NORTH CAROLINA INSTITUTE OF MEDICINE
2005 TASK FORCE ON THE NORTH CAROLINA HEALTHCARE
SAFETY NET REPORT
2008 UPDATES TO RECOMMENDATIONS

There has been substantial progress in implemetitengecommendations of the North
Carolina Institute of Medicine Task Force on thatNd&arolina Healthcare Safety Net.
In total, progress has been made in implementifg @bthe recommendations, in whole
or in part. In addition, many groups are continuimgvork on these recommendations.

Total recommendations: 28
Fully implemented: 4 (14%)
Partially implemented: 17 (61%)
Not implemented: 7 (25%)

COVERING THE _UNINSURED

Recommendation 2.1: PRIORITY RECOMMENDATION
The North Carolina General Assembly should take sfgs to make health insurance
coverage more affordable and to expand health insance coverage to more
uninsured individuals.

Partial Implementation

During the 2007 legislative session, the North GaaocGeneral Assembly (NCGA) fully
funded NC Health Choice and included new funds<fmad children’s health insurance
(NC Kids’ Care) to uninsured children in familieghvincomes between 200% and 300%
of the federal poverty guidelines. This expansi@s scheduled to go into effect July 1,
2008 but was delayed due to changes to the Ceotevedicare and Medicaid Services
rules limiting states ability to expand state crelds health insurance programs to
children in families earning above 250% of the fatipoverty guidelines. During the
2008 legislative session, the NCGA authorized tepddtment of Medical Assistance to
create NC Kids’ Care to cover uninsured childretwieen 200-250% of the federal
poverty guidelines. NC Kids’ Care is scheduledadrgo effect July 1, 2009 or upon
reauthorization of the federal SCHIP program anmateyal of a state plan amendment.
Additionally, during the 2008 legislative sessitbie NCGA provided $9.4 million in
recurring funding to expand the NC Health Choiaegpam to support an additional
7,341 children.

In 2007, the legislature also extended Medicaigbiath ages 18-20 transitioning out of
foster care and created the North Carolina Heakhriince Risk Pool (NCHIRP).
NCHIRP will provide more affordable health insurareoverage for North Carolinians
who face high insurance premiums because of tleailtthbeginning January 1, 2009.

During the 2007 legislative session, the NCGA appated $5 million in nonrecurring
funds and $2 million in recurring funds to expahd health care safety net. An
additional $2.9 million in nonrecurring funds wexgpropriated to sustain coordinated



networks for the uninsured through HealthNet. Dgitime 2008 legislative session, the
NCGA appropriated $2 million recurring funds andridlion nonrecurring funds to
support the health care safety net (Community He@énters grants program), and an
addition $2.8 million recurring and $950,000 nootneing funds to sustain indigent care
networks and support new collaborations throughlitHeat.

DEFINING THE SAFETY NET

Recommendation 3.1:

The Office of the Secretary of the North Carolina 2partment of Health and
Human Services should continue its efforts to monitr access to behavioral health
services for the uninsured and other underserved gaulations. The Office of the
Secretary should examine access to services for bahe priority (target)
populations and for those with less severe behavigrhealth problems and should
seek input from a wide variety of stakeholders inelding, but not limited to, publicly
funded local management entities, children’s devefament services agencies,
behavioral health providers, primary care providers safety net organizations, and
representatives of consumer groups.

Partial Implementation

Progress has been made in expanding access todmhaealth services since 2005.

All state-funded mental health, developmental digeds and substance abuse services
are directed towards the indigent population. Fumdor these services has increased by
$60 million.

Since 2005 the Division of Mental Health, Develomtad Disabilities and Substance
Abuse Services (DMHDDSAS) has worked on a numb@rajects to increase access to
behavioral health including: developing an appeateess for non-Medicaid eligible
individuals to appeal a reduction/denial/terminatod services; helping to pass equitable
coverage for mental health services during the 28@iglative session; and developing a
comprehensive crisis services plan that will beeneed by the 2008 Session of the
General Assembly. DMHDDSAS is also working withr@ounity Care of North
Carolina (CCNC) and Local Management Entities tgtothe ICARE initiative to
integrate behavioral health and physical healtk.CBhis initiative is particularly focused
on the indigent non-target population for whomestfainded MHDDSA services are not
available through the specialty system. Additibnahe North Carolina General
Assembly appropriated $2.2 million over two yearshte North Carolina Office of Rural
Health and Community Care to co-locate mental hesgdecialists with CCNC primary
care practices. These were nonrecurring funds.

Recommendation 3.2:

The Office of the Secretary should work with the Nah Carolina Pediatric Society,
North Carolina Academy of Family Physicians, NorthCarolina Chapter of the
American College of Physicians, North Carolina Psyudatric Association, other
interested professional associations, and North Calina Area Health Education
Centers program to examine ways to expand the cap&g of primary care providers



to address some of the behavioral health needs ¢iet uninsured and/or underserved
populations. Information on this initiative should be reported to the North Carolina
Commission for Mental Health, Developmental Disabities and Substance Abuse
Services.

Full Implementation

The Office of Rural Health and Community Care (OREJ@ conjunction with
Community Care of North Carolina (CCNC), ICARE, Bwision of Medical Assistance
and others are working to increase co-locationedidvioral health providers and primary
care providers. In the co-location model, a memalith professional is located in a
primary care provider’s office; in reverse co-looat access to primary care is increased
through by placing a primary care provider in a takhealth care provider’s office.

In FY 2007, the ORHCC designated $1 million in fungdfor co-location and reverse co-
location grants. Forty-three practices, servingapiately 150,000 adults and 220,000
children, received funding for co-location throul@RHCC in 2007. Of these, 36
practices requested and received funding for argbgear of funding in 2008. An
additional 15 practices will receive funding durifRy 2008. Practices were eligible for
up to $25,000 per year and funding was provideataatices located throughout the
state.

ORHCC requires grantees to begin implementing exiddased screening tools.
Currently, approximately 50% of grantees are seéneefor depression using a national
tool and ORHCC is promoting SBIRT, which calls $areening, brief intervention and
referral to treatment, to screen for substancaliseders.

Recommendation 4.1: PRIORITY RECOMMENDATION
The North Carolina Office of Rural Health and Community Care! (ORHCC), in
collaboration with the Cecil G. Sheps Center for Halth Services Research at the
University of North Carolina at Chapel Hill, should assume responsibility for
collecting data and monitoring the capacity of thesafety net on an ongoing basis.

a) The data should include information on safety net@anizations that provide
the full array of primary care services, as well ashose that provide dental,
behavioral health, preventive services only, or &ks comprehensive array of
clinical services. In addition, data should be ca#icted on the numbers
uninsured who receive services through non-profitiopublic dental clinics,
pharmacy clinics, or other specialty providers.

b) Safety net healthcare organizations that receive ate funding (through
Medicaid, the Division of Public Health, or Communty Health Grant funds)
should be required to report information to the ORHCC on the unduplicated
number and the total number of visits (encountersjor uninsured patients
who receive comprehensive primary care, dental, balvioral health, or other
clinical services. The ORHCC should create a standdized reporting form
to ensure that the data are collected consistenthcross healthcare

! Formerly the NC Office of Research, Demonstratiand Rural Health



organizations. Other organizations that do not recee any state funding,
such as free clinics, should be encouraged to proM similar information.

c) The ORHCC should share these data with local Commuty Care of North
Carolina groups, Healthy Carolinian organizations,local health
departments, the North Carolina Association of Comranity Health Centers,
the North Carolina Hospital Association, the NorthCarolina Medical
Society, the North Carolina Free Clinic Associationthe North Carolina
Division of Facility Services, and local medical sweties so that they can use
these data to identify areas of unmet need. Similgy, the data should be
shared with North Carolina health foundations, to telp inform their grant-
making process.

d) The ORHCC should report these data to the SecretaryGovernor, General
Assembly, and North Carolina Association of CountyCommissioners on a
yearly basis to help inform policymakers of areasfogreatest unmet need.

Full Implementation

The North Carolina Institute of Medicine (NC IOM)vked with other organizations to
create a Safety Net Advisory Council (SNAC) afedease of the NC IOM Healthcare
Safety Net Task Force report (See Recommendatfo6a more complete description
of the SNAC). The NC IOM, in conjunction with tiE&NAC, developed a safety net
website that includes information on safety netorgations around the state, services
offered, hours of operation, eligibility requirentemor services (i.e., income limits,
geographic limitations), whether the organizatierves uninsured for free or on a sliding
scale, and whether the organization is acceptimgpatients. The website, launched in
June 2008, has information on approximately 25@moizations with 400 delivery sites
including free clinics, local management entitshlic health departments and others.
This website is accessible at: www.nchealthcarebedp

In addition, organizations were asked to providermation on numbers of uninsured by
county. These data are to be aggregated so th&iGhiOM, SNAC, statewide funders,
and other organizations can identify the areagexditgst unmet needs.

Recommendation 4.2: PRIORITY RECOMMENDATION

The North Carolina Office of Rural Health and Community Care should take the

lead in pulling together a statewide collaborativeof safety net organizations to

develop a planning package for communities interest in maintaining or expanding

their safety net capacity.

a) The collaborative should include, but not be limité to: the Division of Public

Health, the North Carolina Community Health Center Association, the
North Carolina Hospital Association, the North Cardina Medical Society,
the North Carolina Free Clinic Association, and theNorth Carolina Area
Health Education Centers (AHEC) program. These graps should
collaborate to provide technical assistance to conumities. Priority should be
given to low-wealth, high-need communities to helthem develop additional
safety net capacity. Cross-county or regional appmches should be



considered, particularly for smaller, less-populatd, or resource-poor
communities.

b) The planning package should include information oriinancial planning,
possible funding sources, healthcare information sgems, record access and
confidentiality, federal and state laws and regulabns affecting the provision
of safety net services, and the organizational asgts of interagency
cooperation with such issues as eligibility determiation. Once developed,
information about the availability of the planning package and technical
assistance should be provided to county commissiaselocal healthcare
providers, community collaboratives (such as Health Carolinians and
Community Care of North Carolina networks), and other interested non-
profit organizations.

Partial Implementation

The NC IOM, in conjunction with the SNAC, developetechnical assistance manual:
Health Care Services for the Uninsured and Other Underserved Populations. The

manual was written to help community groups intex@$n developing or expanding
health care services for the uninsured and othéenserved populations. The manual
includes chapters on: identifying need, leaderstommunity support, types of health
care safety net organizations, financial considemat choosing a type of safety net
organization, and collaboration. It also includdgsrmation on where groups can obtain
technical assistance, sources of private fundind,aadetailed description of the
requirements for different types of safety net aigations. The manual is available on
the NC IOM website at: www.nciom.org.

In addition, The Duke Endowment and other foundetiare helping to create a statewide
safety net technical assistance center (See recodatien 6.6). The technical assistance
center will work with communities in developing comnity collaborations to provide
services to the uninsured and underserved poposatut will also assist in the
development or expansion of the safety net infuastire (i.e., primary care

organizations, medication assistance programg, etc.

Recommendation 4.3:

The North Carolina Medical Society, local medical scieties, free clinics, Project
Access models, and other community initiatives thagncourage private providers to
donate their services to the uninsured should devagb systems to recognize providers
for their services. Recognition should be providedt both the local and state levels.
Partial Implementation

Most or all of the Project Access and free cliritegt rely on health care professionals
and health care organizations to provide free fmarthe uninsured have a system to
recognize these providers for their services. Harehere has not been any organized
effort to recognize these professionals or insthg at the state level.



Recommendation 4.4: PRIORITY RECOMMENDATION
The North Carolina Free Clinic Association should ake the lead in pulling together
a group of health professionals and safety net org&ations, including, but not
limited to, the North Carolina Medical Society andNorth Carolina Project Access
organizations to identify options to reduce the feaof and/or threat of malpractice
lawsuits against providers who volunteer their timeo serve the uninsured without
compensation. At a minimum, the group should examiathe existing Good
Samaritan Law to determine if further changes are eeded to provide protection to
physicians and other healthcare professionals whmlunteer to provide services to
the uninsured upon referral from an organized systm of care for low-income
uninsured.

Partial Implementation

The North Carolina Free Clinic Association conveaagtoup to examine North Carolina
laws pertaining to lawsuits against medical prowm@unteers. The group pursued
submitting legislation which would grant medicabyider volunteers immunity from
lawsuits, similar to current Virginia law, but fodithat North Carolina common law is
not favorable to this type of change. The grougtilsconsidering submitting legislation
to clarify the language in North Carolina’s Goodvigaitan Law.

In addition to reviewing North Carolina law, the floCarolina Free Clinic Association
is also working with healthcare clinics to obtageded status for free healthcare clinic
employees, eligible contractors and volunteers utideFederal Torts Claim Act
(FTCA), which provides protection from malpractleg/suits® This work is being

funded by The Duke Endowment. Thus far, 10 fremtheare clinics have been deemed
and several others are in the process. The Nombli6a Free Clinic Association also
worked with Medical Mutual to develop a low fee ipgl($100) for volunteer providers.

Recommendation 5.1:
The North Carolina Office of Rural Health and Community Care (ORHCC) and
other safety net organizations should create a wodcoup to meet with
pharmaceutical companies to discuss:
a) Simplifying and streamlining the Patient Assistancd’rograms, including the
application forms, verification requirements, and digibility requirements;
and

2 The Federal Torts Claim Act (FTCA) of 1946 prodeprocess by which people who have suffered
wrongful injury through the negligence or wrongdpiof a US government employee can be compensated.
Under section 224 of the Public Health Service Aatployees of eligible health care clinics can be
deemed federal employees qualified for protectioten the FTCA. More information is available oelin
from the US Department of Health and Human Seryideslth Resources and Services Administration at:
http://bphc.hrsa.gov/ftcal.



b) Creating bulk replenishment programs and other wayghe pharmaceutical
industry could help provide medications to safety at organizations.
Information should be disseminated to safety net ganizations and private
physician practices about the best way to accessgiitng pharmaceutical
resources.

Partial Implementation

Nothing has been done to simplify and streamlimeRhtient Assistance Programs (PAP)
since the publication of the Task Force reportd@% However, the ORHCC has made
some progress around improving access to free aloccost medications. To help
community agencies access PAPs, ORHCC developetcMih Access and Review
Program (MARP) software which is designed to autenaacess to the various forms
and eligibility standards of PAPs. In partnershigwthe North Carolina Health and
Wellness Trust Fund, ORHCC facilitates grant-supggbcommunity medication
assistance programs, offering free medication sgie software (MARP) and technical
support. As part of the grant, each site worketth wrivate physician practices, local
safety net and faith-based community organizatamsothers to provide education on
accessing medications through their medicatiorstssie program.

Recommendation 5.2:

The North Carolina General Assembly should supporthe Health and Wellness
Trust Fund’s efforts to support and expand prescrigion assistance programs,
including, but not limited to, expanding the availaility of Medication Access and
Review Program (MARP) and medication assistance pgrams.

Partial Implementation

For the first time in 2007, the NCGA included funglifor personnel at the Office of
Rural Health and Community Care to support MARRvgaife and technical assistance to
medication assistance programs in their budgefuNding was provided for the local
communities that administer medication assistamograms. The Health and Wellness
Trust Fund continues to be the sole source of iuptbr the medication assistance
programs and currently funds 60 medication assist@nograms, most of which are set
to expire in June 2009.

Recommendation 5.3: PRIORITY RECOMMENDATION
North Carolina private foundations should considerthree-year start-up funding at
$180,000 per year to the North Carolina Office of Rral Health and Community
Care (ORHCC) to create a bulk medication replacemetsystem.

Not Implemented

An ORHCC meeting with the top four pharmaceuti@ahpanies with representation in
North Carolina yielded mixed responses. Whilegharmaceutical companies support
ORHCC's prescription assistance efforts and thensoé, MARP, developed to facilitate
access to these programs, the companies had alreadyitted to participate in the
national “Partnership for Prescription Assistanefbrt and did not see their leadership



supporting a competing cause. ORHCC determinddotirauing a bulk replenishment
effort without pharmaceutical company support waisfeasible.

Lacking pharmaceutical company support for a bulicpasing initiative, ORHCC
determined more North Carolinians could be helpedxpanding the number of
community sites offering prescription assistan@RHCC currently oversees around 140
MARP community medication assistance programsnarease of 55% since 2005.

Recommendation 5.4:

The North Carolina Office of Rural Health and Community Care should explore
opportunities to expand 340B drug discount pricesa low-income patients of other
safety net organizations.

Not Implemented

The Office of Rural Health and Community Care sei@ching the feasibility of
establishing a 340B pricing program for qualifiezpplations.

Recommendation 6.1

The North Carolina General Assembly should enact gslation that clarifies existing
state confidentiality laws to ensure that safety rigoroviders are allowed to share
identifiable health information with each other when providing care to the same
patients, consistent with applicable federal law. fie legislation should include
heightened protections for particularly sensitive mformation, such as mental health
and communicable disease information.

Partial Implementation

During the 2007 legislative session, the GenerakAwly made some changes to
existing state confidentiality laws. Specificallge amended confidentiality provisions
state: “Notwithstanding G.S. 8.53 or any other Bion of law, a health care provider
may disclose protected health information for psgsoof treatment, payment, or health
care operations to the extent that disclosurernsped under 45 C.F.R. § 164.506 and is
not specifically prohibited by other state or fexdéaw.” As used in this subsection,
"treatment, payment, or health care operationsaarmefined in the Standards for
Privacy of Individually Identifiable Health Inforrtian.

This amendment synchronizes state law and feddRAA regulations with respect to
disclosures for the purposes of treatment, payaedthealth care operations (i.e.,
disclosure permitted without the patient's writggmmission). The amendment has not
completely opened the door for the type of infoinrasharing envisioned in this
recommendation. Under the new state law, health maoviders are now permitted to
share information for treatment, payment and headtle operations if HIPAA allows the
sharing. However, the new law states that sudtiatigres are not permitted if they are
"specifically prohibited by other state or feddeal." Thus, any specific state laws that
are more restrictive must still be given effecar Example, G.S. 130A-143 protects the
confidentiality of information that identifies som®e who has or may have a reportable
communicable disease. That law allows disclosuréréatment purposes only with the



patient's written consent. Thus, if a safety nevjater wants to disclose information to
another safety net provider for treatment purpesebsthe records include information
about the patient's reportable communicable dis@gage HIV, TB, syphilis), the
provider must still obtain the patient's writtemsent.

Recommendation 6.2:

The North Carolina Office of Rural Health and Community Care should collect and
disseminate descriptions of various models of cobbaration and integration found to
work well in particular communities.

Partial Implementation

This responsibility was assumed by tiarth Carolina Medical Journal. Beginning in
November 2007, thEorth Carolina Medical Journal began featuring health care safety
net collaborations. This special feature is caBpotlight on the Safety Net. Since the
inception of this feature, tHdorth Carolina Medical Journal has produced short
descriptions of the following safety net commurdoflaborations: the Durham Veterans
Affairs Medical Center, the James D. Bernstein Camity Health Center, the
Community Health Network of Henderson County, tlesteén County Collaboration, and
the Mecklenburg Emergency Medical Services Agency.

In addition, both the North Carolina General Assbnanmd The Duke Endowment have
helped fund community safety net collaborationse Becommendation 6.4 below.

Recommendation 6.3:

In addition to healthcare providers, local safety et collaborations should encourage
the participation of business and industry, collegeand universities, faith-based
organizations, social service agencies, non-profjtand other interested groups in
community collaborations to provide care to the umsured.

Full Implementation

There are currently 13 community collaboration®fust Access type collaborations)
that are active and enrolling patients. Each e§éhcommunity collaborations rely on
many different health care, business, academio#rat organizations to meet the health
care needs of the uninsured. In addition to theynmealth care providers and
organizations that donate their services, succlessfumunity collaborations engage the
broader community to help meet the needs of thesumed. For example, some
community collaborations have worked with localibesses on fundraising efforts, or to
obtain free or low-cost supplies, durable medicgliement or other services. Non-profit
organizations help by providing interpreter sersioe assisting with health education.
Social services agencies are integral to the effiomost community collaborations,
assisting with eligibility and referring patientsdather community resources.
Additionally, members of faith-based organizatienfunteer their time in free clinics or
other community agencies, and often provide fundinigelp meet the needs of the
uninsured. Further, some community collaboraticagehwvorked with researchers in
local academic institutions to assist with the eatibn of health care outcomes and costs.



Recommendation 6.4: PRIORITY RECOMMENDATION
North Carolina foundations should help convene a s practices summit of safety
net organizations that will focus on collaborationand integration. This summit
would help local communities identify ways to buildand strengthen their capacity to
meet the healthcare needs of the growing uninsurgubpulation, and to reduce
barriers to interagency collaboration and integraton. Summit participants should
include representatives of existing safety net org@eations at the state and local
levels. One of the outgrowths of this summit woultbe to develop clearer and
measurable criteria of collaboration to guide future decisions for safety net program
support by public and private funding agencies.

Partial Implementation

North Carolina foundations have not convened agafet best practices summit to focus
on collaboration and integration. However, theme been a lot of activity from both the
North Carolina General Assembly and The Duke Endentrto fund community
collaborations for the uninsured. In SFY 2008, Mueth Carolina General Assembly
appropriated $2.9 million inonrecurring funds to the Office of Rural Healtldan
Community Care to create HealthNeThe Duke Endowment has committed a
minimum of $4.5 million annually to establish a ganinitiative, called Care+Share.
The small amount of state and foundation fundingdus support these community
collaborations leverage huge contributions by comitgwproviders (physicians, nurses,
physician assistants, pharmacists, other alliettthpeofessionals, and hospitals) who
donate their time and services, as well as localrtmutions.

The two programs, HealthNet (NCGA) and Care+Shane Duke Endowment) have
similar components:

» Eligibility screening: Individuals must first be screened to determiigglglity for
other public programs and to verify that they amesured.

e Administration: Community collaborations have some permanent wtad help
determine eligibility, link patients to medical hem(if needed), enlist private
providers to participate in the community collalime, and help link patients to
specialists (as needed).

* Medical home: Individuals must have a primary care provider vletps manage
the patient’s care. If the uninsured individuaégmot have a medical home, then
the collaboration will help link the patient to @afaty net organization or private
primary care provider who will serve as the patgentedical home.

» Accessto diagnostic and specialty services. Community providers (specialists)
agree to treat a certain number of uninsured lav@+me individuals for free.
Each individual provider can specify the numbepatients they are willing to
treat.

» Hospitalizations: Local hospitals agree to provide inpatient angbatient
services for free to eligible low-income uninsunedividuals.

% The Joint Conference Committee Report on the @aation, Capital, and Expansion Budget, HB 1473.
North Carolina General Assembly 2007 Session. dlative Change #10, Section G.
http://www.ncleg.net/sessions/2007/budget/budgetnt@p?7.pdf (Accessed May 27, 2008)
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* Maedication assistance: The community collaboratives help patients acess
pharmaceuticals (from pharmaceutical assistanagr@nas) or have small pools
of money to help patients purchase needed medisatio

» Disease and care management: Partnering with CCNC’s community care
networks, many of the community collaboratives@@viding disease and care
management to help coordinate care across mufifpdaders and provide
patients with the education and support needeelmthem manage their chronic
health problems.

* Quality improvement: Building on CCNC and the new Health Care Quality
Alliance, these community collaborations are bemigno focus on quality
improvement initiatives to enhance the quality afecprovided to the uninsured.

»  Common Outcome Measures. The community collaboratives will collect similar
outcome measures to demonstrate the benefits tmihsured, communities and
the state.

The HealthNet and Care+Share programs are workitigboratively to support funding
to multiple communities across the state. Thereiigently an interim management
group comprised of the Office of Rural Health arah@nunity Care, North Carolina
Community Health Center Association, North Carolf@spital Association, North
Carolina Medical Society, North Carolina DivisiohRublic Health, North Carolina
Association of Health Care Access, North Carolinarelation for Advanced Health
Programs, and North Carolina Institute of Mediowm® have worked to develop a
common application and funding criteria acrosselte® funding sources. There are also
plans to create a technical assistance centewtthatork with local communities to help
develop safety net capacity and create communlitgtmarations of care for the
uninsured. The Technical Assistance center ism@eby a larger group—which in
addition to the groups listed above—also includégioNorth Carolina foundations and
representatives of other safety net organizatiodsgmvernmental organizatiofsThe

goal of this larger effort is to enhance the ininasture and develop community capacity
to create seamless systems of care for the unthsure

* The Advisory Board governing this initiative indies representatives of the major health care fdiorda
in the state: The Duke Endowment, Kate B. ReynGldaritable Trust, NC Health and Wellness Trust,
Blue Cross and Blue Shield Foundation of North @aao The Advisory Board also includes
representatives of safety net organizations oe stgéncies providing services to low-income uniedur
people, including: the Office of Rural Health andn@munity Care, Community Care of North Carolina,
Division of Public Health, Division of Mental HehltDevelopmental Disabilities and Substance Abuse
Services, Office of Minority Health and Health Dasjties, North Carolina Medical Society, Old North
State Medical Society, North Carolina Hospital Agation, North Carolina Community Health Center
Association, North Carolina Association of Freenf@ls, Area Health Education Centers program,
prescription assistance programs, Healthy Caraigidental safety net organizations, local departsnef
social services, existing community collaboraticarsy consumer representatives. The work of the GNA
is coordinated with the Care+Share Advisory Board] may eventually be incorporated into this larger

group.
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Recommendation 6.5:

Hospitals should take the lead to develop collaboti@ans with local safety net
organizations to help ensure that the uninsured haappropriate medical homes
and after-hours care for persons requiring non-emegent attention.

Partial Implementation

The North Carolina Hospital Association is an aefparticipant in the HealthNet and
Care+Share community collaborations. See Recomatiemd6.4 for more information.

Recommendation 6.6: PRIORITY RECOMMENILATION
The North Carolina Institute of Medicine should create an on-going state-level
Safety Net Advisory Council that can encourage statlevel and local safety net
collaborations and can help monitor the implementabn of the Safety Net Task
Force’s recommendations. The group should includéhe full array of existing safety
net organizations, including health departments, féerally qualified health centers,
free clinics, hospitals, medical societies, Projeéiccess and Healthy Communities
Access Programs, medication assistance programs,daather non-profit agencies
providing care to the uninsured.

Full Implementation

The North Carolina Institute of Medicine convenefadety Net Advisory Council
(SNAC) after the completion of the Health Care 8aléet Task Force report. SNAC
members include state and local representation: f@euil G. Sheps Center for Health
Services Research, North Carolina Area Health Beuct&enters Program, North
Carolina Association of Free Clinics, North Caral@ommunity Health Center
Association, North Carolina Division of Public HgglNorth Carolina Hospital
Association, North Carolina Medical Society Foumalatand North Carolina Office of
Rural Health and Community Care. The SNAC meetsaqimately 3 times per year.

The SNAC has had three primary responsibilitiesSMAC members (or organizational
representatives) serve as grant reviewers to retievCommunity Health Center grant
proposals for the North Carolina Office of Ruralaite and Community Care (See
Recommendation 7.4), 2) SNAC members helped wnitlas review sections of the
technical assistance manual to help communitiegem® expand health care safety net
resources (See Recommendation 4.1), and 3) SNAChersrmelped design the Safety
Net website to capture information about existiafgs/ net organizations across the state
(See Recommendation 4.1).

Recommendation 7.1: PRIORITY RECOMMENDATION
The North Carolina Department of Health and Human Srvices, North Carolina
Community Health Center Association, North CarolinaAssociation of Free Clinics,
North Carolina Health Directors Association, North Carolina Hospital Association,
North Carolina Medical Society, and other safety neorganizations should work
with the North Carolina congressional delegation tsupport North Carolina safety
net organizations.
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a) The North Carolina congressional delegation shouldppose any efforts to
create a Medicaid block grant or otherwise limit tre availability of federal
Medicaid funds to the states.

b) In order to ensure that North Carolina receives itsfair share of federal
funding for federally qualified health centers (FQHCs), the North Carolina
congressional delegation should work to ensure thaftriority for new FQHC
funding should be given to states that have highehan average proportions
of uninsured, racial disparities, and/or a lower ttan average receipt of
federal FQHC funds per low-income person.

c) The North Carolina congressional delegation shouldlso work to ensure that
North Carolina receives its fair share of federal &te Children’s Health
Insurance Program (SCHIP) and Ryan White CARE funds and that
Congress continue funding the Special AIDS Drug Asstance Program
(ADAP) Initiative.

d) The North Carolina congressional delegation shouldiork to expand the
340B program to include free clinics, local healtldepartments, and other
non-profit or governmental agencies with a missiomo serve low-income
uninsured patients.

Partial Implementation

Many of the North Carolina health care professi@sslociations and state agencies have
worked with and continue to work with the North Glara congressional delegation to
support safety net organizations, oppose effortisriv the availability of federal
Medicaid or SCHIP funds, and ensure that North {Gaageceives its fair share of
federal funding for other federally-funded healtbgrams (such as Ryan White CARE,
Aids Drug Assistance Program (ADAP), and fundingFederally Qualified Health
Centers). While these organizations have not bdnsuccessful in ensuring that North
Carolina receive an increased share of federalifignthere have been some positive
developments. For example, North Carolina receadsitional funding for the federal
ADAP program. In addition, since the issuance ef$afety Net Task Force Report in
2005, health centers have competed for, and retedviotal of $9,875,610 in additional
grant funding. In 2007 the Health Resource Servigsinistration (HRSA) created a
High Poverty County Initiative. Sixteen NC countweere identified as eligible for
funding through this initiative; of these sevenmitbed applications. As a result
Buncombe, Franklin, Iredell, and Randolph countezsived health center funding
totaling $2,175,000 or nearly 6% of the total $3@i8ion in available funding. This is a
greater proportion of the total federal fundingrtiNorth Carolina received in the past.

In addition, there has been a lot of activity tptty increase North Carolina’s SCHIP
federal allotment. North Carolina would have regedisignificantly more federal
funding in the SCHIP reauthorization bill that westoed by the President. There is a
good chance that North Carolina will receive insehSCHIP funding in the next
Congressional session.

Recommendation 7.2:

The North Carolina Health Directors Association shald develop a legislative
proposal to amend state laws to enable local boardd public health to create
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governance structures that would make them eligibléo participate in additional
federal programs through which funding is availableto support care for the
uninsured.

Not Implemented

Upon further study, the North Carolina Associatidriocal Health Directors felt that it
was not strategic to seek a statutory change todhwposition of local Boards of Health
as that would open up the possibility of "unintesidehanges as well. They decided that
a more effective approach would be to work in tlkemmunities to establish stronger
partnerships with other safety net providers. €hgartnerships can then develop
community solutions to addressing the gaps, whightalizes on the strengths of each
safety net partner. Community Care of NC and Cahate provide excellent
opportunities for effective collaborations on thessies.

Recommendation 7.3:

The North Carolina health foundations should considr additional funding to meet
the capital and infrastructure needs of healthcaresafety net organizations.

Partial Implementation

Several of the major North Carolina foundationsvpie infrastructure support to health
care safety net organizations. For example:

* Blue Cross and Blue $hield of North Carolina Foundation support for free
clinics: The Blue Cross and Blue Shield of North Carokaandation recently
announced its second $10 million over five yearsuport free health care
services provided by 74 free clinics in 79 counéiemss the stafe.

» Health and Wellness Trust Fund support for prescription assistance programs:

The Health and Wellness Trust fund supports orgdioias that help low-income
uninsured people apply for free or reduced costrpheeuticals. Funding for
these Medication Assistance Programs (MAP) beg&0@3. To date, the Health
and Wellness Trust Fund has provided funding toentloan 84 organizations
providing MAP services.

» KateB. Reynolds Charitable Trust: The Health Care Division of the Kate B.
Reynolds Charitable Trust has historically provideants to improve access to
services for low-income uninsured or other undeesgtpopulations. Kate B.
Reynolds Charitable Trust has also provided sigaifi financial support to help
expand access to services for underserved popusatiod capital and
programmatic support to meet the preventive, pryneare, dental, and behavioral
health needs of underserved populations.

* The Duke Endowment: The Duke Endowment has provided significantriicial
support to help expand access to services for sadexd populations and capital
and programmatic support to meet the preventiveygy care, dental, and
behavioral health needs of underserved populations.

® For more information about the initiative, see:
http://www.bcbsncfoundation.org/elements/mediagfilCBSNCF_NCAFC_Extend_Partnership.pdf

14



Recommendation 7.4: PRIORITY RECOMMENDATION
The North Carolina General Assembly should approprate, on a recurring basis, $6
million to be used for federally qualified health enters and those health centers that
meet the criteria for federally qualified health centers, and $5 million to be used for
state-designated rural health centers, public heditdepartments, and other non-
profit healthcare organizations with a mission to srve the indigent and other
medically underserved populations. The funds shalle used to:

a) Increase access to preventive and primary care saces by uninsured or
medically indigent patients in existing or new heah center locations;

b) Establish health center services in counties where such services exist;

c) Expand the Office of Research, Demonstrations, andural Health
development’s Medical Access Program (MAP) to safeinet providers who
currently receive no financial support for indigent care and who are located
in high-needs counties;

d) Create new services or augment existing servicesquided to uninsured or
medically indigent patients, including primary careand preventive medical
services, dental services, pharmacy, and behavioragalth;

e) Increase capacity necessary to serve the uninsurég enhancing or replacing
facilities, equipment, or technologies; and

f) Create or augment community collaborations or integated delivery systems
that have the capacity to expand health services the uninsured or
medically indigent patients.

Partial Implementation

In SFY 2005 the NCGA created and began fundingCvamunity Health Grants
program. The purpose of the funding was to: ljease access to preventive and
primary care services for uninsured or medicaltligent patients in existing or new
health center locations; 2) establish communitythezenter services in counties where
no such services exist; 3) create new services@mant existing services provided to
uninsured or medically indigent patients, includprgnary care and preventive medical
services, dental services, pharmacy, and behavesadth; and 4) increase capacity
necessary to serve the uninsured by enhancingltacieg facilities, equipment, or
technologies. The NCGA has provided various legéfsinding to support the
Community Health Grants program since its incep{®ee Table 1).

Table 1
North Carolina General Assembly Appropriations to Health Care Safety Net
Community Health Grants Program

Year Recurring Nonrecurring | Total

SFY 2005 $0 $7.0 million $7.0 million
SFY 2006 $2.0 million $0 $2.0 million
SFY 2007 $2.0 million $3.0 million $5.0 million
SFY 2008 $2.0 million $5.0 million $7.0 million
SFY 2009 $2.0 million $4.0 million $6.0 million
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During the 2007 legislative session, the NCGA appated $5 million in nonrecurring
funds and $2 million in recurring funds to expahd health care safety rfefThe funds
were distributed across the state, on a competiasts, to organizations that serve low-
income uninsured individuals.

Chart 1
Distribution of SFY 2008 Community Health Center Grants

RHCs
7%

Hospitals
2%

HDs
26%

Other
2%

FCs/FPs

21% SBHC

7%

FQHCs
35%

Abbreviations: FQHC (Federally Qualified Healthr@r), FC (Free Clinic), FP (Free Pharmacy), HD
(Health Department), RHC (State funded rural heedthter), SBHC (school-based health center).

The $7 million appropriated by the NCGA was dividetb three pools: approximately

$2 million to provide continued support to SFY 2a0@7 community health grantee
projects, $375,000 for operational increases fbostbased health centers (as required
in the appropriations act) and the remaining motodsnd new programs and capital
initiatives” Less than one percent of the funds were allodatéae North Carolina

Office of Rural Health and Community Care for adistiration. The maximum grant
awards ranged from $25,000 for school-based heatiter operational grants, to $75,000
for continuation, new project, and small capitargs, and $150,000 for large capital
grants.

In total, 45 organizations received Community Hegitants in SFY 2008. Some of the
funded projects include:

* Expansion of core primary care services in AlamaBegtie, Buncombe,
Cabarrus, Caldwell, Cleveland, Davidson, Edgecorilemklin, Greene,
Guilford, Henderson, Hertford, Hyde, Iredell, Jaioms Lincoln, Madison,
Mecklenburg, New Hanover, Northampton, Robeson, &gwutherford,
Surry, Wake, Wayne, and Yadkin counties;

® Sec. 10.6(a) of Session Law 2007-323

" Information excerpted with permission from the Rfice of Rural Health and Community Care’s report
entitled, Summary Report on the SFY2007-2008 Conitytiealth Grants Fund, submitted to the Senate
and House Appropriations Committees on Health anth&h Services and Fiscal Research dated May,
2008.
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* Expansion of behavioral and mental health seniit€aldwell,
Mecklenburg, and Northampton counties;

* Expansion of pharmaceutical services to the unetsand medically-indigent
in Alamance, Gaston, Iredell, Lincoln, and Mecklergbcounties; and

» Expansion of dental services to the uninsured aadically indigent in
Alamance, Cabarrus, Caswell, Durham, Edgecombep@adarnett, Iredell,
Jackson, Mecklenburg, Person, Robeson, and Yadkinties.

An additional $2.9 million in nonrecurring funds reeappropriated to sustain
coordinated networks for the uninsured through théddt. (See Recommendation 6.4).

During the 2008 legislative session, the NCGA appated $4 million in nonrecurring
funds and $2 million in recurring funds to expahd health care safety net, and an
additional $2.9 million in recurring funds and $9®10 in nonrecurring funds to sustain
coordinated networks of care for the uninsuredubhoHealthNef.

Recommendation 7.5: PRIORITY RECOMMENDATION
The North Carolina General Assembly should approprate $11.35 million in SFY
2005-2006 and $25.95 million in SFY 2006- 2007 topand the number of school
health nurses with the goal of fully implementing he school health nurse initiative
over the next five years.

Partial Implementation

During the 2007 legislative session, funds wera@mpated by the NCGA to create an
additional 66 school nurse positions. In aggredatg]ing for additional school nurse
positions since 2004 has improved the school niorseudent ratio in North Carolina
from 1:1,897 to 1:1,280. The improving ratio is due only to generous funding
provided by the NCGA, but also to the local hedipartments, local education
agencies, hospitals, and communities who are caeinib supporting school nurses
across the state. The state remains committdeetgdal of achieving the nationally
recommended ratio of 1:750.

Recommendation 7.6:

The North Carolina Division of Medical Assistance Bould explore different
Medicaid payment rules that would provide higher rembursement to FQHCs,
FQHC look-alikes, and RHCs that serve a disproporthnately high percentage of
uninsured. New funds should be used to support aneikxpand care to the uninsured.
Not Implemented

No action has been taken to implement this reconalatem.

8 Health and Human Services Budget Changes 9, flteafoint Conference Committee Report on the
Continuation, Expansion and Capital Budgets. H®&i82436. July 3, 2008. Available online at:
http://www.ncleg.net/sessions/2007/budget/2008ea@mfcecommitteebudgetreport.pdf.
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Recommendation 7.7:

The North Carolina Division of Medical Assistance Bould assure that
reimbursement to local health departments for Mediaid services will be at actual
cost (same as for FQHCs, RHCs, and CHCs). Rates sha be adjusted annually to
account for the full cost to provide services or th annual cost settlement payment
should include the full share (county, state, andederal) of Medicaid payments. New
funds should be targeted to providing care to the minsured (comprehensive
primary care, population-based services, or other iwre targeted clinical services).
Not Implemented

No action has been taken to implement this reconaatém.

Recommendation 7.8:
The North Carolina General Assembly, North CarolinaDivision of Medical
Assistance, and North Carolina State Employees HdhlPlan should consider
options to enhance payments to hospitals that seryégh proportions of uninsured
patients or that meet identified health shortage neds by providing other critical
health services.
a) Options may include, but are not limited to, increaing Medicaid or other
reimbursement to achieve this goal or exploring wheer Disproportionate
Share Hospital-related supplemental payments can hesed for this purpose;
b) The General Assembly should appropriate new fundsof this purpose;
¢) Indistributing new funds, the state should recogree other funds the
hospitals receive to serve the uninsured; and
d) New funds should be targeted to expanding care thé¢ uninsured.
Not Implemented

No action has been taken to implement this reconalatem.

Recommendation 7.9:

The North Carolina Division of Medical Assistance Bould explore the possibility of
creating a system of “shared savings” with regionaCCNC networks. Savings that

are retained by regional networks should be used tprovide similar health services
to the uninsured.

Partial Implementation

The North Carolina Community Care Network, Inc.mitbed a grant application to the
Centers for Medicare and Medicaid Services (CM$paftedicare waiver. (The North
Carolina Community Care Network is the statewidewoek of local Community Care of
North Carolina (CCNC) networks). The demonstrapooject will be operated in several
regions of the state and will apply the medical aggament and care coordination
strategies of CCNC to the dually eligible (Medicaral Medicaid) and to patients with
Medicare only. Improved care will benefit North Glma’s elderly citizens and will save
money. The resulting cost savings obtained frottebenanagement of Medicare
recipients would be shared between CMS and CCN s&vings returned to CCNC

will be reinvested locally for different purposés;luding enhancing the array of services
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available to people with Medicare or providing CCN&work services to the uninsured.
The 646 waiver is currently pending in CMS.

Recommendation 7.10:

The North Carolina Division of Medical Assistance DMA) should ensure that the
federal Medicaid spend-down rules that allow appliants to use the value of
healthcare services paid by state and county prognas in meeting their spend-
downs are fully implemented. In so doing, the DMAshould:

a) Explore which programs are eligible for this deducion, including, but not
limited to, Division of Public Health purchase of are programs, AIDS Drug
Assistance Program (ADAP), mental health, and MAP pgrams.

b) Work with the other state agencies that administethese programs to
develop cost of care statements, and, ultimatelyggelop systems to facilitate
the exchange of information about the value of serees provided across
programs to simplify the spend-down process for agfrants.

Not Implemented

No action has been taken to implement this reconalatem.

Recommendation 7.11:
The North Carolina Division of Medical Assistance Bould continue its work to
simplify the Medicaid application process for parefs, people with disabilities, and
older adults. Specifically, the Division should:

a) Create a simplified application form,

b) Extend the length of time for recertification, and

c) Explore the possibility of eliminating the assetsest for families with

children.

Partial Implementation

The Division of Medical Assistance (DMA) has implented a 10 page mail-in
application for the aged, blind and disabled. €Heas been no action on extending the
length of time for recertification or in eliminagrithe asset test for families with children.
When this recommendation was developed, DMA wadimgaout reenroliment forms

for children enrolled in North Carolina Health Cteior Health Check when their
enrollment was up for renewal. DMA is now workiog a similar system to use for the
aged, blind and disabled. Additionally, countiesvrhave the option of completing mail-
in or telephone reviews rather than requiring necifs come into the office.
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