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Objectives

Describe the demographics of the patient population seen in the
Continuing Care Clinic (CCC) at Harbor-UCLA Medical Center
|dentify the factors that may act as barriers to care by examining
social determinants of health

Background

Health care services for patients of low socioeconomic status who
are uninsured or undocumented are often episodic and costly,
partially due to less use of ambulatory and preventive care

The Continuing Care Clinic (CCC) at Harbor-UCLA Medical Center
serves the residually uninsured and undocumented population of
Los Angeles County and bridges patients to routine primary care
The CCC follows patients who present to the emergency
department with an ambulatory care sensitive condition until they
establish primary care

The clinic has a high no-show rate for return appointments
(approximately 50%) and little is known about patient
demographics or social factors that may influence whether or not
they present for care

Methods

Recruited 70 patients (= 18 years of age) who attended or were
scheduled for an appointment between May and June 2018 at
Harbor-UCLA Medical Center CCC

Patients completed a 23-question oral survey (English or Spanish)
administered in-person or via phone call

The survey consisted of validated screening questions for
demographic items and social determinants of health

Questions were selected from the CMS Accountable Health
Communities (AHC) Health-Related Social Needs (HRSN) Screening
Tool

Responses were collected and analyzed with REDCap

Results

Total of 70 patients screened using REDCap

* 49 via phone call (64% response rate)

87% identified as Latino/Hispanic

57% had completed a middle school education or less

Patients reported high levels of food insecurity, concern for

immigration status, unemployment status, and financial strain

45.7% (n=32) of the patients were clinic “no shows.”

* 38% of clinic “no shows” (n=12) reported they missed the
appointment due to being busy at the time;

* 67% (n=8) of these patients reported they could not miss
work

* 31% of clinic “no shows” (n=10) reported they did not know
about the appointment

Limitations

Risk of selection bias

* Patients were surveyed during typical work hours (8 am — 3 pm)

* Patients who are employed and/or miss appointments due to
their inability to miss work may not be well represented

Table 1: Characteristics of Study Participants (n=70)

n (%)

Age, years (mean 48.9 range 24-79)

24-45 29 41

46-64 32 46

65+ 9 13
Gender

Female 36 51

Male 34 49
Race/Ethnicity

Latino/Hispanic 61 87

Black/African American 5 7

Asian/Pacific Islander 4 6
Education, years (mean 10.6 range 2-17)

Elementary/primaria 24 34

Middle school/secundaria 16 23

High school/preparatoria 17 24

>High school/preparatoria 13 19
Language

English 17 24

Spanish 53 76

Table 2: Clinic 'No Show' Characteristics (n=32)

n (%)
Reason for missing appointment?
| was busy during the time of the
appointment 12 38
Could not miss work 8
Relative or self was sick 2
Another commitment 2
| didn't know | had the appointment 10 31
| didn't have transportation 2 6
| was worried about the bill | would get/
no health insurance 4 13
| have another doctor | see for my
medical problems 3 9
| didn't think it was important to come 1 3
Figure 2: Healthcare Utilization
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Figure 1: Screening Tool for Social Determinants of Health

Question

What is your
living situation
today?!

Within the past
12 months,
were you
worried that
your food would
run out before
you got money
to buy more??

In the past 12
months, has lack
of reliable
transportation
kept you from
medical
appointments,
meetings, work
or from getting
things needed
for daily living?*

How hard is it
for you to pay
for the very
basics like food,
housing,
medical care,
and heating?
Would you say it
is:3

How confident
are you filling
out medical
forms by
yourself?*

Last week, did
you work for
pay at a job (or
business)?’

If for any reason
you need help
with day-to-day
activities such as
bathing,
preparing meals,
shopping,
managing
finances, etc., do
you get the help
you need?®

How often do
you feel lonely
or isolated from

those around

you?’

Do you have
concerns about
your or your
family's
immigration
status?
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but lam worried about
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Never true
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No

mYes

Not hard at all
Somewhat hard

m Very hard

Very confident
Fairly confident
Neutral

Not really confident

m Not confident at all

Yes

m No

| don't need any help
| get all the help I need
| could use a little more help

m | need a lot more help

Never
Rarely
Sometimes
Often

m Always

No

mYes

Discussion

The surveyed population has a high level of social need, manifest
in food insecurity, unemployment, unstable immigration status,
and general financial strain

Over half the patients scheduled for appointments are unable to
attend the appointment (“no shows”), likely because they cannot
miss work and/or gaps in communication between clinic staff and
the patients

Making medical care more affordable (i.e., obtaining medical
insurance) was a concern shared by nearly 25% patients, with
some patients stating that they were likely to miss future
appointments once they lose coverage with temporary Medi-Cal
This finding is similar to national trends showing that chronically ill
patients without health insurance were more likely than those with
coverage to have not visited a health professional (22.6% vs. 6.2%),
have no standard site for care (26.1% vs 6.2%), and confirmed that
the ED was their standard site for care (7.1% vs 1.1%)3

Conclusions

Our findings suggest that while LA DHS has successfully created a
point of access for primary care for uninsured patients, patient
engagement remains limited due to patients’ financial strain
Future endeavors to provide primary care for these patients could
include financial education regarding programs available to assist
patients living in poverty and the development of more
transparent billing processes to inform patients of their coverage
and bill prior to the visit itself.

Interestingly, with conversion to telehealth for most appointments
during the pandemic, the no-show rate has been very low.

Next steps include comparing the no-show rate and patient
outcomes for telehealth vs in-person visits as we move to a post-
Covid model of care.
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