ACCESS TO QUALITY HEALTH SERVICES IN

RURAL AREAS—INSURANCE

by Jane Bolin and Larry Gamm

SCOPE OF PROBLEM

o A total of 41.2 million people under age 65 are
without health insurance, according to estimates
using U.S. Census data.® If the uninsured
population continues to increase at the current
rate (0.4 percentage increase between 2001 and
2002), 46 million working-age Americans will be
uninsured by 2005.1

e Personsliving in nonmetropolitan areas are more
likely to be uninsured than those in metropolitan
areas—20 percent versus 17 percent.!

e Access to health insurance has been identified by
both national and state experts as arural health
priority.*

o African Americans and especially Hispanics are
more likely than whites to be uninsured. 3
Uninsured rates are also higher among the poor
and chronicaly ill.2 3

e Healthinsuranceisacritical factor in influencing
timely access to health care. Persons without
health insurance are less likely to have a
“regular” or usual health provider, lesslikely to
obtain preventive care, or to obtain needed tests
and prescriptions.® ¥ The Department of Health
and Human Services interagency workgroup has
identified health insurance as one of the 10
“leading health indicators’ and generally a
reliable predictor of overall health status.3" %

GOALS AND OBJECTIVES

The goal of Healthy People 2010’s access to quality
health services focus areais to improve access to
comprehensive, high quality health care service.!
Access to health insurance is critical to achieving
this goal and the related Healthy People 2010
objectives:
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e 1-1. Increase the proportion of persons with
health insurance.

e 1-2. Increase the proportion of insured persons
with coverage for clinical preventive services.

Health insurance is an important determinant of
health and disability status, likelihood of physician
use, and overall likelihood of health care treatment.?
An important determinant of access and utilization
of all aspects of health care services, including

preventive
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health : tant determinant of
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ona 2
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health.>7

According to a survey conducted by the Rural
Healthy People 2010 team, access to quality health
services (which includes access to insurance) was
most frequently identified as arural health priority.
Approximately three-quarters of the respondents
named access to quality health services as a priority.8
It was the most often selected priority among all four
types of state and local rural health respondentsin
the survey and across all four geographic areas.

PREVALENCE

Persons living in nonmetropolitan areas are more
likely to be uninsured than those in metropolitan
areas—20 percent versus 17 percent.! The
percentages of persons under 65 who are uninsured
are higher in rural areas and large central
metropolitan counties than in fringe countiesin large
metropolitan areas or in small metropolitan
counties.®
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increase of 1.4

million over the 14.2 percent uninsured in the
previous year.X If this annual increase of 0.4
percentage points between 2000 and 2001 in the
percentage of uninsured continues at the same rate,
46 million working-age Americans will be uninsured
by 2005.%

Among racial and ethnic groups, Hispanics are more
likely than other Americans under age 65 to be
uninsured (36 percent), and African Americans (21
percent) are more likely than whites (14 percent) to
be uninsured. Young adults 19-24 years of age are
more likely to be uninsured (32 percent) as are those
separated from their spouse (33 percent).’? A total of
8.5 million children, or 11.7 percent of al children,
are among the uninsured.°

The mgjority (57
percent) of the
uninsured are full-time
workers, while 20
percent are part-time
workers. Despite
Medicaid programs, the
highest rates of uninsured are still in the poor and
near poor—the two lowest—income groups.®®
Several studies report that people living in the South
and West have lower rates of private or job-based
insurance.® 1014

The majority (57
percent) of the
uninsured are full-
time workers.

IMPACT

Studies have shown that in rural areas where there
are larger percentages of uninsured, a higher
percentage of rural residents also report fair or poor
health, no visit to a health professional in the prior
year, and less confidence in getting needed health
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care services.® A lack of health insurance coverage
is associated with lower utilization of preventive
services such as cancer screening, and care for
congestive heart failure, diabetes, chronic
obstructive pulmonary disease (COPD), oral and
dental health, and mental health.6 1

Lower rates of preventive service utilization are
documented for rural areas, although differences
vary by service. For example, differencesin
mammogram screening may be more attributable to
education or income rather than place of residence.
Other preventive services are negatively correlated
to rural status and to being uninsured.® The
uninsured are also more likely to be hospitalized for
avoidable conditions, such as pneumonia and
uncontrolled diabetes, and more likely to be
diagnosed for cancer at later stages.?®

BARRIERS

A number of studies report that working adults living
inrural areas are less likely to be offered health
insurance through their jobs, i.e., employer-
sponsored insurance programs.® 2t Most of this
difference is associated with rural dependence on
smaller firms and lower wage rates.?t Prior research
shows that rural residents tend to have higher rates
of private, self-purchased health insurance and are
more likely to be uninsured.!> 225

Rural areas tend to have smaller businesses, resulting
in higher premium costs for employer-based
insurance spread across fewer employees. Combined
with higher premiums for such occupations as
farming, mining, logging, and fishing, many families
may not be able to afford insurance.? Although only
20 percent of the overall American workforceis
employed in firms with less than 25 employees,
workers from these small firms account for 42
percent of the uninsured workers in the country.?”

During difficult economic times, food and basic
necessities are purchased before health insurance,
and health insurance is more likely to be dropped or
deferred.® Since persons living in rural areas are
more likely to have seasona work and lower
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incomes, they are the most at-risk group of being
both uninsured and living below federal poverty
levelss 720

There is adirect correlation between the percentage
of those with incomes at or below the federal poverty
level and degree of rurality. Twenty-two percent of
the population in rural counties away from
metropolitan areas have incomes at or below the
federal poverty level compared to 13.8 percent for
residents of metropolitan counties, and 15.8 percent

among rural

counties .
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magnify the

problem of a

lack of employer-based health insurance coverage or
coverage that is more costly to workers.

PROPOSED SOLUTIONS

Among the proposed solutions are tax incentives and
some regulatory protection for developing MEWAS
(Multiple Employer Welfare Associations) or health
insurance purchasing cooperatives for smaller
employer organizations in some regions of the
country. Medicaid extensions and waivers and
expansion of the State Children’s Health Insurance
Program (SCHIP) are also proposed for persons who
are near poverty but Medicaid ineligible. The current
economic downturn and state budget shortfalls are
likely to restrict these options for addressing the
needs of more of the uninsured, at least in the near
future.®

A number of communities, led principally by
provider groups, have established special health
plans or programs for the uninsured. These programs
emphasi ze the provision of key preventive and other
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primary health services often associated with
reducing demands upon very expensive emergency
room services or acute care facilities where such
admissions might be prevented by timely primary
care.

An important step in community efforts to address
the problem of the uninsured is the devel opment of
reasonably accurate estimates of the number of
uninsured locally. A guide has been developed to
support the efforts of community groupsto arrive at
such estimates.®

SUMMARY AND CONCLUSIONS

Rural populationsin the U.S. tend to face a number
of barriers and challenges in accessing affordable
health insurance; these may be greater for some
populations than others. Existing research shows
significant differences in access to insurance
between rural and non-rural populations and that
these differences are amplified for racial and ethnic
minorities.

The relatively larger proportions of small businesses
and lower-paying jobsin rural areas are reflected in
fewer employers offering health insurance, fewer
choices, and less attractive provisions among
employer-sponsored plans. At the same time, both
poverty and higher incidence of chronic conditions
reflect an increased need for care.

Although there is evidence of some successin
certain states in reaching more of the uninsured via
extending Medicaid program eligibility and enrolling
more previously uninsured children in SCHIPs,
current budget cutbacks in most states threaten to
reverse this progress. Thereis evidence, too, of
innovative community efforts sponsored by local
providers to extend coverage or servicesto the
uninsured. Although providersin many rural areas
continue to make major efforts to maintain “ safety
net” services for the uninsured, it is unclear how
long they will be able to maintain them in the face of
growing economic challenges to rural populations
and providers.
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MODELS FOR PRACTICE

The following models for practice are examples of
programs utilized to address this rural health issue.
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MODELS FOR PRACTICE
FOCUS AREA: ACCESS (INSURANCE)

Program Name: CHOICE Regional Health Network Regional Access
Location: Olympia, Washington

Problem Addressed: Accessto Insurance

Healthy People 2010 Objective: 1-4, 1-5

Web Address: http://www.choicenet.org

SNAPSHOT

The mission of the CHOICE Regiona Health Network, a nonprofit
consortium of rural and urban providers, isto “improve the health of our
community.” That “community” represents five counties in central western
Washington State, with four being rural counties.

. The Regional Access Program (RAP) serves the uninsured and underinsured
RAP |mprqves at or below the 250 percent federal poverty level in the five county service
access to primary  greas. RAPimproves access to primary care and other medical services by

care and other connecting eligible residents to a medical home and providing guidance on
medical services available sources of health insurance.
by connecting THE MODEL

eligible residents to
a medical home Blueprint: CHOICE Regiona Health Network Regional Access Program
and pI’OVi din g was created in 1996 to provide intensive outreach to low-income individuals
and families. Access coordinators partner with schools, providers, daycare

g_Uidance on providers, state agencies, hospitals, and other community-based
available sources  organizations to reach children and adults who are without health insurance.
of health

Access coordinators meet individually with clients to explain the various
programs for which they are eligible, help them complete the necessary
paperwork, and serve as advocates. In 2002, CHOICE helped enroll more
than 3,000 peoplein public insurance. Since the program began, CHOICE
has assisted more than 14,000 people in the region to access needed health
care services.

insurance.

The services provided by RAP include:

e outreach to community-based organizations;

e provide atoll-free phone number that connects to a person who
prescreens and schedul es appointments;
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provide application assistance to complete necessary paperwork and
provide follow-up; offer Spanish trandation and interpretive services
through atoll-free, dedicated Spanish phone line and through four
bilingual staff;

o perform enrollment case management when appropriate;

e serve as aliaison between state agencies and clients to facilitate
enrollment or to resolve problems;

¢ educate consumers by explaining benefits and hel ping clients choose an
affordable health plan and primary care physician;

e connect residents to available socia services and programs for which
they may be igible;

e produce and distribute marketing materials to reach the target population;
and

e provide information to consumers about being informed and responsible
health care users, with afocus on primary care.

Making a Difference: The program conducts annual surveys of providers
and patients to assess the effectiveness of the program. The impacts of the
program for 2001 include:

¢ reduced the number of uninsured in the region by 3,331,

¢ decreased the insurance disenrollment rate of CHOICE clients from 30
percent to 10 percent;

e saved the providersin the region $4.5 million in uncompensated care;
and

e reduced hospital bad debt and charity care by 14 percent.

Beginnings: The CHOICE Regiona Health Network is a nonprofit
consortium begun in 1996. Network membership includes public and non-
profit hospitals, local health departments, family practice residency
programs, practitioners, schools, and community members.

The CHOICE Regional Health Network takes on new and/or expands
existing programs based on an assessment of factors that reflect their
mission and vision. The questions asked as criteriafor program selection for
the Regional Access Program are:

e Doesthisinitiative make sense regionally?

¢ |sthe problem important and in the long-term interests of the
community?

e Doesit address a coordination, quality, access, or health status objective?

26 Rural Healthy People 2010



e Isit astep toward better distribution of health resources?

e |sit aprudent investment in a cost-conscious market?

Challenges and Solutions: To address social and cultural issues, case
management services were created to connect people to other needed
services (e.g., food). Bilingual staff were hired to address language and
cultural issues. Special materials were devel oped to assist clients from other
cultures to understand the concepts of insurance, medical home, and
managed care. Recently, CHOI CE partnered with the Crisis Clinic to
manage an I nternet-based Regional Resource Directory.

Ongoing funding for the network comes from membership dues that are paid
by the six public and non-profit hospitals (member sponsors). This funding
is supplemented with state contracts and grants. For example, the Statewide
Health Insurance Benefit Advisor (SHIBA) Program was folded into the
RAP program. Savings from reductions in uncompensated care are
reinvested back into the program. In 2001, the program received a
Community Access Program (CAP) grant from the Health Resources and
Services Administration. Expanded funding over the last five years allows
the program to increase its service population, adding children, the
underinsured, and additional counties (from oneto five).

PROGRAM CONTACT INFORMATION

Kristen West

CHOICE Regional Health Network Regional Access
2409 Pacific Avenue

Olympia, WA 98501

Phone: (360) 493-4550

Fax: (360) 493-7708
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MODELS FOR PRACTICE
FOCUS AREA: ACCESS (INSURANCE)

Program Name: Inland Northwest in Charge — coordinated by the Health
Improvement Partnership

Location: Spokane, Washington

Problem Addressed: Accessto Insurance

Healthy People 2010 Objective: 7

Web Address: www.hipspokane.org

SNAPSHOT

Inland Northwest in Charge (INIC) is a collaborative project providing
services aimed at improving health care access for the uninsured and
INIC seeks to underinsured spanning all age groups and ethnic groupsin 11 rural and
improve health urban counties in eastern Washington State. INIC utilizes a variety of
care access for the community strategies to deliver outreach and training services.

uninsured and THE MODEL

underserved,
including outreach Blueprint: Inland Northwest in Charge is a collaborative project

coordinated by the Health Improvement Partnership (HIP), a 501(c)(3)
and enroliment nonprofit organization involving representatives from over 200
efforts for state- organizations. INIC seeks to improve health care access for the uninsured
sponsored health and underserved, including outreach and enrollment efforts for state-
care. sponsored health care, referrals to primary and specialty/chronic disease
care, designing and implementing an affordable insurance product (which
combines public and private dollars) for the working uninsured, and access
to additional health-related resources (e.g., affordable pharmaceuticals).

HIP serves uninsured children in Washington State through the Healthy Kids
Now! project and serves the uninsured/underserved in an 11-county region
of eastern Washington through several projects (Health for All, Covering
Kids and Families, and other targeted INIC programs). Most of the counties
are rural. Of the 556,540 people in the catchment area, 35 percent livein
rural counties. The other 65 percent live in Spokane County, a rural/urban
county. Several programs serve rural and tribal communities, children under
the age of 19, and uninsured adults and pregnant women. INIC also
implements specialized outreach to multicultural communities. INIC
interventions take place throughout the community through a variety of
partners such as clinics, physician offices, hospitals, health plans,
employers, schools, and human services agencies.
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INIC provides marketing and outreach services, a staffed hotline for client
application assistance, training and technical assistance on state-sponsored
health care for community professionals and outreach workers, one-on-one
outreach in rural and tribal areas, coalition building, assistance to
community partnersin program and resource development, and capacity
building for outreach and health care accessin rural communities. Program
coordinators at the Health Improvement Partnership work with diverse
community stakeholders to define priorities and workplans. Internal staff,
consultants, and contracted workers finalize action plans and implement
activities.

Making a Difference: INIC tracks the number of people reached, served,
and connected with health insurance and/or primary care. Over 16,000
individuals have been enrolled in coverage or directed to primary care since
1999. Surveys are given to clients regarding their coverage retention and
satisfaction with the services. INIC works to build more outcome measures
to assess the effectiveness of the programs. Base-line data are gathered on
hospital charity/uncompensated care levels, emergency room primary care
usage, and unnecessary admits to measure the long-term impact the
programs have on these indicators.

Beginnings: INIC began in November 1998 and was fully implemented in
January 1999. INIC first received funding from a contract with the
Department of Social and Health Services' Medical Assistance
Administration for designing and conducting Medicaid outreach. Additional
significant funding was subsequently received from a Robert Wood Johnson
Foundation grant and a Health Resources and Services Administration
Community Access Program grant. INIC draws upon amix of local,
regional, state, and national funds.

Challenges and Solutions: Challenges include maintaining enough
ongoing funds to test and fully implement new methodologies for serving
the population; having adequate time, staffing, and resources to balance both
the planning and implementation sides of the programs; and retaining the
ongoing involvement of community partners. INIC addresses these
challengesin avariety of ways, including:

e pursuing a“cooperative financing” plan with avariety of community
partners in which each partner contributes a certain percentage toward
sustaining or enhancing health care access strategies;

o working extensively with state and local policymakers to explore
partnership opportunities that may allow for more regional tailoring of
state-based funding;

e writing grants;
e seeking corporate support; and
e tapping into existing state and federal dollars that support the mission.
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PROGRAM CONTACT INFORMATION

Lisa Capoccia and Dan Baumgarten

Inland Northwest in Charge — coordinated by the Health
Improvement Partnership

421 W. Riverside Ave., Suite 353

Spokane, WA 99201

Phone: (509) 444-3088 x 216

Fax: (509) 444-3077

E-mail: deannad@hipspokane.org

Accessto Quality Health Servicesin Rural Areas
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MODELS FOR PRACTICE
FOCUS AREA: ACCESS (INSURANCE)

Program Name: Lake Plains Community Care Initiative
Location: Batavia, New York

Problem Addressed: Accessto Insurance

Healthy People 2010 Objective: 1-4, 1-6

Web Address: None

SNAPSHOT

The Lake Plains Community Care Network (LPCCN) is a not-for-profit
corporation formed in 1997 from a network of employers, providers, and
community service groups and organizations that have collaborated since
The Lake Plains 1993. The network addresses rising costs of health care and the dwindling
. choices of health care servicesin rural areas. The Lake Plains Community
Community Care Care Initiative is one of several community-oriented programs under
Initiative seeks to  LPceN.

better coordinate
and strengthen the

local health delivery gjyeprint: The Lake Plains Community Care Initiative is alocal response
system while at the strategy that targets growing concerns over access to and affordability of
same time quality health care and health insurance coverage for the area residents.

. " LPCCN exists as athree-county, rural health network located in upstate
promotu_’]_g addltl_onal Western New York. It is a not-for-profit corporation comprised of
competitively priced  representatives from three hospitals, three public health departments, area

health insurance health practitioners, and community/governmental business representatives.
opti The corporation has 13 governing board members with an approximate 25-
ptions to the : : . : . .
member community advisory council. A part-time CEO, full-time associate
director, full-time care management coordinator, and limited support
personnel staff the project.

THE MODEL

communities.

Asarura health network, LPCCN seeks to offer open-ended service support
to all 150,000 individuals residing within the catchment area. Insurance
efforts are directed toward offering support to uninsured and underinsured
adults and their families. The targets are individuals who are typically self-
employed or employed in small group environments (organizations with 50
employees or less). Many of these individuals are employed in agribusiness,
retail, or the service industry. The Lake Plains Community Care Initiative
seeks to better coordinate and strengthen the local health delivery system
while at the same time promoting additional competitively priced health
insurance options to the communities. Thisis accomplished by two methods.
First, LPCCN established athree hospital, 160 physician, messenger model
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(atype of preferred provider organization [PPQ] that was established by the
Federal Trade Commission to allow physicians to negotiate reimbursements)
to coordinate and strengthen the overall delivery system. Gradually, the PPO
will be enhanced through the provision of local support features or functions
such aslocal medical management, case management, community care
management, and utilization review efforts. Second, LPCCN attempted to
reach local self-insured organizations, employment-sector trusts, and athird
party commercia carrier to contract with the PPO and actively take
advantage of the enhancements being provided.

Making a Difference: The Lake Plains Community Care Initiative covers
approximately 2,400 lives by servicing health insurance plans. The Initiative
expects to add 1,000 more covered livesin 2002.

Beginnings: LPCCN was incorporated in 1997, and the first service
contract took effect in July 2000. The problem was noticed beginning in the
early 1990s when the provider system began losing market share and
experienced increasing difficulties in meeting financial objectives and
attracting new practitioners to the communities. The numerous insurance
carriers decreased as well as the consumer responsiveness of those that
remained. As Lake Plains gained in local prominence and stature, LPCCN
commissioned a market analysis through the University of Buffalo, School
of Medicine and Biomedical Sciences. The results of this study only put
numbers to what was known and experienced on a day-to-day basis by
businesses and health care consumers alike. It revealed that premiums were
too high for the actual utilization, and fewer choices and less customer
service was made available.

Challenges and Solutions: Lake Plains Community Care Initiative has
experienced varied challenges over the past severa years. All health
insurance activitiesin New York State are complex and highly regulated.
Finding locally controllable response options that are prudent and fiscally
affordable have proven very difficult. The program leaders realize that one
strategy is clearly not right for all. An array of strategies (such as self-funded
insurance plans, specific trust plans, and an innovative partnership with a
large commercia insurance carrier) is needed to effectively get the job done.
Another magjor challenge is the continued pursuit for new options while also
seeking to refine those already in place.

LPCCN has been funded as a New York State Rural Health Network since
1997 and has also benefited from afederal rural network development grant,
Kellogg Foundation grant award, and member organization contributions.
The organization anticipates becoming self-sufficient by 2004 as the revenue
stream grows from increased utilization of PPO services within the
community.
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PROGRAM CONTACT INFORMATION

Kenneth L. Oakley, Ph.D., FACHE
Lake Plains Community Care Initiative
4156 West Main Street

Batavia, NY 14020

Phone: (585) 345-6110

Fax: (585) 345-7452
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MODELS FOR PRACTICE

FOCUS AREA: ACCESS (INSURANCE)

SKYCAP is a
collaborative
demonstration
program designed to
improve access to
health care, social
services, and
housing for the
underinsured and
uninsured residents
of Harlan and Perry
Counties, and most
recently through
funding from the
Good Samaritan
Foundation, Inc.,
Leslie and Knott
Counties.

Program Name: Southeast Kentucky Community Access Program

Location: Harlan, Perry, Ledlie, and Knott Counties, Kentucky

Problem Addressed: Accessto Health Care, Housing, Education, and
Public Safety

Healthy People 2010 Objective: 1-4, 1-6

Web Address: http://www.mc.uky.edu/rural health/community _programs/
skycap.htm

SNAPSHOT

The Southeast Kentucky Community Access Program (SKY CAP) isarural
demonstration and evaluation program funded by the Health Resources and
Services Administration, U.S. Department of Health and Human Services,
and launched on September 1, 2000. The purpose of SKY CAPisto identify
collaborative partnersin rural communities in southeast Kentucky to
demonstrate ways to develop sustainable health care programs for the
medically indigent. The overall SKY CAP goal is 100 percent access and
zero disparities. Although it isarural demonstration program, SKY CAP
hopes to become an ongoing program.

THE MODEL

Blueprint: SKYCAP s a collaborative demonstration program designed to
improve access to health care, social services, and housing for the
underinsured and uninsured residents of Harlan and Perry Counties, and
most recently through funding from the Good Samaritan Foundation, Inc.,
Leslie and Knott Counties. Services provided include, but are not limited to:
e emergency medication access,

e denta care,

e eyecare,

e primary providers,

e homevisitation,

e education,

e transportation, and

o ¢ligibility for pharmaceutical programs for the indigent.
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SKY CAP aso takes referrals from different agencies. Delivery of servicesis
achieved by deploying family health navigators (FHNS) in 11 community
sites as community health advisorsto assist eligible clients with ambulatory
care sensitive diseases (asthma, cardiovascular disease, diabetes,
hypertension, or severe mental illness) to receive care in the most
appropriate settings.

FHNs serve the uninsured and underinsured population by conducting home
visits, performing assessments of clients and family needs, and providing
referral information to clients and their families. The family health
navigators also act as liaisons between clients and their families as well as
mental health and health and human service providers. FHNs report to
network members the specific characteristics or conditions that impede
clients from obtaining available services. In addition, FHNs work with
multidisciplinary teams to establish action plans for clients and families.
They assure that action plans are carried out, link clients with all needed
services, connect clients to support groups, and provide emotional and
educational support for clients and their families.

SKY CAP isacommunity partnership with the University of Kentucky
Center for Rural Health in Hazard; Harlan Countians for a Healthy
Community, Inc.; Hazard Perry County Community Ministries, Inc.; and
Data Futures, Inc. These community partners bring together over 50 other
partners and organizations, such as health departments, local hospitals,
pharmacies, and mental health centers.

It is estimated that 24 to 45.4 percent of the population in these counties
livesin poverty (compared to Kentucky’s state average of 15.8 percent). The
median household income in these counties ranges from $15,805 to $23,318,
compared to a state average of $33,672. Only 49.2 to 58.7 percent have
completed high school (compared to the state average of 74.1 percent).
While only about 1 percent of the nation’s population lives without indoor
plumbing, more than 6 percent of Harlan and 7 percent of Perry County’s
citizens are without running water. Kentucky has the highest smoking ratein
the nation (30 percent) and southeastern Kentucky has the highest rate in the
state (33 percent). The overall mortality rate per 100,000 in the 45-64 age
group is 145 percent higher than in the nation; mortality rates for heart
disease, |ate stage breast cancer and lung cancer are 160—-250 percent higher
than national rates. The state ties for second place nationaly in the
percentage of obese adults (33), and the rate in southeastern Kentucky is
even higher. The goals of Healthy People 2010 cannot be achieved unless
specia populations, such as Appalachians, have effective solutions to their
health care crisis.

Although Medicare covers 26 percent of the people in these counties, and

most children have some sort of public or private insurance, about 12,000
people are still medically indigent. In addition, approximately 10,000 people
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are Medicaid recipients, of which the mgjority are otherwise uninsured. The
greatest need in this two-county areais access to pharmaceuticals.

Making a Difference: The SKY CAP program formed a baseline of
medical/social care utilization for the following diseases: asthma, diabetes,
heart disease, hypertension, and mental illness. By the end of 2001,

SKY CAP received over 5,000 referrals from different agencies and provided
atotal of 13,000 services. These are services that otherwise would probably
be unavailable to these people due to being uninsured or underinsured.

Beginnings: The SKY CAP program was fully implemented in December
2000 and provided services to Harlan and Perry Counties. It received one of
the original 23 Community Access Program (CAP) grantsin September
2000.

Challenges and Solutions: By collaborating across the mountains,

SKY CAP attempts to create a comprehensive network for this most
distressed area. It supports integrated programming to increase access to
health care for the target populations. The program seeks to expand a CAP
network of safety net providers that will serve this Appalachian region and
can be easily replicated throughout Appalachiain its entirety. The University
of Kentucky Center for Rural Health is the bridge that ties the groups
together and brings the necessary infrastructures that each group would have
difficulty sustaining individually in the present state of rural health care
decline. The greatest challenge is building the new networks and
infrastructures before losing the safety net providers.

PROGRAM CONTACT INFORMATION

Fran Feltner, Program Director

Southeast Kentucky Community Access Program
University of Kentucky Center for Rural Health
100 Airport Gardens Road

Hazard, KY 41701

Phone: (606) 439-3557

Fax: (606) 436-8833
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MODELS FOR PRACTICE

FOCUS AREA: ACCESS (INSURANCE)

VCCU is
comprised of free
health care clinics

and one dental
clinic that provide
safety-net primary
care services to
uninsured and
underinsured
individuals.

Program Name: Vermont Coalition of Clinics for the Uninsured
Location: Middlebury, Vermont

Problem Addressed: Accessto Insurance

Healthy People 2010 Objective: 1-4, 1-6

Web Address: http://http://www.vccu.net/

SNAPSHOT

The Vermont Coalition of Clinics for the Uninsured (VCCU) is a group of
free health care clinics and one dental clinic in Vermont that work together
to provide a safety net of primary care services to individuals whose
household incomes fall below 200 percent of the federal poverty level (FPL)
and who either lack health insurance entirely or are underinsured (e.g., high
deductibles). The nine member clinics are distributed around the state, and
although each has its own board of directors, each clinic maintainsits own
policies and does its own fundraising. Some funding (from the State of
Vermont and private foundations) comes through the coalition. The coalition
devel oped software for uniform data collection, acts as a clearing-house for
problem solving, and actively advocates for its constituents.

THE MODEL

Blueprint: VCCU is comprised of free health care clinics and one dental
clinic that provide safety-net primary care services to uninsured and
underinsured individuals who fall below 200 percent of the poverty level. It
specifically serves the low-income uninsured and underinsured between the
ages of 18 and 65. Few children need the clinics since Vermont has a state
Medicaid extension program that provides insurance to children under 18
years of age in families with incomes at 300 percent of the federal poverty
level. Although most programs have income guidelines that go to 200
percent of the FPL, some programs have extended the guideline to 300
percent of the FPL.

The mgjority of the member clinics operate as freestanding health care
facilities and are staffed by medical volunteers. These clinics provide
services based on the traditional free clinic model, which means that
services are provided on aweekly to tri-weekly basisin the evenings. The
remainder of the clinics operate through local hospitals and local medical
care practices to incorporate their clients into the mainstream provision of
health care services. This method is known as the incorporated model. The
success of VCCU relies heavily on the over 500 volunteers who include
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physicians, nurses, alied health professionals, and administrative assistants.
Examples of free services provided by the clinicsinclude primary health
care, referral for testing and specialty care, enrollment in social services and
Medicaid extension programs, prescription medications, and case
management. The clinics developed a case management model to ensure
continuity of care.

Making a Difference: The clinics now serve about 20 percent of the
state's uninsured population. Their constituents are the unemployed and
working poor. About 60 percent are women, and most clients fall into the 30
to 45 age category. Most are high school graduates and are employed. In
fact, thereis atrend in the client base toward multiple jobs. Of those with
some insurance, 68 percent have insurance with deductibles of $250 or
more. According to these data, there are an increasing number of
underemployed clients who are also underinsured.

Beginnings: The VCCU program began in 1994 and was fully
implemented by 1995. Each clinic was devel oped by a grassroots effort
within that community, and each program works closely with itslocal
hospital and medical community. VCCU offers support to any community
wishing to start afree clinic and provides technical assistance to that
community. VCCU grew from an informal group of fiveclinicsto a
501(c)(3) organization with nine clinics after receiving funding from the
Rural Health Outreach Program of the Federal Office of Rural Health Policy.
At the end of that three year funding period, the State of Vermont stepped in
and provided funding that exceeded that of the Rural Outreach Program that
supports the VCCU office staffed by 1.4 full-time employees and provides
partial financial support to the nine free clinics. Each individua clinicis
also supported by direct financial support from itslocal hospital, community
contributions, and private foundation contributions.

Challenges and Solutions: The health care situation in Vermont is now
in a state of flux and is showing contradictory trends. While employment is
up, so too is the cost of medical insurance (a 20 percent cost increase was
anticipated in 2001). The state has increased the number of Vermonters
covered by Medicaid and Medicaid extension programs by 16 percent, yet
the free clinics have seen a steady increase in the number of clients served.
Reimbursement to providers from state programsis low, and clients cannot
find care in some areas even when services are covered. Clearly, many
Vermonters fall through the gapsin private and state programs.
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PROGRAM CONTACT INFORMATION

Sonja Olson

Vermont Coalition of Clinics for the Uninsured
PO. Box 1015

Middlebury, VT 05753

Phone: (802) 388-2753

Fax: (802) 388-3758
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