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Primary Care Budget

Global Payment Grants, 52.73, 3%
Program, 520.34,

Medicare, $1.89, 2%

19%

PRIMARY CARE SOURCES $145 M

Medi-Cal, $40.97,

Quality Incentive Pool, 30%

$35.89 , 34%

Operating, $33.89, 23%

Primary Care

Murse Advice Line
Centralized Call Center

Total
PRIMARY CARE USES $145 M

FY 25 budget and
current staffing

level

STAFFING
Filled Vacant Total
449 119 LG8
11 3 14
18 17 35
478 139 617

Salary & Fringe, $111.20, 77%



Clinic Distribution and Focus

primary care for
adults and families

I primary care for youth I

I primary care for adults I

SPECIAL FOCUS CLINICS
Geriatric: Curry

Homeless or marginally housed:
Tom Waddell Urban Health

HIV positive or at risk: PHP

Children and youth: CHPY, CHC

Chinatown Public
Health Center (CPHC)

CHPY Larkin
Street Clinic

Maxine Hall Health
Center (MHHC)

Tom Waddell Urban
Health Clinic

S
GRS
—— ry Senior Center
AN 4 CHPY New
N Generation HC
O

([
ZSFG Campus Clinics

FHC PHP

CHPY Cole
Street Clinic

Ocean Park Health
Center (OPHC)

Castro Mission Health
Center (CMHC)

Potrero Hill Health
Center (PHHC)

Special Programs
for Youth (SPY)

Silver Avenue Family
Health Center (SAFHC)

S

Southeast Health
Center (SEHC)

CHPY Balboa Teen
Health Center



Our Patients

Race

Black/African
American, 12%

Other/Unknown, 6% «
White,

Asian,
24%

Hispanic/
Latinx, 43%

T American Indian or
Alaska Native, 0.3%

Native Hawaiian or
Pacific Islander, 1%

Patients by Age Group

<18 years
18-34 years [ 14%
35-54

55-64

65+ years

Empanelment (current data):

*55,852 active patients (seen in past 18 months)
*39,192 enrolled and not seen in past 18 months

I 19%

I 21

I 21%

Gender Identity Sexual Ori

Non-Binary/Gender

Queer, 0.4%% N Unknown, 7%

i 0 Unknown, 10%
Bisexual, 2% /

Choose not Something else, 2% \\
to disclose, Lesbian or Gay, 4% ——
0.6%
Choose not to .
disclose, 7%
Female, 49% V
Male, 43% Don’t know, 7%
Straight, 69%
Transgender _~ _ Transgender g 0

Female, 0.4% Male, 0.07%

Preferred Language (top 7)

English . 47%

Spanish I 33%
Cantonese Y 11%

Russian M 2%

Vietnamese N 1%

I 19%

Mandarin B 1%

Tagalog B 1%
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A Vision for SFHN
Primary Care



SFHN Primary Care Vision

1St
Choice

for Health Care
and Well Being

Improve the Optimize Access, Ensure
Health of the Operations, and Excellent Patient
Patients We Serve Cost-Effectiveness Experience

Financial

alit : :
Quality Experience fDevelopment Stewardship

Build a Strong Foundation of a Healthy, Engaged, and Sustained Primary Care Workforce




Primary Care Vision

Antiracism
and Equity

Improving Building a
Access to Culture of
Care Integration
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Antiracism and Equity
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Consolidated List

Bi-Directional
Transparency and
Accountability

Priority Setting and
Focus on Equity

Chinafown Public Health Center - Annual Scorecard
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Tools/Data Visualization

Weekly Data

« Sent to all managers and
providers

+ Shows what # of patients with a
visit left the clinic with their care
gap addressed

Missed Opportunity Reports

« Can be used to see how
individuals performed on
measures for patients with a visit
in the last week

Patient outreach reports
« List of patients overdue for care
gaps or meeting specific criteria

Dashboards
 View clinic rates by month and
can compare to network average
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PC Weekly Population Health Report |
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Wellness My Panel Metrics

Mar 23
—®— Colorectal Cancer Screening 58%
—e— iluﬂ\g;ectggw Cancer Screening - Black/African- 6%
—®— Cervical Cancer Screening 2%
—e— Opioid Safety 37%
—®— Tobacco Cessation Iniervention - 12 Months 74%
—®— Behavioral Health Vital Signs (BHVS) 58%
_e— Screening. Brief Intervention, and Referral to 259

Treatment (SBIRT)

—®— |nfluenza Immunization 56%
—e®— Breast Cancer Screening 1%
—®— Breast Cancer Screening - Black/African-American 59%
—®— Chlamydia Screening 56%

Apr23

58%

47%

Karen H Kuang, Ma (1 subgroup)
Karna R Thomas, Ma (1 subgroup)
Peter S. Moller (1 su
Qili Guan, Ma

Sally Redmile (1 sub
Shi Ting Wang
Xian Caii Cen, Ma (1 subgroup)

i Lin Ngai, Np (1 subgroup)
Zhihuan Liv, Ma 2 subgroups)
DPH PC MEDICAL COLE STREET HC [101027001] (1 subgroup)
DPH PC MEDICAL CURRY SENIOR CENTER [101029001) 5 subgroups)

May 23 Jun23 Jul23 Aug23 Sep23
59% 60% 62% 63% 62%
47%  48% 51% 51% 51%
3% 3% T4% 75% 75%
36% 37%  38% 38% 40%
75% 76% 78% 81% 81%

59% 60% 62% 65% 66%
26% 26% 26% 27% 26%
56% 57%  58% 0% 0%
72% 1%  72% T4% T4%

61% 61% 63% 65% 65%

56% 55% 58% 60% 59%

Oct23
62%

50% 50%

75% 75%

38% 34%

Nov 23
62%

5 Patients up to date with
BHVS since last PCP vist Total Patients Seen Last Week

77.08%
8036%
9362%

100%
100%
100%
0%
100%
100%
0%
100%
100%
0%
100%



Efforts to Reduce Disparities

Data — increased visibility of equity rates on our
dashboard and using data to identify root causes Addressing Social Determinants of

of our access issues Health (SDOH) — tackling food insecurity
through grocery vouchers and food
pharmacy; increasing accessibility

Welleaezs My | Metrics - Pediatrics

o e o oW Labels ot of W through transportation advocacy and
| = Bl Ma .
T R = counseling
| Comp i 10 55.0%
. ) w  NoShow 7 45.0%

— | Sh 2

— =~ BI VAN SCREEN [1329] 24
! Comp 16 66.7%
NoShow 8 333%
Grand Total a4

® Welcome ™

Antiracist A3 template — focusing on

societal, community and systems context to the
and assessing counter measures based on i
upstream, midstream, & downstream impact Food Pharmacy

SOCIAL DETERMINANTS AND SOCIAL NEEDS:
MOVING BEYOND MIDSTREAM

COMMUNITY
IMPACT

INDIVIDUAL

IMPACY




Outreach

Health Outreach Workers proactively outreaching to patients to update their health maintenance (i.e.,
depression, hypertension, breast cancer, etc) and connect them with clinic services

1Z, Flu, Well Child Abnormal Pap
Food Pharmacy

\\l Breast Cancer

L‘Coordnaton

Depression

CCM, Diabetes,
Hypertension

Colorectal Cancer

Cervical Cancer
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In the last year...

967,000

total encounters charted

248,500

arrived or completed visits

56,400

patients seen in Primary Care



Metric Highlights
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e . —®— Breast Cancer Screening
0
J— ._._./ _e— Breast Cancer Screening - Black/African-
¢ American
Jan '23 Feb'23 Mar ‘23 Apr ‘23 May 23 Jun 23 Jul ‘23 Aug ‘23 Sep 23 Oct 23 Nov ‘23 Dec ‘23 Jan 24

Breast Cancer Screening: 7% improvement for
overall population and 10% improvement for
B/AA population

.
——
L4 o —0 e
0 -— . .
——
. r— g L4
50%
40%
30%
20%
—@&— Blood Pressure Management - Includes Self Reported
10%
—a— Blood Pressure Management for Black African Americans - Includes Self Reported
0%
Jan 23 Feb'23  Mar'23 Apr 23 May 23 Jun 23 Jul'23 Aug 23 Sep 23 Oct 23 Nov 23 Dec 23 Jan 24

Hypertension: 7% improvement for
overall population and 5% improvement
for B/AA population
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68% .-d—_‘.-__./.
66% /._______.—/
. ——-—././l
I/.
%./
Behavioral Health Vital Signs (BHVS):
10% improvement for overall population

=

/'/

—®— Adolescent Immunization Status

_a- Adolescent Immunization Status -
Black/African-American

-
&
=
iy
3
iy
4
i}
i

ul'23 Aug '23 Sep '23 Oct '23 Nov '23 Dec'23

Adolescent Immunization: reduced disparity
gap by 13%



MediCal Quality Incentive Pool

(QIP) Program 2023

SFHN met 8 out of the 9 required measures for QIP

Categories | Domain Metric Title Metric ID Type | Target 01/01/2023 -
12/131/2023
Primary Care | Primary Care Child and Adolescent Well Care Visits Q-WCW Priority | 48.20% 50.49%
e 0 e | Childhood Immunization Status 0-CIS10 Priority | 49 76% 4621%
Chlamydia Screening in Women Q-CHL Priority | 67.84% 5. 11%
Developmental Screening-1to3years- Q-DEV-YR13 Priority | 44.37% 75.21%
All
Immunizations for Adolescents C-IMA Priority | 48.42% 57.01%
Preventive Care and Screening: Q-CMS2 Priority | 64.01% 67.59%
Screening for Depression and Follow-
Up Plan
Well-Child Visits in the First 15 Months | Q-W30-15 Friority | 67.56% T72.37%
of Life Rate 1
Well-Child Visits in the First 30 Months | Q-W30-30 Priority | 69.75% 72.35%
of Life Rate 2
Specialty Mat_ernal and Postpartum Care Q-PPC-PST Priority | 84.18% 84.97%
Perinatal healln I oliness of Prenatal Care O-PPC-PRE Priority | 87.27% 88 52%

15




MediCal Quality Incentive
Pool (QIP) Program 2023

SFHN met ALL equity metrics for QIP

Effective | 202 | 202307 202308 202309 202310 202311 202312 202401
Month 306
Categories | Domain Metric Title Metric ID Type | Target [22- |07/01/2022- | 08/01/2022 - | 09/01/2022 - | 10/01/2022 - | 11/01/2022 - | 12/01/2022 - | 01/01/2023 -
p23 06/30/2023 | 07/31/2023 08/31/2023 | 09/30/2023 10/31/2023 11/30/2023 | 12/31/2023
b
Primary Care | Care of Acute and | Controlling High Blood Pressure Q-CBP Elective | 61.31% .90% 63.48% 62.90% 64.82% 65.52% 65.33% 65.26% 64.99%
Chronic
Conditions -
Cardiovascular
Care of Acute and | Comprehensive Diabetes Care: HbA1c | Q-HBD Elective | 30.90% p.46% 29.70% 29.71% 29.62% 29.23% 28.84% 28.26% 28.04%
Chronic Poor Control (>9.0%) **
Sonditions - Comprehensive Diabetes Care: HbAlc | QHBDHE-BAA | Elective | 33.57%  .086% 3247% 32.15% 31.72% 31.35% 30.71% 30.94% 30.40%
Diabetes .
Poor Control (>9.0%) Improving Health
Equity Black/African American **
Comprehensive Diabetes Care: HbA1c | Q-HBD-IHE-H Elective | 34.29%  [L06% 34.04% 34.10% 34.42% 33.77% 33.39% 32.77% 33.22%
Poor Control (>9.0%) Improving Health
Equity Hispanic **
Improving Health | Breast Cancer Screening Improving Q-BCS-IHE-BAA | Elective | 50.45% .69% 53.69% 54.98% 56.05% 55.49% 57.38% 56.91% 56.83%
Equity Health Equity Black/African American
Controlling High Blood Pressure Q-CBP-IHE-BAA | Elective | 54.82%  P.89% 54.20% 54.13% 56.20% 58.82% 57.03% 57.34% 56.97%
Improving Health Equity Black/African
American
Primary Care Breast Cancer Screening Q-BCS Elective | 56.60% .35% 58.49% 58.61% 59.38% 59.12% 59.33% 59.38% 59.85%
Access and
Preventive Care

16
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Improving Access
to Care
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% Scheduling template pilot at
Potrero Hill Health Center.

s Goals:

O

Test new approaches to
scheduling patients
Reduce no-show rate
Improve timely access
for patients

Improving
Access to Care

/7

+ Access Optimization
Working Group

s Goals:

O

Partner with Epic to
implement access tools
Use data to drive
decisions

Involve front-line staff in
design process
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Building a Culture
of Integration
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Thinking of ourselves as one team, one system

Seamless integration of medical and behavioral
health services

Coordination across disciplines and locations
Standardize workflows

Increased engagement of central leadership with
front-line staff

Patient and staff drive improvement work




21

Primary Care Vision

Antiracism
and Equity

Improving Building a
Access to Culture of
Care Integration



Thank you!
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