
King C
ounty M

ed
ical SocietyMay 2009 5

King County 
Project Access

by Paul Pennington, MD

E D I T O R I A L

I � xed that guy’s rotator cuff for 
free. He went back to work, but 
then missed half his appointments. 

He couldn’t speak English, and 
couldn’t afford the CT scan before 
surgery or PT afterwards. He couldn’t 
even afford Vicodin! Then he asked 
me to treat his hypertension and � x 
his mother’s hip! Finally, he got that 
humongous bill from the hospital and 
got mad at me!! At me!!! I can’t see 
those folks anymore.

King County Medical Society has a 
solution—Project Access.

King County reached a near-crisis in 
access to specialty care for low-income, 
uninsured patients. Community 
Health Centers, Family Medicine 
Residency Clinics, and Public Health 
Clinics decided to start Project Access, 
modeled on a program physicians 
developed in Asheville, NC. In 
November 2004, several organizations 
began meeting to implement the 
program. Through our Executive 
Director Charles Heaney, King County 
Medical Society was one of the original 
partners.

The partners piloted two programs—
The Mother Joseph Clinic with 
Swedish and a program with Paci� c 
Medical Centers. Future success 
required close af� liation with our 
Medical Society and implementing 
hospital by hospital rather than 
county-wide. Evergreen Hospital 
volunteered to become the � rst site. 

Our Medical Society contributed 
$30,000 for start-up—half in cash and 
the rest in rent and in-kind services. 
Our society and members have worked 

to build the program. Charles Heaney, 
our Executive Director, Curtis Veal, a 
past president, and I are on the Project 
Access Board of Directors. 

The program serves families of four 
or more with annual incomes less 
than $44,000; and individuals with an 
annual income less than $22,000. The 
patients are uninsured and not eligible 
for Medicaid or Medicare. Most 
participants receive primary care at 
Community Health Centers or Public 
Health Clinics.

If a primary care physician needs to 
refer a patient for specialized care, 
Project Access manages the case. It 
screens for county residency, income 
eligibility, insurance eligibility, and 
medical necessity. It discharges 
patients for missing appointments, not 
obtaining recommended tests, or not 
following your instructions.

Case managers schedule appointments 
and make reminder calls, and review 
special instructions for each visit. They 
assist with transportation, childcare, 
and interpreters. They connect patients 
with other community resources. In 
2008, a 3-month study showed the no-
show rate was less than 7%. The no-
show rate is 15% for many commercial 
insurances, and can be 30% or higher 
for patients with Medicaide or no 
insurance.

Participating hospitals donate 
labs, imaging, medical supplies, 
rehabilitation, and hospitalization. 
Community Health Centers provide 
medications. Project Access coordinates 
follow-up care and connects patients 
with other community resources.

You determine how many patients you 
will see—two a month? more? fewer? 
And care lasts only for the referral 
illness. The patient returns to their 
primary care physician for follow-up 
and other care, like an insured patient.

In 2004 the legislature extended the 
Good Samaritan Law to include any 
physician providing care through 
Project Access, thus reducing 
malpractice risk.

Finally, there are no billing hassles. 
You submit your usual bill to Project 
Access and you never get paid. This Is 
Charity Care—but timely, coordinated, 
comprehensive, and simpler for you. 
Project Access tracks the care and 
publicizes the total amount and the 
participating physicians.

In 2008, Project Access coordinated 
$3.5 million in donated care. It spent 
$1 for every $10 of donated care; a 
9% overhead! The specialists’ median 
charge was $200; average was $800. 
Participating institutions are Evergreen, 
Swedish, Group Health, PacMed, 
Overlake, Polyclinic, Eye Associates 
Northwest, and Valley Medical Center.

Project Access does NOT prop up 
our dysfunctional healthcare system, 
preventing reform. Physicians already 
help the needy—in the ED, in our 
of� ces, at Harborview, with awkward 
phone calls to a buddy from medical 
school. But our care is invisible, often 
arrives late, costs more, and succeeds 
less. Project Access publicizes your 
success and the system’s failure.
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and organizations to accept and use the 
new technology. Until such elements 
are paid attention to, the NRC’s view 
was that the current full-court press 
for EMR adoption “…may well lead 
to greater errors, more stress, and 
lower productivity. In short, success 
requires not just technology but 
also—and perhaps more importantly—
social and organizational processes 
to appropriately take advantage of 
technology.” And apart from these 
well-respected organizations, informed 
physician skeptics are making their 
case in the popular media.6, 7, 8

Re� ecting the fragmented, chaotic 
nature of the health industry, any new 
ideas to improve on the status quo 
will be implemented in a piecemeal, 
uncoordinated, hit and miss basis and 
hence, progress will come slowly. Even 
the RAND researchers recognized 
this impediment with the observation 
that “…a lengthy, uneven adoption 
of nonstandardized, noninteroperable 
EMR systems will only delay the 
chance to move closer to a transformed 
health care system.”2 That certainly 
appears to be where we are now. 

At present, there is a huge gap between 
the electronic capabilities of the 
healthcare industry and the hi-tech 
future envisaged by policymakers. As 

anyone who has ventured even slightly 
into this arena knows, an EMR is not 
an EMR is not an EMR. Systems vary 
enormously between those with the 
most basic functions, such as displaying 
test results and allowing electronic 
ordering, to those with advanced 
decision-support and research 
capabilities. A recent survey of non-
federal hospitals reported in the New 
England Journal of Medicine indicated 
that less than 2% had implemented 
EMRs considered to be comprehensive 
with between 8 and 12% having more 
basic systems. As to be expected, costs 
were identi� ed as the major barrier to 
adoption.9

For physicians, the pattern is similar. A 
2008 survey of of� ce-based physicians 
conducted by the National Center for 
Health Statistics indicated that 17% 
of physicians reported having EMR 
systems de� ned as basic and 4% had 
fully functional systems. Comparable 
� gures for 2006 were 10.5% and 
3.1%, respectively.10

To be sure, there are many good 
reasons to use EMRs: the ability of 
physicians and other clinical staff 
to have ready access to patient 
information from a single site, the 
potential for reducing medication 
errors and duplicate testing, etc. But 

these systems can be very costly, 
dif� cult to use and disruptive to 
of� ce work� ow and productivity. 
Moreover, it is dif� cult to calculate the 
return on investment and, any savings 
attributable to EMRs currently accrue 
mostly to insurers, not to physicians. 

Perhaps the NRC summarized it best, 
“…clinicians and other providers will, 
appropriately, be drawn to IT only 
if, where, and when it can be shown 
to enable them to do their jobs more 
effectively. Blanket promotion of 
IT adoption where bene� ts are not 
clear or are oversold will only waste 
resources and sour clinicians on the 
true potential of health care IT.5

Despite all the hype and the hundreds 
of products on the market, it is 
important to remember that we are still 
in the horse and buggy stage of going 
electronic. But like cell phones, digital 
cameras and computers, in future years 
the quality, functionality and user-
friendliness of EMRs will increase and 
the costs will go down. 

Maybe that future is closer than we 
think. Wal-Mart has entered the race 
fray with an inexpensive, internet based 
EMR system aimed at small physician 
practices. Attention shoppers!
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Sallie Neillie, the program’s skillful, 
organized, and frugal Executive 
Director, highlights patients’ stories 
and the gratitude they show. Due to 
timely care, patients survive or return 
to work or walk without pain. Project 

Access receives at least one thank-you 
letter each week.

Perhaps Project Access’s case 
management can become a model for 
managing other hard-to-serve patients. 
Then we and our staffs can focus 
more on medical problems and less on 
economic and other barriers to care.

Please volunteer. If my retirement 
investments plummet further, I might 
need your help.

What’s not to like? Volunteer today or 
urge your hospital to join. Volunteers 
are needed in all specialties. Visit 
kcprojectaccess.org or call 206-788-
4204.
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