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Abstract
Purpose: The purpose of the Quality Improvement (QI) project was to evaluate Medically Underserved (MU) patients’ access
to and utilization of specialty care services. The major objectives of the QI project were to evaluate if Patient Referral Form
(PRF) implementation improved MU patients’ access to or utilization of specialty care services in an urban Community Health
Center (CHC), and to identify barriers to patients utilizing prescribed specialty care services.
Methods: Guided by Donabedian’s Model, data was collected from a retrospective chart review to evaluate an urban CHC’s
specialty care referral process before and after the implementation of the PRF (N = 48).
Findings: Data analysis showed that there was no statistically significant difference in specialty care access (χ2 (1) = .000, p
> .05) and utilization (χ2 (1) = 1.4182, p = 0.2337) after the PRF implementation. The primary reason MU patients cited as
not utilizing specialty care services was lack of knowledge about the appointment. Additional data analysis showed that MU
patients who were referred for breast services received appointments at a statistically significantly higher rate than all other
specialties (χ2 (3) = 8.800, p = 0.0321).
Conclusions: Despite the initial assumptions of the QI project, specialty care services were available to the MU population but
not being utilized due to a breakdown in the referral process. The use of system based approaches can improve the coordination
and delivery of specialty care services. Doctors of Nursing Practice (DNPs) can address challenges to healthcare access and
utilization by supporting patients’ navigation through the complex healthcare system.

Introduction
Today’s complex and evolving healthcare system is facing
many challenges. Innovative and sustainable solutions are needed
to meet the challenge of delivering quality, accessible, costefficient healthcare to all Americans. Advanced practice registered
nurses have the opportunity to meet this need for increased access
and improved quality of healthcare. Healthcare reform, specifically
the implementation of the Patient Protection and Affordable Care
Act (ACA), was proposed as the solution to the challenge of
accessible, affordable healthcare. Although the ACA has not yet
proven to be the complete solution to the provision of healthcare
for all Americans, it has ignited a vision to make healthcare
available to all Americans. To further this vision of Americans
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having affordable, accessible healthcare, Quality Improvement
(QI) initiatives to make healthcare more patient centered, reliable,
accessible, and safe are needed.

Background
The major phenomena of interest for this QI project were: (a)
healthcare affordability and access; (b) community health centers’
role in meeting the healthcare needs of the medically underserved;
and, (c) coordination of specialty care services for the medically
underserved. For the past few decades, improvement of healthcare
quality and increased access to healthcare services have been
on the political forefront of healthcare reform. As predicted, the
ACA sharply decreased the number of uninsured Americans from
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2013 to 2014 [1]. However, despite the ACA’s impact on reducing
America’s health insurance coverage gap, healthcare coverage
remains unpredictable.
Many American families lose and gain healthcare insurance
coverage within a given year. Often the loss of healthcare insurance
is due to a change in employment status. Even when employment
insurance coverage or insurance through the ACA is available, many
Americans cannot afford the premiums. The rising cost of insurance
premiums and deductibles has driven many healthcare consumers
to pay the monetary penalty associated with not purchasing health
insurance coverage, rather than purchasing health insurance. The
problems of access and affordability render many Americans
and their families in need of healthcare services [2-4]. However,
lack of healthcare insurance coverage is not the only barrier to
healthcare access. Cultural, linguistic, and geographic issues are
additional barriers to healthcare access. Accessing healthcare
providers who understand a patient’s culture and language, as
well as finding transportation to healthcare facilities often proves
difficult, especially for those without healthcare insurance.
In fact, entire American communities lack access to
healthcare resources because of geographic location and lack of
insurance. These communities, composed of individuals lacking
both health insurance and access to healthcare resources, are
defined as the Medically Underserved (MU) [5,6]. To meet the
healthcare needs of the MU, many communities rely on safety
net healthcare practices. As defined by the Institute of Medicine
[7], safety net practices include “those providers that organize and
deliver a significant level of health care and other needed services
to the uninsured, Medicaid and other vulnerable patients” (p. 21).
Safety net providers include public hospital systems, state and
locally supported Community Health Centers (CHCs), Federally
Qualified Health Centers (FQHCs), local health departments and
charitable health programs [8]. As a critical component of the
nation’s healthcare safety net, CHCs have strived for decades to
meet the MU’s healthcare needs [9,10].
Presently, CHCs provide primary and preventative care
services to over 22 million Americans in MU communities [10].
Disproportionately poor, uninsured, or publicly insured patients
utilize CHCs to eliminate many of the healthcare access barriers
confronted by working Americans [10-15]. In fact, CHCs have
proven to be a cost-effective entity for helping the MU overcome
barriers to healthcare access by becoming a routine source of
quality, accessible healthcare [10].
Community health centers have traditionally served rural
communities and communities with a higher prevalence of chronic
illness. Community health centers have improved access to high
quality healthcare for members of rural communities. Community
health centers typically accept new patients, offer services during
evenings and weekends, and tailor the delivery of healthcare
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services to meet the needs of diverse communities. The unique
and comprehensive model of care offered by CHCs expands
the traditional scope of primary care to provide a full range
of preventative healthcare services. These healthcare services
typically include dental, vision, mental health, and pharmacy
services. Access to a wide range of healthcare services improves
healthcare access. In turn, this decreases costs associated with
providing primary care services in tentative care settings. Research
has proven that CHCs reduce emergency department utilization
among populations that historically experience challenges in
access to care services [10-15].
Implementation of the ACA is dramatically increasing the
number of CHCs providing healthcare for the MU. Community
health centers’ burden of caring for an increased number of
patients, in addition to decreased amounts of federal funding and
grants, and decreased reimbursements threatens CHCs’ ability to
provide comprehensive, quality, accessible healthcare. Lack of
adequate resources, limited staffing, and small facilities further
limits many CHCs’ ability to offer the MU a large variety of
healthcare services. Although the majority of CHCs are equipped
to provide the MU basic preventative care services, few CHCs have
specialists on staff to deliver secondary or specialty care services.
Approximately 25% of patients who visit CHCs for primary care
services are diagnosed with an illness or condition that requires
a referral to a healthcare provider who provides specialty care.
The majority of CHCs experience difficulty in obtaining off-site
specialty care services, particularly for their uninsured patients
[14,16]. In fact, many CHCs in Northwest Louisiana offer limited
healthcare services and struggle to find specialty care services for
the 22% of Caddo parish residents who are uninsured [17,18].
In summary, limited research exists which has investigated
the process and outcomes of CHC coordination of MU access
and utilization of specialty care services. Prior to implementation
of the ACA, the focus of healthcare utilization research was
on expansion of primary care access to meet the needs of the
medically underserved. Six years since the enactment of the
ACA, the focus has shifted from not only delivery of primary care
services but also the coordinated delivery of primary and specialty
care services. The coordinated delivery of primary and specialty
care services ensures patients receive coordinated care within and
across all healthcare organizations, settings, and levels of care
[19]. The goal of coordinated care delivery is to make appropriate
healthcare referrals that meet the six aims of quality healthcare:
(a) safe, (b) effective, (c) patient-centered, (d) timely, (e) efficient,
and (f) equitable [20]. To provide coordinated healthcare delivery,
medical specialists, community service agencies, hospital and
emergency facilities must interact. Elements of successful
collaboration which will lead to coordinated delivery of healthcare
include: (a) assuming accountability, (b) providing patient support,
(c) building relationships and agreements among providers
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(including community agencies) that lead to shared expectations
for communication and care; and (d) developing connectivity via
electronic or other information pathways that encourage timely
and effective information flow between providers (including
community agencies) [21]. This QI project evaluated a local CHC’s
MU patients’ access to and utilization of specialty healthcare
services.

Theoretical Framework
In efforts to reduce healthcare disparities, the overall goal of
the QI project was to implement a clinical practice change which
would improve specialty care access to the medically underserved.
This QI project was predicated on Donabedian’s Model [22].
Concepts were derived from Aday and Anderson [23] and applied
to Donabedian’s [22] Structures, Processes, and Outcomes
(Appendix A). Structure in Donabedian’s Model referred to the
attributes of the settings in which providers deliver healthcare.
Using Donabedian’s Model to measure the quality of emergency
care in resource-limited settings, [24] defined structure as human,
physical, and financial resources available to provide healthcare.
The structure in the QI project included services and resources
particular to the organization, professionals, and the community.
Specifically, structure was inclusive of the CHC and the DNP
student as a professional resource; both facilitated the patient’s
navigation through the referral process.
According to Donabedian [25], the process of care denotes
what is actually done to the patient to achieve the healthcare
goals. In essence, process is synonymous with the delivery of
healthcare services that were designed to achieve specific patient
health outcomes. To meet these outcomes of healthcare access
and utilization, efficient processes are necessary. Process within
this project were the specific actions, such as the implementation
of the PRF, taken by the healthcare provider to ensure patients
gained access and utilized specialty care services. Van Driel, et
al. [26] defined health outcomes as the direct result of a patient’s
health status as a consequence of access or contact with the health
care system. Andersen and colleagues focused on utilization
as a key indicator of access [23]. Through the application of a
modified Donabedian’s Model to the project, healthcare access
and utilization of specialty care services is attainable with the
appropriate structure and process. The model asserts that with
adequate structure and efficient processes, DNPs can improve MU
patients’ access and utilization of specialty care services, or the
desired healthcare delivery outcomes (Figure 1).

3

Figure 1: Modified Donabedian Structure, Process, Outcomes Model.

Problem and Significance
In investigating the lack of patient access and utilization of
specialty care services, the primary problem was found to be the
lack of efficient, systematic structure/process which coordinated
the delivery of the needed specialty care services. Although the
goal of the ACA was to improve healthcare coverage primarily
through the expansion of Medicaid, Americans soon discovered
that healthcare coverage does not equate to increased healthcare
access and utilization [2,10,27-29]. For example, many states,
including Louisiana have assisted in the MU’s enrollment in the
ACA. However, access and utilization of specialty care services
even after enrollment remains elusive. The limited number of
healthcare providers accepting Medicaid due to low reimbursement
and administrative burdens [30] as well as economic, cultural, and
geographic barriers to healthcare access [31] continue to limit the
MU’s access and utilization to specialty care services.
Compounding these barriers to healthcare access, particularly
access to specialty care services, are hospital privatizations.
For example, in Northwest Louisiana, a single medical school
partner hospital which historically served as the safety net
for local MU needing specialty care services, was recently
privatized. Community health centers, which provide primary
care and preventative screening within the Northwest Louisiana
community, traditionally referred patients to the medical school
partner hospital when specialty care services were needed. After
the hospital was privatized, many CHCs had increased difficulty
obtaining specialty care services for their MU patients. In 2013,
a community needs assessment was conducted by the largest
healthcare system in the Northwest Louisiana. The assessment
identified limited access to specialty care as a priority community
health need in Northwest Louisiana. Other identified community
healthcare system weaknesses included fragmented care, lack of
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consumer awareness, and inappropriate use of available healthcare
resources [32]. To assess the need for the QI project within a
local CHC, a survey of the CHC’s administrators and volunteer
healthcare providers was conducted. Six out of seven surveys
(86%) were returned.
The survey revealed that 100% (N=6) of the respondents
experienced difficulty in obtaining specialty care services for MU
patients in the community health center. The CHC’s two most
commonly needed specialty care services were gastroenterology
and gynecology. Based on the needs assessments of a large
healthcare system and a local CHC, processes and structures
should be further evaluated to improve MU patients’ access to and
utilization of specialty care services [32]. The lack of accessible
specialty care services for the MU threatens the delivery of
coordinated, quality, equitable, cost-efficient healthcare. The lack
of accessible healthcare, especially specialty care services, also
leads to utilization of more expensive non-curative healthcare
services such as those provided in local Emergency Departments
(ED). The misuse of ED services undermines the benefits of the
safety net services offered at CHCs and adversely impacts the
state’s economic viability. Individuals and families with unmet
healthcare needs rely heavily upon local emergency departments
[33]. The Louisiana Hospital Association [34] supports this
claim by reporting that 80% of Louisiana hospitals have seen
an increase in ED visits for the uninsured from 2013 to 2014.
Medically underserved patients enrolled in the ACA coverage
remain burdened with economic, cultural, and geographic barriers
to specialty care access. The lack of affordable specialty care
services compounded with limited specialty care providers seeing
MU patients, and the privatization of Louisiana hospitals has led
to MU patients seeking specialty care services through EDs, even
when the MU patient receives a referral to specialty care services
at a community health center.

Clinical Questions
At the onset of the QI project, the clinical question was: Is there
a way to improve specialty care access for medically underserved
patients receiving primary care at community healthcare centers
in Northwest Louisiana? After a thorough review of literature to
discover a clinical practice change that would improve specialty
care access, a Patient Referral Form (PRF) was developed to
assess the MU patients’ access and utilization of specialty care
services (Appendix A). Once the PRF was implemented at a CHC
in Northwest Louisiana, the DNP student realized that MU patients
who were referred for specialty care services were receiving
appointments, or gaining access to specialty care services, but
they were not utilizing the specialty care services. At this point in
the project, the clinical question changed to the following clinical
questions:
•
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Was there a difference in MU patients’ access to specialty

care services after implementing a clinical practice change,
utilization of a DNP student developed patient referral form?
•

Was there a difference in MU patients’ utilization of specialty
care services after implementing a clinical practice change,
utilization of a DNP student developed patient referral form?

•

What were causes of MU patients not utilizing the prescribed
specialty care services?

Purpose of the Project
The purpose of the QI project was to implement a clinical
practice change, use of a Patient Referral Form (PRF), and evaluate
MU patients’ access to and utilization of specialty care services.
The objectives of the QI project were: (a) to implement a PRF and
evaluate MU patients’ access to and utilization of specialty care
services in an urban CHC, and (b) to identify barriers to patients
utilizing prescribed specialty care services.

Definition of Terms
Medically Underserved (MU)
Conceptual Definition: Within this project, the medically
underserved include the patients who experience economic,
cultural or linguistic barriers to healthcare and receive primary
care services at a local community health center. Due to these
barriers, the MU require support, guidance, and navigation through
the specialty care referral process in order to achieve the desired
healthcare outcomes.
Operational Definition: The medically underserved is
operationally defined as uninsured patients who have annual
incomes 250% below the federal poverty level and who receive
primary care services at a local CHC in Northwest Louisiana.

Specialty Care Services Referral
Conceptual Definition: Within this project, specialty care services
are the structure necessary to attain the desired healthcare outcomes
of specialty care access and utilization.
Operational Definition: A referral occurs when a patient requires
additional, specialized care by a medical consultant or community
agency [19]. Specialty care services are healthcare services that
extend beyond the scope of primary and preventative care services
and are delivered by a healthcare provider that has received advanced
education and training in a specialty that focuses on certain parts
of the body, periods of life, or specific disease processes [35,36].
In this project, specialty care services are listed under the second
section of the PRF labeled Referral and include one or more of the
following specialties: breast, cardiology, dermatology, endocrine,
gastroenterology, gynecology, ophthalmology, orthopedics,
podiatry, pulmonary, radiology, surgical services, and other.

Volume 02; Issue 02

Citation: Gayle JS, Clawson D, Chambers W (2018) Improving Specialty Care to the Medically Underserved. Int J Nurs Health Care Res 2: 168. DOI: 10.29011/
IJNHR-168.100068

Specialty Care Access
Conceptual Definition: Specialty care access is defined as the MU
patients having an opportunity to utilize specialty care services
which they were referred. Medically underserved patients having
specialty care access is one of the desired outcomes of the DNP
student located in the CHC (structure) using the PRF (process).
Operational Definition: For the purpose of the QI project,
specialty care access is defined as patients receiving appointments
for specific specialty care services as indicated under the second
section labeled Appointment Received on the Patient Referral
Form. An increase in the number of MU patients receiving specialty
care access was determined by an increase in the proportion of MU
patients who received appointments.

Specialty Care Utilization
Conceptual Definition: Though often used interchangeably,
healthcare access is not synonymous with, nor does it guarantee,
healthcare utilization. Access to healthcare must be secured before
utilization can occur. Strongly dependent on patient compliance
and/or adequate patient navigation, healthcare utilization is defined
as the MU’s actual use of the specialty care service. Specialty care
utilization is the second desired outcome within this project. The
outcome of specialty care utilization is dependent on the DNP
student located in the CHC (structure) using the PRF (process).
Operational Definition: Specialty care utilization is defined
as patients receiving access and attending with specialty care
providers. Specialty care utilization is indicated by the checkbox
located in the third section labeled Appointment Follow Up of the
Patient Referral Form. An increase in the number of MU patients
receiving specialty care utilization was determined by an increase
in the proportion of MU patients who attended appointments
received.

Project Assumptions and Limitations
Assumptions
•

The QI project was based on the following assumptions:

•

Specialty care services for the MU are not easily obtainable.

•

If specialty care access is granted, MU patients will utilize the
service.

•

A seamless, coordinated process for MU patient referrals and
navigation will improve specialty care access.

•

Access and utilization of specialty care services will improve
healthcare outcomes of the MU population.

Limitations
Limitations of the QI project was:
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•

Long-term evaluation of outcomes was limited due to the
project’s time constraints.

•

Use of a small convenience sample of charts reviewed from a
single CHC in Northwest Louisiana yielded findings that limit
generalizability to a greater population.

•

The CHC’s staff and providers’ knowledge of the project being
conducted on the access to specialty care services increases
the possibility of the Hawthorne effect occurring which could
threaten the validity of the project outcomes [37].

Synthesis of Evidence
Multiple literature searches were conducted in CINAHL
and Medline databases using the following keywords and phrases:
Medically Underserved (MU), healthcare access, specialty care
access, Community Health Centers (CHCs), and care coordination.
Keywords were utilized either singly or in combination to reflect the
purpose of the DNP scholarly project. The review of literature will
provide the reader with a thorough review of research conducted
between 2000 and 2016, regarding MU patients’ specialty
care access and utilization. The literature review will provide a
logical linkage between the identified clinical problem and the
DNP student’s chosen practice change. The literature review will
provide evidence supporting the student’s clinical practice change
decision.

Medically Underserved
In light of recent healthcare reforms, much of the research
pertaining to MU populations has focused on the identification
and elimination of healthcare access barriers. Lack of insurance
coverage and healthcare providers are commonly identified
barriers of medically underserved communities attempting to
access healthcare services. The goal of the Affordable Care Act
(ACA) was to improve healthcare access through the expansion
of insurance coverage. Despite the nation’s timely attempt to find
solutions to improve healthcare access through enactment of the
ACA, access to comprehensive healthcare remains elusive [14,38].
Medically underserved populations share one important indicator;
unmet healthcare needs. Extensive research supports the premise
that being uninsured significantly correlates to unmet healthcare
needs. In 2010, approximately 20% of Louisiana’s Caddo
and Bossier Parish residents were uninsured. The Behavioral
Risk Factor Surveillance System (BRFSS) identified 14.6% of
respondents in Bossier Parish and 18.1% of respondents in Caddo
Parish could not afford any type of healthcare coverage [18]. The
medically underserved are typically racial and ethnic minorities,
uninsured, working poor, and reside in rural areas [10].
Thus, when attempting to access and utilize healthcare, the
MU are challenged by social, cultural, and linguistic barriers [31].
Additionally, often falling through the cracks of the healthcare
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system, MU are day laborers who cannot afford to miss work
opportunities and therefore do not see a healthcare provider
unless they are acutely ill. Many of the MU also lack reliable
transportation that further inhibits healthcare access [39]. In
summary, a plethora of evidence supports the premise that MU
patients experience difficulty in obtaining needed healthcare
services and are at increased risk for poor healthcare outcomes
and increased mortality due to work constraints as well as social,
cultural, linguistic, and transportation barriers [7,9,38,40].

Specialty Care Access
While there is overwhelming evidence of the ACA
improving the MU population’s access to primary care, limited
data exists which evaluates the provision of healthcare access
beyond primary care services. Data from the 2012 Medical
Expenditure Panel Survey (MEPS) revealed that approximately
60% of the US civilian non-institutionalized adult population have
multiple chronic conditions which require specialty care services.
Further, uninsured persons reported less access to specialty care
services than adults who had private or public health insurance
coverage. Ethnic minorities also reported less access to specialty
care services [41]. Access to specialty care is also lacking in
rural areas [42]. In caring for the MU population, CHCs report
greater difficulty obtaining access to off-site specialty services,
including referrals and diagnostic testing [14,16,33,43]. The many
challenges CHCs face in obtaining specialty care for their patients
is well documented. However, research evidence supporting wellstructured safety net programs effectiveness in improving MU’s
access to specialty care services is scarce. Care Coordination
To explore how CHCs across the United States (US) provide
patients access to specialty care, [14] interviewed directors of
twenty CHCs across the country. Data analysis of the CHC
directors’ responses led to the identification of six models of how
CHCs access specialty care. The most prevalent method was
coined the Tin Cup Model. Reported as the least efficient way
to provide specialty care access, the Tin Cup Model relies on
personal relationships to solicit care from an informal network of
specialists. The most efficient model for obtaining specialty care
access was the Integrated System Model. The use of the Integrated
System Model improved communication, increased coordination
of care, and provided the patient with seamless care transition
from primary to specialty care. The remaining four models ranked
somewhere between the Tin Cup and Integrated System Models on
a five-point scale which evaluated efficiency and satisfaction with
specialty care referral [14]. Challenges to obtaining specialty care
services for CHCs are compounded by the complexity of patients’
illnesses and the diversity of patients’ languages and cultures.
These challenges cause specialty care coordination to be
especially difficult [19]. To promote effective specialty care
coordination, [44] recommended community collaboration and
6

appropriate referral practices. Westminster Medical Clinic in
Colorado utilized an organized, systematic referral tracking system
that strongly encouraged the collaboration of specialists. The clinic
also developed agreements with good neighbors that consisted of a
dozen specialty groups. In order to navigate the clinic’s referrals,
each specialty was periodically evaluated to see how well they
provided (a) access, (b) care transitions, (c) care management, and
(d) communication with patients [44]. The main reason the good
neighbor specialists continued to collaborate in this endeavor was
the efficient manner in which the referral was processed for the
scheduled specialty care appointment. Patients presented to their
specialty care appointment with a full patient history, results of
laboratory and imaging studies, documented reasons for referral,
and all other necessary and pertinent information that made the
delivery of specialty care efficient, enabling the specialists to
provide quality healthcare service [44]. Nurse-Community health
advocates were used to bridge health programs and the community.
This strategy was effective for promoting Latino immigrant
families’ access to necessary healthcare services [45].
Evidence has shown that some communities are strategically
organizing to better coordinate and integrate healthcare services
to improve the uninsured healthcare accessibility of care.
Project Access of Buncombe County pioneered a communitywide approach to the organization and facilitation of volunteer
healthcare services [46]. The model established referral networks
that enlisted specialists who agreed to see patients at no or minimal
cost. Either patient navigators or network coordinators completed
the necessary paperwork, scheduled the patients, and arranged for
transportation and translation as necessary [40,46,47]. Research
has determined that similar collaborative efforts have proven to
decrease emergency room visits and inpatient hospital days among
participants of these organized referral networks [48,49,50].
Effective care coordination of specialty care referrals is dependent
on the CHC’s awareness of the MU’s specialty care needs, barriers
to obtaining specialty care referrals, and the CHC’s ability to
navigate the MU through the referral process. San Francisco
General Hospital and Trauma Center (SFGH) serves as a teaching
hospital for the University of California.
The hospital also serves as the hub of the county’s safety
net healthcare delivery system which includes thirty-five CHCs,
clinics, and affiliated partners. Previous to SFGH refining its referral
process, the average wait time for a gastroenterology appointment
was eleven months. Referrals were paper-based, faxed or handdelivered and often were never received, resulting in the patient
not having an appointment scheduled. Countless hours were
spent on the phone with clinic staff attempting to advocate for the
patients and obtain a specialist appointment. To refine the referral
process and improve specialty care access, an electronic referral
management system was developed to track referrals for improved
accountability. Subsequent to the referral process refinement, the
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average wait time for a gastroenterology appointment dropped to
an average of less than two months [19,51]. A referral tracking
system records basic patient and appointment information which
aids in the development of strategies which evaluates whether key
milestones, such as appointment made, and appointment received,
are achieved [19].
The purpose of the QI project was to implement a clinical
practice change that evaluated MU patients’ accesses to and
utilization of specialty care services. The DNP student developed
a PRF, similar to the interventions described in this review of the
literature, to evaluate MU patients’ access to and utilization of
specialty care services in an urban CHC and to identify barriers to
patients utilizing the specialty care services. As demonstrated in
the review of literature, adequate tracking is necessary to conduct
any meaningful study of specialty care access available to the MU
seen at the local community health center. Although an electronic
tracking referral system would have been the most evidence
supported method to improve access and utilization, the electronic
system was not feasible because the CHC utilizes paper charting
rather than electronic documentation.

Methodology
Project Design
A quality improvement project design was utilized to evaluate
an urban community health center’s specialty care referral process
before and after the implementation of a DNP student developed
Patient Referral Form (PRF). The DNP student analyzed data
collected from Medically Underserved (MU) patients’ charts
to evaluate differences in MU patients’ access to and utilization
of specialty care services after implementing a clinical practice
change, a DNP student developed patient referral form. Further,
the DNP student evaluated why MU patients stated they did not
utilize prescribed specialty care services.

Setting and Sample
The project was implemented at a Northwest Louisiana
community health center. The Community Health Center (CHC) is a
private, charitable, not-for-profit health clinic that collaborates with
a local nursing school, a local medical school, and the community
to provide free primary healthcare to the medically underserved.
In addition to primary care services, the CHC provides laboratory
testing, Sexually Transmitted Infection (STI) testing, and Human
Immunodeficiency Virus (HIV) testing. Volunteer healthcare
providers from medical and nursing schools deliver the primary
care services in the CHC’s diabetic, respiratory, cardiac, HIV,
women’s and geriatric clinics. The CHC provides primary care
to the medically underserved patients within the community. The
MU patients consist of working, poor, minority groups. The CHC’s
patients have chronic health conditions, such as hypertension and
7

diabetes, and struggle with healthcare access and affordability.
The target population for the project included MU patients
who were referred for specialty care services by the CHC healthcare
providers. The project sample was generated via a convenience
sampling method. All charts of MU patients receiving specialty
care services referrals during a three-month time period before and
after the clinical practice change were reviewed. The pre-practice
change sample included all charts of CHC patients referred by
a CHC healthcare provider for specialty care services between
September 1, 2015 and December 1, 2015. Once the quality
improvement project was initiated, the DNP student gathered data
from the charts of all CHC patients who were referred for specialty
care services by the CHC healthcare providers between February
1, 2016 and May 1, 2016.
The project’s inclusion criteria were: (a) charts of patients
who needed specialty care services; (b) charts of patients referred
by the CHC healthcare providers within the specified time-period;
and, (c) charts of patients who were established CHC patients at
the time of the specialty care referral. To be a patient receiving
care at the CHC, and thus having a chart available for review,
the participants had to meet the CHC’s eligibility criteria, which
included being uninsured and having an annual income below
250% of the Federal Poverty Level (FPL).

Ethical Considerations
Prior to the initiation of the scholarly project, approval from
the CHC and Northwestern State University Institutional Review
Board (IRB) was obtained. The project received an exemption
from review status in compliance with the procedures governing
protection of human subjects (Appendix B). The socioeconomic
disadvantages of the CHC population leads them to be considered
vulnerable. The scholarly project was aimed at improving specialty
care access to this patient population. Data were collected primarily
from patients’ clinical chart. No charts of children under 18, charts
of pregnant women, fetuses, prisoners, or those with mental
impairment were used. Since the data were primarily collected via
chart reviews, a written consent form was not utilized. If the DNP
student was unable to determine if patients received or attended an
appointment via chart review, patients were contacted for a brief
phone interview by the investigator or staff.
Measures to protect the confidentiality of all patient
information were instituted throughout the QI project.
Demographic and patient care data were collected and transcribed
onto the PRF using patient identification numbers generated from
the CHC’s database. No names or personal identifiers were used.
Patient identification numbers were used instead of patients’
names on patient referral forms. Patient referral forms containing
retrospective data were kept confidential and secure by remaining
locked in the DNP student’s office for the duration of the project.
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Patient referral forms from the prospective arm of the project
were kept with the patient’s clinic record. All data were secured
and stored in the DNP student’s office and computer which was
password protected. After five years, all PRFs will be shredded and
digital data files will be deleted.

Data Collection
Quality improvement project data were collected at the CHC
and transcribed on the DNP student developed Patient Referral
Form (PRF). The form was divided into four sections that included:
demographics, referral, appointment follow up, and additional
information. The demographic data included: age, gender, race,
language, employment, insurance, and housing status. Specific
referral information including (a) date of referral, (b) referring
provider, (c) specialty type, and (d) reason for referral, were
collected from the referral section of the patient referral form.
The referral section of the PRF is subdivided into a section which
collected data from patients who did not receive an appointment
and from patients who did not attend the appointment. A follow
up section asked the reasons appointments were not attended: (a)
financial barriers, (b) transportation or geographic barriers, (c)
work or other time commitments, (d) language or educational
barrier, and (e) other. The final section of the PRF contained a
blank space which allowed for the collection of additional reasons
for patients not attending appointments.
At the beginning of the QI project, the charts of patients
who were referred for specialty care services from September 1,
2015 to December 1, 2015 were reviewed. Data were collected
by reviewing charts and collecting and populating data into the
patient referral form. The PRF was used to ascertain the specialty
service needed and the time specialty services were accessed and
utilized. If the DNP student was unable to determine the outcome
of the referral based on the chart review, telephone interviews were
conducted by the DNP student or the CHC staff in conjunction
with the clinic translator if necessary. These unstructured phone
interviews were also used to ascertain reasons why MU patients did
not utilize specialty care services. The MU patients’ answers were
then placed into the one of the five pre- established categories. The
fifth and other category was selected if the MU patients’ reasons
for not utilizing the prescribed specialty care services did not fit
into the any of the four categories.
In addition to retrospective data collection, the patient referral
form was the clinical practice change that was implemented on
February 1, 2016. Prior to the PRF initiation, the MU patients were
referred for specialty care services through the CHC’s routine
referral protocol. The project simply supplemented the standard
practice protocol for specialty care services at the CHC. Prior
to the prospective arm of the project, the DNP student met with
the CHC staff to provide an overview of the project. The patient
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referral form was reviewed with the staff. The staff were instructed
to populate data onto the PRF at the time of referral. The patient
referral form was implemented for patients who were referred
to specialty care services by the CHC healthcare providers from
February 1, 2016 to May 1, 2016. The PRF was included in the
clinic record along with the routine referral form which continued
to be utilized by the staff during the prospective arm of the project.
Follow up for the prospective group continued until July 1, 2016.
At that time, if the DNP student was unable to ascertain access
and utilization of the specialty care service, attempts were made to
contact the patient. Copies of the PRFs containing the prospective
data were organized in a binder and locked in the DNP student’s
office to maintain confidentiality.

Data Analysis and Results
Data analysis were performed using IBM’s Statistical
Package for the Social Sciences (SPSS) and Statistical Analysis
System (SAS) Version 9.4. The questions guiding the QI project
were:
•

Is there a difference in medically underserved (MU) patients’
access to specialty care services after implementing a clinical
practice change, utilization of a DNP student developed
patient referral form?

•

Is there a difference in MU patients’ utilization of specialty
care services after implementing a clinical practice change,
utilization of a DNP student developed patient referral form?

•

What are causes of MU patients not utilizing the prescribed
specialty care services?

To answer questions one and two, chi-square tests of
independence were used to calculate differences in the proportion
of patients who obtained specialty care access and utilization after
the clinical practice change, or the Patient Referral Form (PRF)
was implemented. Question three was answered by calculating
frequency of responses to pre- established categories, and through
content-theme analysis. After answering the primary research
questions, results from additional data analysis will be discussed.

Description of Sample
The total sample (N=48) consisted of retrospective, or preintervention group charts, and prospective, or post-intervention
group charts. The retrospective group (n=24) included charts
of patients who were referred for specialty care services from
September 1, 2015 to December 1, 2015. The post-intervention
group (n=24) included charts of patients who were referred for
specialty care services from February 1, 2016 to May 1, 2016.
Demographic characteristics of both groups were similar as
depicted in Table 1.
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Retrospective
Group (n = 24)
%

Prospective
Group (n =
24) %

Total (N =
48) %

20.8
79.2

4.2
95.8

12.5
87.5

41.7
33.3
25

33.3
41.7
25

37.5
37.5
25

79.2
20.8

75
25

77.1
22.9

Specialty

Retrospective
Group (n =
24) %

Prospective
Group (n =
24) %

Total (N =
48) %

Breast

12.5

16.7

14.6

Cardiology

4.2

0

2.1

Endocrinology

12.5

0

6.3

Gastroenterology

20.8

20.8

20.8

Gynecology

29.2

29.2

29.2

General Medicine

4.2

20.8

12.5

Table 1: Demographic Characteristics.

Hematology

4.2

0

2.1

Of the total sample (N=48), 88% (n=42) were females.
Thirty-eight percent (n=18) of the patients were White, 38%
(n=18) were African American, and 25% (n=12) were Hispanic
(n=12). The majority of patients (77.1%, n=37) were English
speaking but approximately 23% (n=11) of the patients only spoke
Spanish (Table 1). The ages of both groups ranged from 23 to 73
years with a mean age of 50 years for the retrospective group and
51 years for the prospective group (Table 2).

Ophthalmology

4.2

4.2

4.2

Psychiatry

4.2

0

2.1

Pulmonology

4.2

0

2.1

Urology

0

4.2

2.1

Orthopedics

0

4.2

2.1

Characteristics
Gender
Male
Female
Ethnicity
White
African American
Hispanic
Language
English
Spanish Only

Retrospective Group

Prospective Group

Total

Mean
N
Std.
Deviation
Median
Mean
N
Std.
Deviation
Median
Mean
N
Std.
Deviation
Median

Age
49.5
24
9.103
51
51.21
24
10.966
53
50.35
48
10.007
52

Table 2: Summary Statistics for Age.

Referrals in the retrospective group were most commonly
made to gynecology (29.2%, n=7), gastroenterology (20.8%, n=5),
breast (12.5%, n=3), and endocrinology (12.5%, n=3) specialties.
Referrals in the prospective group were most commonly made to
gynecology (29.2%, n=7), gastroenterology (20.8%, n=5), general
medicine (20.8%, n=5), and breast (16.7%, n=4) specialties.
Referrals in both groups were most commonly made to gynecology
(29.2%, n=14), gastroenterology (20.8%, n=10), and breast (14.6%,
n=7) specialties (Table 3).
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Table 3: Area of Specialty.

The most common location to which patients in both groups
were referred for specialty care services was a local University
Hospital (UH) that houses specialty clinics (83.3%, n=40). The
community health center where the primary care services were
delivered was also a location where patients received specialty care
(10.4%, n=5). Delivery of specialty care at the same location where
patients received primary care services required the specialist to
be on site at the CHC rather than being at an off-site location.
Other locations where patients were sent to receive specialty care
included local private hospitals and clinics (6.3%, n=3) (Table 4).
Location

Retrospective
Group (n =
24) %

Prospective
Group (n =
24) %

Total (n =
48) %

University
Hospital (UH)

95.8

70.8

83.3

Martin Luther
King Health
Center (MLKHC)

4.2

16.7

10.4

Other

0

12.5

6.3

Table 4: Location of Referral.

Presentation of Findings
Having presented a broad overview of patients whose charts
were included in the retrospective and prospective groups, and a
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broad overview of specialties and locations patients were referred
to when needing specialty care access, the results of data analysis
to answer each clinical question will now be discussed. Data were
analyzed using IBM’s Statistical Package for the Social Sciences
(SPSS) and Statistical Analysis System (SAS) Version 9.4.

23% difference (31% vs. 54%) in utilization between the groups.
Appointment
attended
Groups

Clinical Questions
Clinical Question One: To answer clinical question one and
assess for a difference in access to specialty care services after
implementation of a DNP student developed patient referral form,
a chi-square test of independence was performed. No statistically
significant difference was found in the proportion of patients
who received an appointment after the PRF was implemented
as compared to the proportion of patients who received an
appointment before the PRF was implemented (χ2(1) = 0.000, p >
0.05) (Table 5). Thus, data analysis concluded implementation of a
DNP student developed PRF did not make a statistically significant
difference on MU’s specialty care access.
Appointment
Received
Groups
Retrospective
Group
Prospective
Group
Total

No

Yes

Total

Count

11

13

24

% within
Group

45.8

54.2

100

Count

11

13

24

% within
Group

45.8

54.2

100

Count

22

26

48

% within
Group

45.8

54.2

100

Table 5: Access (Appointment Received) between Groups.

Clinical Question Two: To answer the second clinical question
and evaluate the difference in MU utilization of specialty care
services after implementation of the DNP student developed
patient referral form, a chi-square test of independence was
performed Calculations were based solely on the MU patients who
received appointments, or had access, in both the retrospective and
prospective groups (n=26). No significant difference was found
between the proportion of patients who utilized specialty care
services before or after implementation of the PRF (χ2(1) = 1.4182,
p = 0.2337) (Table 6). Thus, data analysis revealed that use of a DNP
student developed PRF did not change MU patients’ utilization of
specialty care services to a level of statistical significance. Post-hoc
power computations were performed to determine if sample size
was sufficient to detect a clinically significant difference between
the two groups. Post hoc power was detected to be 11% thus,
indicating that the sample size was only large enough to detect a
10

No

Yes

Total

Retros
pective

Count

9

4

13

Group

% within
Group

69.2

30.8

100

Prosp
ective

Count

6

7

13

% within
Group

46.2

53.9

100

Count

15

11

26

% within
Group

45.8

54.2

100

Group
Total

Table 6: Utilization (Appointment Attended) between Groups.

Having used quantitative data analysis to answer clinical
questions one and two, descriptive statistics and content-theme
analysis were used to answer clinical question three.
Clinical Question Three: The DNP student conducted a phone
interview inquiring about reasons for the lack of utilization (N=15).
Financial, language, and work or other time commitments were
three categories equally cited as barriers to MU patients utilizing
specialty care services (n=2, 13%). Transportation was not cited
by the MU patients as a barrier to utilizing specialty care services
(n=0) (Table 7).
Barriers

n

%

Financial (Had to pay)

2

13

Transportation or Geographic Barriers

0

0

Work or other time commitments

2

13

Language or Educational Barrier

2

13

Other: acquired healthcare insurance

2

13

Other: No knowledge of appointment

7

48

Table 7: Barriers to Specialty Care Utilization (N = 15).

Content-theme analysis allows for the recognition,
identification, and development of themes and patterns from
narrative data [37]. Content- theme analysis was used to develop
themes from the MU patients’ self-reported reasons they did not
utilize specialty care services that did not fit into one of the four
pre- established categories. Each of these reasons were written
under the other category and further explained why MU patients
did not utilize the prescribed specialty care services (n=9). These
nine qualitative responses were then categorized into themes.
Two themes emerged as reasons why MU patients did not utilize
specialty care services: acquired healthcare insurance (n=2, 13%),
Volume 02; Issue 02
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no knowledge of appointment (n=7, 48%). Table 7 presents MU
patient cited barriers for the non-utilization of specialty care when
specialty care access was provided. The following are examples
of MU patients’ descriptions which were categorized into the
acquired healthcare insurance theme:
Patient Prospective 24: “...received insurance and went
to back to private doctor” Patient Retrospective 5: “I have a
private doctor now.” The following are examples of MU patients’
descriptions which were categorized into the no knowledge of
appointment theme:
Patient Retrospective 8: “I didn’t know I had an appointment.”
Patient Retrospective 12: “…No one called me to tell me I had an
appointment”
Additional Data Analysis
To further explain the DNP student’s clinical observations
made while implementing this clinical practice change, additional
data analysis was performed to evaluate specialty care access
and utilization between the retrospective and prospective groups
and the types of specialties to which MU patients were referred.
Survival analyses were performed to estimate the time from the
referral to specialty care access and utilization. Survival analysis
is designed to analyze repeated measures from a given time until a
certain attribute or event [37]. The time to event is a variable that
represents the duration of the clinical course, where each subject
has a beginning and an end point along the timeline of the entire
project or study [52].
In this project, the time to event was the patient receiving
an appointment (access) or attending an appointment (utilization).
The time to event began with the patient’s date of referral. Patients
included in the retrospective group received specialty care referrals
from September 1, 2015 to December 1, 2015. Patients included
in the prospective group received specialty care referrals from
February 1, 2016 to May 1, 2016. The end point occurred when the
patient received (access) or attended (utilization) an appointment.
If neither of these events occurred, the patients were censored from
the project. Censoring translated to an indeterminate total survival
time. Censored patients were those patients who did not receive
(access) or attend (utilization) an appointment by February 1, 2016
for the retrospective group or by July 1, 2016 for the prospective
group (Figure 2).
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Figure 2: Survival Analysis.

Specialty Care Access
Groups: Survival analysis was performed to estimate time to
access, or appointment received, for both retrospective and
prospective groups. The retrospective and prospective groups
had an equal number of censored values, which represented MU
patients who did not receive appointments (n=11). The median
survival time, or estimated time to specialty care access in both
groups was approximately 15 weeks. Table 8 depicts the findings of
the time to specialty care access survival analysis for both groups.

Groups

Appoin
tment
Received

Total
N = 48

Median
Survival
Time to
Appointment
(weeks)

No
(Censored)
n = 22

Yes
(Failed)
n=26

Retrospective
Group

11

13

24

15

Prospective
Group

11

13

24

15

Table 8: Survival Analysis of Time to Access between Groups.

Having described the time to specialty care access for both
groups via survival analysis, a log rank test was then conducted
to determine if a statistically significant difference was found
between the retrospective and prospective groups. No statistically
significantly difference was found in time to specialty care access
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between the retrospective and prospective groups (χ2(1) = 0.0047, p
= 0.9456) (Table 9). Thus, the time it took MU patients to receive a
specialty care appointment, or gain access to specialty care services,
was not statistically significantly different after implementation of
the DNP student developed patient referral form.
Test

Chi-Square

DF

p value

Log-Rank

0.0047

1

0.9456

Table 9: Time to Access between Groups: Log-Rank Test.

Figure 3 depicts log rank analysis of time to access on a
survival analysis curve to demonstrate that the time to access in the
prospective group did not statistically significantly differ from the
time to access in the retrospective group.

Figure 3: Survival Analysis Curve of Time to Access between Groups.

After survival analyses were performed to estimate time
to specialty care access, or appointment received, for both
retrospective and prospective groups, additional data analyses
were performed to evaluate specialty care access by specialty.
Specialty. Gynecology (29.2%, n=14), gastroenterology
(20.8%, n=10), and breast (14.6%, n=7) were the most common
specialty care services to which MU patients were referred. A chiAppointment Received

square test of independence was performed to determine if there
was a statistically significant difference in MU access among
specialties. A statistically significant difference was found in
MU access rates by specialty service (χ2(3) = 8.800, p=0.0321).
All MU patients who were referred for breast services received
an appointment, or had access to specialty care services (100%,
n=7). Interestingly, MU patients who were referred for a specialty
care appointment for breast care services received breast care
appointments at a statistically significant higher rate than all other
specialty care referrals (Table 10). Thus, MU patients who were
referred for specialty breast care services received a specialty
care appointment, or gained access to specialty care services, at a
statistically significantly higher rate than all other specialties.
Specialty

Access
(Appointment Received)
Total N=48
Yes n = 26
No n = 22
Breast
7
0
7
100%
0%
Gastroenterology
4
6
10
40%
60%
Gynecology
5
9
14
35.70%
64.30%
Other
10
7
17
58.80%
41.20%
Table 10: Access by Specialty.

After analyzing MU patients’ access to specialty care
services, or appointment rates for each specialty, survival analysis
was performed to examine time to obtain an appointment, or to
gain access by specialty, after the referral has been made (Table
11). The median survival time, or estimated time to appointment,
for breast specialty care services was four weeks. The median
survival time for gastroenterology and gynecology specialties was
greater than 19 weeks but was indeterminate because less than half
of the patients received an appointment. Fifteen weeks was the
median survival time of other specialties, including: cardiology,
endocrinology, general medicine, hematology, ophthalmology,
psychiatry, pulmonology, urology, and orthopedics (Table 11).
Thus, the MU’s estimated time to appointment, or specialty care
access, for breast services was four weeks and shorter than all
other specialties.

Specialty

No (Censored) n=22

Yes (Failed)
n=26

Total
N=48

Median Survival Time to Appointment
(weeks)

Breast

0

7

7

4

Gastroenterology

6

4

10

>19

Gynecology

9

5

14

>19

Other

7

10

17

15

Table 11: Survival Analysis of Time to Access by Specialty.
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Having described the performed data analysis to evaluate
time to access, or appointment by specialty, a log rank test was
conducted to determine if the difference in time to access by
specialty type was statistically significant (Table 12).
Test
Log-Rank

Chi-Square
20.0523

DF
3

p value
0.0002

Survival analysis curve of time to access by specialty
indicated a statistically significantly difference between breast
care and all other specialties (χ2(3) = 20.05, p = 0.0002) (Table
12). Thus, time to access or appointment for MU patients referred
for breast care services was statistically significantly shorter than
MU patients referred to all other specialties. Figure 4 depicts these
findings on a survival analysis curve.

Table 12: Time to Access by Specialty: Log-Rank Test.

Figure 4: Survival Analysis Curve of Time to Access by Specialty.

After analyzing specialty care access between the groups and by specialty, additional data analysis was performed to evaluate
specialty care utilization between the retrospective and prospective groups.

Specialty Care Utilization
Survival analysis was performed to evaluate the time to specialty care utilization, or appointment attended, for the retrospective
and prospective groups. These analyses only included the MU patients who received an appointment (n=26). In the retrospective group,
the median time to specialty care utilization was 15 weeks. In the prospective group, the median time to specialty care utilization was
eight weeks (Table 13).
Groups

Appointment Attended
No (Censored) n=15

Yes (Failed) n=11

Total N
= 26

Median Survival Time to
Appointment Attended
(weeks)

Retrospective Group

9

4

13

15

Prospective Group

6

7

13

8

Table 13: Survival Analysis of Time to Utilization between Groups.

After data analysis was performed to evaluate time to specialty care utilization between the retrospective and prospective groups, a
log rank test was performed to determine if a statistically significant difference existed between the retrospective and prospective groups
(Table 14).
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Test

Chi-Square

DF

p value

Log-Rank

1.9238

1

0.1654

Table 14: Time to Utilization between Groups: Log-Rank Test.

The survival analysis curve of time to utilization between
the retrospective and prospective groups was not statistically
significant different (χ2(1) = 1.9238, p = 0.1654) (Table 14),
thus indicating the DNP student developed PRF did not make
a statistically significant difference in the time to specialty care
utilization among the MU patients who received appointments.
Figure 5 depicts the survival analysis curve of time to utilization
between the two groups.

schedule appointments for specialty care services for MU patients
in both the retrospective and prospective groups. One of the staff
members, who scheduled many of the appointments, was a past
employee of the most commonly referred to specialty facility, and
many of the appointments were scheduled when this staff member
contacted her previous coworkers who worked within the specialty
clinic. Therefore, the Tin Cup Model proved useful in scheduling
or helping patients gain access to specialty care services. Contrary
to this finding, previous research has documented that the Tin Cup
Model is the least reliable method to obtain specialty care services
[14]. The Tin Cup Method would most likely prove to be equally
inefficient over time for the CHC within the QI project because the
Tin Cup Method is an inconsistent method of providing referrals
and dependent on multiple variables which change over time.
In the evaluation of time to access by specialty, additional
data analyses revealed that all MU patients who needed breast
specialty care services (n=7) received an appointment. The time to
access of breast specialty care services for the MU population was
four weeks. This was more expeditious than for any other specialty.
The quick time to access was attributed to the CHC’s volunteer
breast specialist who sees patients on site one to two times a month
at the community health center. These findings suggest that having
specialty care services available at the CHC, rather than depending
on off-site referrals, improves specialty care access.

Figure 5: Survival Analysis Curve of Time to Utilization between
Groups.

Conclusions and Recommendations
Discussion
Specialty Care Access: Specialty care access was evaluated
before and after implementation of the clinical practice change.
The result of the data analysis indicated there was no statistically
significant difference (χ2(1) = 0.000, p > 0.05) in MU patient’s
access to specialty care services with the implementation of the
clinical practice change, utilization of a DNP student developed
patient referral form. To evaluate access among the two groups,
additional data analysis revealed that the median survival time for
patients to receive a specialty care appointment was fifteen weeks
for both the retrospective and prospective groups. Although this
finding suggests that the patient referral form had no impact on
specialty care access for the MU population, the PRF did improve
documentation of the referral process in the prospective group.
The DNP student concluded that use of the PRF did
not change the CHC’s method of obtaining specialty care
appointments. The local CHC relied on the Tin Cup Model to
14

Specialty Care Utilization: Specialty care utilization was evaluated
before and after the implementation of the clinical practice change.
For the MU patients receiving appointments (n=26), there was
an increase in utilization of the appointments after the clinical
practice change, utilization of a DNP student developed patient
referral form (31% vs. 54%). Of the total MU patients who
received appointments (n=26), the PRF increased specialty care
utilization rates by twenty-three percent. Although the results were
not statistically significant (χ2(1) = 1.4182, p = 0.2337), the results
were clinically significant. The lack of statistical significance was
attributed to the inadequate sample size of the project as evidenced
by 11% post hoc power analysis. With a larger sample size, the
findings would likely be statistically significant. The slight
improvement in utilization was clinically significant because the
PRF increased provider and staff awareness prompting follow-up
of MU patients’ utilization.
In evaluating the lack of utilization by MU patients who
received access (n=15), several barriers were identified. Thirteen
percent of the MU patients who received access but did not utilize
specialty care services cited language or educational barriers as
reasons for the lack of utilization (n=2). Many of the MU patients
needing a referral only spoke Spanish and the CHC only has
one translator on staff. Due to the recent Medicaid Expansion in
Louisiana, some of the MU patients received insurance coverage
and went to a private clinic rather than continuing their care at the
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community health center (n=2, 13%). Referred patients cited work
and other commitments (n=2, 13%) and financial barriers (n=2,
13%) as reasons for lack of utilization. Since the privatization of
the local university hospital, many MU patients cannot afford the
up-front fee now required for any healthcare services.
Perhaps the most significant finding in evaluating reasons
for the lack of MU utilization of specialty care services was that
patients were often unaware of their scheduled appointments (n=7,
48%). Once the referral was ordered by the provider, the staff
typically faxed the form to the referred facility. The most common
facility that providers referred to utilized automated phone calls to
notify patients of their appointment date and time. The majority of
MU patients who reported a lack of awareness of the appointment
reported not receiving a phone call about the appointment. One
patient admitted that they may have received the phone call but
likely hung up thinking it was a sales call. Therefore, how can
patients attend or utilize services if they are not aware that they
have gained access?

Recommendations
Specialty Care Access: The findings of the QI project illuminated
the need for improved communication between the CHC,
referral sites, and patients, thus emphasizing the importance of
communication and collaboration among all elements within the
healthcare system. The Tin Cup Model which was utilized by
the CHC was identified in the literature as the least reliable and
efficient way for obtaining specialty care services. While the Tin
Cup Model relies on an informal, transient network of specialists,
the more efficient models integrated CHCs with local government
or private healthcare systems to form a comprehensive network
of specialists [14]. Evidence has shown that communities that
organize to coordinate and integrate healthcare services improve
healthcare accessibility [46,48-50]. Similar collaborative efforts
are strongly recommended for the CHC to form relationships and
partnerships within the community, particularly the local university
hospital. This opportunistic endeavor will expand MU patients’
access to specialty care services and improve the overall health of
the patients and the community.
Specialty Care Utilization: Evidence has shown that one of the
major contributors to success for collaborative referral networks
is an organized, systematic referral process. The patient referral
form (PRF) was implemented as a referral tracking system and
served to improve provider and staff awareness. The slight
improvement in utilization could be attributed to this newfound
awareness and accountability which is necessary to assure that
the MU are successfully navigated through the referral process
to completion. Since no single healthcare entity can bring about
the changes needed in healthcare reform, accountability, or shared
responsibility, should extend beyond the organization.
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Neuhausen, et al. [14] recognized an Integrated Model
System that had incorporated a single Electronic Medical Record
(EMR) system and a web-based referral platform shared among the
CHCs, hospitals, and specialists. The implementation of this model
improved communication, increased coordination of care, and
provided the patients with seamless care transitions from primary
to specialty care [14]. In this QI project, the CHC implementation
of an EMR that communicates with the local university hospital
would be ideal. If cost is a concern, the CHC should at least seek
to implement a consistent, organized, and systematic method to
communicate and coordinate specialty care services with the local
university hospital.
Much research has focused on the identification and
elimination of barriers to healthcare access and utilization. For
decades, CHCs have met the diverse needs of rural communities
by overcoming many of the challenges faced by the medically
underserved. The provision of specialty care services on site
eliminates some of the barriers to specialty care utilization identified
by the MU patients. Improving MU availability and accessibility to
providers who understand the culture, linguistic, transportation, and
financial challenges is invaluable to a community. The provision
of specialty care services also reduces the duplication of services
and the fragmentation of care, particularly in the avoidance of
transitions from one location to another. Based on the project’s
data analyses, relationships between specialty care utilization and
care coordination were identified. As recognized in the literature,
care coordinators or patient navigators provide patient support
and assistance in navigating through the complex healthcare
system. In the project, patient navigation was improved using a
translator and by the assistance of the CHC staff in scheduling
referral appointments. Improving MU patients’ navigation through
the specialty care referral system as well as active recruitment of
specialists who would provide specialty care services at the CHC
were recognized as ways to provide a supportive referral structure
that would improve patients’ access and utilization of specialty
care services.

Framework Application
The findings of the project were applied the modified
Donabedian’s Structure, Processes, and Outcomes Model (Figure
1). The model asserted that specialty care access and utilization is
best achieved with adequate structure and efficient processes. In this
project, there was not a difference in the proportion of MU patients
who received appointments before and after the implementation of
the patient referral form. However, the MU patients that received
appointments were more likely to attend the appointments after
the project intervention, utilization of a DNP student developed
patient referral form. As illustrated in the project’s framework,
adequate resources and services, or structure, can improve
access and utilization. To support this premise, the recruitment of
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gynecology services from a different location at the onset of the
prospective arm of the project improved access to gynecological
services for the MU population. While the availability of specialty
care services may increase access, care coordination and patient
navigation are crucial in improving specialty care utilization
Patients who received but did not attend appointments reported
that they were unaware that an appointment was scheduled. These
findings suggest that specialty care utilization is equally dependent
on both the structure and the process. Limitations of the application
of the theoretical framework were identified. The model failed
to consider the influence of external variables and barriers, such
as the MU patients’ role in specialty care access and utilization.
Future studies could incorporate and encourage MU patients as
assuming a more active role in the access and utilization of their
healthcare.

Limitations
When drawing conclusions about the QI project, the DNP
student carefully reexamined the data collection process. Data
collection was a complicated process for the DNP student. In
gathering the retrospective data, the DNP student found it difficult
to determine if patients had received and attended appointments,
due to inconsistent and limited documentation of the referral
process. The routine provider referral form was often stamped
indicating that the form was faxed accompanied by the date
of fax, however no documentation of the date of a scheduled
appointment or of the patient utilizing the appointment could be
found. Therefore, the DNP student had to look at the patient’s
most recent chart note in attempt to find the information. In the
majority of instances, the chart did not yield the referral access or
utilization information, and the DNP student had to gain the data
from CHC staff members and the MU patients. If the DNP student
could not determine whether the patient received an appointment,
the patients were omitted from the sample. Omitting patients from
the sample, or decreasing the sample size, impacted the project’s
overall findings. The complexity of the data collection process also
highlighted the inconsistencies and potential deficiencies in the
CHC’s documentation and execution of MU patients’ referrals to
specialty care services.
Several additional limitations were identified, particularly to
project implementation and evaluation. First, the small sample size
from a single facility limited the generalizability of the project’s
findings. Second, the long-term evaluation of outcomes was limited
due to the project’s time constraints. Third, the Hawthorne effect,
or the chance of participants improving or changing behavior
due to the knowledge of being evaluated, must be considered as
a likely influence in the observations of increased specialty care
utilization. The Hawthorne effect could limit the validity of the
project’s outcomes.
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Nursing Implications
Given the complexity of the healthcare system and the
interdependence of processes and players, systems-based strategies
are needed to meet the challenges of healthcare access and
utilization. As an organizational and systems’ leader, the Doctor of
Nursing Practice (DNP) is poised to develop and evaluate quality
improvement initiatives to improve the delivery of safe, accessible,
quality, cost-effective healthcare. Leadership and research in
the implementation and validation of a systems approach can
ensure coordinated care that is crucial to the provision of quality,
accessible, comprehensive healthcare. With further research, these
models can become the standards of care for a coordinated referral
process that extends across all healthcare settings and levels of
care.
Little evidence exists that supports the effectiveness of
well-structured safety-net programs and the role of safety-net
programs in improving access and utilization to specialty care
services. Further research into specialty care access and utilization
for medically underserved would greatly contribute to nursing
knowledge. Specifically, research delivery of a larger study that
incorporated survival analysis would provide significant outcome
data regarding access and utilization of specialty care services.
Healthcare reform calls for communities and healthcare systems
to assume risk for patient outcomes and healthcare costs. With a
greater need for economic considerations in healthcare, CHCs will
increasingly be required to demonstrate their value to payors and
communities [19]. This can be achieved through further research
that includes economic analyses indicating cost savings through
the reduction of unnecessary emergency department visits and
hospitalizations. Findings that demonstrate cost savings would
promote the support and participation of other players in the
healthcare system, thus improving access and utilization among
the medically underserved.

Summary
The QI project sought to evaluate MU patients’ access to
and utilization of specialty care services in an urban Community
Health Center (CHC) before and after the implementation of a
clinical practice change, or implementation of the DNP student
developed patient referral form. A patient referral form was
implemented hopefully to improve MU patients’ specialty care
access and utilization. Of the total MU patients referred for specialty
care services (N=48), only half attained access, or received an
appointment (n=26). Although implementation of the PRF did
not statistically significantly improve MU patients’ specialty
care access (χ2(1) = 0.000, p > 0.05), a statistically significant
difference was found in MU patients attaining an appointment
for a particular specialty service. Specifically, MU patients
referred for breast services received appointments at a statistically
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significant higher rate than all other specialty care referrals (χ2 (3)
= 8.800, p = 0.0321). This finding was directly attributed to the
availability and accessibility of specialty care services on-site at
the community health center. To improve specialty care access,
the CHC should organize and collaborate with local government
or private healthcare systems to form a comprehensive network of
specialists.

3.

Gulley SP, Rasch EK, Chan L (2011) Ongoing coverage for ongoing
care: access, utilization, and out-of-pocket spending among uninsured
working- age adults with chronic healthcare needs. American Journal
of Public Health 101: 368-375.

4.

Rhoades JA (2015) Spells of uninsurance: Estimates for the U.S. civilian noninstitutionalized population under age 65, 2013. Statistical Brief
#346, Agency for Healthcare Research & Quality (AHRQ), Medical Expenditure Panel Survey (MEPS) 2015.

The implementation of the PRF did not impact specialty
care utilization to a level of statistical significance (χ2(1) = 1.4182,
p = 0.2337). However, the improvement in the documentation
and tracking of referrals was clinically significant. Of the total
MU patients that received appointments (n=26), specialty care
utilization rates improved by 23% after PRF implementation due
to the increased staff and provider awareness and accountability.
A consistent, organized, and systematic method to track and
coordinate specialty care referrals is crucial to the development and
implementation of organizational strategies to improve healthcare
access and utilization. The use of system based approaches that
extend beyond the walls of the CHC can improve collaboration,
communication, and connectivity in the coordination of specialty
care services. Care coordinators or patient navigators can address
these challenges by providing patient support and assistance in
navigating through the complex healthcare system.

5.

Health Resources and Services Administration (HRSA) (2014) US Department of Health and Human Services (US DHHS) Shortage Designation: Health Professional Shortage Areas & Medically Underserved
Areas/Populations 2014.

6.

National Association of Community Health Centers (NACHC) (2014)
Access is the answer: community health centers, primary care & the
future of American healthcare 2014.

7.

Institute of Medicine (IOM) (2000) America’s Health Care Safety Net:
Intact but Endandered. (M. E. Lewin, & S. Altman, Eds.) Washington,
DC: National Academies Press (NAP) 2000.

8.

Knox L, Brach C, Davis M (2015) Primary Care Practice Facilitation
Curriculum: Module 5. AHRQ Publication No. 15-0060-EF. Rockville,
MD: Agency for Healthcare Research and Quality (AHRQ) 2015.

9.

Carlson BL, Eden J, O’Conner D, Regan J (2001) Primary care of
patients without insurance by community health centers. Journal of
Ambulatory Care Management 24: 47-59.

In the evaluation of MU patients’ who received access but did
not utilize specialty care services (n=15), linguistic, transportation,
and financial concerns were cited as barriers to utilization. The most
significant finding was that 48% reported that they were unaware
of their scheduled appointment (n=7). MU patients reported a lack
of knowledge about their scheduled appointments which further
emphasized the importance of communication and collaboration
between the CHC, referral sites, and patients. Elements of
successful collaboration which will lead to coordinated delivery
of healthcare include: (a) assuming accountability, (b) providing
patient support, (c) building relationships and agreements among
providers (including community agencies) that lead to shared
expectations for communication and care; and (d) developing
connectivity via electronic or other information pathways that
encourage timely and effective information flow between providers
(including community agencies) [21]. This QI project supported
the overall goal of coordinated healthcare delivery which is to
make appropriate specialty care referrals that meet the six aims
of quality healthcare: safe, effective, patient-centered, timely,
efficient, and equitable [20].
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