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Background on Kids First Health Care 

 Private, non-profit organization 
 6 School-Based Health Centers in Adams County 
 Our SBHCs are staffed with 1-2 NPs and 1-2 MAs 
 Pediatrician serves as our Medical Director (part-time) 
 Certified Children’s Medical Home 
 Participating in Accountable Care Collaborative (ACC) 

since February 2011 
 Added Clinic Manager to take on staff supervision and 

project management (including the ACC) in August 2012 



Accountable Care Collaborative 

Colorado: Accountable Care Collaborative 
 Through Regional Care Collaborative 

Organizations (RCCOs) 
 7 geographic regions 
 Locally organized and locally led 
 3 possible ways to handle care coordination  
 RCCO Based Care Coordinators 
 Community Based Care Coordinators 
 Primary Care Based Care Coordinators 



Care Coordination 

 What is Care Coordination? 
 Person and family-centered 
 Assessment-driven 
 Team activity 
 Addresses interrelated needs 
 Enhances care  
 Improves outcomes 

 

 SBHCs regularly do Care Coordination 



5 Key Elements 

 Actively engaging the student 

Maintaining a relationship 

Data/information sharing 

Mutual benefit/shared mission 

 Formal processes in place 



Care Coordination Practices: 

 Review our monthly data from the state (SDAC) 
 Stratify Patients (High Needs, Medium Needs, Low 

Needs) 
 High ER usage and high cost imaging services 
 Complex Chronic and Critical (ADHD, epilepsy, med changes) 
 At Risk, Simple Chronic and Stable (Asthma, Obesity, WCC) 

 Track patients monthly on Excel spreadsheet 
 Update patient charts with comments, tasks, care 

plans, etc. 
 



SDAC Data 



Care Management Spreadsheet: 



Care Coordination Practices: 

 Complete monthly/quarterly metrics for RCCO 
 New patients identified for care coordination 
 Total care coordination patients 
 Risk assessments completed 
 Patient contacts 

 Attend monthly meetings with other delegated 
practices 

 



Care Coordination Practices: 

 Assign staff members to manage the care for these 
patients (Providers, MAs, Patient Navigators, etc.) 
 Part time patient navigator (Obesity grant from Kaiser) 
 Full time SBHC patient navigator (CDPHE Expansion 

Funding) 
 AmeriCorps members (small fee) 
 Morph Health Coverage Guide(s) into Patient Navigator(s) 
 Money from our RCCO and increased visits helps sustain these 

positions 
 $6.50 PMPM as delegated practice 
 Current attribution 2347 
 Enhanced Primary Care status gets extra bump 

 



Practice Transformation: 

 Evaluate changes in data monthly (improvements, 
set-backs) 
 ER Visits 
 WCCs 

 Modify care coordination and data management 
practices 
 Merge data from previous months to reduce duplication efforts 
 Look into WCC coding practices 

 Engage staff in cycles of rapid improvement (PDSAs) 
 Educate the providers on who these patients are 
 Come up with action plans 

 Spread Best Practices 



QUESTIONS? 
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