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Introduction

The United States is facing significant challenges in providing access to healthcare coverage for the country’s uninsured.  There are over 39 million individuals without health insurance in the United States and, between 1988 and 1998, the number of uninsured grew by an average of one million individuals each year.
  To help develop programs that address these issues, the Robert Wood Johnson Foundation, through its Communities in Charge (CIC) initiative, provided planning grant funding in 2000 to twenty communities to plan and develop programs to provide access to healthcare services for low-income, uninsured individuals.  The objective of the Communities in Charge initiative is to assist communities in rethinking care delivery and financing for low income uninsured community residents.  

While the CIC communities are currently in the process of developing their programs, several other communities have already implemented successful programs to provide healthcare coverage to the uninsured.  To share the experience and learning from these existing programs, the Communities in Charge National Program Office at Medimetrix (Medimetrix) conducted high level research on several operational, community-based models of healthcare coverage.  

The objectives of the research were to: 

1) Identify financing mechanisms that communities have developed to leverage county, state and federal funding 

2)  Pinpoint strategies for integrating healthcare services, focusing specifically on effective delivery systems, methods of provider payment, and care management strategies.  

This research was conducted at the request of one of the CIC grantee communities.  The results were shared with its coalition as the community considered various financing and delivery options for its own program.  At the request of the Robert Wood Johnson Foundation, Medimetrix has edited the original document for posting on the Communities in Charge website, making the information available to other community coalitions.

Community Selection

To ensure that lessons learned were drawn from similar programs, a set of criteria were used to select community-based models of care.  It was important that each program be located in an urban setting and contain a mix of communities with and without public hospitals.  It was equally as significant that each program had achieved a minimum of three years sustainability, enrolled a substantial number of indigent/uninsured individuals, and received some county funding.  Based on these criteria, the following six community-based programs were selected for the study:

· CareLink, San Antonio, Texas;

· PlusCare, Wayne County, Michigan;

· General Assistance Medical Program (GAMP), Milwaukee, Wisconsin;

· Hillsborough County Health Care Plan (HCHCP), Hillsborough County, Florida;

· Denver Health, Denver, Colorado; and

· Wishard Advantage, Indianapolis, Indiana

I.  Overview of Community Programs

The following program summaries briefly describe the unique structure and history of each community-based model of care included in the study. A description and analysis of financing mechanisms and strategies for care integration follows.  Appendix 1: Summary of Community-Based Models of Care for the Indigent/Uninsured contains a table that summarizes the results of this research. 

· CareLink, San Antonio, Texas  
CareLink is not an “insurance product” but rather a financial assistance plan that helps subsidize the cost of healthcare services for certain eligible individuals.  CareLink is operated by the local public hospital, University Health Services.  CareLink has been in place since 1997, but San Antonio has had programs to provide financial assistance for healthcare services since the 1950’s.  Texas law does not mandate that counties provide healthcare coverage to the uninsured.

· PlusCare, Wayne County, Michigan  
PlusCare offers eligible individuals a choice of “health plans” that are responsible for providing and managing a comprehensive benefit package.  Currently, there is no public hospital system in operation in Wayne County.  Though PlusCare has been operational since 1993, Michigan law requires that each county provide healthcare coverage to uninsured residents.  For this reason, a number of other programs have existed prior to PlusCare.

· General Assistance Medical Plan (GAMP), Milwaukee, Wisconsin 
GAMP has been operational since 1998 and offers healthcare coverage through a network of community-based clinics.  Eligible individuals enroll with a primary care clinic responsible for traditional, managed care gatekeeper functions.  In 1995, the state eliminated the mandate for counties to provide healthcare to uninsured residents.  As a result of this decision, the County decided to close its public hospital.  The County then began a community planning process to identify an improved mechanism for delivering county-financed care to low-income, uninsured residents.  Currently, there is no public hospital system in operation in Milwaukee County.

· Hillsborough County Health Care Plan, Hillsborough County, Florida 
The Hillsborough County Health Care Plan divides the county into four zones and contracts with a preferred provider network in each zone.  There is no public hospital currently in operation in Hillsborough County
.  While Florida law does not mandate that counties provide healthcare coverage to the uninsured, Hillsborough County has a long tradition of serving its medically indigent residents, dating back to the 1920’s.  The County’s Hillsborough County Health Care Plan has been operational since 1992.

· Denver Health, Denver, Colorado 
Denver Health is a “virtual HMO.”  While eligible individuals are not actually enrolled in a health coverage plan, physicians, nurses and other staff manage their care in an integrated public health system.  Denver Health has been operating as an independent entity since 1997, but the county has a long standing commitment to serving the uninsured through Denver Health’s predecessor Denver Department of Health and Hospital.  Colorado law does not require that counties provide healthcare coverage to uninsured residents.

· Wishard Advantage, Marion County, Indiana 
Wishard Advantage is an enrollment-based, managed care program that has been operational since 1997.  Individuals receive primary and specialty care from the Indiana University Medical Group and receive inpatient services from the Wishard Hospital System, the county’s public hospital.  (Indiana University Medical Group is a jointly owned corporation of Indiana University Physicians and the Marion County Health and Hospitals Corporation.  Since July 2000, it has also included the traditional primary care, safety-net sites that have historically served the underserved within the county.) Since Indiana law requires that counties provide coverage to the uninsured, other programs for the uninsured were previously in place. 

II.  Financing Mechanisms and Care-Integration Strategies
Despite differences in structure and development, each of the six community programs has a long-standing commitment to serve the low-income, uninsured population.  Through creative program design, effective implementation, and adaptive management strategies, these cities/counties have been able to offer healthcare coverage to the uninsured over the course of several years.  Each program serves as a model to similar community-based coalitions working to achieve comparable objectives.  The programs have incorporated financing mechanisms and care-integration strategies that have been “tried and tested.”

Financing Mechanisms

As displayed in Exhibit 1: Sources of Funding and Financing Mechanism, the programs that were researched either rely completely on county funds or they rely on a combination of county, state, and federal funds.  Each program utilizes a unique financing mechanism to access these funds.

Exhibit 1: Sources of Funding and Financing Mechanism

	Program
	Source of Funding
	Financing Mechanism

	CareLink
	· County Funds
	The Hospital District levies a county property tax in the amount of $0.24/$100.00.  Funds from this tax support the public hospital and CareLink.  

	PlusCare
	· County Funds

· State Funds

· Federal Funds
	The county general revenue, state contributions (including funds from the state’s Tobacco Settlement), and federal match funds (through a Medicaid upper payment limit mechanism) are pooled.  These funds are dispersed to eligible Wayne County hospitals.  The hospitals then consolidate their funds through a transfer to the Urban Hospital Care Plus, which finances care delivery.

	GAMP
	· County Funds

· State Funds

· Federal Funds
	GAMP is funded through a county property tax, the state GA block grant, and an intergovernmental transfer (IGT).  Via the block grant, the state makes supplemental Medicaid payments to hospitals (with 60% federal match).  The hospitals in turn pass the supplemental payments to the county.  Via the IGT, the county forwards $2.5M to the state.  The state uses this money and the 60% federal match to make supplemental payments to hospitals, which forward the supplemental payments to the County.

	Hillsborough Hlth Plan
	· County Funds
	HCHCP is funded through a 1/2 cent sales tax.  

	Denver Health
	· County Funds

· State Funds

· Federal Funds
	The Denver Health Hospital Authority finances Denver Health through county, state, and federal revenue sources.

	Wishard Advantage
	· County Funds

· State Funds

· Federal Funds
	Financing of Wishard Advantage occurs centrally through the Wishard Hospital System.  Funding sources for the Health System include county property taxes ($0.7971/$100.000), DSH funds, and other revenue sources (i.e., Medicaid).


Key Findings

1)  CareLink and Hillsborough County Health Care Plan rely entirely on county funds and the other four programs rely on a combination of county, state, and federal funds.  Most of the county funds used to support these programs are collected through property taxes with the exception of Hillsborough County Health Care Plan, which is financed through a sales tax.  State and federal funds are provided through mechanisms including Medicaid disproportionate share and upper payment limit funding mechanisms.   

2)  Generally, public agencies assume responsibility for managing these financing mechanisms.  Typically, the county department of health/social services or the public hospital authority operates these programs for the uninsured.  For example, Milwaukee County Health Programs operates GAMP, the Hillsborough County Health and Social Services Department operates the Hillsborough County Health Care Plan, the Denver Health and Hospital Authority operates Denver Health, and the Health and Hospital Corporation of Marion County operates Wishard Advantage.  The one exception to this governance structure is PlusCare, which, as described in detail below, relies on a combination of public and private governance structures.

3)  To address some of the inherent inefficiencies with using a public entity structure to manage the finances of these programs, a couple of communities have redesigned their program’s governance structure to be less bureaucratic and more responsive to the marketplace.  

· Denver Health changed its governance structure to allow the system to be more entrepreneurial in how it identifies and develops revenue sources to support its mission.  In 1997, the Colorado legislature passed enabling legislation that changed the system’s governance structure to a “hospital authority.”  The authority performs all of the hospital system’s previous functions through an executed contract with the city but has much more operational flexibility.
  

· PlusCare provides another example of an innovative governance structure used to manage finances.  In Wayne County, hospitals transfer supplemental Medicaid funds to the Urban Hospital Care Plus (UHCP), a non-profit, private organization responsible for administering these funds.  UHCP then contracts with Patient Care Management Systems (PCMS) to administer PlusCare.  PCMS is a division of the Wayne County Office of Health and Community Services.  This governance structure allows the county to more easily manage its programs.      

4)  While a couple of these programs have utilized the same financing mechanism over the last several years, most have changed the financing mechanism in response to external factors.  These external factors include:

· Funding Cutbacks:  Given the competition for funding among public programs, a few community-based programs for the uninsured experienced drastic reductions in primary funding.  In response, the programs identified alternative funding sources.  This compensated for financial shortfalls and decreased the program’s dependence on a single revenue source.  A diversified funding stream enables community-based programs to stabilize the budget and protect itself from unanticipated changes in funding.  

· Public Hospital Closings:  Anticipated public hospital closings raised concerns about access to healthcare for the uninsured.  Despite hospital closings in several communities, the counties wanted to continue to provide healthcare coverage.  Many developed new and innovative approaches to financing healthcare coverage for the uninsured, oftentimes transferring funds, previously allocated for the public hospital, to the new community-based models of care for the uninsured. 

· Loss of Market Share:  Programs for the uninsured that are administered through public hospitals faced concerns that their market share was decreasing.  Individuals who were once uninsured and subsequently gained access to health insurance through Medicaid expansion efforts began accessing care at other hospitals.  To develop more responsive business strategies, a couple of counties developed new financing mechanisms that allowed for more operational flexibility.  

· In Marion County, the Health and Hospital Corporation created a new corporation jointly owned by Indiana University Physicians and the Health and Hospital Corporation.  The new corporation was able to more effectively contract with managed care organizations and strengthen the public hospital’s position in the market place.

Conclusion

The financing mechanisms implemented by the target communities have been successful in providing additional program revenue.  Consequently, funding is currently adequate for most of the programs involved in the study.  In light of anticipated budget shortfalls and growth in the number of uninsured residents seeking program enrollment, most programs are seeking alternative sources of future revenue.  While some communities are looking to increase the property tax rate and to access tobacco settlement funds, others may be forced to look at plans to bring expenditures in line with revenues.

Strategies to Integrate Care

While all of the community-based programs are based on the “managed care” model, each has a unique design and delivery system, provider payment methodology, and care management strategy to help integrate care along the continuum of primary, specialty, and hospital services.  The following provides an overview of each of these components.

1)  Delivery System

Each model incorporates a delivery system that includes primary care providers, or gatekeepers, who are responsible for providing primary and preventive healthcare services and referring enrollees to specialty physicians, inpatient hospitals, and for specialty care.  Typically, the counties that do not have an operating public hospital have developed a network through contracts with health plans or community-based providers. 

· PlusCare contracts with a few health plans.  Each health plan is responsible for developing its own provider network.  

· GAMP contracts with sixteen clinics at twenty-seven sites.  Each of these primary care clinics is responsible for developing an affiliation with at least one hospital, one pharmacy, and specialty physicians
.  

In those communities with an operating public hospital, the hospital has played an integral role in the provider network for the uninsured.  

· CareLink has implemented a closed delivery system that includes the public hospital as well as primary and specialty physicians employed by the hospital.  

· Wishard Advantage contracts with the University Medical Group for primary and specialty care and utilizes the Wishard Hospital for inpatient services.  In July 2000, the University Medical Group’s provider network was strengthened with the addition of the county’s traditional primary care safety net providers.

Challenges in contracting with an adequate network of specialists

In developing a delivery system, several programs identified challenges in contracting with an adequate network of specialists.  Initially, specialists were reluctant to contract with a program for the uninsured.  They were concerned over adequacy of rates and feared that specialty practices would end up serving a disproportionate share of uninsured patients.  Nonetheless, the programs report that there are currently no issues with the specialist networks.  The following are suggestions were offered by the communities to help minimize any potential problems in developing a specialist network:

· Involve the specialists in the design and implementation of the program for the uninsured.  This will foster an understanding of program operations and will allow specialists an opportunity to define their own role within the program.

· Pay specialists adequate rates to increase their levels of participation.  One program pays specialists 100% of Medicare in the hope that these rates will encourage long-term relationships between physicians and their patients.

· If possible, contract with specialists who are employed by or practice at the public hospital.

2)  Provider Payment Methodology
Each model has implemented its own approach to provider payment.  While all payment methodologies create financial incentive for providers to manage their patients’ healthcare services, typically, the programs reviewed in this analysis do not utilize “aggressive” payment methodologies.  

· Denver Health pays its primary and specialty care physicians a salary.

· CareLink pays its primary and specialty care providers on a fee-for-service basis.  

Neither of these approaches creates financial incentives for primary care providers to manage and integrate healthcare services.  A few programs, including GAMP and Wishard Advantage, utilize budget caps to create financial incentives to manage health care services.  Some programs are able to simply increase the budget cap if utilization is higher than projected, while other communities lack funding to support this practice.  Despite this general trend, a couple of programs have implemented more aggressive payment methodologies.  

· Wishard Advantage pays its primary care providers on a per member per month basis to create incentives for providers to enroll the uninsured in their panel.

· PlusCare pays contracted health plans a capitation for each enrollee and makes the health plan operate at full risk for all covered services.

3)  Care Management Strategy
Basic care management strategies.  Programs with care management strategies share common managed care elements such as requiring that individuals enroll with a primary care provider that serves as a gatekeeper, requiring referrals for specialty services, and offering a closed network of providers to limit access.  

Enhanced care management strategies.  To complement basic care management strategies, several programs have implemented additional or enhanced care management initiatives.  These enhanced care management initiatives have evolved over time, building on existing programs and experiences, rather than being based on examples of “best practices” used by other programs.  

· CareLink and Hillsborough County Health Care Plan have set performance standards in their provider contracts.  If CareLink physicians meet certain access and clinical performance standards, they are eligible for bonus payments.  

· Denver Health and Hillsborough County Health Care Plan have implemented several disease management initiatives targeting certain chronic illnesses and conditions.  

· CareLink and GAMP have implemented toll-free, dial-a-nurse programs to help triage and coordinate care after hours.

· Hillsborough County Health Care Plan has implemented an in-house operated, 24-hour information line.  

In contrast to these programs, Wishard Advantage includes a medical management program but does not have any performance standards in its provider contracts.  Wishard Advantage also requires and provides some payments to Indiana University Medical Group to submit HEDIS indicators, although these are not tied to bonus payment arrangements.  Providers are expected to deliver the same standard of care as delivered to other payer groups.  PlusCare does not require its health plans to develop care management/medical management programs.  

Conclusion

The featured programs exhibit clear differences in system of care delivery, provider payment methodology, and care management strategy.  While most programs have been successful in integrating care along a continuum, almost all report limited access to quantitative information for effective performance evaluation.  A few programs note that they have enhanced primary and preventive services while reducing inappropriate hospital and emergency room utilization.  These programs do not have the necessary data and reports to support these claims.  One program has specifically requested assistance to help evaluate and measure program success.  Competing budgetary demands serve as a roadblock to a community’s ability to track, analyze and report this type of performance evaluation information.  

III.  Lessons Learned

The findings from this study provide a useful set of tools for communities wishing to design a community-based, health care coverage program for the uninsured.  Clearly, there are a number of financing mechanisms and care-integration strategies from which a community may choose.  The following is a review of the lessons learned from the study.

· Community-based models of care can leverage state and federal funds through innovative financing mechanisms.  Regardless of whether the model is built around a public hospital system, the existing models of care provide a menu of funding options to explore.

· Since public funding for a community-based program is often discretionary and appropriations-based, the program will suffer greatly if the sole funding source is reduced or eliminated.  In addition, as existing programs continue to enroll additional beneficiaries, they are challenged to work within capped budgets.  Therefore, community-based models of care are encouraged to diversify funding streams to allow for financial flexibility.  

· Existing governance structures, including public agencies, challenge staff to effectively manage a program’s financing mechanism.  Because of the inherent bureaucracy in these governance structures, programs are hindered in their ability to develop innovative and responsive initiatives.  Community-based models of care should consider developing alternative governance structures to bypass bureaucratic challenges.

· Primary care provider reimbursement strategies can help create incentives for effective management and integration of healthcare services.  Community-based models of care should consider risk arrangements and contract standards with primary care providers as tools to integrate healthcare services.

· While specialists are a key component to developing a successful community-based model of care, they can present significant challenges during the initial stages of program implementation.  In order to enhance specialist participation, community-based models of care are encouraged to involve specialists early on in the design process and provide adequate reimbursement for specialty care.

· Community-based models of care make use of a variety of care management models and strategies.  Existing models of care have successfully utilized initiatives that are effective with commercial plans including dial-a-nurse hotlines and disease management initiatives.  

· Before implementing a program, a community-based model of care is encouraged to carefully develop overall program performance targets and measurement strategies.  It is equally as critical that a community dedicate the resources necessary to conduct these measurements.  Evaluation is integral to the relative success of a program. 

	Program
	Overview
	Financing Mechanism
	Governance/Org Structure
	Delivery System
	Payment Methodology

	CareLink

San Antonio, TX
	CareLink is not an insurance product but a financial assistance plan that subsidizes the cost of healthcare for low-income uninsured persons.  CareLink is operated by the local public hospital, University Health Services.
	The Hospital District levies a county property tax in the amount of $0.24/$100.00.  Funds from this tax support the public hospital and CareLink.  CareLink is not supported by state or federal funds.  
	University Health Services, a county owned Hospital District, assumes responsibility for administering CareLink.
	The CareLink delivery system is closed and includes the following providers: UHS Hospital; University Physician Group (including specialists); ambulatory care sites; and federally qualified health centers.
	CareLink reimburses providers on a fee-for-service basis through the health authority.  Providers are reimbursed at the following rates:

· Physicians: 100% Medicare

· Hospitals: 100% Medicaid DRGs

	PlusCare 

Wayne County, MI
	PlusCare is Wayne County’s indigent care financing program.  PlusCare offers enrollees a choice of “health plans” that are responsible for providing and managing a comprehensive benefit package.


	The county, state, and federal government (through a Medicaid upper payment limit mechanism) contribute funds that are dispersed to eligible hospitals.  The hospitals then consolidate their funds through a transfer to the Urban Hospital Care Plus which funds the county’s indigent care program.
	Urban Hospital Care Plus (UHCP) is a not-for-profit, private organization that is responsible for administering the indigent care program.  UHCP contracts with Patient Care Management Services (PCMS) to administer PlusCare.  PCMS is a Division of the Wayne County Office of Health and Community Services.
	PCMS contracts with two to three health plans that are responsible for providing and managing a comprehensive benefit package.  Each health plan contracts with its own provider network.
	PCMS pays each health plan a “capitation” for each enrollee.  The health plans are at full risk for all covered services.  PCMS negotiates individual rates with each of the health plans.

	GAMP

Milwaukee, WI
	General Assistance Medical Program (GAMP) offers healthcare coverage to low-income uninsured persons through a network of community-based clinics.  Individuals enroll with a primary care clinic that is responsible for traditional managed care gatekeeper functions.
	GAMP is funded through county property taxes, the state GA block grant, and an intergovernmental transfer (IGT).  Via the block grant, the state makes supplemental Medicaid payments to hospitals (with 60% federal match).  The hospitals in turn pass the supplemental payments to the county.  Via the IGT, the county forwards $2.5M to the state.  The state uses this money and the 60% federal match to make supplemental payments to hospitals, which forward the supplemental payment to the County.
	The Milwaukee County Department of Health administers GAMP.
	GAMP is comprised of 16 primary care clinics with 27 sites.  Each primary care clinic must have an affiliation with at least one hospital, specialists and one pharmacy.  Primary care and some specialist physicians are employed by the clinics.  The former public hospital, now managed by another entity, provides the majority of inpatient services.
	GAMP reimburses the clinics on a fee-for-service basis at Title XIX rates.  However, if the total cost of the program exceeds the program budget, the providers are responsible for the additional costs.

	Hillsborough County Health Care Plan

Hillsborough County, FL
	HCHCP was created in the early 1990’s to provide coordinated, more efficient care to low-income, uninsured county residents.  The program divides the county into four zones and contracts with a preferred provider network in each zone. 
	HCHCP is currently funded through a ½ cent sales tax.  
	The Hillsborough County Health and Social Services Department is responsible for administering HCHCP.  A Health Care Advisory Board provides input into the management of HCHCP.
	Each preferred provider network is comprised of hospitals, primary care physicians, and specialty physicians.
	HCHCP sets an overall budget cap on medical services and allocates a portion of the cap to each network based on the age/sex distribution of members.  The network is responsible for providing services if they exceed the cap.

	Denver Health

Denver, CO
	Denver Health is a “virtual HMO.” Individuals have their care managed by providers in the health system but are not enrolled in a plan.
	The Denver Health Hospital Authority finances Denver Health through county, state, and federal revenue sources.
	The Denver Health and Hospital Authority operates Denver Health.
	Primary care and specialty physicians are employees of the Denver Health Hospital Authority.  The majority of services are provided within the health system.
	Physicians are salaried by the Denver Health Hospital Authority.

	Wishard Advantage Marion County, IN
	Wishard Advantage is an enrollment-based managed care program for low-income, uninsured county residents.  The program is comprised of the Indiana University Medical Group and the Wishard Hospital System.
	Financing of Wishard Advantage occurs centrally through the Wishard Hospital System.  Funding sources for the Health System include property taxes ($0.7971/$100.000), DSH funds, and other revenue sources (i.e., Medicaid).
	The Health and Hospital Corporation of Marion County operates Wishard Advantage.
	The delivery system is comprised of the Indiana University Medial Group (primary and specialty care physicians) and the Wishard Hospital System (for inpatient services).
	HHC pays primary care physicians on a PMPM basis.  HHC pays specialists from a budgeted allocation.  Funds from the allocation are distributed based on the relative number of RVUs per physician.


� Kaiser Commission of Medicaid and the Uninsured, The Uninsured and Their Access to Health Care, May 2000.


� Tampa General Hospital was formerly a public hospital, but is now a private, not-for-profit hospital.


� Gabow, Patricia, Denver Health: Initiatives for Survival, Health Affairs. July/August 1997.


� During 1996 and 1997, as it was refining its model design, GAMP managed specialty care through a contract with specialists affiliated with the former public hospital.  The results of this arrangement were unsatisfactory for a number of reasons, including issues related to communication between specialists and primary care clinics.  The County made the decision to “main stream” specialist referrals; that is, to require that each clinic use the same network of specialists used for other patients.  This process has proved very successful in facilitating better communication between specialty and primary care physicians and improving the timeliness of referrals.





