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Access HealthColumbus is a  
public-private partnership  
working to strengthen and  

expand our community’s health  
care safety-net. 

Outcomes Report  
From Our  

Care Coordination Incubator 
 
        Over the past three years, Access 
HealthColumbus (AHC) has been conducting the 
outcomes phase of its care coordination incubator, 
also known as the Voluntary Care Network. The 
purpose of the outcome phase is to measure and 
evaluate the value of care coordination. Learning 
from this phase can be used to help our community 
shape broader systemic solution.     

Care coordination offers the potential to 
improve health care by directly addressing the 
needs of patients as they navigate the health care 
system; and encourages patients to be responsible 
for their own health and works to provide them with 
the resources and skills necessary to obtain 
appropriate health care services. Key components 
of the care coordination incubator include: 

 
• Patient Agreement – patient signs an 

agreement in which they agree to be a 
participant in meeting their health care needs. 

• Identification Card – each patient is given an 
identification card so that they have an identity 
in the health care system. 

• Sliding Fees – patients are responsible for 
small fees. 

• Support Services – in order to support the 
volunteers who are providing care, 
coordination of transportation, language 
assistance, access to affordable prescription 
drugs and affordable eyewear is provided. 

• A Regular Source of Care – all patients 
participating in the incubator are educated 
about the importance of having a regular 
source of health care, or a medical home. If a 
patient does not have a medical home, they 
are assisted with establishing one.  For the 
purposes of maintaining continuity of care all 
patients must establish a regular source of 
care. 

     
  (continued inside) 

Coordinate 
improvements 
to health care 
safety-net 
“working in collaboration 
with our public and  
private  
partners” 

Support an  
incubator for  
innovation 

“our priority is to integrate 
improvements, not  

operate direct health care 
services  

Bring together  
policy makers and 
stakeholders 
“support a negotiating  
table of leaders from health 
care, government, business 
and the community” 

OUR  
MISSION: 

To assure access 
to health care for  
vulnerable people 

in Franklin  
County 

Monitor health care 
safety-net capacity 

and utilization 
“view from the  

perspective  
of the vulnerable  
people we serve” 

Host  
conversations  

     in the community 
“building awareness  
and strengthening  

partnerships” 

Advocate for  
access to  

health care 
“focus on increasing 

health insurance  
coverage and  

sustainability for local 
health care initiatives” 

Our 2007-2009 Strategic Plan 
Primary Functions of Access HealthColumbus 

Working in collaboration with our public-private partners, 
we intend to focus on six primary functions identified in our 
strategic plan. We believe this plan will help our community  
improve its health care safety-net by strengthening the  
connectivity and coordination of care for vulnerable people 
in Franklin County.  

 
Our ability to collectively share risk will help us discover  
systemic ways to improve our health care safety-net.   
We believe our community will benefit from: 
 

• expanded capacity; 
• improved efficiency; 
• improved effectiveness. 



 
A pre/post project design was used to evaluate the outcomes 
measurements. Patients were asked a set of question before 
entering the care coordination incubator and asked the same 
questions after participating in the care coordination incubator for 
12 months. These questions were captured on the enrollment/
reenrollment application. Eight of the questions that were asked 
were from the SF8, or short from (SF). The SF8 is a standardized 
survey, used widely across the country by organizations interested 
in monitoring health outcomes, to measure the mental, physical, 
and general health status of patients.  
 The outcomes data reported are based on 317  
low-income, uninsured patients in the care coordination incubator. 
The foundation of the incubator is care coordination. Health care 
services and resources are fragmented, which causes difficulty for 
patients trying to navigate the health care system. Coordination 
involves “the regulation of diverse elements into an integrated and 
harmonious operation.” The care coordination  
incubator relies on the ability of staff to help 
connect the dots for volunteer doctors and the 
patients that they serve. Based on the 
experience of the incubator, care coordination 
allows for health care service and resources to 
be integrated across all of the elements of the 
complex health care system which in turn 
increases patient health outcomes. 
  In conclusion, we believe these 
outcomes indicate our community’s ability to 
build a coordinated system of health care rooted 
in a regular source of health care, care 
coordination, and helping people overcome 

lead us to pose the following questions for  
consideration for our community: 
 
• What would be the cost to establish 

sustainable capacity (supply) of  
coordinated medical home services to 
support the health needs (demand) for 
vulnerable people in Franklin County? 

 
• What would the value of coordinated  

medical home services be for the  
community? 

 
 
 

 
• What (patient) personal responsibility standards should 

be established? 
 

          Based on our  results and learning to date, AHC 
intends to launch a preliminary feasibility study in Fall of 
2007 to inform the community on the cost and value of 
establishing sustainable capacity (supply) of coordinating 
medical home services to support the health needs 
(demand) for vulnerable people in Franklin County. Future 
newsletters will provide more information on this study 
and its findings. 

 
 

Excerpt  from Care Coordination Incubator  
Summary of Findings for Outcomes Phase  - Draft June 2007 

Please visit our website to view the complete report: 
www.accesshealthcolumbus.org 
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General Health Status 
Compared to one year ago, how would you rate your health in general now? 

N=308 patients 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Regular Source of Care 
In the past 12 months, have you had one person or place you think of as your  

personal doctor or health care provider? 
N=300 patients   

  

A few of our findings from Care Coordination Incubator 

(continued from cover) 

MAJOR FUNDING PROVIDED BY: ADDITIONAL FUNDING PROVIDED BY: 

barriers to care. Our experiences and findings 
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Emerging Projects 
 

• Primary Care Capacity Building Investments:  Designing a collaborative effort  to  expand capacity 
(supply) of affordable primary care services through efficiency  improvements. 

 
• Franklin County Free Clinics Prescription Drug Repository:  Helping a collaborative effort to 

establish a charitable pharmacy to provide prescription drugs to Franklin County's Free Clinics via 
donated drugs. 

 
• Community Solutions to Improve Employed Immigrant Health :  Invited to submit grant to Robert 

Wood Johnson Foundation to assist local hotels and restaurants in maintaining and increasing the 
employability of a vital workforce and, more importantly, enable employed Latino immigrants to 
attend to their health needs while in pursuit of personal and economic goals.   

 
• Regional Health Information Organization:  Participating on a Compete Columbus committee that is 

planning  for an emerging health information technology initiative in central Ohio. 
 
• Primary Care/Behavioral Health Care Integration:  Working with an emerging partnership that is 

attempting to build an integrated primary care/behavioral health care services. 

Current Projects 
 

• Improving Access to Affordable Prescription Drugs:  Evaluating sustainable approaches to increase 
access to affordable prescription drugs – working with partners to identify 1-2 strategies to pilot in 
our community. 

 
• Establishing a Health Care Safety-Net  “MONITOR”:  Designing a "monitor" of safety-net capacity 

and utilization – version 1.0 will focus on primary care services as a good place to start. 
 
• Establishing a Coordinated Medical Home Network in Franklin County:  Coordinating a feasibility 

study to inform the community on the cost and value of establishing sustainable capacity (supply) 
of coordinated medical home services to support the health needs (demand) for vulnerable people 
in Franklin County. 

 
• Oral Health Capacity Building Investments:  Working in partnership with the United Way of Central 

Ohio and Osteopathic Heritage Foundation on strategies to  expand capacity (supply) of affordable 
oral health care services. 

 
• Voluntary Care Network:  Supporting volunteers from our local health care community (doctors, 

hospitals, and their staff) who are working together in a demonstration project to help low-income 
uninsured people improve their health in a coordinated and connected model. 

IN-KIND SUPPORT PROVIDED BY: 
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