Improving Access to Primary Care for the Low Income Uninsured

The first of the five core values identified for the State’s health care system as part of the public/private process that developed the Guidelines for Change is that “every New Hampshire resident will have access to necessary health care services regardless of individual circumstances.” Chief among those not presently able to easily access routine preventive and primary care services are low-income individuals who do not have health insurance coverage or whose health insurance coverage is inadequate in meeting their primary health care needs.

New Hampshire, in pursuing the Critical Access Hospital Program, recognizes the importance and influence of rural community hospitals in local health care systems. Accordingly, the decision to award a CAH designation by the State will be contingent upon the hospital’s plan to improve access to the low income uninsured and underinsured.  The granting of a CAH designation will carry with it the obligation to coordinate and collaborate with the State and local health care providers to advance that core value of access within the hospital’s service area for this population.

The Department understands and acknowledges that community hospitals have been a key agent in providing care for this population within their communities. These expectations reflect the need to address broader health care issues in the communities in a manner that strengthens and preserves the State’s health care safety net during periods of rapid change in the delivery system.

Hospitals will be expected, as part of the CAH application process, to identify, in at least four areas, those quantifiable efforts that it will make toward improving access to primary care for the low income, uninsured, and underinsured within their service area, and toward strengthening the local EMS system.

Approval of a CAH Application for Designation will be contingent upon the State Office of Rural Health’s endorsement of the hospital’s Access Improvement Plan.  That endorsement will be made on an application-by-application basis, taking into account the scope of the objectives, the proposed remedies to meet the objectives, the primary health care needs of the particular hospital primary service area, and the capacity of the hospital and local service providers to meet the Plan objectives.  There is no expectation by the Department that a hospital, a community, or its providers take on obligations that are beyond their means to accomplish. Any Access Improvement Plan not endorsed by the SORH will be returned to the CAH Candidate.

The SORH will assist, directly or through its technical assistance contract, in the development of an acceptable Access Improvement Plan.  The SORH will coordinate other State-level resources needed for Plan development and refinement.

Hospitals receiving CAH designation will be expected to submit a yearly progress report to the SORH that quantifies progress toward the objectives established in the Access Improvement Plan, and identifies necessary modifications of the Plan objectives, timelines, or actions.
Minimally, the areas that the CAH candidate hospitals need to address in the Access Improvement Plan are:

· Strengthening the primary care safety net. If there is a community health center (a CHC funded under Section 330 of the PHS Act, an FQHC, or a State-funded comprehensive primary care center) serving communities within its service area, the hospital will need to show what provisions it will make, financial and/or in-kind, toward supporting the delivery of services by the center, and the relation of those supports to the needs of the area.

· Enhancing community efforts to deliver primary health care services. In recent years, collaboratives and networks of community agencies, many of which include community hospitals, have developed as a means of improving the array of services available to community residents. The hospital will need to identify those actions and supports, whether financial or in kind, that it will provide as a CAH, to strengthening the collaborative(s) and networks in its service area.

· Enhancing access to primary care providers. If the hospital has within its span of control (either as direct employees or as part of a larger incorporated entity that includes the hospital), primary care providers, including those who have been designated as Rural Health Clinics, the hospital will need to commit that these providers will serve the low income uninsured in proportion to their presence within the community and the providers’ capacity to do so.

· Strengthening the local EMS system. The hospitals with local EMS providers should assess the capacity and adequacy of emergency medical services within it’s service area and identify opportunities and remedies to assure that such services are a stable source of appropriate care for local residents.

The framework for development of these areas include:

· Identification of the hospital’s current level of support or coverage including direct or indirect financial and in-kind services in each of the above areas at the time the CAH application is submitted.  This information will have no bearing on determining an applicant’s suitability for CAH designation, but is needed as baseline information to assess the Plan and future progress reports.

· A statement of the CAH/hospital’s plan for improvement in the specified areas.  Objectives should be established in a quantifiable form and steps for realizing the objectives should indicate any direct or indirect financial or in-kind contributions.

Actions developed in isolation from the community and its agencies, or which duplicate or compete with currently available services, will not be viewed as being within the spirit or intent of the CAH program.

The hospital's Access Improvement Plan will be a structured narrative with supporting tables and submitted as a part of the application package. It is anticipated that, at a minimum, the following factors will be taken into consideration:

· Extent of uninsurance in the service area, from the Health Insurance Coverage and Access Survey;

· Usual sources of health care (especially for the uninsured) in the service area, from the Health Insurance Coverage and Access Survey;

· Estimated extent of children eligible but not enrolled in the Child Health Insurance Program.   

· Estimated percent of general population that are underinsured or “near poor” in the service area (i.e., those who do not qualify for Medicaid and do not have health insurance);

· Percent of population covered by Medicaid (including CHIP) in the service area;

· Extent and type of charity care (not including bad debt) provided by the hospital;

· Payor mix for the hospital; 

· Nature and extent of ambulatory care sensitive conditions served by the hospital;

· Extent of emergency room care and the nature of the care provided;

· Extent of public and private care service for the low income uninsured and underinsured in the service area;

· Medicaid share of clients (including CHIP) at the Community Health Center serving the hospital area and the share of ‘self pay patients;

· Medicaid share of clients (including CHIP) receiving services from private providers/Rural Health Clinics (within the hospital’s span of control) in the service area and the share of “self pay” patients; and

· An assessment of the adequacy of staffing levels, training and performance of emergency medical service providers and personnel in the service area; 

· Relevant findings from the most recent Community Benefits Assessment developed under Senate Bill 69;

· The extent of community involvement in the Plan’s development and the role of other agencies and providers in identifying the proposed objectives and actions, as well as the intended outcomes;

· Identification of any new or expanded alliances, cooperative agreements, or collaborations necessary to attain the stated objectives;

· The rationale for inclusion of the specific objectives;

· Action steps for each objective that identifies the lead agency, responsible person, and timeline for completion

