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COMMUNITY REFERRAL COORDINATOR PROGRAM (CRC) 2010 FACT SHEET

BACKGROUND

The St. Louis Integrated Health Network (IHN), formed in 2003, was created to improve accessibility, quality and affordability of health care for the uninsured and underinsured through increased integration and coordination of safety net health care providers.  Together, IHN members
 serve over 172,000 patients through 480,000 primary care encounters and 125,000 specialty care encounters.  The IHN Primary Care Home Initiative’s goal is to connect Medicaid and uninsured patients in the St. Louis Region to a healthcare home through the use of health information technology and  programming designed to support patient care.  

THE COMMUNITY REFERRAL COORDINATOR PROGRAM
The Community Referral Coordinator Program utilizes Referral Coordinators to connect non-emergent emergency department patients with a primary care provider for follow-up and preventive care.  In particular, the program focuses on serving Medicaid and uninsured patients.  The program began in June 2007 and currently involves the emergency departments of St. Mary’s Health Center, Barnes-Jewish Hospital, St. Louis University Hospital, and the Integrated Health Network health centers.  Recently, the program began piloting the same services on one inpatient wing of St. Mary’s Health Center to assess the program’s impact on reducing re-admission rates and ensuring community follow-up with primary care providers upon discharge.  The program is also focusing efforts on patients with chronic care needs to increase the utilization of preventative care services available in the community.

The referral coordinators are employees of the IHN who work on-site in the emergency departments.

PROJECT GOALS

· Enhance access to a primary care home and health resources for uninsured/underserved patients

· Reduce non-emergent use of emergency departments

· Enhance continuity of care

· Strengthen communications/processes among safety net providers

REFERRAL PROCESS
Either following registration or at any point prior to the patient’s discharge, the Referral Coordinator:

· Provides patient with education emphasizing the importance of utilizing a primary or urgent care center for non-emergent care

· Explains that transportation may be available from the primary care home and assists in setting up
· Assists the patient with primary care home selection based on geographic area, patient preference and availability of appointment times among the primary care health centers

· Works with staff at the selected primary care home to schedule an appointment for the patient

· Notifies the patient of the appointment

· As needed, refers the patient to a Health Coach for additional support in health care management

OUTCOMES TO DATE

Following are outcomes generated by the CRC program:
· 18,910 patient encounters occurred between June 2007 and December 2009

· Over 1,000 patients successfully connected to a health center between January of 2008 and December of 2009
· A pilot project to expand into one unit on the inpatient side of St. Mary’s Hospital began in July of 2009 to examine the effectiveness of the project in a more acute population

· The CRC program was recognized by the inpatient Hospitalist Group at St. Mary’s Hospital as being vital to their role in receiving  a “best practices” award in the Fall of 2009

· The CRC Program expanded to St. Louis University Hospital in January of 2010
· Since January of 2008, show rates of individuals referred by the Referral Coordinators have improved by 13% (From 19% in 2008 up to 35% in the 4th quarter of 2009)

· Data reported to the IHN Board resulted in a survey of patients surrounding barriers to accessing community health centers (June 2009)
· The aforementioned survey resulted in the commission of a Health Center/Hospital Referral Task Force (October 2009) charged with providing strategic oversight and direction to the CRC program and community referral processes.  Other objectives include:
· An assessment of existing processes for connecting emergency department patients with primary care and other health services

· Recommendations for reducing non-emergent usage of hospital emergency departments

· Recommendations for increasing show rates

· Recommendations for strengthening health center/hospital referral processes and the Community Referral Coordinator Program

· Recommendations for utilizing NMPI technology to reduce non-emergent use of emergency departments and facilitate patient connection to a primary care/health home
· The Task Force is scheduled to deliver preliminary recommendations to the IHN Board in February of 2010

· Since the Health Center/Hospital Referral Task Force began, members have begun acting on immediate opportunities to improve Health Center/Hospital referral processes and improving quality of care coordination as evidenced by:

· Orientation to the CRC Program and St. Louis Safety Net function and process will be included in ongoing training for Residents at Barnes Jewish Hospital through the Center for Diversity and Cultural Competence beginning in March of 2010

· Planning for inpatient expansion into Barnes Jewish Hospital and collaborating with their transition in care model for chronic disease populations will be completed in February of 2010

· People’s Health Center has implemented a process improvement measure that ensures that CRC staff can obtain a primary care appointment for an ED/Inpatient referral immediately so that it can be given to the patient prior to their discharge (January 2010)

· The CRC staff has also implemented monthly “BRIDGE (Bringing Research Into Direct care Group Exchange)” meetings in which staff will present research articles and/or invite guest speakers to address infusing evidence-based public health practices into their work.  The staff has also opened the meetings up to health center and hospital staff who are interested (February 2010)
· The IHN staff have been invited to present at the SSM Healthcare Leadership Conference on the CRC Program in May of 2010 (March 2010)

For more information, contact Wil Franklin, Project Director with the St. Louis Integrated Health Network at 314-879-6254 or wfranklin@stlouisihn.org

� IHN membership include BJK People’s Health Centers, Crider Health Center, Family Care Health Centers, Grace Hill Neighborhood Health Centers, MHD Comprehensive Health Centers, St. Louis ConnectCare, St. Louis County Department of Health, City of St. Louis Department of Health, Saint Louis University, Washington University School of Medicine.





