An In-Depth Analysis of Federally Qualified Health Centers in Los
Angeles County and the Implementation of the Patient Protection
and Affordable Care Act

Jessica Welty
April 2013
Urban and Environmental Policy Senior Comprehensive Project

Acknowledgements
First off, I would like to thank my professors for their support throughout this process.
Thank you to Professor Robert Gottlieb and Professor Bhavna Shamasunder for your feedback
and support along the way. I would also like to thank, my advisor, Professor Martha Matsuoka
and Professor Peter Dreier from the Urban and Environmental Policy Department. The four of
them collectively are by far the most supportive and inspirational department at Occidental
College.
I would also like to thank Heng Lam Foong, my supervisor as the Student Assistant for
the Community Health Engagement Project at Occidental. Her support and wisdom throughout
the last two years at Oxy has greatly shaped my path and my way of thinking, without her much
of what I have accomplished would not have been possible.
Thank you to all of my interviewees and participants, this project would not have been
possible without your time and support. I appreciate all of the people who went out of their way
to make time to speak with me to help with this project.
Finally, I would like to thank my friends and family, especially, my sister, Caitlin Welty,
and my friends, Margeau Valteau, Irene Li, Elena Satten-Lopez, Avanica Khosla, and Francisco
Hernandez. Without their support and love over the last nine months, and four years before that,
I would not be where I am today and this project would not have been possible.

2

Executive Summary
This paper is an examination of the effects of the Medicaid expansion in California,
Medi-Cal as it is known within the state, on Federally Qualified Health Centers, or safety net
clinics in Los Angeles County. To begin with there is a history of health care reform within the
United States, starting with the passage of the most recent legislation, the Patient Protection and
Affordable Care Act. This is specifically looking at the expansion of Medicaid and increased
funding to community clinics. Additionally, the case of health care reform in Massachusetts is
framed as a model for expansion to help understand how health care reform will effect the
population. The research is then situated through looking at the role of Community Clinics more
broadly, and specifically within Los Angeles County, where the bulk of the paper is focused.
Through an examination of State and County policy, as well as an in-depth analysis of
Federally Qualified Health Centers in Los Angeles County, I look to examine the preparedness
of these organizations moving forward towards 2014 and their ability to adequately serve an
increased patient population. The findings from this research has been broken down into five key
categories that show how clinics are moving forward, and what additional steps need to be taken
to ensure that they are properly prepared for the Medi-Cal expansion of 2014. These categories
are key concerns focused on health care reform, steps taken towards expansion, the role of
technology, HealthyWay LA as Los Angeles County’s LIHP Transition Program, and the
Relationship with Los Angeles County.
Based upon the findings from the State, the County and the Clinics, I was able to create a
series of recommendations to help ensure that Los Angeles County and California are able to
transition well from the current system, to the expansion of 2014. On the state level there is the
necessity to pass comprehensive reform legislation that not only benefits the county and clinics,
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but patients as well. The county must play a role in increasing education, enhancing the role of
technology, and reevaluating their role within specialty care. Finally, Federally Qualified Health
Centers must continue with key steps to reform as well as taking additional steps to ensure
patient education, as well as increasing the quality of their health care delivery and ensuring that
their patients receive the best care possible from both their clinics and their partner organizations.
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Introduction
The passage of the Patient Protection and Affordable Care Act is a landmark moment in
American history, with the desire for universal health coverage dating back to the 1960s and with
the beginning of Medicaid and Medicare. As the United States moves forward, it is becoming
more apparent that old ways of understanding healthcare and the lack of focus on the patient as a
whole, but on profits instead are becoming increasingly outdated and need to be refocused. Most
nations that are comparable to the United States in population, economic status, and political
ideology, offer some type of universal health coverage for its citizens. Such countries include
Canada, Sweden, France, and the United Kingdom, providing examples of more functional
health care systems, with lower costs. Despite the fear within the United States of moving
towards a “socialized” society, it has become increasingly necessary to redevelop the ways in
which health care delivery and insurance is dealt with in the US.1
With the election of President Barack Obama in 2008, the right moment, both politically
and socially, had come to move forward with comprehensive health care reform. The Patient
Protection and Affordable Care Act, or the Affordable Care Act, ACA, is the lasting piece of
legislation to come out of this push. There have been attempts within the legislative and judicial
branches to overturn this piece of legislation; however, despite the changes made by the Supreme
Court, these attempts have been largely unsuccessful, leaving the Patient Protection and
Affordable Care Act as the standing legislation detailing health care reform in America. Despite
its many critics, both for and against universal health coverage, this act represents the future of
health care in America, with major implementation beginning in 2014 and continuing into 2019.
I first became interested in health care reform in the summer after my first year at
Occidental College. Two important things happened that summer to spark my interest, first I was
1

Reid, T.R. "5 Myths About Health Care Around the World”. Washington Post 23 Aug 2009.
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interning at the University of Arizona, College of Medicine, Office of Multicultural Affairs.
Through this internship, I worked on a variety of projects, one of which was to conduct
preliminary research examining how other schools of medicine had reworked their curricula to
represent more accurately the population of the United States, and the patient population that
they serve. Much of the medical knowledge today is based upon the anatomy of a white male.
This is problematic in that it has become there is growing evidence that different diseases and
chronic conditions present differently based upon gender and race. The physician I was working
with was a female oncologist, so she was specifically interested in this issue focusing on how
women present with different symptoms. Women’s health is historically focused on obstetrics,
gynecology, and breast health, because these are what make women anatomically different from
men. However, what many people do not realize is that despite this focus, heart disease is the
leading killer of women in the United States.2 Through this research, I became increasingly
interested in how different populations are affected by disease, and how these discrepancies in
disease are not reflected in our health education or health care system. This was during the
summer of 2009, when the federal debate about health care reform reached a critical point as
bills were being drafted and reviewed. I began following the media coverage closely, wanting to
understand better what the proposed reform would look like, who it would and would not affect.
I continued to follow the coverage through the passage of the Patient Protection and Affordable
Care Act the following March. After that summer, I knew that public health and health policy
were my passions.

2

Centers for Disease Control, "Women's Health: Leading Causes of Death in Females United States, 2009 (current
listing)." Last modified January 3, 2013. Accessed April 17, 2013.
This is a statistical average for all women across the United States. If it is analyzed by race, economic status, age, or
geographic location the statistics change, and heart disease is not the leading cause of death in all these subgroups.
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Through my senior comprehensive project, I focus on the implementation of the Patient
Protection and Affordable Care Act, specifically looking at the expansion of Medicaid, or MediCal in California, which will go into effect on January 1, 2014 and the increased funding for
community health centers, which began in 2010. I examine how safety net clinics are preparing
for the expansion of Medi-Cal, looking at key steps being taken to ensure that they are equipped
to serve their current and expanded patient population. Additionally, I look at the relationship
between clinics and Los Angeles County, primarily the Department of Health Services, which
administers HealthyWay LA, a health program for low-income individuals, and the Department
of Public Social Services, which administers Medi-Cal on the county level.
The state of California has yet to pass legislation stating what the expansion of Medi-Cal
will look like. Currently the legislature and the governor are at odds in determining what it will
entail. However, there has been a commitment made by both Democratic controlled bodies for
that the expansion to happen. With this expansion less than a year away, safety net clinics have
begun to take steps to ensure that they are prepared. However, until the state passes guidelines as
to what this expansion will look like, both clinics and the county can only take so many steps
moving forward. Each clinic has taken its own steps to begin preparations, and the county has
begun to move forward under the assumption that the Medi-Cal expansion will mirror the federal
Medicaid expansion guidelines. It is necessary for the state government to determine the
guidelines for the Medi-Cal expansion so that clinics and Los Angeles County may move
forward with their preparation plans, the keys to which are patient education and outreach, the
use of technology, and a need to streamlining processes to decrease paperwork and overlap, and
ultimately, increase the quality of patient care.
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Health Care Reform in the United States
Passage of the Patient Protection and Affordable Care Act
As the American health care system has come under public scrutiny, it has become clear
that our system is fractured and dysfunctional, providing a lower standard of patient care at a
much higher cost than should be considered acceptable. The current health care delivery system
is largely focused on profit as opposed to patient care and health. Due to the growing scrutiny,
health care reform was one of the key topics in the 2008 presidential election, with John McCain
advocating for a lower cost system, while Barack Obama wanted to implement universal health
coverage, giving all Americans access to health care. Ultimately, Barack Obama won the 2008
election and began his push for universal health coverage. However, American politics have
become increasingly tense and bipartisan, with many politicians only voting along party lines.
President Obama originally gave Congress a deadline of August 2009, to pass health care
reform. However, this was not successful for multiple reasons. The first was the strength of the
Tea Party that had grown over this summer, as Tea Party members spoke out against health care
reform at town hall meetings across the country. The Tea Party was a social movement that arose
in 2009 after the election and inauguration of President Obama, calling for his resignation based
upon the claim that he is not a citizen. They are also admittedly opposed to progressive politics
focused on a more libertarian America. They were able to sway public opinion, in some areas,
against health care reform. Additionally, Republicans were refusing to agree to health care
reform that included a public option, a government run insurance plan as an alternative to private
insurers.3 On November 7, 2009, the House of Representatives was finally able to pass health
care reform legislation, Affordable Health Care for America Act, including a public option, and
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Dunham, Will. "Timeline: Milestones in Obama's quest for healthcare reform." Reuters, March 22, 2010.
http://www.reuters.com/article/2010/03/22/us-usa-healthcare-timeline-idUSTRE62L0JA20100322 (accessed April
17, 2013).
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on December 24, 2009, the Senate was able to pass their bill, the Patient Protection and
Affordable Care Act, which did not include a public option, with 60 votes, the two-thirds needed
to avoid a filibuster.4 These two bills needed to be merged into one, approved by Congress and
then signed by President Obama. However, on January 19, 2010, Scott Brown, a Republican,
won the Senate special election, filling Ted Kennedy’s seat; Kennedy, a Democrat, had died in
2009 and was a true champion of health care reform. With this election, the Democrats lost their
super majority in the Senate, and the ability to prevent a filibuster.5
As opposed to reconciling the two bills that had been previously passed, the easiest
solution became the House passing the Senate’s bill, which they agreed to, on the grounds of
being able to make amendments through the reconciliation process, which was not subject to
filibuster.6 On March 21, 2010, the House passed the Patient Protection and Affordable Care Act,
and on March 23, 2010, President Obama signed it into law. The amendment bill, the Health
Care and Education Reconciliation Act, was passed the following week, and signed by President
Obama, on March 30, 2010. This amendment bill made numerous changes to the ACA; however,
for the purposes of this paper, only two are notable. First, it increased the Medicaid payment
rates to primary care doctors to match Medicare payment rates, which are higher in 2013 and
2014. Second, it outlined the federal government responsibility in the cost of the expansion. The
federal government will cover the entire cost until 2016, 95% in 2017, 94% in 2018, 93% in
2019, and 90% after that, which left the states with a maximum of 10% of the cost of the

4

Ibid.
Jacobs, Lawrence R., and Theda Skocpol. Health Care Reform and American Politics: What Everyone Needs to
Know. (New York City, NY: Oxford University Press, 2010). 101-120
6
Ibid, 183.
5

11

Medicaid expansion.7 While the President Obama’s goal of universal health coverage was not
reached, it became a step in that direction.
Many states and insurance companies challenged the passing of the Affordable Care Act.
One of those challenges, National Federation of Independent Business v. Sebelius, eventually
reached the Supreme Court. On June 28, 2012, the Supreme Court upheld the ACA, 5 to 4. There
are two major components to this ruling, one addressing the individual mandate, and one
addressing Medicaid. The Justices voted to uphold individual mandate as a tax, thus requiring
people to purchase health insurance or pay a penalty. In the case of Medicaid, the expansion was
upheld; however, the justices ruled that the federal government could not take away Medicaid
funding from states that refuse to expand coverage, instead states that refuse to expand coverage
will not receive any additional funds from the federal government.8 In terms of the future of
health care, the ruling means that states that chose not to expand their Medicaid coverage will
not be penalized, as originally intended in the law.
Impact and Implementation
The Patient Protection and Affordable Care Act will expand coverage to millions of
Americans by expanding Medicaid eligibility, continuing funding for the Children’s Health
Insurance Program (CHIP), and subsidizing private insurance premiums and cost sharing for
some lower-income individuals enrolled in exchange plans, among others.9 While the act is
expected to extend coverage to over 30 million Americans, it is also believed that by the final

7

Hossain, Farhana. "Proposed Changes in the Final Health Care Bill." The New York Times, sec. US Politics, last
updated March 22, 2010. http://www.nytimes.com/interactive/2010/03/19/us/politics/20100319-health-carereconciliation.html (accessed December 8, 2012).
8
Parlapiano, Alicia. “How the Justices ruled on the Health Care Law.” The New York Times, sec U.S., June 28, 2012.
http://www.nytimes.com/interactive/2012/06/28/us/how-the-justices-ruled-on-health-care.html?ref=us (accessed
December 7, 2012).
9
Chaikind, Hinda, Curtis W Copeland, C. Stephen Redhead, and Jennifer Staman. “PPACA: A Brief Overview of
the Law, Implementation, and Legal Challenges.” (March 2, 2011).
http://www.nationalaglawcenter.org/assets/crs/R41664.pdf (accessed December 8, 2012).
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stages of implementation in 2019, there will still be 18 million Americans without health
insurance.10 These residually uninsured include undocumented immigrants, who because of their
lack of status in the United States do not qualify for government benefits; those who are eligible
for Medicaid under the expanded coverage, but do not enroll; those who opt out of coverage, and
will be forced to pay a penalty fee of $695 or 2.5 percent of yearly income; and those who opt
out because health insurance is unaffordable, in cases where health insurance would cost more
than 8 percent of household income, individuals/families would not be subject to the penalty
fee.11
Since the law was upheld by the federal government, state governments, and employers,
who are all responsible for the implementation, must start to think strategically about next steps
for 2014. The federal government, specifically the Department of Health and Human Services, is
responsible for the federal health exchange, which states may participate in if they chose not to
create their own exchange. They must also work with insurance companies to prepare for reform,
and create the regulations and regulatory committees. States are largely responsible for creating
their own health insurance exchanges, in addition to the expansion of Medicaid, much of which
is possible through federal funds. 12 The PPACA makes change to the employer-based system
and employers, both large and small, must decide what next steps they will be taking in regards
to insuring their employees.

10

“Health Care Reform: Overview.” The New York Times. Sec Times Topics. Last updated November 8, 2012.
http://topics.nytimes.com/top/news/health/diseasesconditionsandhealthtopics/health_insurance_and_managed_care/
health_care_reform/index.html (accessed December 8, 2012).
11
Trumbull, Mark. “Obama signs health care bill: Who won’t be covered?” The Christian Science Monitor. March
23, 2010. http://www.csmonitor.com/USA/2010/0323/Obama-signs-health-care-bill-Who-won-t-be-covered
(accessed December 8, 2012).
12
Chaikind, Hinda, Curtis W Copeland, C. Stephen Redhead, and Jennifer Staman. “PPACA: A Brief Overview of
the Law, Implementation, and Legal Challenges.” (March 2, 2011).
http://www.nationalaglawcenter.org/assets/crs/R41664.pdf (accessed December 8, 2012).
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The PPACA is a very long and complicated piece of legislation, which is evident by the
four-year time gap from when the law was passed to when implementation begins, as well as the
necessity for a five-year implementation period. This research focuses two aspects of the PPACA,
the expansion of Medicaid, and the role of Community Clinics in health care delivery.
Expansion of Medicaid
Medicaid is one of the areas that are predicted to see the greatest growth from health care
reform, largely due to a dramatic increase in government funds directed to the Medicaid program,
as well as changes in the eligibility guidelines, allowing more low-income families and persons
to enroll in the program. This is especially important for the state of California where there are
currently 7 million people uninsured. It is estimated that by 2016, 1.7 of those 7 million will be
enrolled in Medi-Cal.13 Other sources have estimated that approximately 3 million people in
California will be eligible for Medi-Cal in 2014; however, many of those many not enroll.14 This
is a dramatic increase in numbers from previous years. Due to this dramatic increase, the United
States Department of Health and Human Services granted California a Section 1115 Medicaid
Demonstration Waiver, “California’s Bridge to Reform”. This waiver granted California
approximately $8 billion in federal funds over a five-year period to help California complete
enrollment over time as opposed to all at once. It has three major components, Low-Income
Health Program (LIHP) Coverage Expansion, Delivery System Reform Incentive Pool (DSRIP),
which increased funding to hospital systems, and mandatory enrollment of seniors and people

13

Long, Peter, and Jonathan Gruber, “Projecting the Impact of the Affordable Care Act on California,” Health
Affairs, 30, no. 1. (2011): 63.
14
Lavarreda, Shana Alex, and Livier Cabezas. “Two-Thirds of California’s Seven Million Uninsured May Obtain
Coverage under Health Care Reform.” UCLA Center for Health Policy Research: Health Policy Research Brief.
(February 2011).
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with disabilities into managed care plans.15 All three of these components are intended to help
make the transition into health care reform easier.
The responsibility of providing health care to the lower income childless adults between
the ages of 19 and 64 has largely been left up to the counties at this point. With the help of this
waiver, coverage is expanded to them through two programs, Medicaid Coverage Expansion
(MCE) and Health Care Coverage Initiative (HCCI). MCE is targeted at childless adults between
ages 19 and 64 who are not enrolled in Medicaid and have family incomes at or below 133%
FPL ($14,484 for an individual in 2011). 16 HCCI is targeted at childless adults between ages 19
and 64 with family incomes between 133% FPL ($14,484 for an individual in 2011) and 200%
FPL ($21,780 for an individual in 2011). 17 Both of these programs are run at the county level in
the state of California and meant as “bridges” into reform to allow patients to start receiving
health coverage before 2014. Once the coverage expansion begins in 2014, participants in MCE
and HCCI will be transitioned into one of the reform programs, Medi-Cal, and health insurance
exchanges, respectively.
HealthyWay LA
Currently, the county of Los Angeles is running both a MCE and a HCCI program, called
HealthyWay LA, HWLA. This program is a “bridge” into health care reform, helping to enroll
people as well as educating them about their rights as health care consumers. HWLA, which is
administered by the Department of Health Services, unlike Medi-Cal, which is administered by
the Department of Public Social Services, must meet certain guidelines, such as assignment of
enrollees to a medical home, network adequacy, locations must be geographically accessible, and

15

The Henry J. Kaiser Family Foundation, Kaiser Commission on Medicaid and the Uninsured. “California’s
‘Bridge to Reform’ Medicaid Demonstration Waiver” (October 2011).
16
Ibid.
17
Ibid.
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providers, as well as educational materials, must be culturally competent. 18 As of September
2012, there were 219,604 people in Los Angeles County enrolled in LIHP, 219,419 in MCE and
185 in HCCI.19 This enrollment in MCE is up from the previous month, August 2012, which was
204, 878, an increase of 14,726 people in one month.20
The HWLA program is unique in that it divides its participants into two categories,
matched and unmatched. Patients who are enrolled in matched, meet the Medi-Cal expansion
guidelines and will be enrolled in Medi-Cal starting in 2014. They are called matched because
the funding from the federal government is matching the county’s cost for providing them with
health coverage. Patients who are enrolled in unmatched are those patients who will one day
qualify for Medi-Cal; however, they will not be enrolled starting in 2014 because they currently
do not meet all the qualifications. Many of the unmatched patients are recent immigrants who
will not qualify until they have been in the country for five years. These patients are referred to
as unmatched because the federal government is not reimbursing the county for the cost of
providing them with health insurance. These patients will continue to be covered in some form
after 2014, when the rest of HWLA is enrolled into either Medi-Cal or the insurance exchanges,
which is a very small percentage. The Department of Health Services is still working to decide
how these patients will be covered and what that coverage will look like.21

18

The Henry J. Kaiser Family Foundation, Kaiser Commission on Medicaid and the Uninsured. “California’s
‘Bridge to Reform’ Medicaid Demonstration Waiver” (October 2011).
19
California Department of Health Care Services. “Low Income Health Program September 2012 Monthly
Enrollment.” (November 2012). http://www.dhcs.ca.gov/provgovpart/Documents/LIHP/Reports/DY8M03_Enrl_Rpt.pdf (accessed December 7, 2012).
20
California Department of Health Care Services. “Low Income Health Program August 2012 Monthly
Enrollment.” (October 2012) http://www.dhcs.ca.gov/provgovpart/Documents/LIHP/Reports/DY8M02_Enrl_Rpt.pdf (accessed December 7, 2012).
21
http://file.lacounty.gov/bos/supdocs/69118.pdf
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According to a study conducted in 2011, approximately half of newly insured people in
the state of California by 2016 will be residents of Los Angeles County. 22 While there is still a
large uninsured population in Los Angeles, this program is helping to transition patients into a
health care system by providing them with coverage and directing them to specific clinics to
receive health care, thus helping to give them a medical home. However, this is increasing
patient numbers for clinics and forcing them to come up with tactics as to how they will deal
with an increased patient population, but still maintain the same standard of care.
Health Benefits Exchange
The health benefits exchange in California is known as Covered California, which is
governed by the California Health Benefit Exchange Board. Their mission is to “…increase the
number of insured Californians, improve health care quality, lower costs, and reduce health
disparities through an innovative, competitive marketplace that empowers consumers to choose
the health plan and providers that give them the best value”.23
The current HCCI enrollees in HealthyWay LA will be transitioned into the exchange,
once it becomes available on January 1, 2014; however, open enrollment is expected to begin in
October. The exchange is a virtual marketplace where uninsured Californians can go to purchase
health insurance. Under the ACA, the federal government will provide subsidies for those
earning between 138 percent and 400 percent of the federal poverty level. It is estimated that
more than 3 million Californians will purchase health insurance subsidized by the federal

22 Long, Peter, and Jonathan Gruber, “Projecting the Impact of the Affordable Care Act on California,” Health
Affairs, 30, no. 1. (2011): 67.
23
California Health Benefits Exchange, "California Health Benefit Exchange Vision, Mission and Values”. Last
modified October 21, 2011. Accessed April 17, 2013.
http://www.healthexchange.ca.gov/Pages/HBEXVisionMissionValues.aspx.
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government, and another 2 million will purchase unsubsidized insurance plans.24 There will be
enrollers throughout the state to help guide individuals through this process, both at clinics,
stand-alone organizations, and over the phone. It is also important to note that those who are
eligible for Medi-Cal will not be able to enroll in the health insurance exchanges.
Increased funding to Community Clinics
Another aspect of the Patient Protection and Affordable Care Act is increased funding to
community clinics. While the number of patients with health coverage will dramatically increase
starting in 2014, there is still a need to preserve community clinics and prompt a strong safety net,
as can be seen in the case of Massachusetts. Many of the patients who were previously uninsured,
but utilized community clinics will continue to visit these clinics out of a sense of familiarity.
Patients newly insured under Medi-Cal will be assigned a medical home, those previously
insured through HWLA ideally will keep the same medical home, and those who were
previously uninsured will need to acquire a medical home. In many cases, these patients will
want to be assigned to a clinic they are previously familiar with or to a community clinic close to
where they live and work. Finally, the residually uninsured will continue to seek out care in the
same way, which in many cases is at community clinics, because of their proximity to home or
work, and their ability to offer the uninsured free services or on a sliding payment scale.
The Affordable Care Act provides approximately $11 billion to support community
clinics, $1.5 billion of that is to support major construction and renovation projects, with the
other $9.5 billion allocated to create community health centers in medically underserved areas

24

Colliver, Victoria. "Health care exchange will offer policies." San Francisco Gate, November 12, 2012.
http://www.sfgate.com/health/article/Health-care-exchange-will-offer-policies-3675063.php (accessed April 18,
2013).
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and to increase preventative and primary care services.25 The National Association of
Community Health Centers estimates that this funding will allow clinics to double their current
capacity, serving upwards of 40 million patients by 2015.26 Even within the language of the
PPACA, the necessity of a strong safety net is recognized and the funding to support this is
provided. Through this expansion of sites and services, more people will be able to access health
care, even if they remain uninsured. In some ways, community health clinics are the ideal model,
because of their focus on coordination and comprehensive care to address multiple health issues
when working with communities that are typically underserved, while being respectful of
cultural and linguistic barriers. Additionally, they are able to provide high quality care for a
fraction of the cost of emergency rooms or hospitals.
Key Provisions related to the ACA
Additionally, there are two key provisions highlighted and reaffirmed by the ACA,
meaningful use of technology and the concept of Patient Centered Medical Homes, or Primary
Care Medical Homes, PCMH. Meaningful use was part of a law that was previously passed in
2009, Health Information Technology for Economic and Clinical Health (HITECH) Act. This
law was passed as a way to push America forward by encouraging all health care providers to
transition to using electric health records, EHR. Meaningful use has five key pillars: improving
quality, safety, efficiency, and reducing health disparities; engaging patients and families in their
health; improving care coordination; improving population and public health; and ensuring

25

Health care.gov, "Community Health Centers and the Affordable Care Act: Increasing Access to Affordable, Cost
Effective, High Quality Care." Last modified Sept 21, 2011. http://www.health
care.gov/news/factsheets/2010/08/increasing-access.html. (accessed December 8, 2012).
26
National Association of Community Health Centers, Robert Graham Center, George Washington University.
“Expanding Health Centers Under Health Care Reform: Doubling Patient Capacity and Bringing Down Costs,”
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adequate privacy and security protection for personal health information.27 The implementation
was divided up into three phases, data capture and sharing (2011), advanced clinical processes
(2013), and improved outcomes (2015).28 While participation in this is not mandatory, it is
highly encouraged. There are incentive payments given out to those who do chose to adopt the
use of electronic medical records, and those who chose not to adopt will be penalized with a
reduction in their Medicare/Medicaid fees starting in 2015. Additionally, there will be incentive
payments made to those providers using electronic health records who can show improved
outcomes within their patient population.
The concept of Patient Centered Medical Homes, also known as Primary Care Medical
Homes, was expanded and mandated by the ACA. The ACA created the Center for Medicare and
Medicaid Innovation, which is, currently evaluating innovative payment and health delivery
systems to determine what systems will reduce Medicare or Medicaid spending, but also increase
patient care. One of the systems that this center has evaluated is Patient Centered Medical Homes,
ultimately showing that these medical homes do create the best overall experience for the patient.
With that, there has been a push by the Department of Health and Human Services to have all
FQHC meet the accreditation requirements to be a patient centered medical home.29 The goal is
to create a medical home that focuses on the patient as a whole as opposed to individual
symptoms. Within this model, one lead clinician oversees care and ensures that the patient is
receiving the best treatment possible. This is something that is particularly applicable to FQHC
as they move forward, as the program is particularly focused on meeting the health care needs of
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low-income patients who are generally covered by Medicaid.30 This also allows FQHCs to move
away from the image of being a safety net clinic, a concept that tends to have a negative
connotation. The idea of a safety net is seen as a place of last resort for health care, conjuring up
an image of a less than desirable setting. While this image does not accurately represent the
majority of FQHCs in the United States, it is an image that they are constantly working to
overcome. By embracing the concept of a Patient Centered Medical Home and its ideals, FQHCs
can work to redefine what it means to be a safety net provider, showing that the health care they
provide is not subpar, but instead patient focused and the quality that all communities deserved.
Massachusetts as a Model
In 2006, Massachusetts passed the first major health care overhaul law in the United
States, known as Chapter 58. The Massachusetts law helped to create a framework to be used for
future health care reform, a framework that was used by the ACA. Both laws are focused on
making health care coverage more affordable, thus being able to expand coverage to more people.
There many key similarities that can be used to show how Chapter 58 functioned as a framework
for the ACA, however, due to the focus of this paper, only the effects on the state’s safety net
services by health care reform will be examined.31
There are lessons to be learned from health care reform in Massachusetts. First off, due to
the restructuring of funds for safety net clinics and a decrease in federal funds, there were some
gaps left within Massachusetts’s health care delivery to patients using safety net clinics,
specifically the uninsured. While community health centers are receiving some of the largest
benefits out of the ACA, it is important to make sure that access is still ensured when making
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financial modifications. 32 In addition, within the first 10 weeks of the act being signed into law,
Massachusetts removed the enrollment cap on one Medicaid program, and the income eligibility
was raised on two others, thus allowing for tens of thousands of people to be enrolled effective
immediately.33 However, this also meant that almost immediately, safety net providers and
community health centers saw an increase in burden because of the much-expanded patient
population. Another issue that faced Massachusetts, which has already been seen in California, is
a lack of primary care providers. There is already a shortage of primary care providers in the
country, and the current providers will continue to see an increase in their patient population
moving forward. To combat this shortage, there was an increase in funding for primary care
training programs. This allowed community clinics to hire upwards of 92 new primary care
clinicians, thus being able to serve 100,000 newly insured patients. 34
In the years following the passage of healthcare reform, Massachusetts saw a dramatic
increase in the number of patients trying to see doctors for the first time, from patients who were
newly insured trying to access coverage for the first time and patients with new benefits,
coverage for new types of providers and specialties, trying to access these benefits.35
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In Massachusetts, lower income patients also had a harder time accessing services than those
who had a high income; the same was true for patients with public benefits as opposed to private
benefits. 36 This illustrates the need for a strong safety net because the lower income, public
benefits patients were the ones being turned away from the private practice and other primary
care providers. After being turned away from these providers, patients turn to safety net clinics to
meet their healthcare needs. Safety net providers have also reported a significant volume increase
of patients post-reform. Between 2009 and 2010, community health centers had 50,000 more
visits than previous years.37 In previous years, there was a significant increase in patients as well,
between 2005 and 2009; community health centers experienced a 31% increase in the total
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number of patients served.38 Additionally, as expected, community health centers saw a drop in
uninsured patients seeking care between 2005 and 2009 due to expanded coverage under Chapter
58. However, despite this drop, community health centers saw a dramatic increase in patients due
to more patients being covered and those who remain uninsured still needing a clinic where they
are able to receive services at a low cost.
In many ways, the case of Massachusetts will be repeated all over the country in 2014. As
seen with patients in Massachusetts, newly insured patients do not leave the clinic setting that
they are comfortable with, but instead return to it with their new public benefits. The residually
uninsured continue to rely on safety net clinics, as their only option for health care coverage,
beyond the emergency room, in addition to those who are newly insured and seeking health care
for the first time. It is necessary that safety net clinics are prepared for this reality and receive the
necessary funding and support to accommodate their broadening patient base.
The Role of Community Clinics in Health Care Delivery
Structure and Role of Community Clinics
Community Clinics, as they function today, were created in the 1960s as part of President
Lyndon B. Johnson’s War on Poverty. At the time, they were called neighborhood health centers,
unique in that health care was provided by a multidisciplinary team that provided not only
necessary medical services, but also prevention, social and environmental services.39 In 1989, the
Medicaid and Medicare federally qualified health center (FQHCs) program was initiated due to
concern within the Department of Health and Human Services that clinics were not using the
funds from their Section 330 grants properly. Under the new system, clinics are paid the cost of
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the services they provide, not the established Medicare or Medicaid cost of the service.40 This
allowed designated clinics to serve better their patient population. FQHCs also receive grant
funds from Section 330 of the Public Health Service Act; these funds are not available to health
centers that have not been given the FQHC designation. Historically, this is where FQHCs
received most of their funding from; however, they also receive funding from state and local
grants, reimbursements from Medicaid, Medicare, and private insurance, as well as uninsured
patient fees. 41 It is possible for clinics to be designated a FQHC look alike, meaning they meet
the same qualifications as a FQHC, but they do not receive the same government funding.
However, they are eligible for similar benefits.
There are certain criteria that FQHCs must meet to receive this designation; each clinic
must be located in or serve a high need community, governed by a community board, provide
comprehensive primary health care, provide services to all no matter status or ability to pay, and
meet other standards regarding administrative, clinical, and financial operations.42 One of the
most important criteria that a clinic must meet to receive the designation of FQHC is being
located in a MUA, medically underserved area. These areas are designated by the Index of
Medical Underservice, IMU, which takes into consideration existing primary care capacity,
economic and health status of the community, infant mortality rate, percentage of the population
65 or over, and demand for care. 43 A clinic must have a score of 62 or lower to be considered
located in a MUA. Community Health Centers (CHCs) are unique in that they are required by
law to have a patient-majority governing board, what this means is that the people who are
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responsible for making many of the large decisions for the clinic are patients who are affected by
the decisions they make. 44 It is important for CHCs to have consistency within their clinicians,
so limiting high turnover and ensuring that patients see the same clinician every time; it makes
the clinic more efficient and gives their patients a consistency to their health care.
Safety net clinics play a strong role in the community, not only through providing health
services to underserved populations, but also through their work with other organizations to
bring additional resources into the community. They are focused not only on meeting the
medical needs of their patients, but also the social needs of their patients. Due to their work with
low income, at risk populations, clinics understand that meeting medical needs is not always
enough and that in many cases a prescription for medicine is not enough. This focus and
understanding is one of the many reasons that it is important to protect and examine the role of
safety net clinics; it is about more than health care, it is about the comprehensive needs of a
patient. Based upon previous research, many believe that the safety net was in crisis up until
recently. With limited funds and a large patient population to serve, it is the focus of the safety
net to make the most out of its funds, but also to provide the best care possible. As safety nets
were beginning to fade in the minds of some, the ACA was introduced with a distinct focus on
FQHCs and their ability to serve the underserved.
Recommendations for Reform
The Patient Protection and Affordable Care Act is an important piece of legislation in
recognizing the importance and priority of safety net clinics, specifically FQHCs. Due to their
population served and unique payment structure, government funding and support is important in
maintaining these clinics. In a study done in 2011, conducted by The Commonwealth Fund,
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Modern Healthcare Health Care Opinion Leaders Survey, nearly seven out of 10 respondents
believe that health care reform will improve access and financial protection for vulnerable
populations.45 Without a strong safety net, these protections cannot be guaranteed, as shown by
the 98 percent of respondents who believe that the traditional safety net will still play an
important role after 2014.46 When clinics are examining their role within the health care delivery
system, they must consider many issues when planning and addressing their patients’ needs.
There must be a balance struck between serving the residually uninsured, while changing their
image from the last resort to the ideal health care environment to maintain and attract new
patients.
It is necessary for clinics to work with their patients to ensure that they are aware of their
health care rights. While the PPACA provides provisions for limited English proficient or nonEnglish speaking patients, clinics must help support this role through effective outreach. The
PPACA provides funding for navigators, whose purpose is to ensure that outreach and education
on health insurance exchanges and public benefits enrollment processes are culturally and
linguistically appropriate.47 Clinic staff will also need to be educated on the health care reform
changes to ensure that they are able to help patients navigate the decision between Medicaid and
health insurance exchanges, based upon income level. Additionally, there are provisions within
the PPACA providing incentive for clinics to develop innovative delivery and payment systems.
This is especially important for clinics that are looking to meet the needs of the newly insured
who may consider seeking care elsewhere. Clinics must be staying up to date with the use of
health information technology; coordinate and deliver patient centered care; support customer
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services; and assess and pay clinicians based on outcomes and quality of care. 48 However, when
looking to do this, specifically looking at clinician payment, it is important for a uniform set of
qualification to be maintained across the board, thus not having discrepancies from clinic to
clinic. Such discrepancies could cause clinicians to question their role within the clinic and lead
to higher turnover. In order to serve the increased patient population, it is estimated that FQHCs
across the country will need close to 16,000 additional primary care providers and 14,000
additional nurses.49
In order to maintain old patients and attract new patients who are newly insured through
the health exchanges, it is necessary for clinics to receive the designation of “essential
community providers”. This means that they will be listed as providers on “qualified health
plans”, these plans will be highly subsidized by the government and encourage patients to use
community clinics as their primary provider, if they receive this designation.50 It will also be
important for safety net clinics to participate in networks, if they are not already doing so to help
link patients to specialists and other expanded services.
Moving forward clinics have a lot to think about when addressing the needs of their
patients. While some provisions are built into the PPACA for how they will be expected to do so,
gaps do exist in these provisions and it is up to the clinics to define their own recommendations
and steps forward.
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The Future of Los Angeles County Safety Net Clinics
Due to Los Angeles County’s diverse, lower income, population there is an increased
need for safety net providers. Counties in California have an obligation under law to provide
healthcare services to the economically disadvantaged; however, how they choose to provide
these services is up to the county. While the county does provide safety net facilities, these are
not always enough and operate very differently from FQHCs, which are separate public or
private entities. With the closure of the Martin Luther King Jr.- Harbor Hospital in 2007, many
patients have begun to rely on local FQHCs to meet their health care needs.51 This increased
patient population is just one of many stressors affecting the Los Angeles safety net, particularly
FQHCs. Moving forward it is necessary for county services and FQHCs to work together to
ensure that patients receive the highest standard of care possible with the least amount of overlap
and unnecessary work on the part of the county and the clinics. Even before health care reform
there were numerous issues facing Los Angeles safety net clinics. One of the largest issues
involved the state and local budget crisis, which lead to a drastic decrease in state provided
Medi-Cal funds. Other issues included an increasing growing uninsured population, particularly
due to the economic recession, lack of public awareness, and difficulty with keeping up with the
latest healthcare technology.52
As clinics are moving forward with the implementation of the PPACA, there are many
factors to consider. It is estimated that community clinics in California regularly serve four
million patients, with one million of those (17 percent) currently uninsured Californians.53
California’s FQHCs (121 clinics had this designation as of 2011) stand to gain the most from
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health care reform with increased funding, giving them the opportunity to not only expand their
current services, but build new sites to increase capacity.54 As the uninsured population in
California has continued to grow, this growth has somewhat offset the increase in funding. In the
state of California, health centers receive an average of $181 per uninsured individual from the
federal government. This is significantly less than the national average of $270, or other large
states, Texas at $229, and New York at $276.55
With the implementation of the Section 1115 waiver, Los Angeles FQHCs have been
able to work with the county to create a health plan that enrolls qualified patients now to help
them transition into healthcare reform and start receiving health services earlier. This plan
mentioned above, is known as HealthyWay LA. It has allowed Angelenos to transition into
health plans, while allowing clinics to prepare for increased patient population over time. While
there is still expected to be a boost in patient population in 2014, this program has helped to pave
the way and make the transition less jarring for both clinics and patients.56
Health Status in Los Angeles County
Los Angeles County is sprawling, with a population of 9,866,194 people, as of 2011.57
This is the ninth largest population in the country, meaning that Los Angeles County is larger
than 42 states. The necessity for health care reform to work in Los Angeles County is not only
important for the state of California, but for the country as well. Below are tables and statistics
related to health status in Los Angeles County, specifically focused on access and insurance
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coverage. This data will help to illustrate the necessity for a strong safety net, when dealing with
a large population.

58

Due to the large population in Los Angeles County, as well as the high immigrant and lowincome population, it is important to have a strong safety net. Part of understanding this safety
net is analyzing the ways in which the county and clinics are working together to create the
strongest safety net possible moving forward towards 2014, to ensure coverage for other covered
by Medi-Cal, both new and old, as well as the residually uninsured.
Methodology
To ascertain how prepared safety net clinics in Los Angeles County are to deal with the
impending implementation of the PPACA, I conducted a series of interviews on the state level,
county level, and with four safety net clinics. I will be examine not only what these four clinics
are doing, but also how current state and county policies affect their decisions. The four clinics
examine are Federally Qualified Health Centers, FQHCs. These health centers are public or
private non-profit health care organizations that meet certain criteria within the Medicare and
Medicaid programs and because of this receive Section 330 grants under the Public Health
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Service Act.59 I have chosen to work with two smaller clinics and two larger clinics. Originally, I
was planning to compare my clinics in sets of two, thinking that it would not be fair to compare
the smaller clinics to the larger clinics, due to their smaller budget, size of staff, and size of
patient population. However, after conducting my initial research, I realized that clinic size and
budget should not be a factor in this comparison, because they all operated under the same
guidelines and regulations, since they are designated as FQHCs. Therefore, I will not be
comparing the clinics based upon size, but instead will be doing a comparison across the four.
The smaller clinics I will be examining are the Community Health Alliance of Pasadena,
ChapCare, and T.H.E., To Help Everyone, Clinic, Inc. For my larger clinics, I will be examining
St John’s Well Child and Family Center, St John’s, and QueensCare Family Clinics, QFC.
During each of my interviews with the clinics, I asked a series of open-ended questions
related to the clinics current objectives focused on the expansion of Medi-Cal and other aspects
of the ACA. Originally, I had planned to conduct a wide series of interviews focused at different
levels of the clinics. Once I started to reach out to my clinic sites and conduct my interviews, I
discovered that not only was the information repetitive from multiple interviews, but additionally,
my sites were not as willing to give me open access to their sites and their staff. Due to this
change, at three of my clinics, I was only able to interview upper management, and at the fourth,
I was directed to middle management staff. I was not given open access to any of the clinics, and
some of my interviews were conducted over the phone as the management staff was too busy to
meet in person. Perhaps my findings would have been different had I been given different access,
but due to my position as a student researcher, they were willing to have upper management
meet with me, but not other staff members. At ChapCare I interviewed Margaret Martinez, CEO;
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at THE Clinic, Inc, Itohan Oyamenden, COO; at St John’s, Regina Clemente, Campaigns
Coordinator, and Nomsa Khalfani, Chief of Policy and Support Services; at QFC, Barbara Hines,
President and CEO, and Alex Armstrong, COO. The only clinic where I met with middle
management was St John’s Well Child and Family Center; however, I was unable to meet with
the CEO. St John’s is very much an enigma within my research, as will be shown later.
The results of my interview have been broken down into five categories: key concerns
focused on health care reform, steps to prepare for expansion, the role of technology within
health care reform, the role of HealthyWay LA as Los Angeles County’s LIHP transition
program, and their relationship with Los Angeles County moving forward towards 2014. These
categories help to provide information as to what the clinics are doing, but also how they are
working together with each other and the county to move forward.
I have also used each clinic’s I-990 tax documents, annual reports, demographic data
from the federal government, and maps of geographic locations, to provide background
information and situate the clinics within their communities and in relation to each other.60
In addition, to my clinic interviews and analysis, I interviewed policy makers and
advocates on the state and county level. I interviewed Jamie Robertson, Program Officer, Health
Reform and Public Programs from the California Health care Foundation. Much of their research
as an organization in the last few years has focused on the ACA, the ramifications for
Californians, and their recommendations for preparation. She works in Sacramento, helping to
establish state health policy. She has been working with the California legislature to help
determine what health care reform will look like in California. I also spoke with Kimberly Lewis,
60
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Managing Attorney, National Health Law Program - Los Angeles Office. The National Health
Law Program works across the country to help educate legal advocacy groups about health care
legislation, because they have a California office, they also work closely with the state
government, and are helping to decide what health care reform will look like in California. On
the county level, I spoke with Amy Luftig-Viste who splits her time between the Los Angeles
County Chief Executive Office, as Principal Analyst, Health Care Reform, and the Department
of Health Services, working on implementation of health care reform, through the HealthyWay
LA program.
Ultimately, all other these interviews have come together to help me look at the
interaction between these organizations and how everyone is working together to move forward
with the implementation of the ACA.
Background Information on Clinics
Below is basic background information about each of the clinics, history, services
provided, locations, budget, and demographics. This information has been compiled from a
series of sources including I-990 tax documents, annual reports, and organizational websites.
Additionally, each Federally Qualified Health Center is required to file an annual report with the
Health Resources and Service Administration, part of the Department of Health and Human
Services, detailing the demographics of their patient population (race/ethnicity, insurance type,
income, services accessed, age, income), as well as some basic health status statistics. To ensure
consistency all demographic statistics reported will be based upon this data. Appendixes 2-5
provide maps of each clinic locations in relationship to their administrative offices, and a copy of
the demographic report mentioned above.
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Community Health Alliance of Pasadena
The Community Health Alliance of Pasadena, ChapCare, was founded in 1995 after a
community coalition made up of residents, social service agencies and city governmental
officials came together to find a way to increase access to affordable and culturally-sensitive
medical and dental services. In 1998, ChapCare opened its first medical clinic, and in 2001, they
opened their dental clinic. In 2004, they were designated a Federally Qualified Health Center,
FQHC, and in 2007, they became one of the first health centers within Los Angeles County to
implement electronic health records, EHR. Today, ChapCare is currently operating three sites, all
of which offer medical services, with their flagship site offering dental and behavioral health
services as well.61 Their mission is to, “…to provide high quality, accessible and culturally
sensitive health care and related services in an environment of care and mutual respect”. 62
ChapCare has three locations, Fair Oak Health Center, Lake Health Center, and Del Mar
Health Center, as well as a mobile clinic. (See Appendix 2.1) While their primary service area is
in the San Gabriel Valley, they will accept any patient from Los Angeles County, regardless of
ability to pay. The Fair Oak Health Center is their largest site offering medical, dental and
behavioral health services, while the other two sites only offer medical services.63 In addition,
they also offer case management services to their patients, helping patients gain access to other
health and social services, including referrals, transportation, interpretive services for languages
not available on staff (English, Spanish, Armenian), and health education and lifestyle review.64
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There is not a lot of readily available information about ChapCare as an organization;
their website is out of date, with not much useful information beyond a timeline of their history.
Additionally, they do not publish an annual report, like many other clinics, providing
demographic information about their patient population, as well as funding sources, current
programs, and plans for the future. Due to this lack of information, it is hard to paint a picture of
ChapCare as an organization.
Based upon their I-990 from 2011, ChapCare functions on a budget of approximately $6
million; their revenue comes from a combination of government grants, patient service fees,
fundraising and investment income.65 Surprisingly, patient fees account for more of their revenue
than any other source of income. This is in contrast to the common misconception that FQHCs
are solely funded by government grants.66 They have 16 uncompensated voting members on their
board of directors, and 110 staff members.67
In the 2011, ChapCare served 14,214 patients, with 72.37% uninsured, 24.05% covered
by Medicaid/CHIP, 2.43% covered by Medicare, and 1.15% covered by a third party. 82.53% of
their patients identify as a racial or ethnic minority (meaning not Caucasian), 57.43%
Hispanic/Latino, 22.17% African American, 2.50% Asian, 0.16% American Indian/Alaska
Native, and 0.22% Native Hawaiian/Other Pacific Islander. Additionally, 30.75% of their
patients reported being best served in a language other than English. 68 (See Appendix 2.2 for
additional statistics)
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THE Clinic, Inc
THE (To Help Everyone) Clinic was established in 1974 by a group of eight medical
volunteers. Their mission was to bring affordable, quality health care to uninsured women living
in the underserved, economically challenged community of South Los Angeles. Since its
inception in 1974, THE Clinic, Inc has expanded its service beyond women to include men, teens
and children. Their mission statement “…is to provide high quality, customer-friendly primary
care and related services to all residents of South Los Angeles, especially those who are
underserved”.69 They provide health care services as well as preventative education on a low cost,
or ability to pay, basis. Within this, they recognize that not only is it important to provide health
care to this community, but to do it in a way that recognizes the cultural, social and economic
factors that affect the community.70 In 2011, THE Clinic was one of the first clinics in the
country to be accredited as a Primary Care Medical Home, also known as Patient Centered
Medical Home, PCMH, by The Joint Commission. This accreditation recognized them for their
“…highest commitment to delivering primary health care in a comprehensive, coordinated and
accessible model”.71
THE Clinic is focused on providing health care to South Los Angeles. They have one
main clinic site that is open 6 days a week serving the community. Additionally, they have three
satellite sites that are associated with different community partners, Lennox School District,
Community Development Institute Head Start, and HOPICS, and a mobile clinic that provides
services at Susan Miller Dorsey High School, Crenshaw High School, and various locations
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throughout Lennox. 72 (See Appendix 3.1) They provide a wide variety of services focused on the
whole person, “body, mind, and spirit”. 73 Beyond basic medical services, they also offer
services targeted specifically at women, men, teens and children, ensuring health care access for
all. There is also a strong focus on preventative medicine and health education, as well as
supportive services, such as resource referrals and counseling on an individual, family, or group
basis. 74
THE Clinic functions on a budget of approximately $7 million a year according to their
2011 I-990; their revenue is a combination of government grants, patient services fees,
investment income, gifts, noncash contributions, and nongovernmental grants.75 Their board of
directors is made up of nine uncompensated voting individuals, and they employ a staff of 102
persons.76
In the 2011, THE Clinic served 12,190 patients, including 60.95% uninsured, 33.48%
covered by Medicaid/CHIP, 3.73% covered by Medicare, and 1.84% covered by a third party.
98.54% of their patients identify as a racial or ethnic minority, 85.99% African American,
32.10% Hispanic/Latino, 9.78% Asian, 0.19% American Indian/Alaska Native, and 0.98%
Native Hawaiian/Other Pacific Islander. Additionally, 26.81% of their patients reported being
best served in a language other than English. 77 (See Appendix 3.2 for additional statistics)
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St John’s Well Child and Family Center
St John’s Well Child and Family Center was founded in 1964, with the mission of
“…eliminating health disparities and fostering community well-being by providing and
promoting the highest quality care in South Los Angeles”.78 They recognize four core values,
dignity, honoring, treating, and respecting every person who they encounter; excellence, the best
standard of care, personal and professional growth, accountability, creativity, teamwork, and
quality; well-being, health focused on the whole person, enabling people to participate in their
own health improvement; and social justice, working together with others to advance equity and
fairness in community resources, and empowering and addressing the needs of all community
members. 79 Their annual report for 2012 is focused on the role that community partnerships play
in advancing health care equity. They site 19 new partnerships that have developed to help them
expand not only their health services, but also their social justice reach. These partnerships are
also helping them to reach populations previously not served by St John’s, such as the
transgender community and expanding their children’s services, as two examples.80
St John’s is network of 10 clinics, six community health centers, Dr. Louis C. Frayser
Health Center, S. Mark Taper Foundation Health Center, Magnolia Place Health Center, W.M.
Keck Foundation Health Center, East Compton Health Center at Casa Dominguez, and
Functional Assessment Center, and four school-based health centers located at Lincoln High
School, Hyde Park Elementary School, Manual Arts High School, and Dominguez High
School.81 (See Appendix 4.1) They offer a wide variety of services, medical, dental, mental
health, as well as focused services for children, teens, women, seniors, podiatry and HIV/AIDS.
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They also have a strong focus on outreach, health education, child development and literacy
education, case management, and insurance enrollment.82
This network functions on a budget of approximately $22 million a year. These funds
come from a combination of government grants, private grants, noncash contributions,
fundraising, patient service fees, and other revenue streams.83 They have a board of directors of
14 uncompensated, voting members, and they have a staff of 289 persons between the 10 sites.84
In the 2011, St John’s served 36,774 patients, including 60.82% uninsured, 37.21%
covered by Medicaid/CHIP, 0.97% covered by Medicare, and 1.00% covered by a third party. Of
their patients, 98.77% identify as a racial or ethnic minority, 81.83% Hispanic/Latino, 17.55%
African American, 0.52% Asian, 0.10% American Indian/Alaska Native, and 0.10% Native
Hawaiian/Other Pacific Islander. Additionally, 84.23% of their patients reported being best
served in a language other than English. 85 (See Appendix 4.2 for additional statistics)
QueensCare Family Clinics
QueensCare Family Clinics has been a health care institution since 1897, when the
original clinic was founded to care for the abandoned and neglected children of Los Angeles.
The clinic, controlled by the Franciscan Sisters of the Sacred Heart, was moved to its present
location in Echo Park in the late 1980s. In 1994, the clinic was transferred to Queen of AngelsHollywood Presbyterian Medical Center for financial reasons. When the medical center was
bought in 1998, the name was changed to QueensCare, combining with other community clinics
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under the name of QueensCare Family Clinics. Until 2002, the clinics were controlled by the
medical center. At this point, control was transferred to an independent board so that the clinics
would be eligible to qualify as FQHC. QueensCare and QueensCare Family Clinics, two separate
organizations, continue to collaborate; however, they are no longer controlled by the same
board.86 Their mission is “…to provide quality primary health care that is accessible to any
patient in need in the communities we serve, regardless of ability to pay”.87 Their 2012 annual
report highlights how they stand up to protect, unite and lead within the community; protecting
their patient population through their skills and resources, uniting the communities in their
service areas, as well as working with other community organizations, and leading the way
through the HealthyWay LA transition, both for themselves and other organizations. 88
QueensCare Family Clinics is made up of six clinics, Bresee, Eagle Rock, East Los
Angeles, Eastside, Echo Park and Hollywood.89 (See Appendix 5.1) Their clinics offer a wide
variety of services focused on providing acute and preventive care to all, regardless of age,
ethnicity, income, and health insurance status. These services include primary, pediatric, dental
and vision care, obstetrics and gynecological services, disease management, pediatric asthma,
and pediatric weight management and diabetes education. They offer interpretative services in
the following languages throughout their sites, Arabic, Armenian, Cantonese, Korean, Mandarin
Chinese, Russian, Spanish, Tagalog, and Vietnamese. 90
Each year, QFC operates on a budget of approximately $21 million.91 They provide a
specific breakdown in their annual report of where these funds come from: 53% from patient
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service fees, 21% from the QFC/QueensCare partnership, 14% from contributions and in-kind
donations, and 12% from HRSA Section 330 grant.92 They have a board of directors made up of
15 voting members, QFC is different from the other clinics in that all but one of their board
members are compensated for their time. Currently, QFC employs 217 individuals between their
six clinic sites and their administrative team. 93
In 2011, QueensCare Family Clinics served 36,927 patients, including 57.34% uninsured,
38.44% covered by Medicaid/CHIP, 3.02% covered by Medicare, and 1.20% covered by a third
party. Of their total patient population, 92.40% identify as a racial or ethnic minority, 77.20%
Hispanic/Latino, 22.43% Asian, 4.12% African American, 0.20% American Indian/Alaska
Native, and 0.06% Native Hawaiian/Other Pacific Islander. Additionally, 53.55% of their
patients reported being best served in a language other than English. 94 (See Appendix 5.2 for
additional statistics)
Health Reform: California Moving Forward
The state of California’s government must determine what health care reform is going to
look like before any governmental agency or other organization can move forward. Steps have
been taken to address parts of the ACA, the health benefits exchange has been established, and
other reforms have been made. However, the Legislature and Governor Brown are having
trouble agreeing on what the Medi-Cal expansion is going to entail and whom it will affect. The
Legislature has proposed that individuals earning up to 138 percent of the federal poverty level
would be eligible for Medi-Cal. They have also proposed reform for the enrollment process,
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streamlining the process and the paperwork.95 The Governor is creating push back by proposing
amendments to these bills requiring extra paperwork for Medi-Cal enrollees, to ensure the no one
is able to cheat the system. By doing this, it is creating paperwork that is not required for the
health benefits exchange, thus making it more difficult for the enrollees and the state, especially
if there are people who are on the cusp and could potentially be eligible for either program.
However, the Governor wants to scale back on costs by eliminating long-term care for the
disabled as well as transferring certain groups that are now covered by Medi-Cal, some AIDS
and cancer patients and recent immigrants, to the insurance exchanges, where they will only
qualify for partial subsidies. Additionally, he wants to reduce the amount of money given to the
counties to cover the uninsured, which is approximately $2 billion a year. Additionally,
Governor Brown has proposed an opt-out trigger that would stop the Medi-Cal expansion if the
federal government stopped paying 90 percent of the cost, as it is obligated to do after 2020. 96
One of the most significant points that the Legislature and the Governor have not been
able to agree on is whether the state or the counties will administer the health care expansion.
There are arguments for both models of expansion; however, the state option is the more feasible
one, with the county option believed to be a stalling tactic by the Governor as he looks for ways
to save on cost.97 However, the excuse of wanting to save on cost is poor since the state is not
responsible for any of the costs for the first three years, until 2017, when their responsibility is 5
percent, with a maximum responsibility being10 percent of the cost in 2020. 98 In the scheme of
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things, this is a fraction of California’s budget. Ultimately, this seems like a stall tactic, the
Governor is hoping that the Legislature or the counties will give in to his demands that way he
can move forward with balancing his budget without worrying about the complete cost of the
Medi-Cal expansion. Despite the fact that the state of California is not liable for any of the costs
for the first three years.
If the state handles the expansion, it will be less fragmented, and they have the ability to
create uniform regulations across the state to ensure that the Medi-Cal expansion will be handled
properly and as many people as possible will be enrolled into the system.99 Currently, the
counties have a mandate from the state that was put in place in 1906, Section 1700, stating that
they are responsible for providing health care to the uninsured and cannot afford insurance. If the
state handles the expansion, the counties want this mandate removed as it is out of their control,
but instead it is dependent upon what the state decides and how much funding they are willing to
give the counties. 100 There is the concern, though, that the state does not have enough time to
properly handle the expansion, since it is eight months away at this point (April 2013).101
The county option is not viable for multiple reasons. The counties do not have the time,
resources or personnel to handle the expansion if it falls on them. They are also concerned about
funding, because if they handle the expansion, the counties are worried that they will lose the
funding they currently receive for the uninsured. 102 Additionally, under the ACA it is a state
expansion, not a county expansion, meaning that the state of California would require a waiver
from the federal government to move forward with the county expansion plan, a waiver they will
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most likely not receive.103 If they were able to get a federal waiver to move forward with the
county expansion plan it would mean that in addition to the state Medi-Cal program that is
already in place, there would be 58 counties, running 58 different programs, with different
requirements. The amount of overlap and unnecessary paperwork would be unbelievable, people
would bounce from county to state programs depending upon their eligibility and if a patient
were to move, and their benefits would not carry over. Additionally, there is the problem of
counties who are not currently running a LIHP, they have no idea how to set up such a program
and do not have the expertise or the experience of the state Medi-Cal officials or the counties
running a LIHP. Ultimately, the county option is not viable; it is “not even in the spirit of the
ACA, which is creating a program that is seamless and easy to get into”. 104
There is also a concern on the state level as to how primary care providers are going to be
reimbursed under Medi-Cal. The Governor has already cut their reimbursement rate in recent
years, causing many providers to drop their Medi-Cal patients, because the reimbursement rate is
not equal to the services provided. 105 The ACA requires an increase in reimbursement payments,
but Governor Brown wants to cut the reimbursement rate by an additional 10 percent to save on
costs for the expansion. 106 While this will save money as the expansion moves forward, it will
also dramatically decrease the amount of primary care providers available to those enrolled in
Medi-Cal. All this will do is increase the necessity for a strong safety net, as those are the
providers required to see patients no matter their ability to pay.
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There is a necessity for the process to be as streamlined as possible. Eventually, either the
Legislature or the Governor will have to give in on the proposed amendments to move forward
with this process. The Governor is focused on balancing the state budget no matter what the cost,
while the Legislature is looking to streamline the process for Medi-Cal enrollees, making these
public benefits available to as many people as possible. The Legislature is hoping to pass
legislation for a state run program by the end of May; however, the Governor wants to revisit the
issue in May after he has time to revise his proposed budget plan.107 While the state needs to
make the ultimate decisions as to how this expansion will be handled, the counties have no
choice but to take steps on their own as they wait for state officials to agree on a plan.
Health Reform: Los Angeles County Moving Forward
HealthyWay LA to Medi-Cal Transition
Despite the lack of state guidance moving forward, Los Angeles County has started to
move forward with planning how to handle the transition from HealthyWay LA to Medi-Cal.108
Since this transition is eight months away, it has reached the point where it is necessary for the
county to start implementing their own steps to prepare for health care reform , because it is
unknown as to when the state will ultimately decide what Medi-Cal will look like. Currently, the
county is working with clinics, Community Clinic Association of Los Angeles County, and LA
Care Health Plan to try to figure out the operational aspects of this transition. They are looking at
things such as, at what point do they stop enrolling patients in HWLA so they have a clean
record to give to the state; how do they ensure that patients keep their medical homes; how do
they notify patients about the changes to come, ensuring that they understand what this means,
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and the overall importance of filling out the paperwork.109 All of these components have to
happen to ensure that patients are transitioned into Medi-Cal.
In many ways, the County of Los Angeles is ahead of other counties because of how they
chose to structure their LIHP. The HWLA matched eligibility almost exactly matches the
eligibility requirements of Med-Cal. The county did this to ensure a smoother transition so that
they could eliminate redeterminations, saving patients time and paperwork.110 Additionally,
about a year ago, the county transitioned to a different enrollment system for HWLA to help
streamline the process in 2014. The county is currently using a combination of YBN, Your
Benefits Now, for the enrollment, which connects to the Leader database. While this transition
was a nightmare, it was for the benefit of the patients, since the Leader database is the same
system used by the Department of Public Social Services, DPSS, which administers Medi-Cal.
This will hopefully lead to a smooth transition of patient records, information, and medical
homes in the coming months. 111
Patient and Staff Education
The county is also very concerned with the necessity for patient outreach and staff
education. While patients will not start receiving paperwork until October, it is important to start
education now so they understand the paperwork.112 Many patients do not understand what
health care reform means to them. The county wants to ensure that these patients know their
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rights, and understand that the county will be handling the bulk of their transition; they just need
to fill out the paperwork when it comes. Additionally, the county is working with the community
partners to see if this messaging should be extended to partner’s patients as well.113 Staff
education, especially for health providers, is also necessary because they are the ones who
interact with patients on a daily basis. The county wants to ensure that all staff is giving and
receiving the same message. They hope to have external and internal messaging developed to
start sending out by mid-April.114
Access to Specialty Care
Currently, under HWLA the county handles all specialty care, meaning that all HWLA
partners must refer their patients to DHS for specialty care. In addition to there being a concern
about patients retaining their medical home, the county is also working to ensure that patients
retain their specialty care providers. To do so, the county must contract with the clinic’s IPA to
ensure that a referral to DHS specialty care is possible. The two main Medi-Cal IPAs in Los
Angeles County are Healthcare LA and AltaMed. The county is in the process of creating
contracts with these two IPAs to ensure that when HWLA patients are transitioned into Medi-Cal
they will still be referred to and able to see their established specialty care providers.115 However,
this is not an easy process because in addition to rate setting, the IPAs have a different
processing for billing and payment than what the county is used to. This means that the county
has to change completely their billing and referral processes to ensure that the IPAs will contract
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with them. These contracts need to be finalized by January 2014 to ensure that HWLA patients
will still be able to see their same specialty care provider.
Restructuring of HealthyWay LA Unmatched Program
The county is also very focused on how they will be restructuring the HWLA unmatched
program. It is estimated that there will be 1 ½ to 2 ½ million residually uninsured by 2017 in Los
Angeles county; 75% of these people will be eligible for a health plan. This issue is just about
accessing them and helping them to become enrolled in Medi-Cal or Covered California.116 The
rest of these individuals are people who will not be eligible for Medi-Cal or Covered CA because
of their citizenship status, either because they are undocumented or have not been in the county
long enough. These are the patients who end up in the HWLA unmatched program, the patients
that DHS wants to see in a primary care medical home as opposed to the emergency room.
Currently, those enrolled in HWLA unmatched who seek care at community clinics are
funded solely by the county, with no state or federal match. This means that moving forward
there is not an immediate threat to the funding for those who seek care at community partners
because this comes from county funds, and there are no plans for the county to realign these
funds. However, the county uses state and federal funds to cover the uninsured in their system,
meaning DHS clinics and hospitals. This is the funding that has the potential to be limited
moving forward since the federal fund decrease is written into the ACA. The state is threatening
to cut funds for the residually uninsured now to compensate for their increased cost from the
Medi-Cal expansion. However, this does not make sense because the state is not obligated to
cover any of the cost until 2017. Therefore the county wants the state to want until then to
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determine how their funds will be affected. At this point, there will be real numbers as to who the
residually uninsured are as opposed to speculative statistics.117
The county is also looking to restructure the payment method and criteria for enrollment
into HWLA unmatched moving forward. Currently, the community clinics are paid a fee for
service rate, meaning for each visit with a HWLA unmatched patient they are paid $94 per visit
regardless of what that visit entails. They are looking to move to capitation, which means the
county will pay the clinics a per-member-per-month fee as opposed to per visit, which supports
better care management.118 They will also be evaluating how they determine who is enrolled into
the program, because they have a set number of funds and there are more uninsured people in
Los Angeles County than the program can pay for. Under the current rules, patients are
prioritized based upon where they live, low-income neighborhoods, and areas that have low
insurance rates, but high rates of disease. For the new system, they will prioritize based upon the
health needs of the patient, regardless of where they live. This will ensure that the sickest of the
uninsured are cared for first.
The county hopes that through making these changes to the HealthyWay LA unmatched
program, not only will they be able to better serve the residually uninsured patients of Los
Angeles, but that the program will work to the benefit of the county’s clinics and their
community partners. By changing the payment structure, clinics will have more funds to care for
these patients, funds that actually meet the cost of caring for them, as opposed to these funds
having to come from the clinics budget. This will also allow clinics to better serve those
residually uninsured who are not enrolled in the HWLA unmatched program. Their federal
funding for serving the uninsured, while reduced, will be serving a smaller population.
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Ultimately, the goal is to not only better serve the residually uninsured, but also allow the clinics
to function more efficiently on a limited budget.
An In-Depth Look into Four Federally Qualified Health Centers in Los Angeles County
Federally Qualified Health Centers are a unique set of health care providers within the
American health care system. With the implementation of the Affordable Care Act, there are
numerous opportunities for growth and change within this clinic setting. However, due to the
nature of the law and the sizable patient population increase that will be seen under the Medi-Cal
expansion of 2014, there are many issues that FQHCs are being forced to think critically about as
they move forward. I worked with four different clinics, Community Health Alliance of
Pasadena (ChapCare), THE Clinic, Inc., St John’s Child and Family Wellness Center (St John’s),
and QueensCare Family Clinics (QFC) to assess what FQHCs in Los Angeles County are doing
to prepare for this expansion. As has been previously outlined, Los Angeles County is the largest
county in the state of California and has a larger health care delivery system than most states.
The county of Los Angeles and the state of California serve as examples for much of the country,
leading the way in developing the new health care delivery system under the Affordable Care
Act.
Based upon my interviews with these clinics, I have broken down my findings into five
categories: key concerns focused on health care reform, steps to prepare for expansion, the role
of technology within health care reform, the role of HealthyWay LA as Los Angeles County’s
LIHP transition program, and their relationship with Los Angeles County moving forward
towards 2014. Within each of these categories, there are overarching themes that can be seen
from clinic to clinic. However, each clinic has their own perspective on health care reform and
what they should do moving forward to meet the needs of their patient population.
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Key Concerns focused on Health Care Reform
Community Health Alliance of Pasadena
ChapCare has four primary concerns as they look to addressing the requirements of the
ACA: continued reimbursement for the uninsured, patient retention, capacity to serve the newly
insured, and what a decrease in self-pay patients’ means for their funding. Currently, they
receive reimbursement from the federal government for seeing uninsured patients because of
their mandate as a FQHC to care for anyone who comes into the clinic. However, with the
changes to the health care system through the ACA leaves very few options for the residually
uninsured, which will in most cases, be either undocumented immigrants, those who are here
legally, but not eligible for coverage yet or those who are eligible for insurance, but have not
enrolled yet or are consciously choosing not to seek insurance coverage. This reimbursement will
most likely continue in the cases of undocumented immigrants and for those who are not eligible
for coverage yet. However, if patients are eligible for Medi-Cal or the health insurance
exchanges and choose not to apply, they will not be eligible to pay on a sliding scale fee, but
instead will be charged for 100 percent of the cost of the visit. This rule only applies to FQHCs,
“…federal money cannot be used on people who are insurable.”119, 120
Patient retention and capacity are also a two key concerns for ChapCare. They are
concerned about whether or not those who are currently uninsured will choose to select
ChapCare as their health care provider once they are insured. To help ensure this, they are
working to make sure that their current patients are receiving the best customer service and
patient care possible. 121 This was also cited as important because of the reimbursement and
monetary support that these patients bring to ChapCare. In addition to retaining old patients, they
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are focused on making sure that they have the capacity to attract and serve the newly insured
patients. 122 It is seen as a necessity to bring in these patients, for their reimbursements and
payment streams, and to make sure that ChapCare is not just left with the residually uninsured.
The final concern voiced by ChapCare is whether they will see a decrease in self-paid,
cash, patients, and what this will do to their pool of funds. If this number is decreased, it is
imperative that ChapCare maintains their same level of funding as a FQHC to make sure that
they are best serving their patients. It is also making sure that when these patients do come that
ChapCare’s staff is helping them access coverage if they are eligible for it.
THE Clinic, Inc
THE Clinic, Inc, located in South Los Angeles, had two key concerns, patient retention
and patient education. Like ChapCare, they are concerned “since patients who have been
historically uninsured will now have insurance, we need to make sure that they will continue to
utilize our services.”123 This again is about making sure that they retain their patients, and are
giving them the best care possible. They are also concerned with patient education, there is a lot
of information available about what is happening under health care reform, however, much of it
is misinformation or not explained at a level that a low income, non-English speaking population
will understand. Therefore, patient education is also seen as key to ensure that patients know
their rights and their options.
St John’s Well Child and Family Center
St John’s Well Child and Family Center is self-described as an atypical health care
provider.124 While some of their concerns do reflect the concerns of the other clinics, they have a
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very strong social justice focus, which changes the way they view their patient population and
how they work with them. They are very focused on the lack of inclusion of the undocumented
in the ACA, both the CEO, Jim Mangia, and the organization overall are pushing for
immigration reform to have a piece about health care, hopefully allowing undocumented
immigrants to be covered under the ACA in the future. 125
Their biggest concern moving towards 2014 is how people will become enrolled into the
new health care system. They are in the process of developing strategies, which will be discussed
later, to target low income and hard to access communities to ensure that they are educated about
the changes and to help them enroll into the system. 126 They are also worried about how to
increase capacity and meet the needs of everyone coming into the clinic. It was described as an
“exciting and stressful time,” as everyone is waiting to see what the state will decide to do based
upon the federal guidelines, but also taking into consideration what is best for California as a
whole.127
Concerns about payment reform were also expressed. If the amount that each clinic is
reimbursed per patient is decreased because there are more patients to cover, they will have to
figure out how to maximize care at a lower cost, while still meeting the demands of the ACA,
integrated care, case management, and linking to service. This is also largely speculation because
the California state government has yet to announce what the new reimbursement system will be;
it could change or it could stay the same. 128 Depending upon what this reimbursement looks like,
St John’s is also examining their current partnerships with hospitals and other clinics. If there is a
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drastic change in the payment system, there may be a need to rework their partnerships to better
serve the needs of their patients.
QueensCare Family Clinics
QueensCare Family Clinics expressed three key concerns: what the enrollment process
will look like, patient retention and education, and the necessity for payment reform. Since there
has been nothing handed down from the state yet, due to the disagreements between the
legislature and the governor, there is no concept of what the enrollment process is going to look
like. QFC is largely concerned with how people who are currently outside the health care system
are going to be brought into it, as Alex Armstrong, COO, stated, “We are a safety net clinic, it
isn’t like we advertise”.129 They are waiting for guidelines to see how those outside will be
brought in, as well as who will be handling the expansion, the state or the county (although as
previously discussed, it seems as though the county option is not a real option). Without
guidelines, it is simply waiting to see what will happen, people are expecting something to
happen starting January 2, 2014; however, there is currently no system setup and there is
supposed to be one by October. There was also concern expressed as to where Medi-Cal patients
would be assign, which was interesting. The other clinics spoke of it as if patients would have a
choice in where they receive their care; however, at QFC the belief seems to be that patients will
be assigned to different clinics based upon certain criteria, i.e. where they live, work, or which
clinic they originally register with. Due to this assumption, there is a worry about a disruption of
care if current patients are reassigned to a different clinic. This is when patients need to take
some initiative to ensure that they are able to stay with the same provider or clinic, so when they
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are enrolling making sure that QFC is their assigned medical home.130 They are also worried how
under this system they find out which patients have been assigned to them, and what that patient
population will look like. Depending upon what this population looks like, more needy, less
needing, “the young and healthy”, very sick population which has never sought care, it could
drastically change the ways in which QFC deals with patients.131 Ultimately, until guidelines are
handed down from the state, clinics can only speculate.
They also have concerns about patient retention and education. Similar, to THE Clinic,
Inc, patients do not have all the facts about what the expansion is going to look like so they are
expecting things in 2014, which may or may not happen. 132 This is also a patient population that
has not been previously insured, which means in the past they have had no appeal for other
health care providers. However, now they have a payer source attached to them, which means
other providers may try to solicit them away from their traditional care providers, the safety net
clinics. 133
The final concern of QFC is what the payment structure is going to look like. It could be
assumed that the payment structure will stay the same; however, based on recent history and the
fact that Governor Brown tried to get rid of the PPS rate, prospective payment system rate, or
how FQHCs are paid for Medi-Cal patients, recently there is expected to be a restructuring of the
payment plans. QFC pointed out two things in particular that need to be considered when the
state is restructuring the payment system, the concept of patient centered medical homes, and
redefining what a visit means. Currently, FQHCs, are paid on a per visit rate, however, under the
new structure of patient center medical homes, PCMH, there is a strong focus on comprehensive
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care, providing preventative services, the notion of keeping a patient well as a whole. Despite
these new requirements, much of these services are not covered under reimbursement, FQHCs
have to find the money in other places to cover preventative services and other programs. 134 This
is where QFC pointed out the complete importance in redefining what a visit means so it does
include these preventative services. As the system currently stands, a visit is only a face-to-face,
one on one visit with a MD, Nurse Practitioner, Physician Assistant, Dentist, Optometrist, or a
mental health professional.135 If the notion was expanded to include Clinical Pharmacists and
other practitioners who meet with patients to discuss medication and other health issues, this
would increase reimbursement for clinics, alleviate access and capacity issues, and allow them to
better serve their patients. Additionally, allowing for group visits would save time, and allow
physicians to disperse basic health information to a larger group of patients, shortening
individual visit times and keeping the physician from giving the same speech repeatedly. 136
Common Themes
The common themes that can be seen among the key concerns are payment reform,
patient retention and education, and enrollment of new patients. Currently, each FQHC is paid a
certain rate per visit, PPS rate; however, this reimbursement in most cases does not cover the
total cost of the visit and what the clinic is expected to provide the patient with now.137 The
necessity for payment is clearly expressed by every clinic. Until there is more guidance given
from the state, there is not much any of the clinics can do beyond speculate as to what this
reform will look like, or if it will even happen. They all have their opinions about the best way to
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reform the payment structure, however what is common throughout all these different opinions is
not only the need for reform, but also that this reform needs to increase the reimbursement that is
given to clinics. In the next four years, FQHCs are going to see a great numbers of changes due
to the ACA. They are expected to provide patients with complete health care focused on the
patient as a whole, not just the disease or symptoms present. Due to this push to focus on
preventative care, clinics need to have the funding and the resources to provide this prevention.
While, there are funds written into the ACA for preventative medicine, it is not enough to cover
the complete change in care expected. This is perhaps where QFC idea of redefining what a
“visit” means becomes key.
Patient retention and education was also a key concern. Many of the FQHCs patients
have never had health coverage before, or do not even realize that they will soon be eligible for
health coverage. It is important for patients to understand what their options are, and what the
ACA is doing because currently there are many misstatements circulating that have been pushed
forth by the media and other organizations. This is where patient education comes in; however,
once again until better guidelines are given from the state it is hard to know what to patients need
to be educated on.
Patient retention was also mentioned numerous times. However, it is interesting to note
the different reasons that these FQHCs are focused on patient retention. Both St John’s Well
Child and Family Center seem more focused on patient retention because they believe that they
provide their patients with the best care available. Additionally, throughout these interviews the
language used was more focused on the patient’s best interest. In the cases of ChapCare and
QueensCare Family Clinics, they are concerned about what is in their patients’ best interest as
well, but the business aspect of health care can be seen. Both talk about patient retention, not
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only as a necessity for continuation of care, but also tying it back to the payment aspect, how if
they lose these patients they will lose the money that comes along with them. This is not to imply
that these two organizations care any less about their patients needs, because this is not true, it is
merely to point out the concern within both clinics focused on the funding aspects. This once
again brings the conversation back to the need for payment reform.
All of the clinics also pointed out how these newly insured patients will be targeted by
other providers, outside the safety net system. Since they are newly covered, through either
Medi-Cal or Covered CA, they will now come with a reimbursement payment, while before they
were uninsured patients forced to use the safety net because no private physician was willing to
see them. The fact that newly insured patients will have a wide variety of physicians to choose
from is amazing, and a great accomplishment of the ACA. However, the potential that these
patients will leave their traditional safety net providers in favor of a private doctor is of great
concern to FQHCs. This is part of the reason FQHCs are focused on transforming care, not only
because it is federally mandated, but also because without this transformation, they could lose
much of their patient population. They are still the safety net and still there to serve the needs of
low-income patients, regardless of insurance; however, if they are only left with the residually
uninsured they stand to lose much of their federal funding stream.
Finally, there is the issue of patient enrollment. Once again, without guidelines from the
state it is hard to know what the patient enrollment process is going to look like. Covered CA has
been setup so there are educational materials around the exchange. However, most of the patients
seen at FQHCs will be part of the Medi-Cal expansion, not the exchange, so the necessity for the
state to decide how the expansion is being handled is imperative. However, one of the clinics, St
John’s Well Child and Family Center, is not waiting for the state; they have already started to
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devise a plan on how to educate patients and how to enroll them into the system, which will be
discussed in the next section. The speculation around what enrollment will look like is
interesting in that no one has a real sense as to what is going to happen. Based upon the literature
and the current HWLA program, where patients are able to choose their own medical homes, it
does not seem likely that patients will be assigned a new medical home if they already have one.
New enrollees will be assigned a medical home. However, if they have never sought medical
care in a clinic setting before, being assigned a medical home could be beneficial because new
enrollees are being directed to where to receive their care.
Steps taken towards Expansion
Community Health Alliance of Pasadena
ChapCare cited four key components that they are using to help prepare for an expanded
patient population. First, they have applied for a grant from Covered California. This would
allow them to educate in the clinics about the expanded options under the ACA that their patients
may qualify for, and in the community, educating the neighboring population about ChapCare
and the services that they provide. They have already been using an outreach worker in the
community for the past three years; however, she is focused on prenatal care. She has been able
to attract women to ChapCare for their prenatal services, which has lead to women returning for
their next pregnancy based upon the care they received.138 They hope to be able to do the same
for the ACA through community outreach. Additionally, through Covered California they have
staff members who are becoming certified assisters for the health insurance exchange. By having
certified assisters on staff, they will be able to help those patients who qualify to enroll in the
insurance exchange. The hope is that by giving them this assistance, they will choose to come
back to ChapCare once they have insurance coverage.
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Additionally, they are planning to increase their capacity, by both maximizing the space
they currently have and opening a new site. They recently conducted a study to see how many
patients were being seen on a daily basis at each site. A key finding from this was that on the
days where they have the most providers available, some of their clinics are seeing the least
amount of activity. Currently, they are looking to understand why this is, and what can be done
to fix it, if it is shifting clinic hours, shifting provider days or hours, or encouraging people to
come to the clinic on different days. 139 Understanding why this is happening will allow them to
maximize their capacity at all of their sites, and increase access to services. Specifically, for their
Fair Oaks Clinic, which is the largest clinic, they have just acquired the lease for the entire
building from the city of Pasadena. By having the entire building, as opposed to sharing it with
another non-profit as they do currently, they will be able to reconfigure the clinic in a way that
gives providers more space and allows them to better serve patients. They are also opening a new
clinic, hopefully this month (April 2013) in South El Monte. This site gives them an opportunity
to provide access to health care to yet another traditionally underserved community, and hoping
to attract the patients who will be eligible for Medi-Cal under the expansion, so they will choose
the new ChapCare site as their medical home.
One of the key components to the ACA that is critical for FQHCs is becoming a certified
Patient Centered Medical Home, PCMH. ChapCare will soon be using this certification as part of
a marketing campaign to attract patients to their clinics.
Providers are “the key to ACA”, according to ChapCare’s CEO Margie Martinez;
without quality providers to serve the patient population in the clinics, the rest of the strategies to
deal with expansion are irrelevant. However, “it is getting harder and harder to hire the full time
family practice doctor, so [they] are having to look at the newly graduated, mid- levels, [such as]
139
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physician assistants, nurse practitioners to come in”.140 All of these mid-levels function under the
supervisor of a physician. This is becoming an increasingly common practice in FQHCs to
dealing with the primary care physician shortage, a shortage that had been created not by a lack
of physicians specializing in primary care, but instead by the increased demand for primary care
providers. Additionally, it is becoming increasingly difficult for FQHCs, such as ChapCare, to
attract physicians to work for them. Many providers are opting to work for private practices, or
organizations such as Kaiser or AltaMed, who are able to provide higher compensation and
hours that are more flexible. 141 One key opportunity that ChapCare is able to offer is the option
to enroll in a loan repayment program from physicians, nurse practitioners, physician assistants,
nurses, and other specialties. 142
THE Clinic, Inc
THE Clinic, Inc has been a certified Patient Centered Medical Home since 2011, and was
one of the first sites to receive this designation by The Joint Commission.143 This has given them
an advantage over many other clinics in Los Angeles; they started addressing the requirements of
the ACA early on. They are currently focused on “….making sure that they are differentiated
from the competition, letting patients know about the services they receive, and what makes us
different from the private doctor across the street”.144 By differentiating themselves from other
clinics and private doctors, they hope to retain their current patient population as well as
attracting new patients through their unique services. One of these services is that they have been
using Patient Portal for approximately a year now. Patient Portal is an online service that allows
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patients to make appointments, view medical records, view labs, and communicate with their
provider, in addition to other services. 145 This is one of the criteria all FQHCs must meet under
meaningful use; however, it is not mandated until 2015. THE Clinic, Inc is using this early
implementation as a strategy to both keep and attract patients. Currently, they are reaching out to
all the patients who have been activated in the system to remind them of this feature. Once, this
is complete, they plan to start reaching out to the rest of their patients to let them know that this
feature is available to them and for those who are interested, they will help them set it up.146
Capacity is another key aspect that THE Clinic, Inc is dealing with. Two years ago,
through ACA, they received funding to update their current facilities. Through this update, they
were able to add dental services. Currently, they are doing outreach about their current services
and the addition of dental to attract new patients. Their mobile clinic is also a resource that is
being used in outreach efforts. In addition to this, they will be opening a new facility in July.
They are still in negotiations to acquire the site, so the exact location could not be disclosed, but
it will be located in the 90019 zip code, which is Central Los Angeles just north of I-10, meaning
they are expanding outside of their traditional service area of South Los Angeles. 147
St John’s Well Child and Family Center
St John’s has the most community outreach oriented approach to preparing for the
expansion. Starting in May 2013 through December 2014 they will be launching their “Get
Ready, Get Covered” campaign both in clinic lobbies, or waiting rooms and going door to door
in the community. Through face-to-face conversations with current patients and prospective new
patients they hope to increase education and understanding as to what the ACA is, what it is
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doing, and how they can benefit from the law. For this campaign, they plan to hire three new full
time Outreach and Education workers.148
As previously mentioned, their biggest concern within health care reform is getting those
from low income or hard to access communities to enroll in the system. In addition to the
launching of the “Get Ready, Get Covered” campaign, they will also be utilizing their Right to
Health Committees to access community members who do not already use St John’s as a health
care provider. Right to Health Committees are made up of patients coming together once a
month to discuss their rights within the health care community, as well as other social justice
issues affecting the South Los Angeles community. St John’s will be asking the members of
these committees to hold house meetings. At each house meeting, a committee member will
invite 8 – 10 members of their community, family, friends, or neighbors, to their house to learn
about the ACA, how the law will affect them, and what health coverage options may become
available to them. The attendees will be provided with information to help them enroll, either in
Medi-Cal or in the health insurance exchange; they will then be asked if they would like to hold
a similar meeting, using a concept similar to a phone tree to dissemination information
throughout the community.149
Additionally, St John’s is part of the Campaign for Health and Human Rights, a coalition
of organizations and their members, focused on South Los Angeles working to increase access to
healthcare, safe and affordable housing, increased green space, and healthy food, among other
issues.150 They will be working closely with two of the other members of this coalition,
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Esperanza Community Housing Corporation, and SAJE, Strategic Alliance for a Just Economy,
to utilize each other’s membership base for their own campaigns.151 St John’s will encourage
their patients to attend these events and will be bringing their mobile clinic to different events
sponsored by Esperanza and SAJE. At these events, they will provide health screenings as well
as educational materials about the ACA, and provide people with information about their
coverage options. St John’s focus is on providing as much information as possible to a wide
variety of people. While they hope that all these people will chose to be St John’s patients, they
seem to care more about educating a large population of people so they can make informed
decisions regarding their own health.
Since St John’s is very focused on social justice issues and equality for all, they are
looking for an option to provide undocumented immigrants with health coverage. Currently they
are pushing for something in immigration reform to provide the undocumented with health
coverage, however until this happens, they as the residually uninsured will have no health
coverage. St John’s network of clinics sees more undocumented immigrants than any other clinic
in the SPA 6 area.152 They are currently working with LA Care to come up with a health
insurance plan for the undocumented immigrants living in Los Angeles County. If and when this
is developed, they would start publicizing it at their various outreach events as an option for
those who are undocumented, therefore they do not qualify for Medi-Cal or the health insurance
exchange. Since this plan is still in the works, it is hard to know what it will entail, it will most
likely only work at St John’s, which has the potential to drastically increase the amount of
patients St John’s sees. 153
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In addition to this strong community outreach and education focus, St John’s is also
taking steps to prepare their clinics for an increased patient population. This year they will be
opening up at an eleventh clinic site, their fifth school based site, at Washington High School.
They are currently undergoing an efficiency audit, which is being completed by a consultant
agency. This audit is looking at how to improve “operational efficiency to enhance care quality,
patient and employee satisfaction and productivity”.154 They are looking at how to minimize
patient wait times, while maximizing their time with clinicians. It is not only about maximizing
the time with the clinicians, but a more conscious focus on coordinated care and delivery of
quality care.155 The audit is focused on helping them create a patient centered environment as St
John’s has yet to receive their certification as a Patient Centered Medical Home. Another aspect
of this is the “warm welcome”, making sure that each clinic is creating a patient supportive
environment to ensure that the patients have a pleasant experience and want to return to St John’s
in the future.156 They want to refocus their image away from the notion of a safety net clinic,
being seen as a safety net implies the place of last resort, while in contrast, a patient centered
medical home implies a clinic that is focused on the patient as a whole, where people can come
for continuing care and preventative medicine. 157 The provider shortage was also mentioned, and
again how competitors are able to pay at a higher rate with more benefits. For St John’s, it is
about finding providers who are excited and passionate about working with these communities.
QueensCare Family Clinics
QueensCare Family Clinics is primarily focused on increasing and maximizing capacity,
and patient enrollment and education moving towards 2014. As part of standard practice, they
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have health enrollers at every clinic site. A health enroller meets with every new patient to
determine if the patient is eligible for any type of coverage, which currently means HealthyWay
LA or Medi-Cal. Currently, health enrollers are able to help patients enroll in HWLA, but they
are not able to help patients enroll in Medi-Cal; this is handled by the county, but they can help
patients start the process. All of QFC’s health enrollers will become health assisters for the
health exchange so once the exchange is active they will be able to help eligible patients. They
have been conducting patient education based upon the current HWLA program since there are
no guidelines yet for what the expansion will look like from the state.158
As one measure to increase capacity, QFC is building a new clinic site in East Los
Angeles, replacing the two current clinics in East Los Angeles. This site will be nearly twice the
size of their largest clinic, approximately 25,000 square feet.159 The initial proposal to construct
this clinic was written as part of a strategic plan in 2010, after the ACA had passed and clinics
were starting to think about how they would address the changes to come in 2014. Ultimately,
this clinic is seen as a risk by QFC management, not only because of the drastic increase in size
compared to all the other clinics, but also because they will not know if they are going to see the
increased demand to fill the clinic until the clinic is operational and the expansion has begun.160
The necessity to find quality providers was also mentioned, as more providers allow a clinic to
see more patients and have the potential to extend hours and open sites on Saturdays. QFC has
the capacity to grow beyond this; however, they are more concerned with maximizing their
current capacity. Approximately 40 percent of their patients are no shows, meaning that their
schedules may look full, but this is not actually the case. It is important to fill in these gaps
158
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before looking to expand more, especially when they are not sure what their future patient
population is going to look like.161
Common Themes
Four common themes emerged when looking at the steps being taken by clinics to
prepare for the Medi-Cal expansion of 2014.
Expanding Clinic Capacity
Clinics are expanding their capacity, focusing on outreach and education, looking to hire
more providers, and transforming the care that they provide. Three of the clinics are adding new
sites to be opened within the next year, St John’s being the exception to this. However, they are
adding an additional school site and are in the process of completely remodeling their pediatric
clinic site. In addition to adding new sites, all are looking to improve and expand their current
facilities to ensure that they are ready to handle an increase in their patient population. Expanded
site capacity allows the clinics to see more patients physically, and newer facilities can be a
marketing point to attract new patients. An issue that goes hand in hand with this is the ability to
attract and hire new providers. Without new providers, no new capacity matters, because they
will have the space to serve the patients, but not the clinicians. Ultimately, finding new providers
will be the key to the expansion. It seems as though it will be a combination of clinics hiring
non-traditional primary care providers, nurse practitioners and physician assistants, to be
overseen by physicians. As well as attracting providers with loan reimbursement plans that will
help them pay off their student loans while serving the community. Clinics must also play an
active role in lobbying the state to not cut reimbursement rates for Medi-Cal providers. While
FQHCs are required to see all patients, if they are receiving a hire reimbursement rate for Medi-
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Cal patients it will ease some of their budgetary concerns and help attract providers by being able
to offer them a competitive salary.
Increased Patient Outreach and Education
Increased patient outreach and education are also essential to not only attract new patients,
but to also sustain the patient population that they currently serve. It is interesting to see the
different approaches to patient outreach and education. ChapCare and THE Clinic are taking
more traditional approaches, such as education in the waiting room, the use of outreach workers
and mobile clinics that would be expected of a community clinic. QFC seems to be waiting until
they have more information to start thinking realistically about what patient education will look
like. They are very business oriented and until they have more information, it does not seem to
make financial sense to invest in education without all the facts. They also seem slightly
skeptical about whether or not their patient population will even understand the materials that are
being given to them. This seems like an opportunity to work with the county or other clinics to
develop materials that their patient population will understand. They have access to them every
day in their waiting room, by utilizing the patients that they do see on a regular basis they could
test what they know and evaluate the best ways to disseminate information.
St John’s is by far taking the most unique strategy to patient outreach and education. This
comes from their strong focus on social justice issues, in addition to their involvement in many
other groups and causes beyond health care. While in some ways, St John’s seems to be the ideal
model for patient outreach and education, it is unrealistic to expect more traditional clinics to
start using organizing tactics to educate their patient population. It seems as though some of St
John’s tactics, such as the waiting room educational sessions, could be applied across the board
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and educational materials could be adapted from clinic to clinic. However, most of the clinics do
not have the staff capacity or the time to lead home education sessions.
Transforming Patient Care
All the clinics are also focused on transforming their patient care. They have previously
focused care on the whole patient; however the new designation of Patient Centered Medical
Home is important for multiple reasons. First, it nationally accredits clinics as a place that is
focused on the whole patient; it also can be used to advertise to new patients. There are also
incentive payments written into the ACA for PCMH, so this is yet another opportunity for clinics
to increase their funds by reaching this designation. PCMH are also given special privileges
within Covered CA, allowing them to attract more patients through the health benefits exchange.
This will help to change their patient population, however it will also create challenges in that
they will be dealing with more insurance plans that they have not traditionally dealt with. They
must figure out how to bill these plans, in addition to determining how many private insurance
plans they are willing to accept in addition to their Medi-Cal patients and the residually
uninsured.
Emerging Issues
The following three sections look more in depth at three key issues related to clinics
concerns moving forward. These three sections have been identified because each is a common
theme of great importance that was mentioned by each clinic sites. This will help to situate other
pressing issues that clinics are concerned with, that are important for implementation, but do not
directly come from the ACA or have a direct impact on patients.
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Role of Technology within the ACA
Community Health Alliance of Pasadena
ChapCare was the first site that I interviewed. They pointed out how the adoption and use
of technology under the ACA is key especially for FQHCs. The use of electronic health records,
EHR, is mandated through meaningful use; however, some clinics, like ChapCare have been
using EHR for much longer. ChapCare adopted the system the use of EHR in 2007.162 This is
seen as an advantage because their clinical and administrative staff is well versed in the
technology and have already adapted to using it on a daily basis. ChapCare also believes that
they will be better able to manage growth because they have the data to help them make
informed decisions because they have been using the EHR system longer.163
ChapCare is also creatively using technology to help them better serve their patient
population. They have signed an agreement to implement a new software system, PointCarePA,
which will help them evaluate their patients health coverage needs and determine which health
program best suits them. ChapCare is the first community health center in Los Angeles to begin
using this specific software. This system uses a five question, 90-second eligibility assessment to
capture the necessary data to determine which health plan will best match with the patient. The
system provides each patient with “…a personalized list of options, complete with program
contact information, monthly costs, sign-up checklists of important documents needed to enroll,
and applications.”164
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THE Clinic, Inc
THE Clinic, Inc, began using EHR approximately two years ago, and activated their
Patient Portal a year ago. Most clinics have not begun to activate their patient portals yet,
because it is not mandated by meaningful use until 2015. However, THE Clinic, Inc, made the
decision to activate early, as this is a critical tool for patients. Additionally, many clinics have
implemented EHR, but not everyone has started to use patient portal, this distinguishes them
from other clinics. This is key to the implementation of health care reform, and their early
activation of patient portal is currently being used as a marketing point for current and new
patients. They believe in contrast to ChapCare that their recent implementation is a strength over
early adopters of EHR, because they have the most up to date technology and training.
St John’s Well Child and Family Center
St John’s is also a recent adopter of EHR, starting the transition in 2010.165 They
ultimately decided to adopt the use of EHR, not only because it was mandated by the ACA, but
also because they serve a very large patient population between their ten different sites and the
use of EHR is instrumental in population management especially when operating that many
clinics. It will also allow them to identify high-risk patients, keeping better track of individual
patients, as well as being able to map patterns of risk within their patient population across South
Los Angeles.166Additionally, with the push towards coordinated care, EHR allows for better
communication between clinicians about patients and can be seen through real time results.
FQHCs are being expected to panel patients and have a plan for those patients; EHR will allow
clinics to more easily do this than if they were using paper charts. 167
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QueensCare Family Clinics
QFC was an early adopter of EHR, like ChapCare, with final implementation taking
place in November 2007.168 Since they were an early adopter, they have a wide data set to pull
from, which allows them to report better and quicker. QFC was quick to point out that while
EHR has many advantages, it does not make patient visits faster as many people believe, the visit
time is actually lengthened after initial implementation, and eventually returns to normal because
the physicians are still required to chart everything and take the steps mandated by the system
with each patient. It ensures that nothing slips through the cracks because of the required
checklists, and all the patient data is stored in an easily accessible format, but patient visits are
not shortened.
While QFC does think that they have a competitive advantage as an early adopter, they
do not think it will last long. Currently, many clinics are working through the same struggles
QFC had about 5 years ago after they adopted their EHR system, according to them, in about 3
years that advantage will be gone, as most clinics will have worked through the initial problems.
They also mentioned the high cost of the product and the continued cost of maintenance and staff
training. EHR is not a one-time cost, but a continued expense every year once it has been
adopted. QFC recognized two key issues in regards to the ACA and the use of EHR. First, the
use of patient portal, which is required as a patient centered medical home, and they have already
activated. They plan to place computer kiosks in the waiting room of every clinic so patients can
be educated on how to go online and access the patient portal. The second, more wide reaching
issue, was the necessity for there to be an interface built so that clinics can communicate with
each other and with the county. This will cut down on duplication if patients go to multiple sites
and different clinics, additionally the county handles all specialty care so the ability for the
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primary care provider to communicate with the specialty care provider is key. Currently, there is
no such interface, it is also complicated by the fact that not every clinic is running the same EHR
software, and the county has its own system as well. For the ACA to be fully realized looking at
technology and FQHCs, the whole system needs to be able to communicate, which is not
possible at this time.169
Common Themes
Technology is cited as important by all four clinics, not only because of their obligation
through meaningful use, but because it allows them to provide the best patient care possible.
There are two distinct arguments around the use of electronic health records, whether the
advantage goes to those who were early adopters or those who are recent adopters. Ultimately, it
seems as those the advantage goes to those who were early adopters as they have more
experience with the system. With all the other changes taking place because of the ACA, it is one
less thing that they must ask their providers to learn and understand. Additionally, they are able
to provide detailed histories about long standing patients, and disease patterns in their service
area. While, the recent adopters will have the most up to date technology, this advantage will
disappear when the earlier adopters have to update their systems in a few years. They also have
to work through the learning curve that the early adopters have already been forced to deal with.
Another aspect where technology becomes important is through incentive payments. Due
to the HiTECH Act in 2009, providers that use EHR will be paid incentive payments through the
state’s Medi-Cal office. This is another way in which technology becomes important because it
provides the opportunity for increased revenue. Clinics that also can demonstrate improved
health outcomes will be provided with additional incentive payments. This is another avenue in
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which early adopters will have the upper hand over recent adopters, because they will be able to
pull a larger data set to show the changes in their patient population’s health.
HealthyWay LA role as Los Angeles County’s LIHP Transition 170
Community Health Alliance of Pasadena
ChapCare was fairly positive about the HealthyWay LA program. According to CEO
Margie Martinez, they did not see a large change in their patient population due to the
implementation of the HealthyWay LA program. She believes that this lack of change in their
patients is because ChapCare had already been a participant in Public Private Partnership, or PPP,
the county’s precursor to HWLA. Many of the PPP patients were transferred into the HWLA
program and continued to seek services at ChapCare. The main change that was seen by
ChapCare was that HWLA created two categories of patients, matched and unmatched. Matched
patients will be transferred into Medi-Cal as part of the expansion in 2014, while unmatched will
not. Most unmatched patients are patients who will one day be eligible for coverage, but are not
currently for a variety of reasons; many of them are legal immigrants, but have not been in the
country long enough to qualify. While the matched program will be rolled into Medi-Cal, the
unmatched will most likely still be covered by the county, as part of the residually uninsured, in
some capacity, which has yet to be determined.171
THE Clinic, Inc
THE Clinic, Inc was very concerned about what the transition from HWLA to the state
Medi-Cal program. Without any guidance currently, it is hard to know what the new program
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will look like or how it is going to function. There is a lot of conversation around the new
program, and the idea of open enrollment starting in October, however, until the state makes a
decision, nothing is actually known. They are working with the county to ensure that the
transition will be as smooth as possible and that past mistakes, from implementation and
transference of the HWLA program, will be learned from. However, if the past is any indication,
they do not believe that the transition will ultimately be smooth. 172
QueensCare Family Clinics
QFC also has reservation about the transition for the HWLA matched into Medi-Cal.
They also cited the recent transition as a complete and total disaster. The electronic program did
not work in the way the county thought it would, the network was continually crashing, and
people were getting lost in the system, due to this clinic were not being reimbursed for visits.173
Similarly, QFC does not believe that the transition will be smooth, the county and the state still
need to work out a lot of details to determine what this all is going to look like. The number of
patients currently enrolled in HWLA matched is equal to the number of patients enrolled in
approximately 60% of the other LIHP programs in California. 174 Additionally, all of the patients
who are currently enrolled in the HWLA program need to be informed about their transition into
Medi-Cal and what it means, this is a patient population that has been routinely denied for MediCal, but will now be eligible, something that might not be understood by all.175 Regardless of all
these concerns, whether the transition works or not, FQHCs are still required to see any patient
who walks through their doors, no matter their status, health coverage, or ability to pay. 176
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Common Themes
While all the clinics believe that HealthyWay LA was a useful transition program, there
are also concerns as to how smooth this transition will be. The 1115 waiver provided the funding
for the HealthyWay LA program; however, it provided limited guidelines beyond who was to be
covered and funding requirements. Due to this lack of guidance, there has been struggle after
struggle in determining how the program will function. When the program first began the
guidelines in place did not function as promised, causing many issues for both the clinics and the
county. Additionally, last year when the county transitioned to using the Leader system, in hopes
of making the transition to Medi-Cal smoother, it was not smooth at all, and created issues for
the county, clinics and patients. The hope within the county, that this transition will elevate any
future problems, since they are using the same system now; however, the clinics are less than
hopeful. The county has been working very hard to ensure that these same struggles do not
appear in 2014, when HealthyWay LA is rolled into Medi-Cal. Until the state determines what
the Medi-Cal expansion will look like and who is handling it, the state or the counties, it is hard
to know what this transition will entail.
As outlined in the County section, there is some plan for what is to happen to the HWLA
unmatched program. It does seem as though this plan as not been shared yet with the clinics, as
the clinic administrators that I interviewed all expressed concern about what is going to happen
to those in unmatched. They all plan to continue to see those enrolled in the unmatched program,
they are just unsure as to what their reimbursement will look like and whom they will be serving
through this program. This is an opportunity for the county to work with clinics in determining
what the unmatched program will look like moving forward, since they are a key provider for the
residually uninsured. Additionally, clinics need to voice their concerns to the county in a
constructive way so that they may come together to determine how to best serve the residually
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uninsured. A united voice for the state and federal officials is the best way to ensure continued
funding for the residually uninsured.
Relationship with Los Angeles County 177
Community Health Alliance of Pasadena
ChapCare has two main concerns about their relationship with Los Angeles County
moving forward. The first is competition for patients from the county; the Department of Health
Services has its own set of clinics and hospitals that provide an additional safety net for the
uninsured and low-income patients. Right now, patients enrolled in Medi-Cal or HWLA can
choose whether they would like their medical home under each program to be either a
community partner clinic, like the ones discussed, or a county clinic. While there is a working
relationship with the county, ultimately they are looking to serve the same patients.178
The other concern voiced by ChapCare was the necessity for the county to reform how
patients access specialty care. The current system is overbooked and in many cases, patients do
not show up for their appointments with a specialty care provider because the county assigns
them appointment times without consulting them, or they do not even realize that they have been
given an appointment. Starting in April 2013, ChapCare will be using a new program called EConsult to help manage their specialty care patients. This program will allow the primary care
providers at ChapCare to consult with county specialty care providers in real time. While it only
applies to some specialties, dermatology and gastroenterology being two such specialties, it will
allow for expedited appointments if necessary for these patients and ideally, it will break up
some of the backlog through the county’s specialty care system.179
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THE Clinic, Inc
Itohan Oyamendan has been included in a county committee preparing for health care
reform, called the Everyone on Board Committee. It is made up of different clinics, county
partners, and governmental organizations, including Department of Health Services, 211,
Department of Public Health, and Department of Social Services. They are working together to
plan for health care reform, and the exchange. They want to ensure that future patients and the
community do not receive varying information, making sure that all levels of involvement, from
the smallest community organization to the county are on the same page.180
QueensCare Family Clinics
Currently, QFC is working with the county in a variety of capacities. They are one of Los
Angeles County’s largest community partners, therefore, the county comes to them for
recommendations, “if a change works for QueensCare Family Clinics, it will work for the
others”.181 Additionally, they work with a variety of non-profits, CPCA, California Primary Care
Association, and CCALAC, Community Clinic Association of Los Angeles County. CCALAC is
an association of the majority of clinics in Los Angeles County, they negotiate all contracts
between clinics and the county, doing everything expect the rate setting, for HWLA unmatched,
which is done on an individual basis, but everyone is reimbursed at the same rate.182
Additionally, QFC once again sited the need for technology and a system that is in full
communication in respect to their relationship with the county. Since specialty care is handled by
the county, it would be ideal if the different EHR systems could communicate about the same
patient. This would decrease the change of patients being lost in the cracks. It would also stop
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the practice of duplicate tests and labs if different providers were able to see what had already
been ordered, saving the county, clinics, and patients’ time and money.
Common Themes
As clinics move forward, continuing to foster a positive working relationship with the
county is important. There is a concern about competition with the county, not only for patients,
but for providers as well. While this is a legitimate concern, it seems as though it is necessary to
see the county as a partner not a competitor. The provider shortage does proposed a legitimate
problem, it is important to work with the county to ensure that providers are used to their
maximum capacity. Currently, specialty care under HWLA is handled by the county through
referrals, perhaps primary care should also be referred to the county or to another clinic, if a
clinic does not have the providers to manage the amount of patients.183 Additionally, how
specialty care is handled does seem to need reform. Patients enrolled in HWLA have their
specialty care handled by the county through a referral system. The county is working hard to
ensure that these patients are able to keep their specialty care providers. However, due to the lack
of patient autonomy within the current system, many new patients do not show up for their
specialty care appointments because the appointment times are assigned to them. The belief is
that if patients were able to schedule their own appointments, this would increase the rate of
patients coming to their appointments. Ideally under a new system, patients would be able to
schedule their appointments, thus be held accountable for missed appointments. This would help
to decrease the rates of no shows within specialty care.
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Recommendations
Based upon my findings through my interviews with individuals working at the state and
county levels, as well as an in depth look into Federally Qualified Health Centers in Los Angeles
County. I will provide a series of recommendations as to how clinics, the county, and the state
should move forward to ensure that they are best serving their patient population.
Legislation and the State of California
The first recommendation that I will offer is that the state needs to quickly decide how it
will be moving forward. There is limited time before this expansion is expected to start and this
is not the time for the legislature and the Governor to be arguing about spending that will not be
taking place until 2017. Without guidelines from the state, no other organization can move
forward in a real way. It is also essential that California drop this notion of a county controlled
expansion, it is not feasible and is wasting time when tangible steps need to be taken moving
forward.
As part of this legislation, the Medi-Cal enrollment regulations need to be changed, the
goal is streamline and eliminate unnecessary paperwork, which is not clear in some of the current
proposed legislation. An important part to ensuring streamlined processes is change the
regulation that requires new Medi-Cal patients to enroll through DPSS. Currently, under HWLA
enrollers at clinics are able to help patients enroll in the program; this will also be true at many
clinics for Covered CA. These enrollees need to be able to present patients with all of their
options and be able to help them access these options on the spot as opposed to sending them to
an additional agency that they may never contact. The California Department of Health Care
Services needs to make payment reform for how providers are reimbursed for Medi-Cal patients.
Part of this is redefining what a visit means. A visit needs to extend beyond the traditional
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providers to encompass all aspects of health care. If clinics are going to be expected to provide
health care for the whole patient, they need to reimburse for providing all of these services.
Los Angeles County: Education, Specialty Care and Technology
The County of Los Angeles needs to take on the role of education throughout the county
about what health care delivery in the county will look like after the Medi-Cal expansion and
overall changes. They must be the ones to take on this role to ensure that uniform messages and
educational materials are being used throughout the county. By doing this, more people will be
educated, including those outside the safety net health system and everyone will receive the same
information no matter where their medical home is. They should also be in charge of provider
education. Additionally, the county must reform how specialty care is handled; they are already
taking steps to do so. However, it is key to not only ensuring that current patients retain their
specialty care providers, but also to make sure that specialty care by the county is streamlined
and handled in an efficient manner. Patients need to have personal responsibility in their
specialty care, which they do not currently have. If they are forced to make their own
appointments, they will be accountable to the visit. There also needs to be more oversight to keep
patients from slipping through the cracks.
Technology is also something that the county plays a sizeable role in. Not only should
they include technology in their patient and provider education, but patients need to understand
how technology plays a role in meeting their health needs and all providers need to be educated
in how to use this technology, specifically EHR and online enrollment. Finally, the county must
develop an interface that allows not only the clinics to share information with each other, but that
also allows them to share this information with the county, and the state if necessary. Currently,
all FQHCs are transitioning to the use of EHR; however, without a way to communicate with
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each other, the county and the state about patients and their needs the role of EHR is very limited.
Clinics need to be able to share patient information if a patient changes medical homes, as well
as sharing disease trends and other data that comes from tracking patients through EHR. This
will help to provide a better picture of who is utilizing the safety net, what their health needs are,
and how these needs differ from clinic to clinic and neighborhoods.
While the county already has plans to revamp the HealthyWay LA unmatched program, it
is important that this be a top priority as well. The safety net is responsible for the care and
treatment of all individuals, not matter what their insurance status. The ACA makes great strides
to improve coverage rates and provide patients with opportunities they would not have had
previously, but it completely ignores those who will be residually uninsured for reasons beyond
their own control. This program needs to be reprioritized to ensure that those need it the most are
receiving the care that they need, prioritizing chronic conditions over place of residence.
However, since this program has limited funding it is necessary to find additional revenue
streams and for additional programs focusing on the residually uninsured to be implemented.
Federally Qualified Health Centers
While all four of the Federally Qualified Health Centers that I spoke with are moving
forward with plans to serve, better their patient populations. These recommendations are
applicable not only to the clinics that I worked with, but for all FQHCs in Los Angeles County,
and to any health provider that works with a low-income population that will be affected by the
Medi-Cal expansion.
The implementation of EHR needs to be top priority for any FQHC, not only because of
the mandate under meaningful use, but because it allows them to better track their patient
population and allows their patients access to their health records. It is also an opportunity for a
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small, but important increase in funding through the incentive payments given to providers who
have adopted the use of EHR. It also presents opportunity for increased funding in the future, if
there are additional incentive payments from the federal government based upon outcomes. An
EHR system allows clinics to more efficiently track patient outcomes and better prove how their
treatment and programs are working to improve the health of a community. Along with this, all
clinics need to activate their patient portals as soon as possible, it is not only a selling point to
attract new patients, but it allows patients access to their records, ask providers questions,
schedule appointments, as well as other tools to help increase their involvement in their own
health care.
Clinics need to take the educational materials from the county and distribute them to their
own patients to ensure that the information is being disbursed. If the state where to allow clinics
to help patients enroll in Medi-Cal, all clinics must then have health educators/enrollers at every
site that meet with each individual patient to talk about options and work with them to move
forward. This needs to become standard practice at every clinic, for every patient, not just select
patients. Clinics should also follow the model of St John’s Well Child and Family Center,
utilizing their access to a mobile clinic to educate throughout the community, as well as
providing an opportunity for patients to meet with a health enroller. While policy change is
important moving forward with the Medi-Cal expansion, education is what will ultimately create
a change within the system. There can be a multitude of policy changes to allow patients to better
access Medi-Cal benefits, but if they do not know that this option is, available to them it will not
be utilized and the policy changes will be worth nothing. It is better to have an overeducated
population as opposed to an undereducated one. This allows patients to make their own informed
decisions with all the facts in front of them.
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Additionally, all clinics must become Patient Centered Medical Homes. This certification
gives them added benefits, stating that they provide the best patient care possible for the patient
as a whole. If clinics want to move away from the image of being a safety net clinic, it is
important for them to take steps to show how they are transforming the care they are delivering.
While some sites may already operated through a patient centered model and will not need to
make many of the changes that are necessary to receive this certification. However, this is an
official seal showing their patients, the community and other organizations that they are
recognized for their patient centered model, they are working to provide the best care possible to
their patients. Being certified as a PCMH also allows clinics to apply for additional funding and
allows them access to additional funding streams that they may not otherwise qualify for.
FQHCs also play a large role in providing coverage for the residually uninsured. In
addition to the county’s HealthyWay LA unmatched program, other steps need to be taken by
clinics to help ensure that their patients without health insurance will still receive care, and that
their care is reimbursed at a rate that is equal to the care they are provided with. St John’s Well
Child and Family Center is currently working with LA Care Health Plan to try to produce an
insurance option for the residually uninsured in Los Angeles County. This will help to provide
coverage for those who cannot be covered under HWLA due to limited funds. This plan needs to
be fully developed and implemented not only at St John’s, but also at all safety net clinics in Los
Angeles County. It will provide the residually uninsured with more than one option for their
health care, as well as providing them a way to have their visits covered beyond paying out of
pocket, at a sliding scale fee. It could also be a pathway into health coverage, either Medi-Cal or
the insurance exchanges, depending upon if health care is written into the immigration reform
bill.
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Federally Qualified Health Centers play a dual role moving forward towards the
expansion of Medi-Cal. Not only do they working with their patient population, and must
determine how to best serve them through all this change, but they also hold a great deal of
power to influence policy, at least on the county level, and the state level through a organized
mass as opposed to individual clinics. It is important for them to continually recognize this
power and use it moving forward to advocate for both themselves and their patients.
Conclusion
While there are some limitations within my study, overall I was able to survey a wide
variety of individuals and decision makers involved in ensuring the expansion of Medi-Cal. One
of my biggest gaps, is the lack of complete data from St John’s Well Child and Family Center.
They were able to provide me with a great deal of data, however, because of the lack of expertise
of my contact, I was not able to receive complete answers to all my questions. In many
categories they provide an interesting contrast to my more traditional clinics, it would have been
interesting to see the ways in which they contrasted in their view of HealthyWay LA and St
John’s relationship with Los Angeles County. Additionally, access to other individuals within the
county government would have provided a broader scope of data, however because of county
restrictions I was not able to interview any other individuals. Finally, the ability to speak to a
representative from Med-Cal, either in Los Angeles County or on the State level, would have
provided additional depth to my research. Again, due to governmental restrictions, I was not able
to contact anyone, I asked my interviewees for help in this, but none of them were willing or able
to provide me with a contact.
The Affordable Care Act created in 2010, to extend health care coverage to more
Americans moving forward into the 21st Century. Despite setback from Supreme Court cases and
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some states refusal to implement the act as it was originally envisioned, the act is largely intact
and it seems like it will remain that way. Moving forward the Medicaid expansion is one of the
ways in which large populations of people will be afforded health coverage for the first time.
This is allowing a new population to access health care in a completely new way. California is on
the forefront of this movement not only with the proposed expansion of Medi-Cal, but also by
being the first state to setup, a health benefits exchange. The state is taking the implementation of
this law very seriously, despite its slow pace in some respects.
California, and more specifically Los Angeles County is a model for the rest of the nation
moving forward. The County has a larger population than many states, and will have one of the
largest populations of residually uninsured individuals, therefore if health care reform works in
Los Angeles County it will work in most other states. The state, the county, and Federally
Qualified Health Centers must work together to ensure that the transition is not only smooth for
them as organizations and governing bodies, but for their patients as well. While many exciting
and successful steps have been taken to prepare for the Medi-Cal expansion in 2014, the overall
effect of these steps and those to be taken in the next few months will not be realized until the
expansion happens. Through methodical preparation clinics, the county, and the state can work
to hopefully ensure a smooth transition and a successful program, but until implementation and
enrollment begins the successes and failures have yet to be seen. Ultimately, the Affordable Care
Act is not about political opinions and beliefs, but it is about extending a basic human right to as
many individuals as possible to ensure that they are receiving the best care and to improve the
health of the United States as a whole.

87

Appendix
Structure Chart (1)

88

Community Health Alliance of Pasadena (2)
2.1 ChapCare Locations

89

2.2

90

91

THE Clinic, Inc (3)
3.1 THE Clinic Inc Locations

92

3.2

93

94

St John’s Well Child and Family Center (4)
4.1 St John’s Well Child and Family Center Locations

95

4.2

96

97

QueensCare Family Clinics (5)
5.1

98

5.2

99

100

Glossary of Terms 184
AltaMed IPA: AltaMed’s Independent Practice Association (IPA) contracts with communitybased primary care physicians. The goal of AltaMed’s IPA is to expand access to a broader array
of services to a greater number of independent physicians and offer additional services. AltaMed
IPA is one of the largest in Los Angeles County working largely with community clinics serving
low-income populations.
Bundled Payments: This is a system by which doctors and hospitals in an area are paid not at a
fee for service rate, but on a capitation system linked to outcomes. It is seen as the middle ground
between fee for service and a capitation system. The areas with the best patient outcomes are
paid at a higher rate. This system makes providers focus more on activates that deliver real
health benefits at a lower cost.
Capitation: This is a system in which individual providers or a group of providers, normally
contracted with an independent practice association, are paid a set amount for each enrolled
person assigned to them per a period of time, normally a year or a month. This payment is made
regardless of where or not the person seeks treatment. Rates can be affected by numerous factors
suck as age, race, sex, employment, location, as well as the expected utilization of care and
medical history.
Children’s Health Insurance Program (CHIP): Enacted in 1997, CHIP is a federal-state
program that provides health care coverage for uninsured low-income children who are not
eligible for Medicaid. States have the option of administering CHIP through their Medicaid
programs or through a separate program (or a combination of both). The federal government
matches state spending for CHIP but federal CHIP funds are capped.185
Dual Eligibles: A term used to describe an individual who is eligible for Medicare and for some
level of Medicaid benefits. Most dual eligibles qualify for full Medicaid benefits including
nursing home services, and Medicaid pays their Medicare premiums and cost sharing. For other
duals Medicaid provides the “Medicare Savings Programs” through which enrollees receive
assistance with Medicare premiums, deductibles, and other cost sharing requirements.186
Electronic Health Records: Computerized records of a patient’s health information including
medical, demographic, and administrative data. This record can be created and stored within one
health care organization or it can be shared across health care organizations and delivery sites. 187
Fee-for-Service: A traditional method of paying for medical services under which doctors and
hospitals are paid for each service they provide. Bills are either paid by the patient, who then
184
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submits them to the insurance company, or are submitted by the provider to the patient’s
insurance carrier for reimbursement. 188
Health Care and Education Reconciliation Act of 2010: This is the second piece of legislation
that passed to make up the Affordable Care Act. This Act passed the House and received the
majority of the vote in the Senate. It passed the Senate using the “reconciliation” process to make
changes in the budget and taxes, it did not require sixty votes to clear a filibuster. This reconciled
the differences between the House and Senate legislation, including larger tax credits and
subsidies to make healthcare more affordable. It created new Medicare taxes on individuals
earning more than $200,000 or families making more than $250,000. It also reformed the student
loan process, increasing Pell Grants and paying down part of the budget deficit.
Health Information Technology for Economic and Clinical Health Act: This act was passed
in 2009 as part of the American Recovery and Reinvestment Act of 2009, it is also known as the
HITECH Act. The goal of this legislation is to promote and expand the use of health information
technology, it is specifically focused on electronic health records and the implementation of
meaningful use.
Health Insurance Exchanges: Health Insurance Exchanges allow consumers to shop for
competing health plans that meet or exceed common standards. The exchanges will be
administered by the states and will help arrange subsidies for small businesses and for low and
middle-income individuals, in order to make insurance plans more affordable. For states that
chose to opt out of the Health Insurance Exchanges, there will be a federally run exchange that
individuals can use.
Healthcare LA IPA: This is another one of the large IPAs located in Los Angeles County. The
Department of Health Services is currently working to contract with them to ensure a
continuation of specialty care in 2014.
Independent Practice Association: This is an association of independent physicians, or other
organization that contracts with independent physicians, and provides services to managed care
organizations on a negotiated per capita rate, flat retainer fee, or negotiated fee-for-service basis.
LA Care Health Plan: This an independent, local public agency based in Los Angeles,
California, that began operations as a licensed health plan in 1997. The organization serves lowincome people in Los Angeles County through five health coverage programs including MediCal, Healthy Families Program, L.A. Care’s Healthy Kids, L.A. Care’s Medicare Advantage
Special Needs Plan, and PASC-SEIU Homecare Workers Health Care Plan. L.A. Care is the
nation’s largest public health plan, with more than one million enrolled members.189
Meaningful Use: Meaningful use has five key pillars: improving quality, safety, efficiency, and
reducing health disparities; engaging patients and families in their health; improving care
188
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coordination; improving population and public health; and ensuring adequate privacy and
security protection for personal health information. The implementation was divided up into
three phases, data capture and sharing (2011), advanced clinical processes (2013), and improved
outcomes (2015).
Medicaid: Medicaid finances medical care for the very poor through federal funding that
matches state expenditures. States administer the program and have some leeway in setting the
rules; in the past, many excluded individuals with no children. The new healthcare reform
extends Medicaid to cover all American citizens, including childless adults, with incomes up to
133% of the Federal Poverty Line.
Medicare: Medicare is the government health insurance program for those 65 or older as well as
the disabled and those with end stage renal disease. Health reform expanded Medicare’s
prescription drug provision to close a gap in coverage known as the “doughnut hole”. In addition,
reform removed subsidies to private insurers involved in the Medicare Advantage program and
increased Medicare taxes on individuals earning more than $200,000 per year or families making
more than $250,000 annually.
Medi-Cal: This is the name of the California Medicaid welfare program serving low-income
families, seniors, persons with disabilities, children in foster care, pregnant women, and certain
low-income adults. It is jointly administered by the California Department of Health Care
Services (DHCS) and the Centers for Medicare and Medicaid Services (CMS), which is the
federal agency responsible for Medicare and Medicaid.
ObamaCare: Term commonly used by conservative critics to refer to the Patient Protection and
Affordable Care Act. In reality, President Obama only outlined general principles to guide
Congress and did not offer a particular legislative proposal.
Public Option: The public option was a policy promoted by progressives and many Democrats
to create a government run health insurance plan that people and businesses could choose instead
of a private plan. A national public option was not included in the final version of the 2010
healthcare reform legislation, though the new maw makes it possible for states to choose to
establish one or another variant of public options.
Public-Private Partnership (PPP) Program: This program was a partnership between the Los
Angeles County Department of Health Services and private, community based partners. This
partnership was based on the commitment to providing quality health services in a culturally and
linguistically appropriate environment to low income and uninsured communities. This program
was the predecessor to the HealthyWay LA program.
Safety Net: Health care providers who deliver health care services to patients regardless of their
ability to pay. These providers may consist of public hospital systems, community health centers,
local health departments, and other providers who serve a disproportionate share of uninsured
and low-income patients.
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