screening age 
16-24 

Percent of women in target 
age group who are 
screened for Chlamydia 

 Protocol created but 
education and outreach did 
not occur.  

 Not completed 
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C. What were the most important outcomes of the pilot? 

The creation of protocols and medical assistant trainings were valuable and enabled staff to have more confident 
and productive conversations with patients that were due for medical screenings. The allocation of staff time 
away from patients in the office and patient requests remained a continuous challenge.  

 
At Geary street many protocols were collaboratively created with staff. Rooming processes were changed. Staff 

began to actively use registries. A lot of staff education took place. Staff became more empowered to be 
engaged in population health. We had significant improvements in several quality metrics including 
hypertension control, diabetes control, pap rates, colon cancer screening rates, and chlamydia screening.  
Improving WCC rates was the most challenging.  

 
D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 

care; and lowering or containing the cost of care?  
The reduced cost of care is still being analyzed by OSU partners for the pilot. The availability of care offered to 

targeted populations that otherwise may not have been offered and quality was increased by conduction 
outreaches that otherwise would not have been completed without the designated time for medical assistants.   

 
Geary street staff 
education and added to 
protocols  

 
Geary street baseline 40% t 
67% at end of grant 

Create a stable 
infrastructure for more 
active population 
management 

MAs have administrative 
time, ongoing education, 
and meetings happen 

The new workflow of 
protocols and medical 
assistant education was a 
new workflow within the 
clinic.  
 
 

This process change was 
well received by medical 
assistants and felt more 
empowered to conduct 
outreach.  
 
Medical assistants have 
become much more active 
in Geary Street Better 
Outcome group and 
medical home meetings 

Cost savings - short term Savings of avoided MA 
turnover cost 
 
Major components include 
(1) avoided recruitment 
cost and (2) avoided 
training cost 

Not completed Data being provided to 
OSU 
 
 
 
Program was cost neutral 
over study period 

Cost savings - long term Benefits from disease 
control and prevention. 
Examples include savings 
related to increased cancer 
screening rates, and 
savings of avoided 
hospitalization/emergency 
department visits due to 
hypertension and diabetes 

 Not completed   Data being provided to 
OSU  
 
 
Continuing work with OSU 
to determine 
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However, in the short term, it seems to be cost neutral. We expect more long term system savings for capitated 
patients, as downstream benefits of preventing expensive cancers and strokes come to fruition.  

 
E. What has been most successful?  

The protocols and trainings for medical assistants provided a great tool to increase staff education and greater 
ability to have productive conversations as to why they needed a health screening done as opposed to just 
telling the patient they were due for a screening.  

 
 
 

F. Were there barriers to success? How were they addressed? 
The biggest barrier to the success of the pilot and sustainability is the lack of medical assistant and staff time to 

conduct patient outreaches. Clinics are seeing a lot of patients on a daily basis plus handling all requests for 
patients and care coordination within a primary care/medical home. Having a medical assistant on the phone for 
a long period of time while two physicians had only one medical assistant was difficult to allocate.  For the MA 
assisting provider in exam room portion of the pilot – we could not maintain adequate staff to expand this 
model to other teamlets due to a hiring freeze. There was also some staff turnover with various causes that 
contributed to brief periods of staff shortages throughout the pilot. 

 
 
 

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
The education provided to medical assistants about why patients are needing certain health screenings can be easily 

shared with other clinics. Engagement in all level of staff in clinic QI projects adds richness and practicality to the 
success of such efforts. Creating standardized workflows and scripts for rooming with a population health can be 
effective. (For example, in Geary street, one staff education and adding chlamydia screening to the rooming 
process led to a 27 point increase even without outreach.) The allocation of staff time to conduct the outreach 
for those screenings however may be difficult for other clinics as well. However, it is our belief that the 
improvement in metrics reimbursement justifies the cost of additional staffing.  

 
 
 

H. Will the activities and their impact continue? If so, how? If not, why?  
Outreach to patients will continue within the clinic when time permits. The educational resources and training 

provided will be maintained and hopefully integrated more into staff education. The impact of reduced cost is 
yet to be seen and the results of outreaches is hard to measure. Many avenues of informing patients of health 
screenings they are due for and education provided to the patient should be explored simultaneously.  

 
In Geary street, the success of the pilot translated to a permanent extra staff member to allow time for QI work. The 

culture of Geary street has changed. MAs are now eager to take on more population health work.  
 
 
DATA for Geary Street 

 Colon 

cancer 

screening 

Hyper-

tension 

Tobacco 

screening 

Chlamydia  

screening 

Diabetes 

A1C<9 
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At goal 

 

January 

2017 

60.5% 70.6% 81.9% 40.0% 72.0% 

December  

2017 

79.5% 81.2% 99.8% 67.0% 82.3% 

Percent 

improvement 

19% 10.6% 17.9% 27% 10.3% 

 


